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Introduction 

Executive summary 
University Hospital’s 2016 Community Health Needs Assessment (CHNA) was created with the help of 
a number of people and organizations that research community demographics, socioeconomic factors 
and health service utilization trends. Using the CHNA process outlined in this report, University 
Hospital has prioritized the following health needs in the community: heart disease and stroke; cancer: 
arthritis, osteoporosis, and chronic back conditions; diabetes; respiratory diseases; chronic kidney 
diseases; nutrition and weight status; access to health services; mental health and mental disorders; and 
health literacy. The CHNA Implementation Strategy Guide (ISG) addresses how University Hospital 
can collaborate with local organizations and agencies to improve our community’s health and illustrates 
how University Hospital is meeting its obligation to deliver efficient health care services. 

University Hospital does not have adequate resources to solve all the problems identified during this 
assessment process. Some issues are beyond its mission and are best addressed by other organizations, 
some of which have been identified through this process. We view this as a plan for how we, along with 
other organizations and agencies, can collaborate to bring the best each has to offer to address the 
health needs of the community we serve.  

University Hospital will use this assessment as a guide for strengthening, creating, and implementing 
programs that address the identified health needs of our community. 

 

University Health Care System’s mission, vision, and values 
The mission of University Health Care System is to improve the health of those we serve. 

The vision of University Health Care System is patients will insist on University, employees will be 
proud to be part of University, and physicians will prefer University because we set the standard for 
high-quality, safe care and exceptional service. 

The values of University Health Care System are Quality, Safety, Service, People, Growth, and 
Affordability. 
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Process and data gathering methods 
Our process was guided by the Catholic Health Association’s guidebook on performing a health needs 
assessment, Assessing and Addressing Community Health Needs. We also used the Healthy Communities 
Institute’s services and coaching, and feedback from Georgia Watch on the 2013 health needs 
assessments done by Georgia hospitals. We made every effort to adhere to the final IRS rules issued on 
Dec. 31, 2014, regarding health needs assessments. We formed an internal team, led by the director of 
the Systems Engineering department.  

Our first step was to define our community using data from our medial record system. We compared the 
numbers of patients who visited our emergency department from different counties. Having defined our 
community, we sought to understand their health needs by listening to narratives from three sources: 
public health data, community leaders, and providers. 

The first source of information we used is public health data. With the data we sought to answer several 
questions with regard to each of eight health topics outlined by the Catholic Health Association’s 
guidebook. First, what does the data say about which health needs impact the greatest number of people 
in our community and in the greatest ways? Second, how does the data for each county compare to the 
other counties and, when the data is available, to Georgia, South Carolina, and the United States in 
general? We have tried to restrict comments on the data to brief objective observations. This section 
begins on page 6. A summary of the data sources with URL’s can be found in Appendix A.  

The second source of information we used is the feedback of community leaders. This data supplements 
the information gap of the primary and chronic disease needs and health issues of uninsured persons, 
low-income persons, and minority groups. We solicited community leaders to provide feedback on our 
2013 CHNA and ISG and we invited them to listening sessions in which a moderator posed several 
questions about health needs, social determinants of health, and obstacles to care. We have described the 
format of the listening sessions, the leaders, and the feedback they provided, both regarding the 
community’s current needs and regarding our 2013 CHNA and ISG, beginning on Page 48.  

The third source of information we used is the feedback of area health care providers. We designed a 
survey with one question, “Please tell us about a resource you wish was more accessible to your patients 
that would help them address their health needs,” and categorized responses. Details about the survey 
method and results are provided on Page 53. 

Equipped with these three sources of information, our steering committee prioritized the health needs of 
our community. Their process and the results are described on Page 55.  

Our 2013 ISG listed actions to be taken to address needs we identified. Appendix B lists the actions 
actually taken and an evaluation of their impact.  

These findings were presented to our board of trustees on November 17, 2016. At that meeting, the 
board adopted the prioritization of health needs done by our steering committee, as well as our 
implementation strategy guide.  



COMMUNITY HEALTH NEEDS ASSESSMENT 2016 
 

 

Page | 6  
 

Defining and describing the community we serve 

Community definition 
In our 2013 CHNA, we defined the community we served to be Richmond County. We have expanded 
this definition to include Aiken and Columbia counties because we have expanded access points in these 
communities and because many residents of these communities use our emergency department. Figure 1 
shows the counties associated with the highest percentage of emergency department encounters.  

 

Figure 1 – Residents of Richmond County, Aiken County, and Columbia County comprise 85% of ED visits. 

Data source: University Health Care System’s electronic medical record system 

Data period: January 1, 2015 through June 30, 2015 
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Some parts of Richmond County, Aiken County, and Columbia County access our hospital more than 
others. Figure 2 shows the zip codes corresponding to the highest number of ED visits, with those zip 
codes being shaded darker. Figure 3  shows the number of ED visits in each of the top ten zip codes.  

 

Figure 2 – Zip code 30906 corresponds with the highest number of ED visits. 

 

Figure 3 – Almost twice as many ED visits correspond to zip code 30906 than from the next highest zip code. 

Data source: University Health Care System’s electronic medical record system 

Data period: January 1, 2015 through June 30, 2015 
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Figure 4 and Figure 5 show the zip codes corresponding to the highest number of ED visits per 1,000 
residents. While zip code 30906 is still one of the five highest zip codes, 30901 far exceeds it.  

 

Figure 4 – Zip code 30901 corresponds to the highest number of ED visits per 1,000 residents. 

 

Figure 5 – Almost twice as many ED visits per resident correspond to zip code 30901 than from the next highest zip 
code. 

Data source: University Health Care System’s electronic medical record system; Population by zip code 
from http://blog.splitwise.com/2013/09/18/the-2010-us-census-population-by-zip-code-totally-free/, 
which came from 2010 census data.  

Data period: January 1, 2015 through June 30, 2015 

http://blog.splitwise.com/2013/09/18/the-2010-us-census-population-by-zip-code-totally-free/
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We define our community to include all people in these three counties. We neither exclude nor 
prioritize any population subgroups. We exclude no subgroups because our mission applies to all people 
in our community. The public health data we used seldom enabled us to study the health needs of 
uninsured persons, low-income persons, and/or minority groups. But we can address this information 
gap in two ways. First, data describing the health needs of Richmond County can be used as a proxy to 
our missing data since the majority of people in Richmond County are from minority groups and 
because one fourth of residents live below the poverty line. The second way we addressed the 
information gap is by soliciting feedback from leaders in the community who represent the interests of 
those persons. Those results are included in the community feedback session.  

 

Community demographics 

Population 
Table 1 shows no growth in Richmond County, moderate growth in Aiken County, and rapid growth in 
Columbia County.  

People US GA SC 
Richmond 

Cty Aiken Cty 
Columbia 

Cty 
Population, 2014 est (000’s) 318,857.1 10,097.3 4,832.5 201.4 164.8 139.3 

Population change – 2010-14 4% 4% 5% 0% 3% 12% 
Table 1 – Population and population growth 

Data source: www.census.gov/quickfacts 

Data period: 2010 census data and 2014 census estimates 
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Age 
Figure 6 shows the ages of the residents of Richmond County, Aiken County, and Columbia County. 
Richmond County has more children under 5 years old than its neighbors and more than the average in 
Georgia, South Carolina, and the United States. Aiken County has more persons 65 years and older than 
all other groups in our comparison. Columbia County has more persons between 5 and 17 years old. 
This is an estimate of the population in 2014.  

 

Figure 6 – Population by age 

Data source: www.census.gov/quickfacts 

Data period: 2010 census data and 2014 census estimates 
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Race and ethnic origins 
Figure 7 shows the race and ethnic origins of the residents of Richmond, Aiken and Columbia counties. 
Over 90 percent of the residents of Richmond County are either black or white. The percentage of 
Hispanic or Latino residents, Asian residents, and residents of other races is lower than the national and 
the Georgia average. Aiken County is very similar to the rest of South Carolina, having more black 
residents than the rest of the nation, but fewer Hispanic or Latino residents. Columbia County has a 
higher percentage of white and Asian residents and a lower percentage of black residents than the other 
counties. This is an estimate of the population in 2014. 

 

Figure 7 – Population by race and origin 

Data source: www.census.gov/quickfacts 

Data period: 2010 census data and 2014 census estimates 

US GA SC Richmond
Cty Aiken Cty Columbia

Cty
Two or More Races 2.5% 2.0% 1.7% 2.6% 1.9% 2.9%
Some other single race 1.4% 0.6% 0.6% 0.7% 0.6% 0.6%
Asian alone 5.4% 3.8% 1.5% 1.8% 0.9% 4.2%
White alone, Hispanic or Latino 15.4% 7.8% 4.5% 3.0% 4.5% 4.9%
Black or African American alone 13.2% 31.5% 27.8% 55.5% 25.1% 16.9%
White alone, not Hispanic or Latino 62.1% 54.3% 63.9% 36.4% 67.0% 70.5%
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Other demographics 
Table 2 shows that Richmond County has fewer foreign-born residents and speakers of a language other 
than English at home than the rest of the nation, Georgia, or South Carolina in general. It has fewer 
college graduates and a high degree of poverty. Aiken County is similar to Richmond County in the 
percentage of foreign-born residents and speakers of a language other than English at home. However, 
it has a higher percentage of college graduates and a lower level of poverty. Columbia County is more 
diverse, having a higher percentage of foreign-born residents and speakers of a language other than 
English at home. It also has a higher percentage of college graduates and a lower level of poverty.  

Other (2009-2013) US GA SC 
Richmond 

County 
Aiken  

County 
Columbia 
County 

 
Foreign born persons 12.9% 9.7% 4.8% 3.3% 3.4% 6.8% 

Language other than English 
spoken at home, pct age 5+ 20.7% 13.3% 6.8% 5.9% 5.2% 9.5% 

High school graduate or higher 
of persons age 25+ 86.0% 84.7% 84.5% 83.7% 84.8% 91.3% 

Bachelor's degree or higher 
of persons age 25+ 28.8% 28.0% 25.1% 20.5% 24.0% 34.1% 

 
Homeownership rate 64.9% 65.1% 69.1% 54.5% 73.3% 78.9% 

Per capita income in past 
12 months (2013 dollars) $28,155 $25,182 $23,943 $20,526 $24,769 $30,949 

 
Median household income $53,046 $49,179 $44,779 $37,749 $44,509 $69,306 

 
Persons below poverty level 15.40% 18.20% 18.10% 25.10% 18.90% 8.30% 

Table 2 – Other demographic data 

Data source: www.census.gov/quickfacts 

Data period: 2010 census data and 2014 census estimates 

 

Existing health care facilities and resources 

Many organizations are also working to improve the health of residents within our community. Doctors 
Hospital of Augusta, AU Medical Center, Trinity Hospital of Augusta, and Aiken Regional Medical 
Center are other community hospitals. Each feature specialties, services, clinics, and programs for 
different types of health needs (e.g., children’s health, burn recovery, bariatric health, etc).  

