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Summary

Intermountain Healthcare created a systemide Community Health Needs Assessment (CHNA) process
to be used by each of its hospitalsitentify local area health needs and understand how to help
people live the healthiest lives possible.

Intermountain Oren Community Hospitadollaborated with theUtah County Health Departmeand

the Utah Department of Health to identify health indicators, gather data, analyze, and then prioritize
those indicators to determine the significant health needs to address over the next several years. Health
improvement activities to address the pritized need are detailed in a separaieplementationplan.

As a result of this extensive needs assessment and prioritization process, described in the following
pagesOrem Community Hospitaind Intermountain identified the priority health need as:

Prevention of prediabetes, high blood pressure, depressi@md prescription opioid misuse

This report focuses on the adult health needs of @rem Community Hospitabmmunity. Child and
adolescent health needs are reported in the Intermountain Primary RBld/ Q& | 2 & LA Gt /1 b!
t NAYFENE / KAfRNBYyQa A& (GKS LISRAFGNARO aLISOALtGe yR

The 2016 CHNA report informs Intermountain leadership, public health partners, and community
stakeholders of the significant health neeith our community, allowing hospitals and their local

partners to develop strategies that leverage Intermountain and community resources to address those
needs throughout the Intermountain system.

The Patient Protection and Affordable Care Act (ACA) resjeiacmot-for-profit hospital toconducta
CHNA every three yeaasd todevelopanimplementationstrategyto address measure, and report
impact of significant health priorities

This report fulfills the ACA reporting requirement to make resulth@fCHNA publicly available. This
report has been reviewed and approved by theermountain South RegioBoverning Board.

Orem Community Hospitdl & 2y S 2 F L y*hoSpNats2odated ih Utah @rid somtheastern
LRI K2 ® LyiSNY@dizgrdcess fgr@andudtidgih®é SHNA for each hospital community
includes:
9 Asking for broad community input regarding local health needs including needs of medically
underserved andow-incomepopulations
1 Analyzing and prioritizing health indicators to identify significant needs
1 Making the EINA results publicly available

Intermountain hospital leaders, Community Bengditd Strategic Planning and Research staff members
conducted ommunity input meetings that were ebosted by each hospital, the local health

department, and the Utah Department of Healthvitees represented the broad interests of the
residents, including the healthcare needs of medically underserved arthtmmepopulations

1 \ntermountain owns and operates 21 hospitals in Utah aadtheastern Idaho and manages Garfield Memorial
Hospital, owned by Garfield County, in Panguitch, Utah. Intermountain included Garfield Memorial Hospital in its
systemwide CHNA. For purposes of this report, reference will be made to 22 hospitals tertbla hospital.
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Participants included minority, loimcome, and uninsured populations, safety net clinic employees,
school representatives, health advocates, mental health providers, local government leaders, senior
service providers, and others

Intermountain collaborated with local health departments, the Utah Department of Health, and internal
clinical and operational leadership to identify 100 health indicators representing 16 broad health issues
The indicators form the core of public health data tha@etmountain, local health departments, and the
Utah Department of Health used/will use for each of their own needs assessridett/tah

Department of Health Office of Public Health Assessment assembled the 100 health indicator data for
eachof Intermourt Ay Q& HH K2aLWAGFE O2YYdzyAliASa

Intermountain developed a process to prioritize significant health neledpresentatives from local

health departments, the Utah Department of Health, Intermountain hospitals and governing boards,
and clinical andperational leadership, were invited to participate in the prioritization process
Participants reviewed summaries of community input meetings and health indicator data and completed
a survey to quantify the relative priority of the 16 broad health issues.

The priority health needthe prevention of prediabetes, high blood pressure, depression, and
prescription opioid misuseeflects results of the prioritization process that revealed preventive
services, overweight and obesity, diabetes conditions, caedicular conditions, mental health issues,
and addictive behaviors as the top health issi&secting a single, specific health issue as the identified
need provides clarity and guidance for implementation strategies.

Results of the CHNAane used to deelop a threeyear implementation strategy farem Community
Hospitalto address the significant health need using evidebased programgOutcome measures for
the implementation strategy will be defined and tracked quarterly over three years; imp#uot of
strategy will be reported annually.
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Community He#th Needs Assessment Background

Orem Community Hospit@ld FANBG /1 b! g+ a LI NI 2F LYGSNXY2dzydl A
identify significant community health needs, especiallyléav-income residents in Utah and
southeastern Idaho communitieBrom data review and consultation with nfar-profit and
government partners, Intermountain iddéfied these health priorities:
1 Chronic disease associated with weight and unhealthy behaviors
1 Access to healthcare féww-incomepopulations
9 Access to behavioral health serviceslfw-incomepopulations

Intermountain addressed these priorities to improve healthcare for-lo@ome populations, reduce the

cost of healthcare for Intermountain drthe community, and focused on the healthcare needs of each
community where its hospitals are locatethe health priorities aligned witHealthy People 201gbals

(a national program to attain highuality, longer lives free of preventable disease, diggbinjury, and

premature death) and Intermountain clinical gaaisk S wnnd /1 b! FdzZARSR LYy GSN)¥2
health improvement efforts and the community health goals of its hospitals, clinics, and programs.

The Patient Protection and Affordabzare Act (ACA) requires that each-fartprofit hospital solicit

input from people representing the broad interests of the community, gather quantitative data, identify
and prioritize significant health needs, create strategies to address the needs theak&INA results
public, and report on the IRS Form 990 Schedulatermountain conducted another CHNA in 2013;
identified the same three health priorities from the 2009 assessment and added a fourth on childhood
accident and injury prevention.

