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Introduction

L & Q &hatihdme R where the heart is. And the home of Ascension St idobur communitySince the arrival of its
F2dzy RAy3d aLRyaz2NE (KS {A&d0SNBR 2F GKS {2NNRgFdA a2iKSN.
meet the needs of the communities it serves, especially those most vulnerable.

To ensure our #orts best meet the needs of our communities . .
and will have a lasting and meaningful impact, each of Accordlng to the Catholic Health

[ W2KyQa &AAE K2aLWAdlta O2BWACKeE{e]aNoINia[RUIali(=To BSE1 (=10
needs assessmenCHNA). The needs of populations deemed BN @] & |\ AT Ra syster

involving the community to

vulnerable are a central focus dfd assessment.

CHNAs help identify the most pressing neefisur identify and analyze community

communities, build relationships with community partners, anf ¥ a(=r1[1aN g =1=le a1 g lo B ez ke [a o) (o (=17

direct resources where they are most need@&tis community to prioritize plan and act upo n
driven process has the potential to leverage resoureabance ' c
unme't communi ty

program effectiveness and strengthen communities. The
process serves as the foundation for identifying those in
greatest need, recognizing existing assets and resources, developing strategic plans and mobilizing togspitad
and community paners to work together to promote the health and wkking of the communityCHNAgre
essential to community building and health improvement efforts. These powerful tools have the potential to be
catalyst for immense community change.

The 2010 Patient Protection and Affordallare Actmore commonly known ashie Affordable Care Act (ACA),
requires nomprofit, tax-exempt hospitals to conduct@HNAevery three years. To meet requirements, hospitals must
analyze and identify the health needs of their communities, then develomdogdt an implementation strategy to
meet the identified needs. The findings from the
assessment and implementation strategy are

This report intudesthe following madewidely available to the public.

9 A description of the community served by the hospital

{ The process and methods used to obtain, analyze and { U ® W2 Ky Q& itésuESt. 8oBra LA G+ £ F

synthesize secondary and primary (community input) dat Medical CenterSt. John Owasso, St. John
Broken Arrow St. John Sapulpa, Jane Phillips

Medical Center and Jane Phillips Nowata Health
Centert conducted the first set cCEHNA®nd
implementation strategesin fiscal yea013.
9 The process and criteria usealprioritize the most The second cycle @HNAsnd implementation
significanthealth needs of the community strategies was completeid FY2016. Over the
1 An overview of theprioritized healthneeds to be addressec past three yearsthe health system and its
in this CHNA cycle, as well as de¢hat will not be part of  hospitals have worked diligently to address a set
the implementation strategy of prioritized health needs basexh our FY2016

f An evaluation of the impact of any actions that were take 2SS€SSments and implementation strategy. An
by the hospital and health system since the preceding ~ UPdated set oCHNAsvere conducted by
CHNA to address tisepriority healthneeds { U@ vighéspitabaluring FY 2019.

St. John is pleased to present the 2019 CHNA
reports for each of its six hospitajgrovidingan overview of the significant community health needs identifiethe
communities served by each hospitahis reportis the Jane Phillips Medical Center (JPMC) CHdiAhe purposes
of this assessmentVt a prithary service area, or community, is defined/ashingtonCounty, Okla.

1 The significant health needs in the community, taking int
account the neds of those most vulnerable and geograpt
areas of greatest need
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The goal of this report is to offer a meaningful understanding of the most pressirth) healds acrosthe
WashingtonCounty community, as well as to guide planning efforts to address those needs. Special attention has
been given to the needs of vulnerable populations, unmet health needs or gaps in services, and input gathered from
the community. Findings from this report will be used to identify, develop and target hospital, health system and
community initiatives and programming to better serve the health aefiivess needs of our community.

For an executive summary of this report, see Adpel.

2019 Community Health Needs Assessment | 6



Our Health System

— 9aGlFIof AaKSR AY wmMpHc SAGK GKS 2LSyAy3a 27F ({
Center) in Tulsa, OklaAscension St. Johs a fully integrated healthcare delivery
system encompassing six hospitals and more than 90 clinics and facilities in eastern
Oklahoma and southeastern Kansas. St. John was founded by our legacy sponsors, the
Sisters of the Sorrowful Mother.

Now, St. Joh is part of Ascension, the largest nonprofit health system in the U.S. and
ﬂ iKS 62NIRQa fINBS&G /I GK2f A0 KSHEfGK agais
through innovation across the continuum of care and committed to delivering
compassionate, peanalized care to all, with special attention to those living in poverty
or otherwise deemed vulnerable. Ascensmperates about 2,500 sites of careincludng 141 hospitals and more
than 30 senior living facilities in 22 states and the District of Catbia. With Ascension, Slohn has access to
additionalresources to help us continue to transform the quality of care we provide our patients.

St. John is organized as a-&xempt integrated healthcare delivery system. Our mission is to continue the healing
ministry of Jesus Christ lpyoviding medical excellence and compassionate care to everyone we Aeress the
region, St. John providedare than $.09millionin community benefit and care of people living in poverty in fiscal
year2018. In fiscal year 2@, Ascension provided nearly $2 billion in car@ebpleliving in poverty and other
community benefit programs.

Together St. Johrand Ascensioare focused on delivering heattare that is safe, healttare that works and

healthcare that leaves no one behirst. John serves as an important safiegt provider of a broad continuum of

healthcare services to the citizens of northeagter h { f I K2 Yl FyR (GKS &AdzZNNRBdzyRAYy 3 NE:
area contains 26@IPO2 RS& Ay oH O2dzyiASa Ay hlflK2YFX Ylyala FyR
area isaround1.1 million people (Figur®). We are working tdaransform helthcarenot just in our local

communities, but across the natiopromotinghighquality and costeffectiveness ancemphasimg prevention,

holistic wellness andpisodic care

St. John hospitals include St. John Medical Center, St. John Owasso, BtoBehrArrow, St. John Sapulpa, Jane

Phillips Medical Center and Jane Phillips Nowata Health Ceéogetherhavingabout800bedsin serviceEach of

these six hospitals operates a fairvice, 24hour, 365day emergency room providing both urgent and emergency

care to all individuals, regardless of their ability to paty.John also has an array of partner and subsidiary healthcare
facilities Other St. John entities include Regional Medical Laboratory (RML), St. John Clinic and St. John Urgent Care.
St. John joint ventures include Oklahoma Cancer Specialists and Research Institute, Prairie House Assisted Living &
Memory Careand Tulsa Bone &oint Associates.
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Figurel: St. Johrservicearea

[ 4 B_ (?'4““ 4 7 m&ﬁ
Population of St. John primary service
areais approx. 1.1 million people

[H] st John Health System
_—

L| Regional Service Area

=8 Primary Service Area

Facts and figures

St. John owns six hospitals in northeastern Oklahamith,about800total beds in service.
Around 7,000 associates work within St. John (not including minigtty functionsor joint ventures).

St. John owns and operates St. John Clinic, which operates as-apeualalty physician clinic, employing more

than 500 physicians, physician assistants, nurse practitioners and certified nurse anesthetists. St. John Clinic has
dozensof physician offices and clinics (including Urgent Care clinics) throughout Tulsa and northeastern
Oklahoma.