While hospitals provide acute care, primary care providers and specialists help patients manage chronic 
conditions. There are over 3,000 physician providers and mental health clinicians in our community, 
according to Medicare’s National Plan and Provider Enumeration System. Some of the larger groups of 
providers are University Primary Care and Centers for Primary Care. Another large group, Christ 
Community Health Services, provides primary care and dental care to the underserved and uninsured on 
a sliding scale. University Hospital provides financial support to help them fulfill their mission. Similar 
organizations helped by University Hospital are Lamar Medical Center, Belle Terrace Health and 
Wellness Center, and St. Vincent DePaul.  
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Some of the largest skilled nursing facilities in our community are Anchor Health and Rehab of Aiken, 
NHC Healthcare of North Augusta, Stevens Park Health and Rehabilitation Center, and Pruitt Health 
of Aiken, as well as University Extended Care, which includes the Kentwood, Westwood, and Amara 
facilities. University Home Health is one of the largest home health providers in our community, but 
others include Gentiva Health Services and Trinity Home Health. Hospice providers include Regency 
Hospice and Trinity Home Services Center for Hospice and Palliative Care.  

Other organizations that address social determinants of health are the Area Agency on Aging, Augusta 
Housing & Community Development, Augusta Rescue Mission, Augusta Partnership for Children, 
Coordinated Health Services Inc., Garden City Rescue Mission, Golden Harvest Food Bank, Mercy 
Ministries, Walton Options for Independent Living, Safe Homes and Senior Citizen Council, Hope 
House, Family Promise, the United Way of the CSRA, and the Georgia Department of Public Health’s 
East Central Health District IV.  

Summary 

University Health Care System serves a diverse community. Aiken County has more residents 65 and 
older; Columbia County has more residents between 5 and 17; Richmond County has more residents 
under 5 years old. Richmond County is very different racially and ethnically from Aiken County and 
Columbia County. While Aiken and Columbia counties have some similarities in race and ethnic origins, 
Aiken County has fewer college graduates and has more poverty. Richmond County has even fewer 
graduates and an even higher level of poverty. 
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Analysis of public health data 

Eight topics of health  
The Catholic Health Association’s guidelines were used to select topics that summarize the state of 
health and quality of life in our community. Mental health has been added to the list of topics, which 
includes: 

1. Access to health care 
2. Health status of the population 
3. Behaviors and conditions related to the top 10 causes of death 
4. Child health 
5. Infectious diseases 
6. Natural environment 
7. Social environment 
8. Mental health 

For each of these topics, we have presented several indicators that describe our community.  
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Topic 1. Access to health care 

Health insurance 
Figure 8 shows the percentage of people under age 65 who do not have insurance (we exclude those 
over 65 since they are eligible for Medicare). The percentage of children without insurance in our 
community is similar to the percentage in the US, Georgia, and South Carolina. Among adults, however, 
there is more variability. Adults are more commonly uninsured in Georgia and in South Carolina than 
in the rest of the nation. Richmond County has more people uninsured than those in either state, while 
Aiken and Columbia counties have fewer.  

 

Figure 8 – People under 65 without insurance 

Data source: American Community Survey 

Data period: 2014 
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Figure 9 and Figure 10 show the percentage of adults (under age 65) and children who were uninsured 
over a three-year period. The percentage of adults without insurance has changed little over the past 
three years, while the percentage of children without insurance has been declining.  

 

Figure 9 – Trends in the rate of uninsured adults 

 

 

Figure 10 – Trends in the rate of uninsured children 

Data source: American Community Survey 

Data period: 2012-2014 
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Primary care access 
Figure 11 shows the number of people in each location per primary care physician (PCP). The data 
indicate that there are more people in Richmond County and Columbia County per PCP than there are 
in Georgia and in South Carolina. However, there are many more people in Aiken County per PCP.  

 

Figure 11 – Population per primary care physician 

Data source: Area health resource file, American Medical Association, maintained by County Health 
Rankings 

Data period: 2012 
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Mental health provider access 
Figure 12 shows the number of people in each location per mental health provider. The number of 
people per provider is much lower in Richmond County than in Georgia and South Carolina, but the 
number in Columbia County is much higher.  

 

Figure 12 – Population per mental health provider 

Data source: CMS, National provider identification file, maintained by County Health Rankings 

Data period: 2014 
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Topic 2. Health status of the population 

Leading causes of death 
Figure 13 and Figure 14 show the leading causes of death in the US, Georgia, South Carolina, and the 
counties within our service area. The causes are sorted in the order of the leading causes in the United 
States. 

We note several observations. First, the causes of death in Richmond County, Aiken County, and 
Columbia County, are ordered from greatest to least similarly to those in the US, Georgia, and South 
Carolina. Second, by comparing the death rates in the three counties, we see that Aiken County has the 
highest number of deaths, followed by Richmond County and then Columbia County. However, the age-
adjusted death rates in Richmond County are higher than those in Aiken County, with those in 
Columbia County third again. Health behaviors, social determinants of health, and age may explain this. 
Figure 6 showed that Aiken County has a higher percentage of persons age 65 or older than any other 
area. Later sections show that behaviors and other factors associated with health problems are higher in 
Richmond County than in the other counties.  
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Figure 13 – Total death rates 

Data source: The Health Indicators Warehouse at healthindicators.gov 

Data period: 2009-2013 
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Figure 14 – Age-adjusted death rates 

Data source: The Health Indicators Warehouse at healthindicators.gov 

Data period: 2009-2013 
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Treatment rates of chronic conditions 
Figure 15 shows treatment rates of chronic conditions among Medicare beneficiaries. Several 
observations are noteworthy. First, treatment rates of hypertension (high blood pressure) and 
hyperlipidemia (high cholesterol) are very high, followed by those of heart disease, arthritis, and 
diabetes. Second, treatment rates for some chronic cardiovascular conditions in Richmond County are 
lower than those in other areas. Death rate data in Figure 13 and Figure 14, as well as the data related 
to Topic 3 (behaviors and conditions) suggest that the lower treatment rates may be due to issues 
related to access or patient engagement in health needs, rather than lower incidence rates. For example, 
the treatment rate for diabetes in Richmond County is very similar to other counties, but the self-
reported incidence rate in Richmond County is much higher (Figure 19). Aside from these exceptions, a 
the treatment rates for many chronic conditions are similar in Richmond County, Aiken County, and 
Columbia County to those in the US, Georgia, and South Carolina.  
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Figure 15 – Treatment of chronic conditions among Medicare beneficiaries 

Data source: CMS Chronic Conditions Data 

Technical details and data period: All data are from 2014. The definitions of treatment, the settings of treatment, and the period in which treatment may have 
occurred can be found at https://www.ccwdata.org/web/guest/condition-categories
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Cancer 
The three types of cancer with the highest death rates nationally are lung and bronchus cancer; breast 
cancer; and colon and rectal cancer. For each of these types, we present age-adjusted death rates and 
age-adjusted incidence rates for each geographical area. For lung and bronchus cancer, this data is 
presented alongside smoking rates. For breast cancer, it is presented alongside the percentage of 
surveyed women (50-74 years old) who responded that they have not had a mammogram in the past two 
years. For colon and rectal cancer, it is presented alongside the percentage of surveyed adults (50+ 
years old) who responded that they have never had a colorectal endoscopy. The incidence rates and the 
behavioral data come from different sources. The causal relationship between the death rates and 
incidence rates and between the incidence rates and behaviors are commonly accepted and established in 
medical literature. The behavioral data comes from small samples of surveyed residents and has wide 
margins of error. But there may be some value in presenting this data side by side.  
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Lung and bronchus cancer 
Figure 16 shows lung and bronchus cancer death and incidence rates alongside the percentage of adults 
who smoke. Richmond County has the highest rates and Columbia County has the lowest rates for all 
three metrics.  

 

Figure 16 – Lung and bronchus cancer death and incidence rates alongside a behavioral measure 

Data source: National Cancer Institute 

Technical details and data period: Data are 5 year averages (2008-12). Survey responses come from the 
CDC’s behavioral risk factors surveillance system (BRFSS). Persons are consider smokers if they 
reported smoking every day or some days to the question, "Do you now smoke cigarettes every day, 
some days, or not at all?"  
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Breast cancer 
Figure 17 shows breast cancer death and incidence rates alongside the percentage of surveyed women 
aged 50-74 who reported that they had not had a mammogram in the past two years. Richmond County 
has the highest rates and Columbia County has the lowest rates for all three metrics.  

 

Figure 17 – Breast cancer death and incidence rates alongside a screening measure 

Data source: National Cancer Institute 

Technical details and data period: Data is five-year averages (2008-12). Survey responses come from the 
CDC’s behavioral risk factors surveillance system (BRFSS).  
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Colorectal cancer 
Figure 18 shows colorectal cancer death and incidence rates alongside the percentage of adults age 50 
and over who reported that they had never had a colorectal endoscopy (colonoscopy or sigmoidoscopy). 
Richmond County has similar death rates, lower incidence rates, but much higher lack of screening. 
Aiken County has very low incidence rates and a higher lack of screening. Columbia County has lower 
incidence rates, but similar screening rates.  

 

Figure 18 – Colo-rectal cancer death and incidence rates alongside a screening measure 

Data source: National Cancer Institute 

Technical details and data period: Data is five-year averages (2008-12). Survey responses come from the 
CDC’s behavioral risk factors surveillance system (BRFSS).  
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Diabetes 
Figure 19 shows the percent of surveyed adults who said they had been previously diagnosed as having 
diabetes. More residents in Richmond County indicated they had than other areas, and significantly 
more than the median US county.  

 

Figure 19 – Self-reported rates of diabetes diagnoses among adults 

Data source: Community Health Status Indicators 

Technical details: From the CDC’s Behavioral Risk Factor Surveillance System. Survey-based data.  

Data period: 2005-2011 
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Figure 20 shows the percentage of diabetic Medicare patients who had a blood sugar test in the prior 
year. While Richmond County has a higher incidence rate than Columbia County and Aiken County, it 
has a lower rate of blood sugar testing.  