New requrements, effective January 1, 2016 from the Department of the Treasury, guided the 2016

/1 b! LINRPOSaa RSaAdIyd LYGSNN2dzy Gl AyQa /2YYdzyAide .S
Departments created a systemide process for each of its hospitals in coatitg components of the

CHNA and creating plans to address the significant need by:

Soliciting community input regarding local health needs

Collecting quantitative data on health indicators

Prioritizing health indicators to identify significant needs

Making the CHNA results publicly available

Developing an implementation strategy to address the significant priority

Making the implementatioplan publicly available

= =4 =4 -8 -8 -4
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Defining theOrem Community HospitaCommunity

Orem Community Hospitéd one of 2 Intermountain Healthcare owned and operated hospitals in Utah
and southeast ldho. Located in the urban community of Orem, Utah, the hospital has 18 staffed beds
and offers a broad spectrum of inpatient and outpatient servit@2015, the hospitgbrovided more

than &L.5million? in financial assistanc® patients in ovell,600 cases

Hospitals in Utah County

IntermountainAmerican Forldospital
Intermountain Orem Community Hospital
Intermountain Utah Valley Regional Hospital
Mountain Point Medial Center

Mountain View Hospital

Timpanogos Regional Hospital

=A =4 = =8 -8 =9

Safety Net Clinics and Federally Qualified Health Cen{€@HC) providing healthcare services to
uninsured, lowincome, and homeless people liah County

Health Clinics of Utah: Provo

Mountainlands Family Health Cent&rovo*

Mountainlands Family Health Cent&tast Bay* (Homeless Clinic)

Mountainlands Family Health CentdPayson*

Mountainlands Family Health CentekVasatch*

Planned Parenthood AssociatidDrem

Volunteer Care Qlic

= =4 =4 =8 -4 -8 9

*Federally Qualified Health Center

Intermountain School Clinic
9 Dixon Middle School Clinic

2Total gross charges; adjusted financial assistance based on standards established by Utah State Tax Commission is
$3.6 million.
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Utah County

U.S Census Quick Facts 2015 Utah County Utah u.s
Population (2015) 575,205 2,995,919| 321,418,820
Population per sgare mile 257.8 33.6 87.4
Land area in square miles 2,003.45 82,169.62| 3,531,905.43
Persons Under 18 34.6% 30.5%0 22.%%
Persons 65 years and over 7.3% 10.3% 14.%%
Language other than English spoken at home, 13.2% 14.6% 20.9%
percent of persons age 5+

High schoobraduate or higher, percent of 93.5% 91.0% 86.3%
persons age 25+

. F OKSf 2NN& RS3INBS 2NJ 36.9% 30.6% 29.3%
age 25+

Persons in poverty 12.6% 11.7% 14.8%
Race and Hispanic Origin:

White 83.0% 79.0% 61.6%
Hispanic or Latino 11.%8% 13.7% 17.6%
Black or African American 0.8% 1.3% 13.3%
American Indian and Alaska Native 0.8% 1.5% 1.2%
Asian 1.7% 2.5% 5.6%
Native Hawaiian and Other Pacific Islander 0.9% 1.0% 0.2%

The Orem Community Hospidmmunity was defined by the zip codes in which a majority of inpatient
discharges residd’he hospital community includes medically underserved;itmeme, and minority
populations These zip codes were usedassemble available data for health indioes:

84057 Orem 84058 Orem 84097 Orem

In2014,approximately21.1percentof the populationin the Orem Community Hospitabmmunity
(defined by zip codes) was uninsuréd.

% United States Census, 2015 Quick Fauts;//quickfacts.census.gov
* Utah Department of Health Behavioral Health Risk Factor Surveillance System (BRFSS) Combined Landline and

Cell Query Modulg Healthcare Coverage [Healthy People 2020-AHS
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2016 Community Health Needs Assessment

CHNA ProcesBlanning, Governance, and Collaboration

LYGSN¥2dzy Gl AyQa YAaarzy 2F KSt @sbetreblizedwithd t A JS (K
comprehensive understanding of the health needs of the community served by its hospitals, clinics, and
healthplass Ly G SNX2dzy G F Ay Aa O2YYAGGSR (2 NRdAziAySte | aas
acomprehensive assessment process that both engages members of the community and analyzes the

most current health status information. Intermountain uses the assesgio inform its systenrwide

and local strategies to improve community health

Several committees within Intermountain guided the assessment and implementation planning process.
This engagement led @mcommitment from leaders to apply the assessmeggults in a threeyear
cycle to create health improvement strategies in the communities where our facilities are located.

1 The Community Health Improvement Guidance Council, established in early 2014, provides
A0NF 0§S3AO RANEB O i Gotiunity BleédlthimpipvemNeritadkyitied, inclidng the
development of the 2016 CHNA and Implementation Strategy Planning prates€ouncil
includes executive leadership from Population Health, Strategic Planning, SelectHealth,

O LY SN2 dzy i lcompanyy, Clicyl ®pkztdfiorys OMedical Growpperations, Legal,

Tax, Finance, Communications, and Community Benefit to facilitate alignment with
Intermountain strategy and ensure compliance with relevant tax and regulatory requirements
The Council estaished Guiding Principles for Community Health Improvement during 2014
which guided the development of the 2016 CHNA and Implementation Strategy Process

1 The Community Benefit Steering Committee provides tactical leadership to integrate the CHNA,
implementtion strategies, and other health improvement initiatives within the Intermountain
system while supporting collaborative work with public health departments and other
stakeholdersThe Steering Committee includes senior leaders for hospital operations,

Integrated Care Management, Strategic Planning and Research, Population Health, Behavioral
Health, Communications, Medical Group, SelectHealth, and regional Community Benefit.