{dd W2Ky 2gya wal[3X 2yS 2F (GKS NBIA2yQa I NASaid NBFSN
physician practices throughout trerea.

{dd W2KyYy 2gya pn LSNOSydG 2F /2YYdzyAdGe/ I NB alylr3aSR | S
health insurers. CommunityCare offers mdmgalthcareinsurance options for individuals and families, including

0 KS NB3IA 2aedleddare Adiatage plan for those 65 or older.

St. John touches the lives of thousands of patients every day:
o0 a2NB (GKFyYy puZnnn FyydzZdft K2aLAdlf | RYAdaA2yas AyoOf

0 More than 31,000 annual surgeries performed in St. Jubspitals. St. John also is a minority owner in
two ambulatory surgery centers that perform more than 28,000 annual outpatient surgeries.

More than 3,800 annual births at St. John hospitals.

More than 148,000 annual patient visits to St. John hospital geresy departments.
More than 83,000 annual urgent care visits to Urgent Care clinics.

Nearly 500,000 annual patient visits to St. John Clinic physician offices.

RML performs more than 9.1 million annual laboratory tests.

o O O O o

Mission, Vision and Values

Our Misson, Vision and Values guide everything we do at St. John and Ascension. They are foundational to our work
to transform healthcare and express our priorities when providing care and services, particularly to those most in

2019 Community Health Needs Assessment | 8



need. As the health system devebmitiatives to address needs within the communities we serve, we strive to
ensure that our Mission, Vision, and Values are upheld.

Mission
Rooted in the loving ministry of Jesus as healer, we commit ourselves to serving all persons with special tttention
those who are poor and vulnerable. Our Catholic health ministry is dedicated to spiritaatired, holistic care

which sustains and improves the health of individuals and communities. We are advocates for a compassionate and
just society through ouactions and our words.

Vision
We envision a strong, vibrant Catholic health ministry in the United States which will lead to the transformation of
healthcare. We will ensure service that is committed to health and-atig for our communities and thaésponds

to the needs of individuals throughout the life cycle. We will expand the role of laity, in both leadership and
sponsorship, to ensure a Catholic health ministry in the future.

Values

Service of the poor: generosity of spirit, especially for peombst in need
Reverence: respect and compassion for the dignity and diversity of life
Integrity: inspiring trust through personal leadership

Wisdom: integrating excellence and stewardship

Creativity: courageous innovation

Dedication: affirming the hope arjdy of our ministry

Jane Phillipsvedical Center

Jane Phillips Medical Center (JPMC) is ahBabhospital located in the city of Bartlesville, Okla. After becoming

affiliated with St. John in 1996, JPMC became fully integrated into the health sysi&®2nA board of directors

governs the hospital and ensures that comprehensive medical services are available to residents of northeastern
Oklahoma and southeastern Kanseeggardless of whether or how they can pdiPMC offers a full range of services,
including24/7 emergency care, general medicine, surgery, cardiopulmonary care, maternal and infant care, cancer
treatment, orthopedics, sleep diagnostics, rehabilitation and physical medicine, imaging, critical care and wound care.
JPMC physicians, nursasdaspecialists work with statef-the-art technologies to provide highuality care

JAMC touches the lives of thousands of patients and their loved ones every day:
f More than6,600 annual hospital admissiong, Of dzZRAY 3 G20 a SN GA2yé LI GASyGa
More than5,400 annual surgeries performed
More than500 annual births
More than28,000 annual patient visits tihe emergency department
More than62X n n n  Gmhialp&idhE visits for dagnostic testing and treatment

= =4 4 =

With qualityas atop priority, JMC isnationally recognized and has received various recent awards, including the
following:

1 Recognized as a recipient bbth the Mission: Lifeline® Gold Receiving Quality Achievement Award and
Mission: LifelineeEMSGoldPlusAward from the American Heart Association

TblFYSR 2yS 2F (G(KS a¢2L) mnn wdzNIf g /2YYdzyAdGe | 2aLA0
Chartis Center for Rural Health in 2018

1 Achieved recertification of the Pulmonary Rehab Program by the Americaniatisn of Cardiovascular and
t dzf Y2Y I NBE wSKFIOAfTAGFGAR2YT Wta/ Qa LINPINIY gta GKS 7
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T wSOSABSR GKS ! YSNAOIY /2ftt83S 2F /I NRA2f238Qa b/ 5w
Award, the highest level, in 2017

2019 Community Health Needs Assessment | 10



Community Served

The definition of the community served by the hospital provided the foundation on which our community health
needs assessment (CHNA) and subsequent implementation strategy decisions were based. In defining the community
served bylane PHiips Medical CenterJMC), the following were taken into consideration:

91 General geographic area

Geopolitical definitions

Primary and regional service areas

Patient population

I NBlF&a FyR LRLMzZ I GA2ya aSNWSR o6& (KS HLIAGEE Qa O2Y
Oppatunity areas, or geographic areas encompassings&t vulnerable

and/or underserved populations

= =4 4 4 A

1 Availability of healthnformation and data

JPMC serves the entire northeastern Oklahoma region, as well aop&dssas and Arkansas. The primary service

area is Washington Count@kla..and the surrounding countieslowever JPMC serves patients who live throughout

the northeastern Oklahoma region and beyofdr the prposes of thig | b! = (1 KS & O2 K¥efingdas & & SN
Washington County{see Figuz 2). The decision to focus on the geopolitical definition of Washington County was

largely influenced by the fact that a significant number of patients who utilize JPMC services reside in Washington
County. In fact, an estimated 52.7 percent of inpatiantl outpatient visits originated from Washington County in

the 2018 calendar year. Within Washington County, the topZiNReodes of patient origin in CY 2018 were 74006,

74029, 74022, 74051 and 74061.

In addition to the fact that a large number of patients served by the hospital reside in Washington County, most

public data is available at the county level. Additional factors influencing the definition of the community were the

areas and populations 1SR 060 & (G KS K2 aLJA dl f Q3andie Yedgiaphiciakas oSpypdldiand LINE
deemedheavilyat-N&A &1 2NJ @dzf YSNI 60f Sd | ydzYoSNI 2F GKRlensA LA G  Q:
Washington County. Many of these programs serve resgemo are living in poverty and deemed particularly

vulnerable.

JPMCGA & ol aSR 2dzi 2F GKS OAGe& 2F . INIfSagAattsSs IyR GKS 0
around the city. Accordingly, Bartlesville serves as the primary area ofdituis the Washington County
O2YYdzyAlied Wta/ Qad O2YYdzyArideée KSFfOIK AYLNRGSYSYG STTF2NI
Bartlesville However, an effort was made to focus on the health needs and assets of Tulsa County as a whole, and our
efforts will also extend to other cities and towns withiviashingtonCounty based on lessons learned through our

work with the Bartlesvilleommunity.