 

Figure 20 – Diabetes incidence and blood sugar monitoring rates 

Data source: Centers for Medicare and Medicaid Services, maintained by Healthy Communities Institute 

Data period: 2012 
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Topic 3. Behaviors and conditions related to the top 10 causes of death 

Adult physical inactivity 
Figure 21  shows the percentage of adults who report no time spent exercising in the past month. More 
respondents in Richmond County and fewer respondents in Columbia County report physical inactivity 
than the median US county.  

 

Figure 21 – Self-reported rates of physical inactivity 

Data source: Community Health Status Indicators 

Technical details: From the CDC’s Behavioral Risk Factor Surveillance System. The percentage of 
respondents who said 'no' in the Behavioral Risk Factor Surveillance System survey: "During the past 
month, other than your regular job, did you participate in any physical activities or exercises such as 
running, calisthenics, golf, gardening, or walking for exercise?"  

Data period: 2006-2012 
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Obesity 
Figure 22 shows rates of obesity among adults in our community. Respondents from Richmond County 
more frequently report heights and weights that result in a Body-Mass Index (BMI) of at least 30 than 
the respondents in the median US county. The rates in Aiken County and Columbia County are closer 
to the median.  

 

Figure 22 – Self-reported rates of adult obesity 

Data source: Community Health Status Indicators 

Technical note: Based on the Behavioral Risk Factor Surveillance System survey. Calculated from self-
reported weights and heights. 

Data period: 2006-2012 
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Adults who drink excessively 
Figure 23 shows self-reported rates of excessive drinking. The percentage of respondents from 
Richmond County reporting similar rates of excessive drinking is similar to the percentage from the 
median US county. Aiken County and Columbia County report lower rates.  

 

Figure 23 – Self-reported rates of excessive drinking 

Data source: Community Health Status Indicators. Based on the Behavioral Risk Factor Surveillance 
System survey. 

Data period: 2006-2012 
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Smoking 
Figure 24 shows that a similar percentage of respondents in Richmond County report smoking as those 
in the median US county. Slightly fewer report smoking in Aiken County and fewer still report smoking 
in Columbia County.  

 

Figure 24 – Smoking rates 

Data source: Community Health Status Indicators, Based on the Behavioral Risk Factor Surveillance 
System survey. 

Technical note: Persons are considered smokers if they reported smoking every day or some days to the 
question, "Do you now smoke cigarettes every day, some days, or not at all?" 

Data period: 2006-2012 
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Teen pregnancy 
Figure 25 compares teen birth and pregnancy rates in our community to those in the median Georgia 
county. Teen pregnancy data is maintained by states. We were unable to find the median pregnancy rate 
for South Carolina counties. Richmond County has a higher rate of teen births and pregnancies than 
those in the median county, while Aiken County has a similar rate to that of the median county in 
Georgia. Columbia County has a lower rate.  

 

Figure 25 – Teen births and pregnancies 

Data sources: Pregnancy data: South Carolina Department of Health & the Online Analytical Statistical 
Information System for the Georgia Department of Public Health; Birth data: Community Health Status 
Indicators 

Technical details: Reported pregnancies include live births + abortions + fetal deaths 

Data period: 2013 
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Topic 4. Child health 

Infant mortality and babies born with a very low birth rate 
Figure 26 shows the infant mortality rate and the rate of babies born with a very low birth weight. Both 
indicators are worse for Richmond County children and better for Aiken County children than for all 
other areas. Columbia County has a higher infant mortality rate than the rest of Georgia, but a lower 
rate of very low birth weights.  

 

Figure 26 – Child health indicators 

Data sources: South Carolina Community Assessment Network (SCAN) of the South Carolina 
Department of Health and Environmental Control and the Online Analytical Statistical Information 
System (OASIS) of the Georgia Department of Public Health 

Technical details: “Infants” refers to the first year of life. “Very low birth weight” is defined as a live 
birth weight less than 3lbs 5oz.  

Data period: 2014 
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Topic 5. Infectious diseases 

Disease prevalence 
Figure 27 and Figure 28 show the prevalence of chlamydia, gonorrhea, AIDS, and HIV in 2012. 
Although Georgia and South Carolina have a higher prevalence of each disease than the US in general, 
Aiken County and Columbia County have lower rates of each than the US in general (with the lone 
exception that Aiken County has a slightly higher rate of gonorrhea than the US in general). On the 
other hand, Richmond County has a significantly higher rate of each than Georgia and South Carolina.  

 

Figure 27 – Sexually transmitted infection prevalence in 2012 

Data sources: The CDC’s National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention 
(NCHHSTP) atlas.  

Data period: 2012 
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Figure 28 – HIV and AIDS prevalence in 2012 

Data sources: The CDC’s National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention 
(NCHHSTP) atlas.  

Technical details: Data on the population living with AIDS was unavailable by county. However, the 
average ratio of persons living with HIV to persons living with AIDS in GA & SC from 2008 through 
2012 was 1.84. We used this ratio to estimate the number of persons living in our community with 
AIDS. 

Data period: 2012 
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Disease trends in our community 
While it is helpful to compare incidence rates in our community to state and national reference points, 
reflection on trends in diagnoses are valuable. Figure 29, Figure 30, and Figure 31 show these trends. 
Chlamydia and gonorrhea diagnoses fell from 2008 through 2013 in all three counties in our 
community. HIV diagnoses fell marginally in Columbia County and rose marginally in Aiken County. 
HIV began to increase significantly in Richmond County in 2013.  

 

Figure 29 – Chlamydia diagnosis trend 

 

Figure 30 – Gonorrhea diagnosis trend 
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Figure 31 – HIV diagnosis trend 

Data sources: The CDC’s National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention 
(NCHHSTP) atlas.  

Data period: 2008-2013 
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Topic 6. Natural environment 

Air quality 
The American Lung Association (ALA) assigns grades to each county in the US based on the annual 
number of high ozone days. Table 3 shows the grades assigned to the counties comprising the 
community we serve. Ozone is the primary ingredient of smog air pollution and is very harmful to 
breathe. Ozone essentially attacks lung tissue by reacting chemically with it. It also damages crops, 
trees and other matter – even breaking down rubber compounds. The ALA also assigns grades for 
annual particle pollution, but the data is incomplete for the counties comprising the community we 
serve.  

 

County American Lung Association 
grade for high ozone days 

Richmond County C 

Aiken County A 

Columbia County C 

Table 3 – High ozone days 

Data sources: American Lung Association’s www.stateoftheair.org  

Data period: 2011-2013 
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Topic 7. Social environment 

Violent crime rate 
Figure 32 shows violent crimes per 100,000 residents. South Carolina reports a higher rate of violent 
crimes than Georgia does. Richmond County’s rates are between those of Georgia and South Carolina. 
Aiken County and Columbia County have much lower rates.  

 

Figure 32 – Violent crime rate 

Data source: Uniform crime reporting statistics of the US Department of Justice, compared with US 
Census data.  

Technical details: Violent crimes include murder, rape, robbery, and aggravated assault. 

Data period: 2010 
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Child abuse rate 
Figure 33 shows incidents of child abuse per 100,000 residents. Georgia reports a higher rate of child 
abuse than does South Carolina. Richmond County’s rates are between those of Georgia and South 
Carolina, whereas Aiken County’s rate is similar to the rest of South Carolina, and Columbia County’s is 
lower than all other areas.  

 

Figure 33 – Rates of abuse or neglect among children 

Data source: Kids Count Data Center  

Technical details: For GA, Richmond County, and Columbia County, children with an incident of abuse 
are counted. Multiple incidents of abuse to the same child are counted once. For SC and Aiken County, 
data are for total incidents.  

Data period: 2014 for GA and 2013 for SC 
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Inadequate social support 
Figure 34 shows the percentage of adults reporting inadequate social support. More Richmond County 
residents communicated that they receive inadequate support than any other area.  

 

Figure 34 – Adults reporting inadequate social support 

Data source: Community Health Status Indicators, Based on the Behavioral Risk Factor Surveillance 
System survey. 

Technical details: Survey question: "How often do you get the social and emotional support you need?" 
Persons were considered to be receiving sufficient emotional/social support if they reported getting 
social/emotional support all or most of the time. 

Data period: 2006-12 
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Seniors living alone 
Figure 35 shows the percentage of seniors living alone in each county. More Richmond County 
residents live alone than any other area.  

 

Figure 35 – Seniors living alone 

Source: American Community Survey, maintained by Healthy Communities Institute 

Data period: 2010-2014 
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Topic 8. Mental health 

Poor mental health days 
Figure 36 shows the average number of reported mentally unhealthy days per month. The average from 
Richmond County respondents is similar to that of US and Georgia respondents. The average from 
Aiken County respondents is similar to that of South Carolina respondents, and is slightly higher than 
that of Richmond County respondents. The average from respondents in Columbia County is lower than 
all other areas. 

 

Figure 36 – Mentally unhealthy days 

Data source: Based on the Behavioral Risk Factor Surveillance System survey, maintained by County 
Health Rankings. 

Data period: 2006-12 
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Mental health conditions: Medicare population 
Where Figure 15 showed the percentage of Medicare beneficiaries treated for various chronic physical 
conditions, Figure 37 shows similar data for mental conditions. The rates of beneficiaries treated for 
these conditions are lower than most of those for physical conditions. The absolute differences between 
treatment rates for Richmond County, Aiken County, and Columbia County are somewhat small.  

 

Figure 37 – Mental health conditions 

Data source: CMS Chronic Conditions Data Warehouse. 

Technical details: The definitions of treatment, the settings of treatment, and the period in which 
treatment may have occurred can be found at www.ccwdata.org/web/guest/condition-categories.  

Data period: 2014 
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Summary and discussion 
The data presented here attempts to draw two sets of comparisons: between the prevalence and severity 
of different health needs and between the three counties in our community. This data has some 
limitations, however. Some of the differences in averages may be due to reality or they may be due to 
random chance. Factors like the billing and coding practices of different physicians, practices, and 
hospitals concentrated in different counties may also play a role. While these kinds of issues should be 
remembered, the data still has some value in making objective comparisons.  

One observation that can be made from the data is that heart disease and cancer are responsible for as 
many deaths as the other top eight conditions combined. Poor heart health not only results in high 
death rates but is associated with other chronic issues. Especially noteworthy are Richmond County’s 
relatively high heart disease deaths and relatively low heart disease treatment rates. Given that obesity, 
smoking, and physical inactivity rates are high, and that regular blood sugar checks among diabetics are 
low, we expect that this is partially a result of low engagement and education among the community. 
Given that insurance rates are also lower and that a high percentage of surveyed adults report a lack of 
social support, we also expect access to care is also a factor. 