1 The CHNA Executive Committee coordinated the subcommittees and managed thefhahd
each stage in the process through final public reporting. Subcommittees included:
Communications, Data Collection, Health Need Prioritization, Evaluation, and Implementation
Planning.

f  Community BenefiManages representing geographic areas of Int@&mdzy 4 I A y Qa a SNIIA OS
coordinated local hospital activities including planning and identifying community members with
whom to solicit input, convening meetings to report on the CHNA results, exploring potential
collaborations, and planning strategies witital health departments and agencies to address
the significant health need. Losigrm and emerging relationships with community partners and
local hospital Community Benefit staffs have led to opportunities for collaborative strategies to
address healtmeeds.

1 The Community Advisory Panel was convened to provide public health expertise and community
guidance to Intermountain in its CHNA and to formalize collaborative partnerships with the local
health departments where Intermountain facilities are lo@@tThe role of the panel included
providing recommendations on designing the collaborative assessment that met Intermountain
FyR Lot AO KSFfGK RSLI NGYSY(aQ -hyshirhBoinmunityR Sy G A F &
input meetings; reviewing data ressi providing input to prioritize needs; and participating in
planning strategies to address the significant health need.
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Success of the collaborative CHNA with local and state health departments has resulted in the
panel members committing to expand tineembership to share information, leverage
resources, and measure and evaluate community health improvement strategies together for
the benefit of people throughout our service areas. Membership on the Community Advisory
Panel includes:
0 Leadership from théAssociation for Utah Community Health (Federally Qualified Health
Centers)
o RSLINBaSyidldiA@dSa FNRBY |ISIfidKLyaAaKa o! i KQa
organization and quality innovation network)
0 LISIRSNEKALI FNRY ! (I KQa | DsmBdhaviordalSléakthdA 2 NI f K S
Southwest Behavioral Health Centbitah Division of Substance Abuse and Mental
Health Wasatch Mental Healtrand Weber Human Services
o Executive directors from the following health departments: Davis County Health
Department, CentraUtah Health DepartmentVasatch County Health Department
Summit County Health Department, Utah County Health Department, Utah Department
of Health, Wasatch CotynHealth Department, and Webdflorgan Health Department
0 Representatives of Intermountain Commity Benefit Department, Strategic Planning
and Research Departmg and Medical Group Clinics

CHNA Methodology
Following the Intermountain systemvide approachQrem Community Hospitabnducted its 2016
CHNA by:
9 Asking for broad community input regarditocal health needs including needs of medically
underserved andbw-incomepopulations
Gathering quantitative data collection on health indicators
Reviewing Area Deprivation Index map
Analysis and prioritization of health needs indicators to idersigyificant needs
Making the CHNA results publicly available

=A =4 =4 =4

Community Input

Orem Community HospitaCentral Utah Public Health Departmeand the Utah Department of Health
co-hosted the community input meetindnvitees included representatives of tifi@lowing groups:

Food pantries 1 Lowincome, uninsured, underserved
Health advocate groups populations

Healthcare providers Mental health service providers
Human service agencies Minority organizations

Law enforcement Safety net clinics

Local business School districts

Local government State and local health departments

=A =4 = =8 -8 -8 9
=A =4 =4 -8 -9

These participants, representing a broad rangentdrests, including the healthcare needs of uninsured

and lowincome people, were invited to attend the meeting to share their perspectives on health needs

Ay GKS K2aLAGlfQa O2YYdzyAde o { ( FWay@ 20BSYhithyad S NI 2 dzy
manually and digitally recorded and transcribed

Discussion highlighted specific issues in the community, concrete examples of challenges, perceptions,
and strategies for addressing health nee@ls online survey was sent to people who could aibénd
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the community input meeting to encourage more representative feedback and engage all who were
invited. Not all the people who received the surveys responded to the reqRegt.esentativefrom the
following organizations were included

9 Ability First Utah 1 Orem City Council
9 Alpine School District 1 Orem City Police
1 BrighamYoungUniversity 1 Orem Suncrest Church of Jesus Christ of
Comprehensive Clinic Latter Day Saints
1 Central Orem Family Medicine 1 SCERA Center Arts
1 Centro Hispano 1 Suncrest Elementary School
9 Daily Herald 1 United Wayof Utah County
1 Family Support & Treatment Center 1 Utah County Health Department
1 Intermountain Orem Community Allyson Holmes
Hospital 1 Utah County Health Department
1 IntermountainHealthcare 1 Utah Department of Health
1 Kids o the Move i Utah Valley University
1 Mountainland Department of Aging and 1 Wasatch Mental Health
Family Services 9 Zions Bank

1 Mountainlands Community Health
Center

Health Indicators

The selection of reliable, meaningful health indicators was an important part of the 2016 CHNA. First,
Intermountain created an inventory of health indicators used in the 2009 and 2013 assessments and
compared those indicators with published needs assesgsn@nd/or annual reports from the Utah
Department of Health and local health departments. Second, an extensive literature review of national
reporting metrics, particularly those used bBigalthy People 2020also contributed indicators to the
inventory.Third, the staff conducted interviews with epidemiologists at the Utah Department of Health
and local health departments to identify additional indicators important to their own needs assessments
and specific measures for each with good reliability andlaidity. The Community Advisory Panel
reviewed the list and provided final recommendations.