FHgure 2: WashingtonCounty map

[T

2019 Community Health Needs Assessment | 11



WashingtonCounty

Washington County is located in the U.S. stat®klahoma. Its county seat and largest city is Bartlesville. Founded at
statehood in 1907, it was named after U.S. President George Washington. Before statehood, the area was part of
lands owned by the Osage Nation and later the Cherokee Nation in Indiatoriet Several oil companies set up
headquarters in the county over the years, most notably Phillips Petroleum Co. (now ConocoPhillips) in Bartlesville.

Washington Countyocated in northeastern Oklahomes the smallest county by square miles in the state. Counties
adjacent to Washington County include Montgomand Chautauqua counties Kansasand Nowata, Rogers, Tulsa
and Osagecounties in Oklahomarhe cities and towns officially recognized in Wagtun County are Bartlesville,
Copan, Dewey, Ochelata, Ramona and Vera.

According to the American Community Surveyeek County had an estimated populatiorb&f867in 20172 The

population density for the county is aboli23 people per square miléThe median age is 40 years, 86 percent

of adultresidents have attained a high school diploma or higharestimatedl4 percent of residents live belothe
povertyline2Washington/ 2 dzy 1 @ Q& I NBESa i A Yy Reddthcangahdtactaridg, St gtugadion S y
and hospitality.

City of Bartlesville

JPMC idased out othe city of Bartlesville. Bartlesville is located in northeastOklahoma and iabout aone-hour
drive north of Tulsaaccessible bynterstate 75andU.S Route60. Bartlesville hasraestimatedpopulation ofabout
36,400residents, making it the largest city in Washington Coulstyestimated 14.9 percent of residents live below
the poverty line?

1The Encyclopedia of Oklahoma History and Culbyrthe Oklahoma Historical Sociefsetrieved from www.okhistory.org/publications
220132017 American Community Survey'Bar Estimates by the American Community Survey (retrieved from
https://factfinder.census.gov)

3 QuickFacts by the U.S. Census Bufeatieved from www.census.gov/quickfacts)
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CHNA Process: Methodology

Community health needs arabsets foMWashington County werdetermined using a combination of secondary and
primary data (community input). Secondary data is existing data that has already been collected and published by
another party Secondary data about the health status of the populatibthe state and county level is routinely
collected by governmental and negpvernmental agencies through surveys and surveillance systems. In contrast,
primary data is new data and is collected or observed directly through firsthand experi¢acg metrods can be

used to gather community input, including key informant interviews, focus groups, listening circles, community
meetings and forumsand surveys.

Including multiple data sources as well as resident and stakeholder input is especially imporanpridritizing
community health needs. If alternative data sources support similar conclusions, then confidence is increased
regarding the most pressing health needs in a community. Data included in this assessment were obtained through
multiple sources ad methods designed to gather both qualitative and quantitative information. Qualitative data is
descriptive informatiopand quantitative data is numeric information. Data collection methods and sources used in
this asessment include the following:

1 Compehensive review of secondary data

1 Six community health forums with around 120 community leaders and 13 health system |éaukeferum
with 11 community leadersindthree health system leaderis Washington County)

1 Twentytwo focus groups wittl233 community members (two focus groups with 19 community members in
Washington County)

9 Online survey of 80dommunity memberg89 in Washington County)
9 Input from the public health workforce and local coalitions/partnerships
f Ly Ldzi FNRY (KS niuSty Enjaemand ConiSitie@a / 2 Y

A comprehensive review of secondary data sources served as the foundation for assessing the community.
Recognizing its vital importance in understanding the health needs and assets of the community, this assessment
primarily foaised on gathering and summarizing community input. Accordingly, input from community members,
community leaders and representatives, local coalitions/partnerships, and health system leadership was obtained to
expand upon information gleaned from the secanygldata reviewA concerted effort was made to obtain

community input from persons who represent the broad interests of the community, including those with special
knowledge and expertise of public health issues and populations deemed vulnerable.

Detailed descriptions of our approach, the secondary data and community input used in this assessment, and the
methods of collecting and analyzing this information are included in the sections that follow.

Our Approach

To effectively identify and addreske health needs of a community, it is essential to have an understanding of health

and the conditions that contribute to health and wbking.According to the WorléHealthOrganization, health is
RSTAYSR a | aadridsS 27F & aehthding dn8 notdiereli theCabskbnte ovdisgaselof | Yy R
infirmitydd  LISNE 2y Qa adldisS 2F KSFHfGK Aa F NBadAgAG 2F &ASOSNI |
Accordingly, our goal was to follow a more holistic approach to assessmémommunity healtimprovement. This
assessment reflects a multitude of factors influencing the health of our community.

4World Health Organization. (194®8reamble to the Constitution of the World Health Organizatiddopted by the International Health
Conference, N.Y. 122 June, 1946; signed on 22 July 1946 by the representatives of 61 States (Official Records of the World Health
Organization, no. 2, p. 10@hd entered into force on 7 April 1948.
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Sociatecological model

The sociakcological model (SEM) of health is a public health framework used to describe the multilevelssytte
influence that explain the complex interaction between individuals and the social context in which they live and work
(see Figur®). The SEM provides a framework to help understand the various factors and behaviors that affect health
and wellness. eialth and weHlbeing is shaped not only by behavior choices of individuals, but also by complex factors
that influence those choices within the social environment through recipraasation>® With this model, we can

closely examine a specific health issue in a particular setting or context. For example, the model can help identify
factors that contribute to heart disease in specific populations. With this knowledge, effective heart disease
intervertions can be developed for a specific population with the greatest impact in mind.

Human behavior is difficult to change and is nearly impossible to modify without understanding the environment in
which one lives. To promote behavior that supports healtld wellness, efforts need to focus on behavior choices

and the multitude of factors that influence those choices. The SEM helps identify factors that influence behavior by
considering the complex interplay between five hierarchical levels of influengedigi)dual or intrapersonal, 2)

interpersonal, 3) institutional or organizationdl, community, and 5) societalblic policy factors (see Figusg The

model demonstrates how the changes and interactions between these five levels over the cours@@ one A FS | FF
health and wellness. Through utilizing the SEM, the likelihood of developing sustainable interventions with the

broadest impact on health and wellness is increased.

Figure3: sociatecological model of health

Society/ Public Policy

ate, and federal policies
frastructure)

(Community characteristics
and norms,/standards)

Organizationa|

(Rules, regulations, and
informal structures)
Interpersonal

[Family, friends, and
social networks)

Individual

(Individual
characteristics)

Source adapted from: Hanson,, Blanson, J., Vardon, P., McFarlane K., Lloyd, J., Muller, R., et al.
(2005). The injury iceberg. An ecological approach to planning sustainable community safety
interventions. Health Promotion of Australia, 16(131 &

5Hanson, D., Hanson, J., Vardon, P., McFarlane K., Lloyd, J., Muller, R., et al. (2005). The injury iceberg. An ecoémidal glppning
sustainable community safety interventiort$ealth Promotion of Austfia, 161), 510.