Further emphasis is worth mentioning regarding the prevalence of diabetes and under-utilization of 
preventive care in Richmond County. While the death of a patient with diabetes may not be attributed 
to diabetes, if the patient failed to manage the diabetes, it will have affected their health in many other 
ways. We notice in the data that the percentage of Medicare beneficiaries in Richmond County who 
were treated for diabetes was lower than that of other counties, but the percentage of surveyed people 
who indicated they have been diagnosed with diabetes is much higher. As an aside, it is worth noting 
that while Richmond County experiences a greater problem with diabetes, the same can be said of babies 
born with a low birth weight, infectious diseases, violent crime, and child abuse.  

Regarding mental health, we observe in the data nothing out of the ordinary about poor mental health 
days per month or about the treatment rates of depression or psychotic disorders. However, the ratio of 
residents to mental health providers is high in Columbia County.  

A final observation can be made about social support. Some people may have insurance, but still have 
difficulty accessing and managing health care due to a lack of financial resources to make copays, a lack 
of transportation, or a lack of help in understanding and using health care. The data indicate that 
around one fourth of people over age 65 in Richmond County and in Aiken County live alone. A high 
percentage of people in Richmond County also report having inadequate social support.  

An overarching theme of the data is that Richmond County has many health needs. The challenge of 
meeting these health needs is monumental, given the lower levels of treatment and health insurance, 
and the high levels of behavior that lead to poor health. 
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Community feedback 

Listening session for Richmond, Columbia and Aiken counties   
The listening session for Richmond, Columbia and Aiken counties was held in the University Hospital 
Cafeteria on May 17, 2016. Eighteen individuals from various health and social service agencies were 
invited to attend, and eight participated in the session.  

Those who were invited but did not attend were from the following organizations: Area Agency on 
Aging, Augusta Housing & Community Development, Augusta Rescue Mission, Augusta Partnership 
for Children, Coordinated Health Services Inc., Garden City Rescue Mission, Savannah River 
Remediation, Golden Harvest Food Bank, Augusta-Richmond County Public Library, Mercy Ministries, 
Walton Options for Independent Living, Safe Homes and Senior Citizen Council. Representatives from 
these organizations were sent an email with the list of questions from the listening session and invited 
to provide feedback. 

Listening Session: Richmond, Aiken and Columbia counties 
Name Title  Organization Special knowledge/expertise in 

public health 
Paige Miller Development 

Director 
Hope House Hope House is a licensed and 

accredited residential substance use 
and mental health facility. The 
organization serves primarily 
women and children in Augusta-
Richmond County and its 12 
surrounding counties, but women 
are accepted from the entire state of 
Georgia. 

The Rev. Charles 
E. Goodman 

Pastor Tabernacle Baptist 
Church 

Through his leadership and direct 
contact with church members, The 
Rev. Goodman stays informed of the 
needs and challenges connected to 
his large church community. 

Latoya Hardman Director Family Promise Family Promise provides cost-free 
day care and support services for 
homeless families. The organization 
also partners with programs 
designed to redress the underlying 
causes of homelessness. 

Juanita McDaniel 2-1-1 
Coordinator 

United Way 2-1-1 United Way of the CSRA is the 
largest funding source of health and 
human services in the CSRA, which 
makes them uniquely aware of the 
where there is need in the 
community. 

Jonathan Adriano District 
Program 
Manager 

Georgia Department of 
Public Health, East 
Central Health District 
IV 

As part of the Georgia Department 
of Public Health, the East Central 
Health District exists to promote 
and protect the health and safety of 
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Central Savannah River Area 
(CSRA) and surrounding county 
residents, including Richmond and 
Columbia counties. 
 

Kelly Bushey, RN County Nurse 
Manager 

Georgia Department of 
Public Health, 
Richmond County 
Health Department 

The primary objectives of the 
Georgia Department of Public 
Health are to prevent disease, injury 
and disability, and to promote health 
and wellbeing.  
 

Joy Miller Epidemiologist Georgia Department of 
Public Health, East 
Central Health District 
IV 

As part of the Georgia Department 
of Public Health, the East Central 
Health District exists to promote 
and protect the health and safety of 
Central Savannah River Area 
(CSRA) and surrounding county 
residents, including Richmond and 
Columbia counties. 
 

Robert Campbell, 
M.D. 

Medical 
Director 

Christ Community 
Health Services 

Christ Community Health Services 
offers discounted primary health and 
dental care to the uninsured and 
underserved. These services are 
open to residents of Richmond, 
Columbia and Aiken counties. 

 

Laurie Ott, Vice President of Human Resources and Community Services and President of University 
Health Care Foundation facilitated the listening session, following questions and guidelines provided by 
the CHNA Steering Committee. These questions and guidelines were based off of the North Carolina 
Department of Health and Human Services, North Carolina Division of Public Health’s Community 
Health Assessment Guide, revised June 2014.  

Taking notes for the session were Jonathan Turner, University Health Care System Director of Systems 
Engineering/2016 CHNA Committee Chair, and Leila Lawson, University Health Care System 
Community Relations Specialist.  

Session length was one and one-half hours. The following chart is a close representation of the 
questions and the feedback received. Questions and answers may have been combined or changed 
slightly to accommodate repeated and/or similar responses or themes. The order of feedback as it 
appears in the chart is not significant. 
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Listening Session: Richmond, Aiken and Columbia counties 

Question Answers 

What do people in this 
community do to stay 
healthy? 

• Use the outdoors for recreation 
• Utilize holistic medicine (on the rise) 
• Join fitness and running groups 
• Participate in workplace wellness resources and incentives 
• Get checkups 

What are the major 
health problems in our 
community? 

• Obesity (leading to Type 2 diabetes and coronary artery disease, with a 
notable increase in children) 

• Substance abuse comingled with mental health issues 
• Sexually transmitted infections (STIs) 
• Cancer 
• Rise in domestic violence, particularly women against men 

What are the causes of 
these problems? 

Also: What keeps people 
from people from being 
healthy? 

• No coordinated effort to provide consistent information  
• Lack of access 
• Lack of transparency regarding cost of medicines and services 
• Some providers/facilities do not accept coverage obtained through the 

health insurance exchange 
• Confusion over health insurance exchange 
• Poor quality of health care (as it relates to “free” or “discounted” services) 
• Fear and distrust of doctors and hospitals among black men 
• Hospitals create their own communities instead of integrating into the 

surrounding community (creating disconnect between community 
members and hospitals) 

• Lack of preventative medicine/people wait too long to seek medical care 
• Inability to pay for medicine 
• Stigma associated with “low-quality” health care leads people to decline 

care until very sick 
• Providers don’t know how to identify/treat substance abuse problems 
• Not enough mental health providers to treat the number in need of care 
• No detox for heroin, a drug we have been reluctant to accept as present 

in the community 
• Good food is inconvenient 
• Even when available, people don’t choose healthier food options 
• Medical literature shows nutrition education to be ineffective 
• Lack of transportation to medical care/appointments 
• Lack of primary care physicians in all areas (including highly insured 

areas, but especially in rural and urban areas) due to low pay and 
frustrating work 

• Specialist referrals lead to a dead-end street for patients without 
insurance (dissatisfier for diagnosing medical professionals) 

• Limited access to affordable colonoscopies 
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What can be done/is 
being done to solve these 
problems? 

• Less television watching in homes 
• Hospitals should participate in more community activities 
• University Hospital has a successful mobile mammography program for 

free mammograms for women without insurance 
• Free colonoscopies done by one of the local gastrointestinal groups, but 

only 100 done per year 
• Increase participation by GI groups to provide free or sliding scale 

colonoscopies 
• AU Health provides good CT lung cancer screening 
• Provide transportation to and from medical services 
• Increase the number of primary care physicians willing to provide care to 

the indigent by encouraging people at a young age to seek careers that 
have high social impact rather than those that accumulate wealth 

• Stay involved with Greater Augusta Healthcare Network (GAHN) 
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Feedback on the 2013 Community Health Needs Assessment and Implementation 
Strategy 
To gain community feedback on our 2013 CHNA and Implementation Strategy, each invitation to the 
listening session included a survey requesting feedback on both reports. Invitees were asked to mail 
surveys back or bring them to the listening session. Of the 18 surveys that were mailed, four were 
returned. For each question, participants were asked if they were very satisfied, satisfied or dissatisfied. 
An opportunity for optional comments was provided with each question. Representatives from the 
organizations that did not participate were invited to participate in this survey via email. 

Survey Results: 2013 University Hospital Implementation Strategies 
Question Answers 

 
1. (Regarding the assessment.) Pages 23 through 25 

describe the community leaders we included and the 
process used to solicit feedback. How satisfied are you 
that the community was well represented? 
 
Optional: Should any additional leaders have been 
included? Were any subgroups of the population 
underrepresented in our process? 
 

 
• Satisfied – 4 
• Very satisfied – 1 
• Dissatisfied – 0 
• Optional comments - 2 

“Mental health, dentists, groups that 
work with vulnerable populations, 
EMS, cultural groups, church leaders, 
religious leaders.” 
 
“Substance use and mental health 
providers. Other community 
providers, including Christ 
Community Health, Safe Homes of 
Augusta, and Rape Crisis Sexual 
Assault Services, as well as consumers 
(individuals receiving services at 
hospital).” 
 

 
2. (Regarding the assessment.) How satisfied are you that 

the data and community feedback accurately represented 
the community’s health needs? 

 
Optional: Should any additional health needs have been 
addressed? 
 

 
• Satisfied – 4 (and one write in as 

“fair”) 
• Very Satisfied – 0 
• Dissatisfied – 0 
• Optional comment – 2 

“Difficult to define scope – more 
important to select criteria we can 
measure over time to see if our efforts 
impact change.” 
 
“Substance use and mental health 
appear underrepresented.” 
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Provider survey 
We invited providers in our community to, “Please tell us about a resource you wish was more 
accessible to your patients that would help them address their health needs.” The survey was made 
accessible by an online survey vendor. We accessed the name, address, and type of providers in our 
community through the Centers for Medicare and Medicaid Services’ National Plan and Provider 
Enumeration System (NPPES). We restricted the survey to physicians, mental health providers, and 
pharmacists. We then mailed an invitation (Figure 38) to 3257 providers that included the web address 
of the survey and the promise of a gift to a randomly selected respondent.  