Next, the 100 indicators were grouped into 16 different broad health issues to simplify and organize
discussions of datd he groupings were based on recommetiolas from the Institute of Medicirfeand

Healthy People 2020Finally, the completed list of 100 indicators grouped by 16 broad health issues

gl a LINBaSyiuSR G2 IyR |LIINRPOSR o6& LYGSN¥2dzyil AyQa
Community Health Inppvement Guidance Council.

Intermountain collaborated with the Utah Department of Health Office of Public Health Assessment to
assemble available data on health indicators for each hospital commémalysts aggregated two or
three years of data foeach indicator to achieve a large enough sample size to have a reliable estimate
for each health indicatoiThe Appendix contains data for each indicator for @rem Community
Hospitalservice area, the Intermountain service area, the state of Utah, badJhited States

° https://www.healthypeople.gov/2020/topic®bjectives

® Vital Signs: Core Metrics for Health and Health Care Progress, Institute of Medicine Committee on Core Metrics
for Better Health at Lower Cost, 2015

" www.healthypeople.gov/2020/toolsesources
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The following table lists the health indicators and respective groupings for the CBINA:

Addictive Behaviors

General Health Status

- Drug poisoning
deaths

- Cigarette smoking

- E-cigarette use

- Smokeless tobacco
use

- Binge drinking

- Chronic drinking

- Fair or poor

Other Infectious
Diseases

Respiratory Conditions

Maternal & Child
Health

Cancers

- All cancer deaths

- Breast cancer
diagnosis

- Colon cancer
diagnosis

- Lung cancer
diagnosis

- Skin cancer
diagnosis

Cardiovascular
Conditions

- High blood pressure

- High cholesterol

- Cardiovascular
deaths

- Heart failure deaths

- Cerebrovascular
deaths

- Infant mortality

- No prenatal care
until 3rd trimester

- Multivitamin use
before pregnancy

- Preterm births

- Low birth weight

- Gestational diabetes

- Obese BMI prior to
pregnancy

- Excess gestational
weight gain

- Alcohol use during
pregnancy

- Smoking during
pregnancy

- Breastfeeding

- Births from
unintended
pregnancy

- Duration between
pregnancies less than
13 mo.

- Births to women
under 18

- Chlamydia

- Gonorrhea

- HIV

- Syphilis, all stages

- Hepatitis C, chronic

- Hepatitis C, acute

- West Nile virus, total

- Tuberculosis, active

- Campylobacter

- Shiga toxin-
producing

- E.coli

- Salmonellosis

- Giardiasis

- Cryptosporidiosis

- Rabies, animal

- Asthma
- COPD

Social Determinants of
Health

- Social determinants
of health

- Income

- Education

- Persons living in
poverty

- Households headed
by a single female

Vaccine Preventable
Diseases

Overweight and
Obesity

- Overweight

- Obese

- Recommended
physical activity

- Vegetable
consumption

- Fruit consumption

- Pertussis

- Influenza-associated
hospitalization

- Hepatitis B, chronic

- Hepatitis B, acute

- Hepatitis A

- Tetanus

- Diphtheria

- Varicella
(chickenpox)

Preventive Services

Mental Health

Care Access

- No health insurance

- Cost as a barrier to
care

- Have personal
provider

- Non-emergent ED
use

- Dental visit within
year

- Mental health status

- Suicide

- Attempted suicide by
minors

- Depression

Other Chronic
Conditions

- Arthritis
- Alzheimer's disease

- Mammogram

- Cholesterol checked

- Colon cancer
screening

- Influenza vaccination

- Pneumococcal
vaccinations

- Childhood
vaccination

- Sun safety

- HIV testing

Violence and Injury
Prevention

Diabetes Conditions

- Prediabetes
- Diabetes

- Seatbelt use

- Helmet use by
minors

- Unintentional injury
deaths

- Any motor vehicle
deaths

- Firearm deaths

- Drowning deaths

- Poisoning deaths

- Burn deaths
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Area Deprivation Index

Income, education, and other economic and social risk factors affect individual health arzeimgll

The Area Deprivain Index (ADI) is a validated, community seesonomic composite measure

developed specifically for Utah by Intermountaiihe ADI measures the distribution of seeimonomic
disadvantage within a community at the U.S. Census block group level. Higioeesmmomic

deprivation levels in communities (noted in orange and red on the map below) are often associated with
poorer health and health delivery outcomé&'hile the ADI does not provide information on specific

health needs in a community, it does prdeicontext and information about segments of communities

in which greater health disparities may be expected and where implementation strategies could be
targeted.
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Elements included in the Area Deprivation Index:

T
1
1
T

Median family income (dollars)
Income disparity

Percent of families below poverty level
Percent of population below 150
percent poverty threshold

Percent of single parent households
with dependents under age 18
Percent of households without a motor
vehicle

Percent of households withouat
telephone

Percent of housing units without
complete plumbing

Percent occupied housing units

= =4 -4 =9

Percent of households with less than
one person per room

Median monthly mortgagédollars)
Median gross rent (dollars)

Median tome valug(dollars)

Percent of enployed persons over age
16 with a white collar occupation
Percent of unemployed civilian labor
force over age 16

Percent of population over age 25 with
less than nine years of education
Percent of population over age 25 with
at least a high school edudai

Orem Community
Hospital

Area Deprivation
Index (ADI)

[MENTEE AT T |

l}] Intermountain
Hospital

ADI Quintile
Block Groups 2010
1 - LowADI
2
3
4

I 5 - HighADI

Intermountain
Institute for Healthcare Delivery Research

Division of Public Health
0.75 1.5 Miles O oo

Cepartmrt ey
AP v

The Community is our Patient

AA, increment P Corp.
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Prioritization

Intermountain engaged its internal and external partners in a rigorous prioritization process to identify
significant health needs in each hospital commurfioritization involved identifying dimensions,
determining the weight for each, inviting key stakeholders to evaluate the 16 broad health issues on
those dimensions, and calculating scores to identify the significant health need.