6 McLeroy, K.R., Bibeau, D., Steckler, A. & Glanz, K. (1988). An ecological perspective on health promotion ipeadffaducation
Quarterly, 1%4), 351377.
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Source: McLeroy, K.R., Bibeau,S2eckler, A. & Glanz, K. (1988). An ecological perspective on
health promotion programs. Health Education Quarterly, 15(4);3bL

Determinants of health

Health is a complex andultidimensional concept. The Centers for Disease Control and Preveletsonbes health

4 GAYTFEdzSYOSR o0& GKS KSIfdK OF NBA BSSehdeRiardaddthe? dzNJ 2 ¢y
factors that contribute to the health of our community, this assessment utilizes a population health model developed

by the Univesity of Wisconsin Population Health Institute known asdbenty health rankingsmodel (see Figurd).

FiguredY ' YAGSNEAGE 2F 2 A 402y achuyity Hedlth damkigsmbazly | St G K Ly adAad

Length of Life 50%

Health Cutcomes

Ciuality of Life 309

Tobacco Use

Health Behaviars
(309

Alcohal & Orug Lse

| CHet & Exercise

Accessto Care

Secquial Activity ‘
Clinical Care |: }

(20%) | Duality of Care
Health Factors | Education ‘
| Employment ‘

Social and
Economic Factars | Income ‘
[4085) : .
| Family & Social Support ‘
| Community Safety ‘
Phyzical | Air & water Ouality ‘
Eriranment

Paliciesand Programs [1096) | Housing & Transit ‘

Source: Courtesy of University of Wisconsin Population Health Institute. (ZDd@i)ty Health
Rankings & RoadmagRetrieved fromwww.countyhealthrankings.org

| SFf K 2dzi02YSa arayriFe I 02 YYdzy bies adtyprahSabsested: leKgthloff (i K ®

life (how long people live) and quality of life (how healthy people feel vetive)® Health factors contribute to health
and are otherwise known as determinants of health. There are five commonly recognized detetsrof health:

1. Biology and genetics
2. Clinical care

7 Centers for Disease Control and Prevention. (20@6mmunity Healthmprovement NavigatorRetrieved from:
http://www.cdc.gov/chinav/.

8 University of Wisconsin Population Health Institute. (2008)unty Health Rankings & Roadmagstrieved from:
www.countyhealthrankings.org.

9 Centers for Disease Control and Preventi@d14) NCHHSTP Social Determinants of Health: DefinitRetsieved from:
http://www.cdc.gov/nchhstp/socialdeterminants/definitions.html.
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3. Health behaviors
4. Physicaénvironment
5. Social ang&conomic factors

This assessment focuses on four of the five aforementioned determinants of health: clinical carebékaitiors,

physical environmenand socioeconomic factors. Each of these determinants of healtintisrn, based on several
measuresgee Figure ' Some determinants of health are more modifiable than others. It is important to note that
clinical care alone is not enough to impras@mmunity health, as it only accounts for 20 percent of the factors that
influence healtH. Together, clinical care and health behaviors account for only 50 percent of the intervenable factors
that contribute to health. Socioeconomic factors and the phgisttivironment account for the remaining 50 percent

of impactable health determinants (see Figuré& Fherefore to have a greater impact on the health of the

community, it is important to focus on all four determinants of heatihdssessment and integntion.

Figure 5: socialleterminants of health

Determinants of Health

Physical
Environment
10%

Socioeconomic
Factors 40%
Health Behaviors
30%

= Clinical Care = Health Behaviors = Socioeconomic Factors = Physical Environment

Source: University of Wisconsin Population Health Institute. (2@®)nty Health Rankings &
RoadmapsRetrieved fromwww.countyhealthrankings.org.

Health disparities

As aforementioned, this community health needs assessr@HNAprocess included input from the broad

community, as well as populatins deemed underserved,-aiskor otherwise vulnerable. To highlight the health

needs of these populations, this assessimexamines health disparities in the community served. Health disparities

are defined byHealthy People 20208 & LJ- NI A Odzf F NJ 18LJS 2F KSIFfGK RAFTTSNI
economic and environmental disadvantaijé

10y.S. Department of Health and Human Services, Office of Disease Prevention and Health PromotioTH@EENS G | NB Qa | RJOA 3
Committee on National Health Promotion and Disease Prevention Objectives for 2020. Phase | report: Recommendations for the

framework and format of Healthy People 2020. Section IV: Advisory Committee findings and recommerRizattievs from:
http://www.healthypeople.gov/sites/default/files/Phasel_0.pdf.
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Certain disadvantaged palations are at greater risk of experiencing of health disparitiesalth People 2028sserts
GKSIFf 0K RAALINRGASA [ ROSNEStEE | FFSOOG 3INRBdzZLJA 2F LIS2LI S
based on their racial or ethnic group;iggbn; socioeconomic status; gender; age; mental health; cognitive, sensory or
physical disability; sexual orientation or gender identity; geographic location; or other characteristics historically

linked to discrimination or exclusidré

Health inequities and health equity

Health inequities are closely linked to health disparities and are also closely examined in this assessment. Health
AYSlidZAGASa I NB aRATFSNByYOSadzy ¢ dzKdIth ineptitiesiakelcldsely aNsBeiated 2 A R |
with social, economic and environmental conditions. In contrast, health equity is focused on the elimination of health

and healthcaralisparities. Healthy People 2020 defifeS I f § K SljdzA 1 & | & gh&sBevel of iedlth A y Y S
for all peopleb®dn slort, health equity pertains to efforts to ensure that all people have full and equal access to
opportunities that enale them to lead healthy lives.

Social determinants of health

When examining health disparities health inequities, it is H_ealthy P_eople 202_0

important to consider the social determinants of health. Theselle (=518 flo]=icrei0 0 =1 Mo (=1 (=1 g aal[a =11 S

conditions include the social, economic and physical factors a

resources contributing to a range of environments and setting o f heal th as . t

and ae often responsible for health disparities and inequities. [ULALN 01 (=R oI (=N o[=To] ol (SR [\V/R

Accordingo Healthy People 2020, thegge five generally | ear n wor k a
]

recognized categorical types of social determinantisezfith!2: .
1. Economicstability affect a wide range of health

9 Access to economic and job opportunities risks and outcomes.o
1 Poverty

i Foodsecurity
9 Housing stability
2. Education
9 Access to higher education opportunities
9 High school graduation
9 Early childhood education and development
1 Language
9 Literacy
3. Social anadommunity context
9 Social cohesion and support
1 Availability of communitypased resurces and resources to meet daily living needs
9 Discrimination
9 Incarceration
4. Health andchealthcare
9 Access to healthcare services (gpgimary and specialty care)
9 Health literacy

11U.S. Department of Health and Human Services, Office of Minority Health. National Partnership for Action to End HeattbsDispar
(2010).The National Plan for ActioRetrieved fom: http://www.minorityhealth.hhs.gov/npa/templates/browse.aspx?&Ivi=2&Ivlid=34.
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5. Neighborhood and lpysical(built) environment

1 Environmental conditionée.g, exposure to toxins and other physical hazards, green spaces, physical
barriers, aesthetics of environment)

1 Access to sidewalks and bike lanes
9 Safe and affordable housing
9 Access to healthy foods

9 Public safety (e.gcrime and violence)

Addressing halth disparities, health equity and social determinants of health through community building and
improvement initiatives is an important component of improving the health of the community. Therefore, indicators
of healthrelated halth disparities, healtlequity and social determinants of health are a central focus of this
FaaSaavySyd FyR 2dz2NJ KSIFf 0K &@&ad S Canral 0 8uveffaty th ilnprov&tlel f G K
health of individuals and communities is our focus on promoting health aidbeing of albeoplet and a

commitment to health equity and eliminating barriers to good health.