 

Figure 38 – Survey invitation 

 

 

 
3. (Regarding the implementation strategy.) How satisfied 

are you that the goals, strategies and action steps listed 
were appropriate for addressing the health needs listed? 

 
Optional: Please share any ways in which the goals, 
strategies or action steps could have been improved. 

 

 
• Satisfied – 4 
• Very satisfied – 1 
• Dissatisfied – 0 
• Optional comment – 1 

“Coordinated campaigns/activities 
with UH and community partners – 
Countywide chronic disease 
initiatives.” 
 
“Wonderful community outreach and 
strategies.” 
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We received 34 responses to the survey. Responses were categorized, with some responses associated 
with multiple categories. Table 4 shows how frequently each category was mentioned. “Mental health 
services” was the most frequently listed resource.  

Resource Times mentioned 
Mental health services 11 
Options to address financial constraints 7 
Other 6 
Specialist access 6 
Dental emergency services 3 
PCP access 3 
Transportation 2 
Patient access to records 2 
Patient education 1 
Urgent care access 1 

Table 4 – Provider survey responses 
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Prioritization of health needs 

The process for identifying and prioritizing health needs and services 
Equipped with this data, our steering committee attempted to answer the question, “What are the 
greatest health needs of the people of Richmond County, Aiken County, and Columbia County?” First, 
we agreed on the criteria used to prioritize health needs, selecting prevalence (e.g., how many people in 
our community are affected by it?) and severity (e.g., what are the implications of neglecting it?). We 
then identified a list of needs, beginning with the 42 topics and objectives of Healthy People 2020. We 
pared the list down to 26, excluding topics that weren’t consistent with the standard definition of a 
health need. For example, “Global Health” is a topic area but not a health need. To the 26 we added two 
health needs of our own: health literacy and transportation. Each of the members of our steering committee 
subgroup independently scored each need on the prevalence and severity criteria. To rank health needs 
by prevalence, the members were encouraged to examine incidence, prevalence, treatment rates, and 
death rates of some of the diseases and population cohorts in the health needs assessment. We then 
reviewed the results and through discussion and clarification, and made some minor adjustments to our 
overall rankings. We also identified which needs are consistent with the scope of the care we currently 
provide to people in the community, with the understanding that highly ranked health needs outside our 
scope may require us to identify resources to address those health needs. We invited members of the 
East Central Health District of the Georgia Department of Public Health to participate in the 
prioritization process but they were unable.  

Results 
The following list shows the results of our selection of the Top 10 health needs of our community. Of 
these, only “Mental Health and Mental Disorders” was outside the scope of what we provide for the 
community. In addition to our Top 10, we also acknowledged HIV, Sexually Transmitted Diseases, Oral 
Health, Substance Abuse, Maternal, Infant and Child Health, Injury and Violence Prevention, and 
Physical Activity as concerns as well.  

• Heart disease and stroke 
• Cancer 
• Arthritis, osteoporosis, and chronic back conditions 
• Diabetes 
• Respiratory diseases 
• Chronic kidney diseases 
• Nutrition and weight status 
• Access to health services 
• Mental health and mental disorders 
• Health literacy 
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Appendix A. Public health data sources 
The following public health data sources were used to describe the health needs of our community. 
Descriptions were taken from the sources’ websites. 

• American Community Survey 
o The US Census Bureau conducts this survey, but unlike the every-10-year census, it 

continues all year, every year. It randomly samples addresses in every state, the District 
of Columbia, and Puerto Rico and includes questions regarding housing, health 
insurance, and other topics.  

o Can be found at www.census.gov/programs-surveys/acs/  
• American Lung Association  

o For 16 years, the American Lung Association has analyzed data from official air quality 
monitors to compile the State of the Air report. 

o Can be found at www.stateoftheair.org  
• Census QuickFacts 

o QuickFacts is an easy-to-use application that shows tables, maps, and charts of 
frequently requested statistics from more than 10 Census Bureau censuses, surveys, and 
programs. Profiles are available for the nation, all 50 states plus the District of 
Columbia and Puerto Rico, and all counties. Cities and towns with a population of 5,000 
or more are also included. 

o Can be found at www.census.gov/quickfacts/ 
• The Center for Disease Services’ Behavioral Risk Factor Surveillance System 

o The Behavioral Risk Factor Surveillance System (BRFSS) is the nation's premier system 
of health-related telephone surveys that collect state data about U.S. residents 
regarding their health-related risk behaviors, chronic health conditions, and use of 
preventive services. Established in 1984 with 15 states, BRFSS now collects data in all 
50 states as well as the District of Columbia and three U.S. territories. BRFSS 
completes more than 400,000 adult interviews each year, making it the largest 
continuously conducted health survey system in the world. 

o Can be found at www.cdc.gov/brfss/  
• The Center for Disease Services’ Community Health Status Indicators web application 

o CHSI 2015 is an interactive web application that produces health profiles for all 3,143 
counties in the United States. Each profile includes key indicators of health outcomes, 
which describe the population health status of a county and factors that have the 
potential to influence health outcomes, such as health care access and quality, health 
behaviors, social factors and the physical environment. 

o Can be found at www.cdc.gov/communityhealth  
• The Center for Disease Services’ National Center for HIV/AIDS, Viral Hepatitis, STD, and TB 

Prevention (NCHHSTP) atlas 
o The NCHHSTP Atlas contains more than 10 years of HIV, STD, hepatitis, and TB data 

that are reported to CDC. 
o Can be found at www.cdc.gov/nchhstp/atlas/  

  

https://www.census.gov/programs-surveys/acs/
http://www.stateoftheair.org/
http://www.census.gov/quickfacts/
http://www.cdc.gov/brfss/
http://www.cdc.gov/communityhealth
http://www.cdc.gov/nchhstp/atlas/
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• The Centers for Medicare and Medicaid Services’ Chronic Conditions Data Warehouse 
o The Centers for Medicare and Medicaid Services’ Chronic Conditions Data Warehouse 

provides researchers with Medicare and Medicaid beneficiary, claims, and assessment 
data linked by beneficiary across the continuum of care.  

o Can be found at www.ccwdata.org/web/guest/home  
• County Health Rankings 

o The annual County Health Rankings measure vital health factors, including high school 
graduation rates, obesity, smoking, unemployment, access to healthy foods, the quality 
of air and water, income, and teen births in nearly every county in America. The annual 
rankings provide a revealing snapshot of how health is influenced by where we live, 
learn, work and play. 

o Can be found at www.countyhealthrankings.org/  
• The Health Indicators Warehouse 

o The HIW is a collaboration of many Agencies and Offices within the Department of 
Health and Human Services. The HIW is maintained by the CDC’s National Center for 
Health Statistics. 

o Can be found at www.healthindicators.gov/  
• Healthy People 2020, of the Healthy Communities Institute 

o Healthy People 2020 includes over 1,200 objectives to monitor and improve the health 
of all Americans over the decade. The objectives are organized into 42 Topic Areas, 
each representing an important public health area. To determine the success of Healthy 
People, it is important to track and measure progress for the objectives over the decade. 

o Can be found at www.healthypeople.gov/  
• Kids Count Data Center 

o A project of the Annie E. Casey Foundation, KIDS COUNT is the premier source for 
data on child and family well-being in the United States. In addition to including data 
from the most trusted national resources, the KIDS COUNT Data Center draws from 
more than 50 KIDS COUNT state organizations that provide state and local data, as 
well publications providing insights into trends affecting child and family well-being. 

o Can be found at datacenter.kidscount.org/  
• The Online Analytical Statistical Information System (OASIS) of the Georgia Department of 

Public Health 
o OASIS is a suite of interactive tools used to access the Georgia Department of Public 

Health's standardized health data repository. The standardized health data repository 
used by OASIS is currently populated with Vital Statistics (births, deaths, fetal deaths, 
induced terminations, pregnancies), Hospital Discharge, Emergency Room Visit, 
Arboviral Surveillance, Youth Risk Behavior Survey (YRBS), Behavioral Risk Factor 
Surveillance Survey (BRFSS), STD, Motor Vehicle Crash, and Population data. 

o Can be found at oasis.state.ga.us/   
• South Carolina Community Assessment Network (SCAN) of the South Carolina Department of 

Health and Environmental Control  
o South Carolina Community Assessment Network (SCAN) is an interactive data retrieval 

system for community assessment, planning and health practices. Data sets include 
birth certificate data, death certificate data, demographics, PRAMS (Pregnancy Risk 

https://www.ccwdata.org/web/guest/home
http://www.countyhealthrankings.org/
http://www.healthindicators.gov/
https://www.healthypeople.gov/
http://datacenter.kidscount.org/
https://oasis.state.ga.us/
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Assessment Monitoring System), Pregnancy data, Fetal Death data, Infant and Child 
Health data, Infant Mortality data, and Cancer Incidence and Mortality data from the 
SC Central Cancer Registry (SCCCR).  

o Can be found at scangis.dhec.sc.gov/scan/  
• State Cancer Profiles 

o The objective of the State Cancer Profiles website is to provide a system to characterize 
the cancer burden in a standardized manner in order to motivate action, integrate 
surveillance into cancer control planning, characterize areas and demographic groups, 
and expose health disparities. The Profiles website brings together data that are 
collected from public health surveillance systems by using either their published reports 
or public use files. The data may appear dated but it is the most recent that has 
completed the national data synthesis and quality assurance processes. Many states 
provide websites with just their state's data. This data may be more recent or in more 
detail than can be provided nationally. 

o Can be found at statecancerprofiles.cancer.gov/index.html  
• Uniform crime reporting statistics of the US Department of Justice, compared with US Census 

data 
o The FBI’s Uniform Crime Reporting (UCR) Program is a nationwide, cooperative 

statistical effort of nearly 18,000 city, university and college, county, state, tribal, and 
federal law enforcement agencies voluntarily reporting data on crimes brought to their 
attention.  Since 1930, the FBI has administered the UCR Program and continued to 
assess and monitor the nature and type of crime in the Nation.  The program’s primary 
objective is to generate reliable information for use in law enforcement administration, 
operation, and management; however, its data has become one of the country’s leading 
social indicators over the years.   

o Can be found at www.ucrdatatool.gov/  

 

http://scangis.dhec.sc.gov/scan/
http://statecancerprofiles.cancer.gov/index.html
http://www.ucrdatatool.gov/
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Appendix B. Actions taken since conducting our 2013 implementation strategy guide 
Our 2013 assessment prioritized several health needs: chronic diseases; obesity and nutrition; financial access to care; and prevention and 
screenings. For each of these, we wrote goals, strategies, and action steps in our 2013 Implementation Strategy Guide, which accompanied the 
assessment. In this section we report on whether the action steps we listed were taken.  