Intermountain identified dimensions for prioritization using practicetablishedoy public health
professionals®®*°**? The dimensions reflect needs assessment best practices, ACA requirements, and
Intermountain strategic goals.

Dimensions included:

1 Affordability: the degree to which addressing this health issar result in more affordable
healthcare
1 Alignmenty (KS RSAINBS (2 6KAOK (GKS KSIfOGdK Aaadzs |
a0l 1SK2t RSN 2NBHI yATIGA2yQa YAaarzy |yR adNt i
1 Communityinput: the degree to which community input meetingghilighted it as a significant
health issue
1 Feasibility the degree to which the health issue is feasible to change, taking into account
resources, evidencbased interventions, and existing groups working on it
1 Healthequity: the degree to which the hethl issue disproportionately affects population
subgroups
T Seriousnessthe degree to which the health issue is associated with severe outcomes such as
mortality and morbidity, severe disability, or significant pain and suffering
1 Size the number ofpeopleaffected by the health issue
1 Upstream the degree to which the health issue is upstream from and a root cause of other
health issues
LYGSN¥Y2dzyGl Ay Q& [/ 2YYdzy A Dimension Weight
Committee determined weights for each dimension| Affordability 14%
through a survey process; committee members Feasibility 14%
indicated the relative weight (out of 100 percent) Upstream 14%
that each dimension should carr$cores were Health equity 12%
averaged across committee members to create the| Seriousness 12%
assigned weight for each dimension Size 12%
_ _ _ Communityinput 11%
Final weights are shown in the chart. Alignment 11%

8 Association for Community Health Improvement (2083HI Community Health Assessment Toofkitilable at
http://www.assesstoolkit.org/assesstoolkit/member/Priorities/index.jsp

9 Centers for Disease Control and Prevention. Assessment Protocol for Excellence in Public Health: Appendix E.
Available at http:;wvww.cdc.gov/nphpsp/documents/prioritizatiosectionfrom-apexphin-practice.pdf

10 National Association of County & City Health Officials. First Things First: Prioritizing Health Problems. Available at
http://archived.naccho.org/topics/infrastructure/aceditation/upload/PrioritizatiorSummariesand-

Examples.pdf

BYIEOSNLIISR FNRY blyoOé wod ¢l 3dzSQa ¢KS vdzZ fAde ¢22f02E
12 puttweiler, M. 2007. Priority Setting Tools: Selected Background and Information and Techniques.
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Intermountain identified more thad00 individuals to participate in the prioritization process for the
systemwide step; a subset of the 400 completed the prioritization@wem Community Hospital
Participants included:
1 Orem Community Hospital
o0 Administrator/Chief Executive, Financilsledical, Nursing, and Operations Officers
o Strategic Planner
o Community BenefiManager
o Communications Director
o0 Governing Board
9 Intermountain Healthcare
0 Region Vice President
o0 Medical Group Chief Executive, Financial, Medical, Nursing, and OperationssOfficer
0 SelectHealth Chief Executive, Financial, Medical, and Operations Officers
1 Local Health Department Officer
9 State Health Department Leaders

Participants in the prioritization process for each hospital received the following materials to support

their participation:
T !y SESOdziA@S &dzYYIFINE 2F (KS K2aLAGEt Qa O2YYdzy A
1 A summary of the 100 publicly reported health indicators for the hospital community
1 An Area Deprivation Index (ADI) map of the hospital community

Four weeks after receiving the suping information, participants received an invitation to complete
an online survey to rate the 16 broad health issues on four dimensions (alignment, feasibility,
seriousness, upstream) using a scalewf (1), medium (2), or high (Btrategic Planningnd Research
staff assigned ratings for the remaining dimensions (affordability, community input, health equity, size)
based on the following criteria:
9 Affordability: reduction of costs associated with addressing the health issue being simall (1
moderate(2), or large (3), ;2 DA RSR o0& LY OGSN¥X2dzyGl Ay Qa t 2Lz I (A
T Community input not mentioned by the community as an issue (1); mentioned, but not a
common theme (2); common theme mentioned by several community members (3).
1 Healthequity: calculated by creating a disparity score using race as the only indictor of disparity.
The highest number in the race categories was subtracted from the lowest number, divided by
the lowest number, and then multiplied by 100 to get a percentage (pailig). 1 = 6100%
disparity;2 = 102300% disparity; 3 = >300% disparity
 Sizeprevalence: 1=Q9%;2=1@QH n:’» T o imcidegceHlp@dper 100k; 2 = 5@9 per
100k;3 = 100+ per 100k. Scales reflect national metrics.
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CHNA Results

Summaryof key issues and ideas from community input meeting:

Key Issues

Lack of education and motivation to adopt healthy behaviors

Access to recreation and healtfgod choices is limited by lowmcomes

Lack ofinpatient mental health facilities

Increase in demssion among adults and children

Stigma associated with mental health

Need for education about substance use and healthy behaviors for children and adolescents

=A =4 =4 =4 -8 =9

Chronic diseases, weight, and unhealthy behaviors

1 Prevalence of obesity

9 Challenges of managirchronic pain

9 Lack of education about eating healthy

9 Healthy behaviors (food choices, physical actidtgchallengesfor disadvantaged populations,
especially disabled and hontmund people

9 Lack of opportunities for preventing chronic disease sudiea#th screenings, wellness
programs at work, physical activity

1 Need for care managers to help people learn how to access services and provideujpiow
help improve health and manage chronic conditions

1 Need for educating people about the connectionween unhealthy weight, behaviors, and
chronic diseases

Access to healthcare
1 Having insurance does not always equal access to healthcare services; for example preventive
services are not utilized, cost of-pays and prescription medicatiortsansportation, and lack
of education are barriers
1 Challenges for undocumented immigrant and elderly populations lack insurance and
transportation
Insufficient insurance coverage for mental health services
High cost of prescription medications
Transportatbn can be a barrier
Need extended appointment times for providers

= =4 =4 =

Access to mental health
9 Lack of access to inpatient psychiatric care
1 Lack of mental health facilities
1 Lack of awareness and availability of mental health resources
9 Stigma associated with emtal health, lack of community support and effects having mental
illness has on employment
Need for care coordination to connect patients with resources
Need to integrate physical and mental healthcare services
Cultural factors are a challenge when segkireatment for mental health issues

=a =4 =
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| KAt RNByQa KSIf aK
1 Prevalence of childhood behavior problems

1 Need for prevention education about substance use, healthy relationships, and sexual health
1 Need for education programs for parents about healthy behadoit habits

Significant Community Health Need:
Orem Community Hospitaind Intermountain reviewedommunity input andhe final calculation of
priority scores based on ratings across the eight dimensionsdmmdified the priority health need as:

Prevention of prediabetes, high blood pressure, depression, and prescription opioid misuse
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Prioritized Health Indicator Data

Prevention of Prediabetes

U Approximatelyonein 40 adults in theOrem Community Hospitatommunity reports a diagnosis of
prediabetes That prevalence rate is likely an underestimate, since the majority of adults affected by
prediabetes are unaware of it.

Prediabetes Rate

5.6% 5.3% 5.3%
2.6% - - -
Orem Community HospitalIntermountain Hospital Utah uU.S.
Community Communities

il Prediabetes rates vary with ag®rediabetes affects adults over age 50 t@eeater extent than
those under 50.

Prediabetes Rate by Age

9.6% 9.3%

0 4.9%
NA NA NA NA 3.0% -

Orem Community Hospital Community Intermountain Hospital Communities

m 18-34 1135-49 m50-64 m65+

U Prediabetes rateyvary by sexMalesare lesslikely to be diagnosed with prediabetes than are
females

Prediabetes Rate by Sex

5.1% 6.1%
Orem Community Hospital Community Intermountain Hospital Communities

H Male = Female

NA = Data not available due to small sample size in community
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il Small sample sizes for some race and ethnicity groups make robust comparisons diffictk:
Orem Community Hospital communityPrediabetes rates do vary across ethnicity groupihin the
Intermountain hospital communitiesPrediabetes affects nomispanicgroupsmore than Hispanic
groups.

Prediabetes Rate by Race/Ethnicity

5.6% 5.4% 5.8% 4 0oy
NA NA NA NA NA NA NA - NA- NA NAE
Orem Community Hospital Community Intermountain Hospital Communities

m White = Blackm Asianm Pacific Islandem American Indian/Alaska NatiweNon-Hispania Hispanic

U Prediabetes ratevary across educational attainmeny RA @A Rdzr t & 6AGK |y 1 aa20A
higherare less likely to be diagnosed with prediabetes

Prediabetes Rate by Education

64% 520 59% 520

NA NA NA NA

Orem Community Hospital Community Intermountain Hospital Communities

m Less than HS = HS Diploma m Some College = Associate's Degree+

i Prediabetes often leads to a diagnosis of typaliabetes (25 percent diagnosed in three to five
years, 50 percent diagnosed in 10 yeat3Yhe current rate of diabetes is higher than that of
prediabetes and will likely grow without focused prevention efforts.

Diabetes Rate

7 6% 9.6%
5.9% 7.0% 070
Orem Community HospitalIntermountain Hospital Utah
Community Communities

NA = Data not available due to smalhgale size in community

" Diseases and Conditions: Prediabetdayo Clirg, Mayo Foundation for Medical Education and Research, 2014
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U Severahealth behaviorscontribute to developing prediabetes, including lack of physical activity,
obesity, and insufficient fruit and vegetable consumptioRates for these factors are higind
illustrate areas in which work can be done to redutiee risk of developing prediabetes.