Geographic Areas of Greatest Need

Our health and welbeing are products of not only the health care we receive, but also the places where we live,
learn, work andplay® Asa result,our ZIPcode can be more important than our genetic code. Identifying areas of
greatest need was an impamt component of this assessmeas it helped us to identify where there arerak and
vulnerable populations most in need. This allows us to ensure our efforts include programs to address vulnerable
populations, as such programs and populations haeepibtential forgreatest gain$.

Priority Populations

Although this assessment aims to include information on all populations in the geographic area, a special effort was
made to incorporate information on thieealth and welbeing of priority populationsor those most in need. Priority
populations focused on in this assessment include, but were not limitgaetapleliving in poverty, children,

pregnant women, older adlts, people who are uninsured and underinsuretembers of ethnic or minority groups,
members of medically underserved populations, and otherwise vulnerableriskapopulationsThis focus ensures
alignment with our mission and that subsequent implementation strategies specificallytheereeds of the most
vulnerable.

Community Engagaent and Collaboration

The process of conductif@HNA and developing implementation strategies serves as an ideal opportunity for

St. John tonitiate and strengthen mutuallipeneficial relationships within the commuig@swe serve. Recognizing this
opportunity and the fact that we cannot do this work alone, we engaged, partnered and collaborated with a diverse
set of community stakeholders in this process. These stakeholders represented a variety of community sectors
including community members, nonpibdnd communitybased organizations, safetet providers, local schools and
educational institutions, local government officials and agencies, churchesthedfaith-based organizations,
healthcare providers, private businesses, community developersehforcementagenciescommunity health

centers, healthcare consumer advocates, and the public health workforce. It is important to note that each sector in
the community, including community members, has a unique role. Each sector brings criticahsti@md)insights to

our collaboration.

Working together has a greater impact than working alone. Engaging the community and joining forces with
community stakeholders allows all involved to share in the experience of understanding community health rieeds an
to work collaboratively with the communities we serve. Working in partnership with a diverse set of community
stakeholders ensures we are wplbsitioned to help improve health outcomes among vulnerable and disparate

2019 Community Health Needs Assessment | 18



populations. This work will ultimatglallow us to address the social determinants of health to measurably improve
the health outcomes of the entire community. Furthermore, it is our hope that our engagement of the community
will serve to empower communitglriven solutions for community he&ltimprovement.

Limitations and Information Gaps

Although it is quite comprehensive, this assessment cannot measure all possible aspects of health and cannot
represent every possible populatiavithin Washington County. This coreint limits the ability tdfully assess all the
O2YYdzyAtieQa KSFHfGiK ySSRao

For example, certain population groups such as the transient population, institutionalized people or those who only
speak a language other than English or Spanish may not be adequately represented in tidausedata and

community input. Other population groups such as lesbian/gay/bisexual/transgender+ residents, undocumented
residents and members of certain racial/ethnic or immigrant groups might not be identifiable or might not be
represented in numbers $ficient for independent analysign addition, the following challenges resulted in

limitations for assessing the health needs of the community:

9 Irregular intervals of time in which indicators are measured

1 Changes in standards used for measuimticators

9 True service area encompasses several partial counties, but most health data is not available at that level
1

Some sources of valuable data are completed with grant funds or budgeted under a prior administration and
not repeated, so comparisonsroaot be made

Inconsistencies in reported data

= =

Limitation in representation from all sectors of the community

1 Not all health process and outcome measures available through secondary health data were reviewed due to
the broad focus of the assessment

Despitethe data limitations, we are reasonably confident of the overarching themes and health needs represented
through our assessment data. This is based on the fact the data collection included multiple methods, both qualitative
and quantitative, and engageti¢ hospital as well as participants from the community.
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Secondary Data: Community Overview

In identifying the health needs and assetd\@shingtonCounty, a review of publicly available secondary data was
conducted.Ascension St. Jolaonsulted with theTulsa Health Department for the data collection and analysis
presented in this section.

Methodology and Sources

The most current secondary data was reviewed for the purpose of providing a
comprehensive overview of the community. A variety of {gmvernmental and

governmental data sources were used, including a broad set of indicators from local, state
and federal agencies. Indicators are measurements that summarize the state of health and
quality of life in the community. County, state and national lgudilic health surveillance

was an especially important source of secondary data. Specific data source citations are
included throughout the report.

In addition to general indicators of health status, this assessment includes indicators covering marsgoefahe

determinants of health. Measures that reflect the health and yeeling of priority populations, or those most in

need, were also included. Some data comparisons were made diHwede, region, county, state and national

levels to allow for evalation of geographic disparitie©ther data considerations included trends over time, county

and state level rankings, benchmark comparisons at the state and national levels, organizational needs and priorities,
and disparities by age, gendeace/ethnicity, income level and educational attainment. Additionally, the U.S.

5SLI NIYSyd 2F ISFEGK FyR 1dzYly {SNBAOSQa | SIftakKe t S2LJ
improvement or success.

Recommendations by Ascension, thel@éic Health Association of the United States, the Centers for Disease Control
and Prevgntion, ,the Oklahoma State Depgrtmen} of Health, the United Health Foundgtion, theAAmerigan Hospital ]
l'aaz2O0AF0A2yQa !'aaz2zOAl aA2y T2 NUnversityrodxyidcansin PoplatibrniHealth. Y LINR O
Institgte were ponsidered inAde’terrr]ining vyhich heavlth indipators to ,reyievw. Additioqal cqnsideration,s were the A
AYRAOFU2NB NBOJASGSR YR NBELRZNUSR AY 0KS LUkebhhdargddlay 3 Sy
The review covered the following health indicator topics:
9 Demographics
9 Health outcomes
0 Health outcomes ranking
0 Health status
A Life expectancy
Mortality (causes of death)
Hospital utilization
Mental health and substance abuse
Maternaland child health
Infectious diseases

> >y > > >

1 Health factors
0 Health factors ranking
0 Social and economic factors
A Educational attainment
A Unemployment
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A Social environment
o Clinical care
A Access to care
A Quality of care
0 Health behaviors and risk factors
Fruit and vegetableonsumption
Physical activity
Weight (obese/overweight)
High blood pressure and blood pressure management
Dental care
Teen births
Tobacco use
Alcohol consumption
Drug use
o0 Physical (built) environment
A Air and water quality
A Housing and transit

A Food access
A Access to physical activity opportunities

>y D> > D> D>y D>

Oklahoma continues to rank near the bottom in multiple key health status indicators. Many of these outcomes are
related to conditions that Oklahomans must live with every day. Poverty, lack of insurance, lingsiésd &z primary

care, and inadequate prenatal care contribute to the poor health status of our residents, along with risky health
behaviors associated with these determinants, such as low fruit/'vegetable consumption, low physical activity and a
high prevaénce of smoking. In 2018, Oklahoma ranked 47th in the nation in health, according to the United Health
Foundationt? Similar to the stateyWashingtonCounty ranks poorly in multiple key health status indicators.