Chronic Disease Prevalence 

Topic Area Overview: 

Chronic Diseases are the leading causes of death and disability in the U.S., with seve out of 10 deaths 
among Americans each year from chronic diseases.  Heart disease, cancer and stroke account for more 
than 50 percent of all deaths each year, while diabetes continues to be the leading cause of kidney failure, 
non-traumatic lower extremity amputations, and blindness among adults, aged 20-74.  Four modifiable 
health risk behaviors - lack of physical activity, poor nutrition, tobacco use, and excessive alcohol 
consumption - are responsible for much of the illness, suffering, and early death related to chronic 
disease. - CDC   

Specific Needs Identified in CHNA: 

Richmond County ranks as one of the highest in the U.S. for deaths related to cancer and diabetes. It is 
also in the highest percentile for incidents of breast cancer. The average number of age adjusted death 
rates due to cancer in all U.S. counties is 184 per 100,000. Richmond County reflects a rate much higher 
than the average - 215 deaths per 100,000. This is 59 more deaths per 100,000 than neighboring 
Columbia County. Richmond County also has a health behaviors ranking that is more than 37 percent 
higher than the national average. This is significant because a majority of preventable deaths and 
illnesses in the United States are directly caused by human behaviors such as smoking and unhealthful 
diets. 

Goals:   Reduce the incidence, as well as the economic and emotional burden, of chronic conditions while also 
addressing health risk behaviors associated with chronic disease. 
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Strategy:  Coordinate disease management program 

Lead Organizational Entity: Disease Management 

Action Step  Desired Outcome Complete? Notes 

Continue to offer disease management programs 
coordinated and staffed by University to help 
people with chronic conditions including 
congestive heart failure, asthma, chronic 
obstructive pulmonary disease (COPD) and 
diabetes better manage their conditions. Coumadin 
therapy monitoring is also available. 

Monitoring 
condition and 
improved access 
to information 
about managing 
chronic disease.  

Yes 

See Table 5 for patients seen since 2013 in various 
disease management clinics. The Disease Management 
program offers care to patients with chronic conditions 
requiring significant follow up and education to 
manage these conditions. 

Continue to provide 24-hour inbound and 
outbound call line using telehealth nurses that 
support the Disease Management Clinic. This line 
is available to disease management patients 
seeking guidance on how to manage their 
condition. The telehealth nurses also call these 
high risk patients routinely to ensure they are 
adherent to their plan of care. 

Improved access 
to information 
about managing 
chronic disease.  

See notes 

While routine outbound calling was discontinued in 
2015, inbound calling has continued for Disease 
Management Clinic patients. 
The telehealth nursing department calls all recently 
discharged heart failure patients within 72 hours post 
discharge.  They also take incoming after-hours calls 
for the disease management clinics.  
From 2013 to mid-2015, they also made scheduled 
outbound calls to heart failure patients who were seen 
at the clinic. These calls were discontinued in mid-
2015, but may potentially resume soon. Telehealth 
nurses had 4535 inbound and outbound calls in 2015.  

 

Disease Management Completed Appointments 2013 2014 2015 2016 (Jan-Jun) 
Heart Failure 1009 865 1452 872 
Asthma/COPD 424 158 160 259 
Coumadin 2886 2505 2206 1165 

Table 5 - Patients seen in disease management settings 
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Strategy:  Provide diabetes outreach and education through annual events and free classes 

Lead Organizational Entity:  Diabetes Services 

Action Step  Desired Outcome Complete? Notes 

Continue annual Diabetes Expo. This event is 
sponsored by Diabetes Services with the help of 
hospital service lines and local vendors.  

Expand diabetes 
awareness. See Notes 

There were 390 participants in 2014, but the event was 
then discontinued.  The attendees were the same every 
year, and it was determined that the market for the 
event was saturated.  

Continue monthly Sweet Success community 
education class. Sweet Success is an education 
program for indigent diabetics with a focus on 
diet needs, health issues and caring for 
themselves. Provides information on managing 
care, treatment options and maintaining a 
healthy lifestyle.   

Improved access to 
information about 
living well with 
diabetes. 

Yes 

2014: 82 participants; 
expense: $2,921 
2015: 74 participants; 
expense: $2,934 

Continue quarterly Insulin Pump Support 
Group. 

Improved access to 
information about 
living well with 
diabetes. 

Yes 
2014: 95 participants ; expense: $749 
2015: 83 participants; 
expense: $618 
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Strategy:  Continue to provide outreach/education to impact obesity through "Eating Well with Kim" program and free community education 

Lead Organizational Entity:  Community Relations/Corporate Communications 

Action Step  Desired 
Outcome Complete? Notes 

Continue to support Eating Well with Kim 
program. University Health Care System teams up 
with News 12 to produce the Eating Well with 
Kim segment three times a week. University 
Registered Dietitian and certified Diabetes 
Educator Kim Beavers offers healthy eating ideas 
along with quick, easy and healthy recipes that are 
provided to viewers via the University website. 

Build 
awareness 
about healthy 
eating habits.  

Yes 

These video segments, in addition to airing three times a 
week on television, are posted on the WRDW website and 
also on Kim Beavers’ Eating Well with Kim Facebook 
page. The University Health Care System Facebook page 
has a link to the Eating Well with Kim page to increase 
visibility and traffic. Website views in 2014 were 3,025, in 
2015 were 2,658.  Facebook impressions for 2014 and 2015 
(estimate based on most current 6 month report): 72,000; 
Facebook reach for 2014 and 2015 (estimate based on most 
current 6 month report): 48,500. 

Continue annual "Healthy Diet, Healthy Heart" 
class. This class focuses on how healthy eating has 
a positive impact on the heart. A "heart healthy" 
lunch is served.  

Build 
awareness 
about healthy 
eating habits 
as they relate 
to obesity and 
heart health. 

See notes 

2014: 58 participants      
2015: 145 participants   
Total expense: $6,000  
This free event is open to the public and is held at Beulah 
Grove Baptist Church, which is located in a low-income 
area. The target audience is the African American 
community. This program was not offered in Feb. 2016 due 
to event conflicts for both Beulah Grove and University.   

Continue free monthly "Weight Loss Surgery and 
You" class. This class provides information how 
Bariatric Surgery, in conjunction with a healthy 
lifestyle, can be a successful alternative approach 
to weight loss. 

Improved 
access to 
information 
about 
bariatric 
options. 

Yes 2014: 146 participants; expense: $824  
2015: 185 participants; expense: $2,548 

Continue production of Healthy U Calendar. This 
print calendar is a community resource for 
University Health Care System classes, support 
groups and events. Calendars are posted on the 
University Hospital website and inserted into the 
newspaper.  

Provide 
information to 
the 
community 
about hospital 
educational 
events. 

Yes 

2014 = 590,000 printed  
2015 = 649,000 printed 
2016 (including November and January editions - will be 
updated at year end) = 491,000 
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Strategy: Provide and support cancer outreach and education initiatives 

Lead Organizational Entities: Cancer Services and Corporate Communications 

Action Step  Desired Outcome Complete? Notes 

Continue to host annual 
community Breast Cancer 
Awareness Dinner. A partnership 
with Dillard’s, this event honors 
survivors. 

Increase 
awareness in the 
community 

Yes 
While this is still an annual awareness event honoring survivors, this 
program has changed from a dinner to a dessert, provided by the 
University Health Care Foundation. 

Continue support of Public Service 
Announcements.  

Increase 
community 
awareness 

Yes 

Buddy Check 6 and Cancer Answer air once per month during the 
evening news. These stories are also posted to the WJBF website. The 
average audience per spot is approx. 38,500. This is based on the 
average WJBF News Channel 6 audience for the 6 p.m. news. The 
actual reach is higher than 38,500 because news stories are often also 
re-aired during the 5:30 news broadcast. Buddy Check 6.  Partnership 
with WJBF News Channel 6 and Dillard's. Focus on topics relating to 
breast cancer. Spots are also posted on the Channel 6 website. 
Dillard’s provides product giveaways and discount incentives to 
participate in the program. Participants receive an enrollment package 
containing monthly stickers, reminders for exams and an identification 
card. 2014: Number of new registrants: 8; 2015: Number of new 
registrants: 2; 2016: Number of new registrants: 1  Cancer Answer. 
University Health Care System physicians and other medical 
professionals discuss various topics related to cancer, such as nutrition 
and screenings. - YouTube videos: Occupation Therapy Following 
Total Hip Replacement (2014); Spine Education and Support Class 
Therapy (2014); The Importance of Breastfeeding (2014); AngioVac 
(2015); Prostate Cancer Awareness (2016) Prostate Cancer 101 and 
new Space OAR technology; Miracle Mile Walk radio spots 
(promoting early detection and the event. Miracle Mile Walk is a 
fundraising event coordinated through University Health Care 
Foundation in support of free mobile mammograms): 2014  
University Hospital paid $1395 for 161 spots; 573 spots were provided 
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for no charge through a MMW sponsorship. 2015 552 spots for no 
charge through a MMW sponsorship. 

Continue monthly Breast Cancer 
Support Group: Pink Magnolias. 
Free group for women who have 
or have had breast cancer. 
Information on the latest 
diagnostic and treatment of breast 
cancer as well as support from the 
Breast Health Center’s clinical 
staff and fellow breast cancer 
survivors. 

Improved access 
to support. Yes 

2014: 236 participants; expense $856   
2015: 197 participants; expense $927 
2016: In progress 

Continue monthly Breast Self-
Exam Class; open to the 
community. 

Increased 
opportunities for 
women to learn 
how to perform a 
self-exam. 

Yes 8 participants since 2014. Most breast self-exams are done at health 
fairs. 

Continue to host at least one 
annual physician-lead education 
class on breast cancer. Classes are 
free and cover a variety of topics; 
open to the community. 

Improved access 
to educational 
opportunities 
about breast 
cancer. 

Yes 
2014: 5 physician speakers; 43 participants; expense: $1,251 
2015: Event cancelled due to low registration rate   
2016: 6 physician speakers; 65 participants 

Continue free monthly Breast 
Cancer Support Group for Young 
Women. A support group for 
women in their 20s-30s; open to 
the community. 

Improved access 
to support for 
young women 
with breast 
cancer. 