Contributing Factors to Prediabetes

) 82.6%
6a.9% 69.0% °
13.8% 24.2% 185% 24.4%
Orem Community Hospital Community Intermountain Hospital Communities
m Lack of Physical Activity = Obesity m Insufficient Fruits Insufficient Vegetables

Prioritization ResultsDiabetes conditions were highly prioritized relative to other health issues
Thetable below showshow diabetes conditions ranked among the 16 broad health issues in each of the
prioritization dimensions, for both th®rem Community Hospitabmmunity and for all Intermountain
hospital communitiesThe rankings across prioritization dimensidhsstrate that diabetes conditions

were highly prioritized relative to other health issues in @eem Community Hospitaind
Intermountaincommunities

Rank of Diabetes Conditions Relative to Other Health Issues
Prioritization Dimension Orem Community Hagital Intermountain Hospital
Community Communifes
Affordability 1%t * 1%+
Alignment 15t * 3¢
Community Input 3 3d*
Feasibility i 4"
Health Equity 2% 2
Seriousness 15+ 3
Size 2" * 2" *
Upstream 15 * 2

*Indicates there was a tie in the prioritization score between diabetes conditions and other health issues on this
prioritization dimension.

Likewise, the health issue of overweight and obesity that contributes to developing prediabetes was
also highlyprioritized

Thefollowingtable showshow overweight and obesity ranked among the 16 broad health issues in each
of the prioritization dimensions, for th®@rem Community Hospitabmmunity and for all Intermountain
hospital communitiesThe rankings acrogsioritization dimensiondlustrate that overweight and
obesitywere highly prioritized relative to other health issues in @@em Community Hospitaind
Intermountaincommunities
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Rank of Overweight and Obesity Relative to Other Health Issues
Prioritization Dimension Orem Community Hospital | Intermountain Hospital
Community Communities
Affordability 3« 3dx
Alignment 2> 5"
Community Input 15t 15t
Feasibility 4= 7™
Health Equity 2" * 2"
Seriousness 2" * 4"
Size 15+ 15+
Upstream e 1°

*Indicates there was a tie in the prioritization score betwegarweight and obesitgnd other health issues on this
prioritization dimension.

Why We Are Focusing On Prediabetes

The number of individuals undiagnoseith prediabetes is an estimated 86 milliGhPrediabetes is
characterized as higher than usual blood sugar levels, though lower than the levels associated with type
2 diabetes” If left untreated, prediabetes will progress to type 2 diabet®s.

Diabetes is a very costly condition, with approximately $245 billion spent annually in the U.S.; in Utah,
more than a billion dollars each year are spent on direct and indirect costs associated with prediabetes
and diabetes! Identifying people with prediabetes can create opportunity to prevent the development
of type 2 diabetes, which is the leading cause of-tranmatic lowerextremity amputation, renal

failure, blindness among adults younger than 75, and one of the leadimggs of heart disease.

* Annal of Intern Med. doi:10.7326/M18345
*Diseases and Conditions: Prediabgtdayo Clinic, Mayo Foundation for Medical Education and &ese2014
16 |4
Ibid
7 Utah Diabetes Prevention Strategic Plan, October 2015 to September 2020
'® Diaketes Public Heah Indicator Based Information System (IBIS), Utah Department of Health, 2014
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Prevention of High Blood Pressure
U Approximatelyonein five adults in theOrem Community Hospitatommunity reports a diagnosis
of high blood pressureThat prevalence rate is likely an underestimate, since mawalults affected by

high blood pressure are unaware of it.
High Blood Pressure Rate

31.4%
20.9% 23.8% 24.2%
Orem Community HospitalIntermountain Hospital Utah
Community Communities

i1 High blood pressure rates vary with agdigh blood pressure affects greater proportions of adults
with increasing age.

High Blood Pressure Rate by Age
56.0%

47.0%
36.1% ° 35.9%

7 4% 18.9% 8.5% 17.8%
A% - . -

Orem Community Hospital Community Intermountain Hospital Communities

m 18-34 135-49 m50-64 m65+

i High blood pressureatesvary by sexMalesare more likely to be diagnosed withigh blood
pressurethan arefemales

High Blood Pressure Rate by Sex

0 26.4%
24.8% 21 4%

14.2%

Orem Community Hospital Community Intermountain Hospital Communities

m Male = Female
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U High blood pressure rategary across race and ethnicityHigh blood pressureates are higher
among Back populationsand lower among Asian populationswithin the OremCommunity hospital
community, snall sample sizefor some race groups make robust comparisons difficidigh blood
pressurerates are loweramong Hispanigroupsthan non-Hispanic groups

High Blood Pressure Rate by Race/Ethnicity

33.7% .
20.4% 20.8% 24.2% 16.5%22'6%23'2%24'6 A’18.2%
11.4%
DY =9 B o N
Orem Community Hospital Community Intermountain Hospital Communities

m White = Blackm Asianm Pacific Islandem American Indian/Alaska NatiweNon-Hispania Hispanic

i High blood pressure rategary across educational attainment level$ligherlevels of education are
associated withlower rates of high blood pressurealthough there is little variability in the Orem

Community Hospital community

High Blood Pressure Rate by Education

0, 0,
10.6% 19.3% 20.2% 251% 256%  24.0% 51 794

Orem Community Hospital Community Intermountain Hospital Communities

m Less than HS = HS Diploma m Some College = Associate's Degree+

i Uncontrolled high blood pressure can lead tovariety of cardiovascular disease$Vhile the
current death rate for cardiovascular disease is lower for tbeem Community Hospitatommunity
when compared to the state and nation, it remains a leading cause of death.

Cardiovascular Disease Death Rate

per 100k
122.9
417 53.3 52.2
Orem Community Hospital Intermountain Hospital Utah uU.S.
Community Communities

NA = Data not available due small sample size in community

IntermountainOrem Community Hospit2016 Community Health Needs Assessment 23



U Severahealth behaviorscontribute to developing high blood pressure, including lack of physical
activity, obesity, and insufficient fruit and vegetable consumptioRates for these factors are higind
illustrate areas in which work can be done to reduce risk of developing high blood pressure.