Demographics
Population
Total population

The total population is presented simply as the number of individuals living inZdBcbhde, according to the 2016 5
year population estimates by the American CommuBityvey:3

Why is this indicator important?

The numeric size of the population is usasl the basis for deriving many of the rates for the community health
indicators presented later in this report, suchZ®code specific rates and gender, age, and racial/ethnic specific rates.

2 YSNAOIQa | SIHfOdK wlkylAy3a o0& (GKS ! yAGSR 1 SFHfGK C2dzyRIGAZ2Y &NB
13U.S. Census Bureau, 262216 American Community SurveyYga Estimates
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Total Population
Washington County

60,000
50,000
40,000
30,000
20,000

10,000

0

Total Population
m Washington County 51,892

Source: U.S. Census Bureau, 20093 5Year American Comumity Survey, 2012016 American
Community Survey-¥ear Estimates

Howare we doing?

TheWashington County population size of 51,88 remained relatively stable from 2012 to 2016 with changes in
this time frame numbering only in the hundred3lder agegroups have captured a greater relative share of the
population over the past several decades, while the share represented by children has declined.

For many of the indicators, when the data was broken down by specific demographics (age group, raés;)ethnic
there were too few cases to be reported within the year and/or the tipeeiod specified, and the data was
suppressed.

Gender
Washington County

52.0%
51.5%
51.0%
50.5%
50.0%
49.5%
49.0%
48.5%

48.0%
47.5%
47.0%

Males Females

m Washington County 48.5% 51.5%

Source: 2016 American Community Surveyesr estimates

Studying population demographics indicates that the percentaderéiles was higher than malesross
WashingtonCounty.
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2.5%

Washington County

m White

m Black

m American Indian/Alaskan
Native

= Asian

W Native Hawaiian/Pacific
Islander

® Some other race

Source: 2016 American Community Survejer estimates

Although the highest percentage of the population/ifashington County is white (784, it is important to note that
10.0% is Americaindian/Alaskan Nativand 6.5% is Native Hawaiian/Pacific Islander

Total Population

E_-I Washington_County
Population by Zip*
[ e0-1,020

[ 11021-2,938
[ ]2937-5076
[ 5,077- 18,865
I 18,866 - 26,484

Washington County | 2012-2016

74022

*ZIP Codes
fully within / partially within
‘Washington County, OK

Tulsa Health Dept.
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TheZlPcode with the largest population in Washington County (18.886,484) is 74006 (Bartlesville). Additionally,
Bartlesville covers portions of 74051 and 74003 which increases the population totals. The area with the lowest
population (601020) isZIPcode74083 (Wann/Copan).

Please note that the majority @PO2 RS Ttnnyn o¢F € F € | NBEFIRcodd 2070 BKatodkp R A Y

crosses multiple counties, and 74003/74022 is part of Osage Céle#ge note that the majority aflPcode 74083s
in Nowata County and will be reflected in greater detail in the Nowata County analysis. Additionally, 74083
(Wann/Noxie) has the lowest population totals which could affect the outcome of the data.

Populationchange

This demographic indicator is presented as the percentage change in the population withitlBestiefrom the

2012 Census to the 20¥8nerican Community Surveyygar estimates. There was minimal changé&lifcode
boundaries in this intervening period

Why is this indicator important?

Trends in general population growth and decline help target specific locations and/or demographic groups where
public health efforts should be focused to ensure adequate access to comntasiég programs.

How are we doing

Population Change by Race
Washington County

90.0%
80.0%

70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
0,
10.0% . mE __ C me

. Native
American .
Black or indian and Hawaiian Some
White African Asian and Other Multiple
. Alaskan e other race
American . Pacific
Native

Islander
m2012 79.0% 2.5% 8.5% 1.6% 0.0% 0.9% 7.4%
m2016 782% 2.5% 10.0% 1.9% 0.0% 0.9% 6.5%

Source: U.S. Census Bureau, 20093 5Year American Community Survey, 22046 American
Community Survey-¥ear Estimates

The biggest change noted was an increase of people reported to be Native American or Alaskan Mé&grerigton
County, whibt rosefrom 8.8% in 20120 10.0% in 2016.
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Population Change by Ethnicity
Washington County

100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0% | |
2012 2016
W Hispanic 5.2% 5.7%
B Non-Hispanic 94.8% 94.3%

Source: U.S. Census Bureau, 20093 5Year American Community Survey, 22046 American
Community Survey-¥ear Estimates

Therewas very little changi the distribution of Hispanics and Nétispanics iWashington Countpetween 2013
and 2016.

Households withHimited English

This demographic indicatoeports the percentage of the population aged 5 and older living in Limited English
speaking households. & [ A YAGSR 9y 3f AaK aLbigh o mghiber Kidyeaes Sldahd dwer (1A &

2y
speaks only English at home or (2) speaks a language othertha Engl- & K2 YS | yR &aL)lSF1a 9y3

Why is this indicator important?

This indicator is significant as it identifiesuseholds and populaths that may need Englidanguage assistance.
These indicators are relevant because an inability to speak English well creates barriers to healthcare access, provider
communications, and health literacy/education

How are we doing?
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Households with Limited English
Washington County

5.0%

45%

4.0%

3.5%

3.0%

2.5%

2.0%

1.5%

1.0%

0.5% -

0.0% | I

Washington County Oklahoma United States
m Limited English 0.7% 2.2% 4.5%

Source: U.S. CensBsareau, 2012016 American Community Survey/Bar Estimates

Compared to Oklahoma and the United States as whole, the percentage of people who reportedly speak limited
English inWashingtonCounty is 0t% which is very small.

Veterans

This demographic indator reports the percentage of theeterans among the civilian population who are 18 years and
older, according to the 2016-ear population estimates by the American Community Survey

Why is this indicator important?

This indicator is significant as it identifiesterans and theineeds at the community levdData about veterans hefp

plan and fund programs that provide assistance or services for veterans and evaluate other programs and policies to
ensure they fairland equitably serve the needs of veterans. These statistics are also used to enforce laws, policies,
and regulations against discrimination in society.

How are we doing?

Percentage of Veterans
Washington County

12.0%
10.0%
8.0%
6.0%
4.0%
2.0%
0.0% Washington County
B Percentage of Veterans 9.9%
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Veterans by Age
Washington County

40.0%
35.0%
30.0%
25.0%

20.0%

15.0%

10.0%
5.0% I
0.0%

18t034  35to54  55t064 | 65t074 75and
over

W Washington County 10.5% 19.0% 14.1% 22.4% 33.9%
Source: U.S. Census Bureau, 20026 American Community Survey/Bar Estimates

At over 33%, the largest percentage of veterang/ashington Countgre 75 and over.

Veterans by Race
Washington County

B White

m Black or African American

m American Indian and Alaska
Native

Asian

W Native Hawaiian and Other

B Some other race

Source: U.S. Census Bureau, 20026 American Community Survey/Bar Estimates

Although the highest percentage of the veteran populatioiMashington County ishite (848%), it is important to
note that6.7% areAmerican Indian/Alaskan Native.