Yes 
This support group had 47 participates in 2014, with expenses of 
$374.  Due to lack of attendance, this support group was cancelled 
after 2014, but was brought back in 2015 as the Pink Pistols. 

Continue free monthly Cancer 
Share Support Group. 

Improved access 
to support 
opportunities for 
community 
members with 
cancer. 

Yes 

Attendance has been extremely low for this support group, though it 
is still offered.  There were 2 participants in 2014 with an expense of 
$75. 
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Continue monthly Breast Cancer 
Support Group for Spouses. 
University's Breast Health Center 
facilitates and sponsors a free 
support group to assist spouses of 
breast cancer patients; open to the 
community.  

Increased 
opportunities for 
support for people 
with breast cancer 
and their spouses. 

Yes 2014: 6 participants; expense: $374 
2015: 2 participants; expense: $154 

Continue to offer four-week Fresh 
Start Smoking Cessation Class. 
Sponsored by the American 
Cancer Society with University 
Hospital instructors, this program 
is offered every month and is 
designed to help people give up all 
forms of tobacco.  

Improved access 
to the tools 
necessary to stop 
smoking. 

Yes 
This smoking cessation class has been renamed "Beat the Pack.” 
2014: 14 participants; expense: $1,124    
2015: 18 participants; expense: $1,158 

Continue to offer at least three 
physician-lead classes annually on 
one or more of the following: 
Lung Cancer, Cervical Cancer, 
Skin Cancer, Colon Cancer, 
Prostate Cancer, Nutrition, 
and/or Cancer. 

Improved access 
to opportunities 
for cancer 
education. 

Yes 

2014: 1 Colorectal Cancer; 1 Breast Cancer Panel; 1 Lung Cancer; 1 
Prostate Cancer  139 participants Expense: $2,190   
2015: 1 Colorectal Cancer; 2 Prostate Cancer; Breast Cancer event 
cancelled due to low registration rate.115 participants; Expense: 
$1,604  
2016: (in progress) 1 Lung Cancer scheduled; 1 Breast Cancer 
scheduled; SpaceOAR video produced in lieu of event.  
 
In addition to cancer education, University hosts education events on 
various other health-related topics. In 2014, these events included 
Eating Well in the New Year; Bariatric Surgery and Your Heart; 
Connecting the Dots Between Diabetes and Heart Disease; Baby 
Safety and Favorite Products; Neck and Back Treatment Options, 
Causes; and Current Treatments for Shoulder Pain 2015: Eating Well 
in the New Year; Sex, Hormones and Happiness; Birth and Beyond; 
Minimally Invasive Spine Surgery  
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Strategy: Provide access to mammograms through Mobile Mammography Unit - linked with Access to Care for Uninsured 

Lead Organizational Entity: Breast Health Center 

Action Step  Desired  Outcome Complete? Notes 

Continue to coordinate with local community events and businesses 
to arrange for community screening opportunities. The University 
Breast Health Center’s Digital Mobile Mammography Unit reaches 
women unable to come to University's onsite center. With a mobile 
mammography unit, the center is able to take breast health care to 
underserved populations; to working women at business and 
industrial sites; and to community and church groups throughout 
the area.  

Increased access to 
mammograms. Yes 

The Mobile Mammography 
Unit serves approximately 33 
business/corporate accounts 
and  22 locations within the 
community• 2014 mobile 
mammography (BHC) 
screening mammograms = 
5121 • number of cancers = 23 
(0.45%) 2015 mobile 
mammography (BHC) 
screening mammograms = 
5446  • number of cancers = 
28 (0.51%) 2016 in progress 

 

Strategy: Continue health fairs and screenings - linked with Access to Care for Uninsured 

Lead Organizational Entities: Cancer Services and Corporate Communications 

Action Step  Desired Outcome Complete? Notes 

Continue free health fairs that offer screenings to include blood 
sugar, cholesterol and blood pressure checks; carotid artery 
ultrasounds which identify early signs of plaque buildup; and 
information on nutrition and weight management. Health fairs are 
partnerships with community churches, local media and business 
and industry. 

Improved exposure to 
education and/or 
screenings related to 
the prevention or 
treatment of chronic 
disease. 

Yes 

Health fairs open to the 
general public  
2014: 19 events; 1,800 
participants; expense; $32, 600 
2015: 24 events; 2, 642 
participants; expense: $37, 063 
2016 in progress Health fairs 
open to employee groups / 
business and industry  
2014: 27 events; 2, 612 
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participants; expense: $60, 596 
2015: 27 events; 2, 780 
participants; expense: $48, 115 
2016 in progress. 

 

Strategy:  Provide free Lung and Skin Cancer Screenings - linked with Access to Care for Uninsured 

Lead Organizational Entities: Cancer Services, Community Relations/Corporate Communications 

Action Step  Desired Outcome Complete? Notes 

Continue annual Pulmonary Function tests in conjunction with 
physician-lead community education presentation. Free pulmonary 
function and Alpha-1 Antitrypsin Deficiency tests are offered, along 
with smoking cessation information. 

Increased lung cancer 
awareness and access 
to free pulmonary 
function tests. 

See notes 

2014: 29 people screened; 
number of abnormal results: 0 
2015: Screening cancelled due 
to physician availability 2016 
screening scheduled for 
November. 

Continue annual community Skin Cancer Screening. University 
Hospital and local dermatologists team up every May to provide 
free skin cancer screenings to the community, which may help 
identify cancer at an early stage.  

Increased skin cancer 
awareness and access 
to free skin cancer 
screening. 

See notes 

2014: number screened: 58 
• 14 - biopsy recommended 
• 3 - had biopsy (negative) 
• 1 - had biopsy (positive - 
basal cell carcinoma) 
• 2 - saw primary care 
physician who did not 
recommend biopsy 
• 7 - did not respond to 
request for follow-up 
 2015: 37 people screened • 10 
- biopsy recommended 
• 2 - saw dermatologist ( 1 had 
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cryosurgery; 1 had 
cauterization) 
• 4 - saw primary care 
physician who did not 
recommend biopsy 
• 4 - did not respond to 
request for follow-up  2016: 
Cancelled due to physician 
unavailability 
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Obesity and Nutrition 

Topic Area Overview: 

“Good nutrition, physical activity, and a healthy body weight are essential parts of a person's overall health and well-
being. Together, these can help decrease a person's risk of developing serious health conditions, such as high blood 
pressure, high cholesterol, diabetes, heart disease, stroke and cancer. A healthful diet, regular physical activity, and 
achieving and maintaining a healthy weight also are paramount to managing health conditions so they do not worsen 
over time." - HP2020 

Specific Needs 
Identified in CHNA: 

Richmond County has one of the worst Low-Income and Low Access to Grocery Store rankings in the country. It 
therefore is no surprise that the county's adults aged 20 and older are more obese than most compared to other U.S. 
counties. The obese population of Richmond County is 12.5 percent compared to neighboring Columbia County that 
has an obese population of 2.2 percent. The high health behaviors ranking for Richmond County also is significant 
because a majority of preventable deaths and illnesses in the United States are directly caused by human behaviors, 
including unhealthful diets. 

Goals: Reduce the incidence of obesity. 
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Strategy:  Provide outreach/education to impact obesity through "Eating Well with Kim" program and free community education - linked 
with Chronic Disease Prevalence 

Lead Organizational Entities:   

Action Step  Desired  Outcome Complete? Notes 

Continue to support Eating Well with Kim program. University 
Health Care System teams up with News 12 to produce the Eating 
Well with Kim segment three times a week. University Registered 
Dietitian and certified Diabetes Educator Kim Beavers offer healthy 
eating ideas along with quick, easy and healthy recipes that are 
provided to viewers via the University website. 

Increased 
opportunities for 
education about 
weight management 
and nutrition. 

Yes 

These video segments, in 
addition to airing three times a 
week on television, are posted 
on the WRDW website and 
also on Kim Beavers’ Eating 
Well with Kim Facebook page. 
The University Health Care 
System Facebook page has a 
link to the Eating Well with 
Kim page to increase visibility 
and traffic. Website views in 
2014 were 3,025, in 2015 were 
2,658.  Facebook impressions 
for 2014 and 2015 (estimate 
based on most current 6 
month report): 72,000; 
Facebook reach for 2014 and 
2015 (estimate based on most 
current 6 month report): 
48,500. 

Continue annual "Healthy Diet, Healthy Heart" class. This is a one-
time class that focuses on how healthy eating has a positive impact 
on the heart. A "heart-healthy" lunch is served.  

Build awareness about 
practical ways to 
support healthy 
eating habits. 

Yes 
Program offered in 2014 and 
2015, but not 2016 due to 
event conflicts in February. 

Continue free monthly "Weight Loss Surgery and You" class. This 
class provides information how Bariatric Surgery, in conjunction 
with a healthy lifestyle, can be a successful alternative approach to 
weight loss. 

Improved access to 
information about 
bariatric options. 

Yes 

 2014: 146 participants; 
expense: $824  
2015: 185 participants; 
expense: $2,548 
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Strategy:  Provide off-site health fairs and screenings - linked with Chronic Disease Prevalence and Prevention and Screening 

Lead Organizational Entities: Community Relations/Nutrition and Weight Management 

Action Step  Desired Outcome Complete? Notes 

Continue free health fairs that offer screenings to include blood 
sugar, cholesterol and blood pressure checks; carotid artery 
ultrasounds which identify early signs of plaque buildup; and 
information on nutrition and weight management. Health fairs are 
partnerships with churches, local media and business and industry. 

Increase opportunities 
for education about 
weight management 
and a healthy lifestyle. 

Yes 

 Health fairs open to the 
general public  
2014: 19 events; 1,800 
participants; expense; $32,600 
2015: 24 events; 2,642 
participants; expense: $37,063 
2016 in progress  
Health fairs open to employee 
groups/business and industry  
2014: 27 events; 2,612 
participants; expense: $60,596 
2015: 27 events; 2,780 
participants; expense: $48,115 
2016 in progress. 
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Access to Care 

Topic Area Overview: 

“A person’s ability to access health services has a profound effect on every aspect of his 
or her health, yet at the start of the decade, almost 1 in 4 Americans do not have a 
primary care provider (PCP) or health center where they can receive regular medical 
services. Approximately 1 in 5 Americans (children and adults under age 65) do not 
have medical insurance. People without medical insurance are more likely to lack a 
usual source of medical care, such as a PCP, and are more likely to skip routine medical 
care due to costs, increasing their risk for serious and disabling health conditions. 
When they do access health services, they are often burdened with large medical bills 
and out-of-pocket expenses.” - HP2020 

Specific Needs Identified in CHNA: Nearly 30 percent of Richmond County residents are without health insurance and 
almost 20 percent live below the poverty level. 