Contributing Factors to High Blood Pressure

. 82.6%
6400 7 69.0% °

1289 242% 1850 24.4%

Orem Community Hospital Community Intermountain Hospital Communities

m Lack of Physical Activity = Obesity m Insufficient Fruits Insufficient Vegetables

Prioritization Resultscardiovascular conditions were highly prioritized relative to other health issues
Thetable below showshow cardiovascular conditions ranked among the 16 broad health issues in each
of the prioritization dimensions, for th®@rem Community Hospitabmmunity and for all Intermountain
hospital communitiesThe rankings across prioritization dimensidhsstrate that cardiovascular

conditions were highly prioritized relative to other health issirethe Orem Community Hospitaind
Intermountaincommunities

Rank of Cardiovascular Conditions Relative to Other Health Issues
Prioritization Dimension Orem Community Hospital Intermountain Hospital
Community Communities
Affordability 15t 15t*
Alignment s 4"
Community Input 3dx 3«
Feasibility 2M 5"
Health Equity 3 x 3«
Seriousness i 1*
Size 2" * 15t*
Upstream 2 6"

*Indicates there was a tie in the prioritization score betweardiovascular conditiorend other health issues on
this prioritization dimension.

Likewise, the health issue of overweight and obesity that contributes to developing high blood

presaire was also highly prioritized

Thefollowingtable showshow overweight and obesity ranked among the 16 broad health issues in each
of the prioritization dimensions, for th®@rem Community Hospitabmmunity and for all Intermountain
hospital communitiesThe rankings across prioritization dimensidhsstrate that overweight and
obesitywere highly prioritized relative to other health issues in @@m Community Hospitaind
Intermountaincommunities
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Rank of Overweight and Obesity Relative to Othdealth Issues
Prioritization Dimension Orem Community Hospital Intermountain Hospital
Community Communities
Affordability 3« 3«
Alignment 20+ 5"
Community Input 15+ 15t *
Feasibility IS 7™
Health Equity 2" * 2
Seriousness 2" % 4"
Size 1% 15+
Upstream e 1*

*Indicates there was a tie in the prioritization score betwegarweight and obesitgnd other health issues on this
prioritization dimension.

Why We AreFocusing on High Blood Pressure

High blood pressurean be problematic because it is unlikely to result in obvious symptoms making it
difficult to detect. Around 70 million American adults have high blood pressure, which is close to one
out of every three adults? However, only 52 percent of these adult® auccessfully managing their
condition?High blood pressure can also cause further complications through an increased risk of heart
disease and stroke, which continue to be among the highest causes of mortality in the United'States.

¥ High Blood Pressur€enter for Disease Control aRdevention, U.S. Department of Health and Human Services,
2016

*Blood Pressure: Doctdiagnosed HypertensiofPublic Health Indicator Based Information System (IBIS), Utah
Department of Health, 2014

! Ibid
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Prevention ofDepression
U Approximatelyonein five adults in theOrem Community Hospitatommunity reports a diagnosis
of depression That prevalence rate is likely an underestimate, since many adults affected by

depressiondo not seek diagnosis and treatment.

Depression Rate

20.1% 21.8% 20.7% 18.1%
Orem Community HospitalIntermountain Hospital Utah U.S.
Community Communities

i Depression rates vary with agédults under the age of 65 are more likely to be diagnosed with
depression than those over 65.

Depression Rate by Age

221% 22.2% 16.9% 1439 22.3% 21.8% 247%  1g 44

I |

Orem Community Hospital Community Intermountain Hospital Communities

m 18-34 135-49 m50-64 m65+

i Depression rates vary by seikemalesare morethan twice aslikely to be diagnosed with
depression asire malesin the Orem Community Hospital community

Depression Rate by Sex

27.3% 27.9%
13.8% 15.7%
Orem Community Hospital Community Intermountain Hospital Communities

m Male = Female
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il Depression rates vary by race and ethnici§mall sample sizes for some rageupsin the Orem
Community Hospital communitynake robust comparisons difficulin the Intermountain hospital
communities,depression rates are lowest among the Asian population and rates are often twice as
high or more among other race®epression rates are higher for nedispanic groups than for
Hispanic groups.

Depression Rate by Race/Ethnicity

9 22.5% 29%22.29
21.9% 20.4% 8 0% 5 %8 0% 15.2%22 29%22.2% g 304,
8.4%
NA NA NA NA
Orem Community Hospital Community Intermountain Hospital Communities

m White = Blackm Asianm Pacific Islandem American Indian/Alaska NativweNon-Hispania Hispanic

i Depressiorratesvary across educational attainmeniDepressionA ratesre Iowestanloqg
LJ2 Lddzf F A2y & 6A0GK orhigher 3320AF 1SQa 5S3INBS

Depression Rate by Education

27.2%
21.8% 21.7% 21.9% 23.4% .
14.9% 17.4%
Orem Community Hospital Community Intermountain Hospital Communities

m Less than HS = HS Diploma m Some College = Associate's Degree+

i Depression can lead to suicidétampts for some individualsWhile the suicide death rate in the
Orem Community Hospitatommunity is lower than the stateand national rate, it remains high and of
concern

Suicide Death Rate

per 100k
18.7 20.5
11.8 - - 13.0
Orem Community Hospital Intermountain Hospital Utah uU.S.

Community Communities

NA = Data not available due small sample size in community
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