Health Outcomes

9EFYAYAY3 | O2YYdzyArAleQa KSIfGK 2dz2id2ySa fft26a Ay 3
assessed. By comparing, for example, thevplence of certain chronic diseases to indicators in other categories (e.g.,
poor diet and exercise) with outcomes (e.g., high rates of obesity and diabetes), various causal relationship may
emerge, allowing a better understanding of how certain commuhéalth needs may be addressed.
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Healthoutcomesranking

This indicator demonstrates overall rankings in health outcomes for counties throughout the state. The healthiest
county in the state is ranked #1. The ranks are based on two types of measuresniggeebple live (length of life)
and how healthy people feel while alive (quality of life). The distribution of health outcomes is based on an equal
weighting of length and quality of life. This information is based orCibienty Health Rankings & Roadmapartesy

of the University of Wisconsin Population Health Instittfte.

Why is this indicator important?

The overall rankings in health outcomes represent how healthy counties are within the state.

How are we doing?

The map below demonstrates the distribution of health outcomes in Oklahoma. Lighter shades indicate better
performance in the respective summary rankinigs2019 WashingtonCounty ranked 1th out of 77 counties in
Oklahoma in health outcome$his was aimprovement from 18th out of 77 in 2018, 16th out of 77 in 2017, and
17th out of 77 in 2016.

2018 Oklahomaealth outcomesmap

TE BE wWo AL GN N
| 0s

e GA | NO
RO
EL MA , MY
PY u
a |Loh wa
RM 3
cs o | ot |
WH
CE [P
MC
oE GD
HA M PO
T 5T D
| Rank1-19 Rank20-38 M Rank39-58 M Rank 59-77 |

SourceUniversity of Wisconsin Population Health Institute. (20@)unty Health Rankings &
RoadmapsRetrieved fromwww.countyhealthrankings.org

14 University of Wisconsin Population Health Institute. (20C8)unty Health Rankings & Roadmapstrieved
from: www.countyhealthrankings.org
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Health Outcomes Ranking
Washington County

10

v

0
2017 2018

® Washington County 16 18
SourceCounty Health Rankings
The graplabove shows that Washington County dropped from 16 of 77 in 2017 to 18 of 77 in 2018.

2018county health rankings for the 7tounties in Oklahoma

45"1 4 4 &
/7 {7 {7 i
$° $ &S‘O i.: $° $ 1’:‘0 -":5
: WP 3 > > > & >
County <& & County <& & County & & County <& &
Adair 75 77 Delaware 52 58 Lincoln 44 38 Pittsburg 63 52
Alfalfa 2 13 Dewey 48 24 Logan 6 15 Pontotoc 37 29
Atoka 57 75 Eliis 19 6 love 41 20 Pottawatomie 39 = 33
Beaver 20 5 Garfield 24 27 Major 25 12 Pushmataha 77 67
Beckham 42 37 Garvin 58 55 Marshall 31 47 Roger Mills 4 28
Blaine 45 31 Grady 21 18 Mayes 50 50 Rogers 10 9
Bryan 38 a4 Grant 22 3 McClain 17 7 Seminole 71 64
Caddo 73 63 Greer 36 53 McCurtain = 70 72 Sequoyah 69 7
Canadian 3 1 Harmon 23 45 Mcintosh 72 68 Stephens 32 a9
Carter 67 a8 Harper 12 10 Murray 54 34 Texas 11 25
Cherokee 62 57 Haskell 51 73 Muskogee 66 66 Tillman 29 36
Choctaw 76 76 Hughes 46 70 Noble 13 11 Tulsa 15 14
Cimarron 61 19 Jackson 43 22 Nowata 34 54 Wagoner 9 17
Cleveland 7 4 Jefferson 64 60 Okfuskee 74 69 Washington 18 23
Coal 60 74 Johnston 68 59 Oklahoma 27 21 Washita 30 32
Comanche 26 40 Kay 33 42 Okmulgee 53 56 Woods 5 8
Cotton 56 43 Kingfisher 1 2 Osage 28 39 Woodward 14 30
Craig 35 35 Kiowa 65 51 Ottawa 59 61
Creek 40 46 Latimer 55 62 Pawnee 47 41
Custer 16 26 LeFlore 49 65 Payne 8 16

SourceUniversity of Wisconsin Population Health Institute. (20@)unty Health Rankings &
RoadmapsRetrieved fromwww.countyhealthrankings.org

Health status

Life expectancy

Life expectancy is the average additional number of years a person can expest @S I
SELISOGlIyOeQ Al Aa 3ISYSNrffe NBFSNNAYy3A (2 (K
Here, the threeyear totals for life expectancy at Hirtare given for county andiPcode.

Why isthis indicator important?
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Life expectancy trends, along with other health indicators, can help public health officials identify health disparities in
the community and measure health improvement outcomes. Health officials can use this information to enplem
health policies and interventions to target issues that negatively and positively irnpalth within the community.

How are we doing?

Life Expectancy Overall and by Gender
Washington County
84.0%
82.0%

80.0%
78.0%

76.0%
74.0%
72.0%
70.0%
68.0%

Overall Male Female

W Washington County 77.8% 75.7% 79.8%
m Oklahoma 76.1% 73.7% 78.5%
United States 79.1% 76.7% 81.5%

Sourcehttps://lvizhub.healthdata.org/subnational/us2014 Data

The latest available life expectancy data fostassessment was for 20T#he graph above shows life
expectancies broken down by gender for Washington County compared to Okladvarad and the United
StatesLife expectancies for both genders and in total were lower for Oklahoma than for the Utated, Svith
male life expectancy approximately five years less than female life expectafecgxpectancies for Washington
County were higher than those for Oklahoma but lower than those for the United States.

Overallmortality

The mortality rate from all causes is presented as the number of deaths per 100,000 population, over tt&#yédars
2016 The rates were agadjusted to account for differences in age distribution among localizéB8codes, and
races/ethnicities.

Why isthis indicator important?

Mortality rates are important in the measurement of disease and health as it relates to public health planning. Analyzing
trends in mortality in specific demographic groups over time can reflect changes in health and higbhgtthat need
to be targeted through public health services antérventions!® 16

How are we doing?

Mortality rates inWashington Countyere consistently lower than the rate for Oklahoniowever overall mortality
ratesfor Washington County anttie state of Oklahomare bothhigher than the overall mortality rate fahe U.S'’

15 Australian Institute of Health and Welfare. (2018)hy are Mortality Data ImportantRetrieved fromhttp://www.aihw.gov.au/why
are-mortality-dataimportant/.

16 Braveman P, Arkin E, Orleans T, Proctor D, and Plough A. What Is Health Equity? And What Difference Does a Definition Make?
Princeton, NJ: Robert Wood Johnson Foundation, 2017.