Goals: Increase access to medical services and screenings for uninsured persons. 
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Strategy: Provide access to mammograms through Mobile Mammography Unit - linked with Prevention and Screening 

Lead Organizational Entity: Breast Health Center 

Action Step  Desired  Outcome Complete? Notes 

Continue to coordinate with local community events and businesses 
to arrange for screening opportunities. The University Breast 
Health Center’s Digital Mobile Mammography Unit reaches 
women unable to come to University's onsite center. With a mobile 
mammography unit, the center is able to take breast health care to 
underserved populations; to working women at business and 
industrial sites; and to community and church groups throughout 
the area. The Mobile Mammography Unit is sustained through a 
hospital foundation partnership. 

Increase opportunities 
for residents without 
insurance to have a 
mammogram. 

Yes 

  

 

Strategy:  Provide off-site health fairs and screenings - linked with Chronic Disease Prevalence and Prevention and Screening 

Lead Organizational Entities: Community Relations/Corporate Communications 

Action Step  Desired Outcome Complete? Notes 

Continue free health fairs that offer screenings to include blood 
sugar; cholesterol and blood pressure checks; carotid artery 
ultrasounds, which identify early signs of plaque buildup; and 
information on nutrition and weight management. Health fairs are 
partnerships with churches, local media and business and industry. 

Improve access to free 
off-campus screenings 
for chronic disease 
prevention. 

Yes 

 Health fairs open to the 
general public  
2014: 19 events; 1,800 
participants; expense; $32, 
600 2015: 24 events; 2,642 
participants; expense: 
$37,063 2016 in progress 
Health fairs open to 
employee groups / 
business and industry  
2014: 27 events; 2,612 
participants; expense: 
$60,596 2015: 27 events; 
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2,780 participants; 
expense: $48,115 2016 in 
progress. 
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Strategy:  Provide free Lung and Skin Cancer Screenings - linked with Chronic Disease Prevalence and Prevention and Screening 

Lead Organizational Entities: Cancer Services, Community Relations/Corporate Communications 

Action Step  Desired Outcome Complete? Notes 

Annual pulmonary function tests in conjunction with physician-
lead community education event. Free pulmonary function and 
Alpha-1 Antitrypsin Deficiency tests are offered, along with 
smoking cessation information. 

Provide access to free 
pulmonary function 
screenings 

Yes 

Screening was held in 2014, 
but not in 2015 due to 
concerns over vendor not 
completing follow-up with 
physicians as agreed. 
Screening is planned for late 
2016. 

Annual Skin Cancer Screening. University Hospital and local 
dermatologists team up every May to provide free skin cancer 
screenings to the community, which may help identify cancer at an 
early stage.  

Promote 
opportunities for free 
skin cancer 
screenings. 

See notes 

Screening was held in 2014 
and 2015, but not in 2016 due 
to lack of available physicians 
to assist. 
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Strategy: Support initiatives that increase accessibility to inpatient and outpatient services 

Lead Organizational Entities: Administration 

Action Step  Desired Outcome Complete? Notes 

Continue to provide non-hospital inpatient and outpatient services 
for indigent patients. This includes Project Access,  
which University helped develop in 2002 with the Richmond 
County Medical Society to care for Richmond 
and Columbia county indigent patients. University 
continues to be Augusta’s largest hospital contributor 
of funds and services to this organization. 

Improved access to 
medical care for 
indigent patients 
including primary and 
specialty care. 

Yes 
2013: $1,164,323 
2014: $1,045,030  
2015: $1,037,539  

Continue to support community health care clinics. These include 
Lamar Medical Center, Belle Terrace Health and Wellness Center, 
Christ Community Health Services and St. Vincent dePaul. 
University Hospital was instrumental in developing Lamar Medical 
Center and Belle Terrace Health and Wellness. 

Improved access to 
medical care for 
indigent residents, 
including primary 
care; decrease in the 
number of Emergency 
Room visits. 

Yes 
2013: $1,376,086 
2014: $1,591,998  
2015: $1,529,367  

Continue to support uncompensated physician services for indigent 
and charity patients. 

Improved access to 
specialty medical care 
for indigent patients. 

Yes 
2013: $10,624,611 
2014: $12,555,683 
2015: $10,406,453  
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Prevention and Screening 

Topic Area Overview: 

Preventive services such as routine disease screenings and scheduled immunizations 
are key to reducing death and disability and improving overall health. These services 
both prevent and detect illnesses and diseases – from flu to cancer – in their earlier, 
more treatable stages, significantly reducing the risk of illness, disability, early death, 
and medical care costs.  In addition, wellness and education initiatives empower the 
community to make healthy lifestyle choices by creating environments that nourish all 
dimensions of personal health.  These initiatives aim to keep the community informed 
of services available, as well as how to access them. 

Specific Needs Identified in CHNA:   

As a whole, Richmond County residents demonstrate a higher propensity than the 
national averages to smoke, drink excessively, be overweight and have diabetes. 
Richmond County also has one of the country's highest premature death rankings. 
Providing education and outreach to Richmond County residents will help them to 
make lifestyle choices that lead to longer, healthier lives. 

Goals:   
Increase community health literacy and awareness through outreach programs with a 
focus on wellness and healthy behavior initiatives to empower individual personal 
health. 
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Strategy: Provide access to mammograms through Mobile Mammography Unit - linked Access to Care for Uninsured 

Lead Organizational Entity: Breast Health Center 

Action Step  Desired  Outcome Complete? Notes 

Continue to coordinate with local community events and businesses 
to arrange for screening opportunities. The University Breast 
Health Center’s Digital Mobile Mammography Unit reaches 
women unable to come to University's onsite center. With a mobile 
mammography unit, the center is able to take breast health care to 
underserved populations; to working women at business and 
industrial sites, and to community and church groups throughout 
the area.  

Increased access to 
screening 
mammograms. 

Yes   
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Strategy:  Provide off-site health fairs and screenings - linked with Chronic Disease Prevalence and Access to Care for Uninsured 

Lead Organizational Entities: Community Relations/Corporate Communications 

Action Step  Desired Outcome Complete? Notes 

Continue free health fairs that offer screenings to include blood 
sugar, cholesterol and blood pressure checks; carotid artery 
ultrasounds which identify early signs of plaque buildup; and 
information on nutrition and weight management. Health fairs are 
partnerships with community churches, local media and business 
and industry. 

Increased access to 
free off-site 
screenings. 

Yes 

Health fairs open to the 
general public  
2014: 19 events; 1,800 
participants; expense; $32,600 
2015: 24 events; 2,642 
participants; expense: $37,063 
2016 in progress  
Health fairs open to employee 
groups/business and industry  
2014: 27 events; 2,612 
participants; expense: $60,596 
2015: 27 events; 2,780 
participants; expense: $48,115 
2016 in progress. 
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Strategy:  Provide free Lung and Skin Cancer Screenings - linked with Chronic Disease Prevalence and Access to Care for Uninsured 

Lead Organizational Entities: Cancer Services, Community Relations/Corporate Communications 

Action Step  Desired Outcome Complete? Notes 

Continue annual pulmonary function tests in conjunction with 
physician-lead community education presentation. This is a one-
time event. Free pulmonary function and Alpha-1 Antitrypsin 
Deficiency tests are offered, along with smoking cessation 
information. 

Increased lung cancer 
awareness and access 
to free pulmonary 
function tests. 

See notes 

Screening was held in 2014, 
but not in 2015 due to 
concerns over vendor not 
completing follow-up with 
physicians as agreed. 

Continue annual Skin Cancer Screening. University Hospital and 
local dermatologists team up every May to provide free skin cancer 
screenings to the community, which may help identify cancer at an 
early stage.  

Increased skin cancer 
awareness and access 
to free skin cancer 
screenings. 

See notes 

Screening was held in 2014 
and 2015, but not in 2016 due 
to lack of available physicians 
to assist. 

 

Strategy:  Provide free Heart Attack and Stroke Prevention classes 

Lead Organizational Entities: Cancer Services, Community Relations/Corporate Communications 

Action Step  Desired Outcome Complete? Notes 

Continue free Heart Attack and Stroke Prevention classes held four 
times per month. This class explains some of the causes of vascular 
disease as well as early warning signs. Information is provided 
about how changes can be made immediately to prevent heart 
attack and stroke.  

Improved access to 
education about 
vascular disease and 
prevention 

Yes 

  
Free classes are held at the 
hospital four times a month 
and in the community at 
several events.  See Table 6 
below for the number of 
attendees at each function. 

 

Heart Attack and Stroke Prevention 2013 2014 2015 2016 (Jan-Jun) 
Business & Industry Screenings 17 22 13 9 
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Community Screening Events 10 14 24 9 
People Screened 2060 2408 1399 926 
Orientation Classes at Hospital 39 39 44 15 
Business & Industry Talks 12 4 12 19 
Community Talks 9 22 16 16 
Total Attendance at Talks 912 1429 1470 1286 

Table 6 – Attendees at Heart Attack and Stroke Prevention Classes 

 

Strategy:  Continue to provide outreach/education to encourage healthy lifestyle choices through "Eating Well with Kim" program - linked 
with Chronic Disease Prevalence and Obesity/Nutrition 

Lead Organizational Entity:  Community Relations/Corporate Communications 

Action Step  Desired 
Outcome Complete? Notes 

Continue to support Eating well With Kim 
program. University Health Care System teams 
up with News 12 to produce the Eating Well 
with Kim segment three times a week. 
University Registered Dietitian and certified 
Diabetes Educator Kim Beavers offer healthy 
eating ideas along with quick, easy and healthy 
recipes that are provided to viewers via 
University's website.  

Improved 
access to 
education 
about 
healthy 
cooking and 
nutrition 

Yes 

These video segments, in addition to airing three times a 
week on television, are posted on the WRDW website and 
also on Kim Beavers’ Eating Well with Kim Facebook page. 
The University Health Care System Facebook page has a 
link to the Eating Well with Kim page to increase visibility 
and traffic. Website views in 2014 were 3,025, in 2015 were 
2,658.  Facebook impressions for 2014 and 2015 (estimate 
based on most current 6 month report): 72,000; Facebook 
reach for 2014 and 2015 (estimate based on most current 6 
month report): 48,500. 
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