1I”NCHS, National Vital Statistics System, Mortality
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Age-Adjusted Mortality Rate by Gender
Washington County

1,200.00
1,000.00

800.00
600.00
400.00
200.00

0.00 Male  Female Male Female Male Female Male Female

2014 2015 2016 2017
® Washington 1,011.90 761.8 959.80 693.3 1,025.70 719.2 966.60 7337
m Oklahoma 1,042.20 773.8 1,058.20 7725 1,035.50 761.3 1,048.00 7776
mus 855.1 616.7 863.2 6242 861 617.5 864.5 619.7

As illustrated in the above graph, mortality rates by gender in Washington County remained stable over the course of
the time period examined, with rates for malesnsistently higher than rates for females.

Top Causes of Death, Males
Washington County

0.0 50.0 1000 150.0 200.0 2500 3000 350.0
281.8
Diseases of heart 249.2
298.6
218.8
Malignant neoplasms 2247
2035
1153
Non Rankable Causes 99.2
136.2

47.7
Chronic lower respiratory diseases 59.7
54.0
386
Cerebrovascular diseases 42.9
53.4
49.8
Accidents (unintentional injuries) 459
45.8
312
Diabetes mellitus 29.0
34.7

Nephritis, nephrotic syndrome and nephrosis

22.6
Alzheimer's disease 318
326

| JELD
Intentional self-harm (suicide)

. a7

Influenza and pneumonia 42.9
15.4

Chronic liver disease and cirrhosis [l 26.7

m2014 m2015 m 2016
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SourcesOklahoma State Department of Health, Center for Health Statistics,
Health Care Information, Vital Statistics 2014 to 2@Kahoma Statistics on
Health Awilable for Everyone

Calculations may have besuppressed due to small cell size (less than 5 deaths/populations less thaf 2ites
are deaths per 100,000 population.

Top Causes of Death, Females
Washington County

0.

o

50.0 100.0 150.0 200.0

|:
=
tokst
Bty
o
o

Diseases of heart

. 175.3
Malignant neoplasms 127.5
164.3
146.7
Non Rankable Causes 96.1
100.3
. 61.3
Cerebrovascular diseases 42.8
27.7
) R . 48.1
Chronic lower respiratory diseases 3%%5

iy
w

Alzheimer's disease

ﬁlw
W

52.0

-
L
n
-~
L
o

Accidents (unintentional injuries)

Diabetes mellitus 27

[

!
o
~
[

Influenza and pneumonia 17.5
10.9

Nephritis, nephrotic syndrome and

. 219
nephrosis

0.5

!

Essential (primary) hypertension and
hypertensive renal disease e 177

2014 m2015 w2016
SourcesOklahoma State Department of Health, Center for Health Statistics,
Health Care Information, Vital Statistics 201461.6,0klahoma Statistics on

Health Awilable for Everyone

Calculations may have been suppressed due to small cell size (less than 5 deaths/populations less than 20). All rates
are deaths per 100,000 population.

Top causes of death for males and female@/ashington County reflect the same pattern as those in the other
counties examined in this assessment as well as those for Americans nationwide.
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Age-Adjusted Mortality Rates by Race
Washington County

1600.0
1400.0
1200.0
1000.0
800.0
600.0
400.0
200.0
0.0 . o
White Black American Indian Asian/Pacific
Islander
= 2014 850.8 842.9 1275.6
m 2015 796.9 585.0 1180.3
= 2016 851.0 1402.6 951.9

SourcesOklahoma State Department of Health, Center for Health Statistics,
Health Care Information, Vit&tatistics 2014 to 201&®klahoma Statistics on
Health Awilable for Everyone

Ageadjusted rates based on 2000 US population standard. All rates are deaths per 100,000 population.

Mortality rates among the white population in Washington County remaineatixely stable ovethe time period
examined in this assessmeMortality rates among the black population in Washington County decreased from 2014
to 2015, then rose sharply from 2015 to 20Mortality rates among the American Indian population in Wagton
County showed a slight downward trend from 2014 to 2016.
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Deaths From All Causes

Washington County | 2014-2016

E:l Washington County
Age-adjusted Death Rates
Per 100,000 Pop. by Zip*

v
[
1
<420 !
1

[ 42.0-130.6 . 74022
'
1

[ 130.7-208.7
I 2088 - 1,334.2

Il 1.334.3-4379.1

724070 * ZIP Codes
foww fully within / partially within

= Washington County, OK
Data Source: 2014-2016 Vital Stats., CHI, OSDH

Tulsa Health Dept

The highest death rates IBIPcode in Washington County include 74080 (Talala area), 74070 (Skiatook) and 74021
(Owasso/Collinsville).

Please note that the majority @PO2 RS Ttnnyn o¢F € F € | NBFIRcodad 070 BKatodkp R A Y
crosses multiple counties, and 74003/74022 is part of Osage County.

Diabetesmortality

The diabetes death rate is the number of deaths due to diabetes mellitus per 10mP0&on over the year2014
2016 The rates were agadjusted to account for differences in age distribution among locatidhi#;odes and
races/ethnicities.

Why is this indicator important?

Diabetes mellitus (commonly known as diabetes) affects amastd 29.1 million people in the United States and is
also the seventh leading cause of death nationally. It increases thalae mortality rate 1.8 times compared to
persons without diagnosed diabetes, doubles the risk of heart disease and is tivgleadse of kidney failure, lower
limb amputations and adubnset blindnes3®

18 Diabetes. Healthy People 2020. U.S. Department of Health and Human Services.
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How are we doing?

SourcesOklahoma State Department of Health, Center for Health Statistics, Health Care
Information, Vital Statistics 2014 to 20X®8klahoma Statistics dealth Awailable for Everyone

Ageadjusted rates based on 2000 US population standard. All rates are deaths per 100,000 population.

In WashingtonCounty over the timgoeriod 2014 to 2016 the mortality rates for diabetes increaeth 20% to
27.9% and thesignificantly decreased again back to down to 22 IP%6ontrast, Oklahoma had a slight increase from
2014 to 2015 but then decreased in 2016 while the United States only had increases each year.

Cardiovasculadiseasemortality

The mortality rate from bart diseaseor cardiovascular diseass,presented as the number of deaths from heart
disease per 100,000 population over the ye2044-2016 The rates were agadjusted to account for differences in
age distribution among locationZ]Pcodes and races/ethnicities.

Why is this indicator important?

Heart disease has been the number one cause of death for Oklahomans and United States residents, for many years.
The most common type of heart disease in the U.S. is coronary heart diseskstad®irs for heart disease include
conditions such as high cholesterol, high blood pressure and diabetes, behaviors such as tobacco use, poor diet,
physical inactivity, obesity, excessive alcohol use and genetic factors. Most of these risk factorsararotied

through healthy lifestyle choices, and well as medications when nece¥sary.

How are we doing?

From2014-2016 the ageadjusted death rate from heart diseaseWashingtonCountyincreased slightl§rom 292.7
in 2014 t0293.9in 2016.

In 2016, WashingtonCounty had a heart disease death rate288.9which was slighthhigherthan that of Oklahoma
(287.4). However, all years from 202816 were higher than the death rate in the United StaWsshingtonCounty
did not meet the Healthy People 20 goal of 100.8 deaths per 100,000 population.

19 Heart Disease Fact Sheet. Centers for Disease Control and Prevention.
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