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Executive Summary of Findings for Goshen Health Communities

Introduction

In 2021, Goshen Health completed an evaluation of its communities” healthcare needs as required by the Patient Protection
and Affordable Care Act. This process continues Goshen Health’s long-standing practice of regularly identifying and
addressing health needs within its communities.

To identify the health needs for the 2021 community health needs assessment (CHNA), data were collected from secondary
sources and from a community survey, Latino and non-Latino parents of school age parents and guardians, community
leaders, focus groups and key informants from business, not-for-profit and service organizations, healthcare and mental
health workers, and those from or representing vulnerable populations. These data were analyzed to identify and prioritize
health needs in the Goshen Health communities. These sequential steps are illustrated in the figure below.

The findings of this report will enable Goshen Health to develop initiatives that focus on improving the health of those
it serves.
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Figure 1: Data and the Prioritization of Community Health Needs



Community Health Needs in Goshen Health Communities

The health needs were identified after an extensive analysis of secondary and primary data that included surveys,
focus groups and key informants.

EXECUTIVE SUMMARY

Health Needs Identified

Advocacy for seniors

Air pollution

Cancer

Cardiovascular health

Child abuse

Child mortality
Combined/comorbid health issues
Culture and lifestyle

Diabetes treatment and prevention

Disinformation around health issues caused
by political polarization

Family and social support
Formal education
Health education
Immigrant health
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Infant mortality

Insurance coverage

Lack of access to health care
Mental health

Nutrition

Obesity/Weight management
Physical fitness/Exercise
Poverty

Social Isolation

Substance abuse/Addictions
Teen births

Tobacco use/Smoking
Transportation

Treatment of chronic diseases
Violence




Prioritized Community Health Needs

The Goshen Health Community Advisory Council met on July 16, 2021, to prioritize the community health needs that had
been identified. Members of the committee are listed in Appendix VIII. The committee included broad representation from
the community as well as Goshen Health leadership. The health needs identified as priorities and their rank order were
determined after consideration of various criteria.

Rank Order Prioritized Health Need
Mental health

COMMUNITY

Diabetes treatment and prevention
Poverty

Obesity/Weight management

Lack of access to health care

Substance abuse/Addictions

Health education

Table 1: Prioritized Health Needs

The Goshen Health implementation strategies will identify which of these prioritized health needs it will address and the
plan for doing so.



Goshen Health

Goshen Health has proudly served as a community-owned not-for-profit health system for over 100 years. With 36 locations
across four counties, they offer specialized cancer care; heart and vascular care; and a physician’s network with primary
and specialty care. Their mission of improving the health of our communities is the driving force behind their nearly 2,000
Colleagues and providers.

Every three years, Goshen Health takes a close look at the communities’ healthcare needs. They use the
methods outlined in this report to gain deeper insight into what matters the most to who they serve: their
patients, their communities and their Colleague base. As they listen, learn and collaborate with key partners,
they recognize ways they can make a difference in the lives of people who live, work and play in Goshen and
the surrounding area.




CHNA Process and Leadership
As noted in the schematic below, the CHNA process consists of two phases:

Development of the community health needs assessment (CHNA) report
Implementation plan/strategies to address selected prioritized health needs

The CHNA report is Phase | of the CHNA process.

PHASE 1: Community Health Needs Assessment (CHNA) Report

DATA COLLECTION ANALYSIS PRIORITIZATION CHNA REPORT

Identify &
Prioritize 4
data

Prepare
CHNA Report

Secondary Primary
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Data Data Data

Goshen Health Goshen Health Venture International Community Advisory Committee Venture International
Venture International Community Advisory Committee
Community Advisory Committee

V PHASE 2: Implementation

Health Need Addressed
Health Need Unaddressed
Implement Strategy

IMPLEMENTATION
PLAN

Goshen Health

Figure 2: The Two Phases of the CHNA Process



Goshen Health appointed three groups to oversee, guide or participate in the CHNA process:
Goshen Health Steering Committee
Goshen Health Planning Team

Goshen Health Community Advisory Council

The steering committee was appointed by the Goshen Health CEO to oversee both the community health needs
assessment report process and the development of the implementation plan. The committee is accountable to the
Goshen Health CEO and ensures that the CHNA report and implementation plan are submitted to the CEO for adoption
by the Goshen Health board.

The planning team implemented the CHNA process as defined by the steering committee. The team ensured that the
day-to-day details required for a successful CHNA process were adequately addressed.

The Goshen Health Community Advisory Council (CAC) included community members, as well as steering committee
and planning team members. CAC responsibilities were to:

Serve as advocates in the community for the CHNA process and outcomes
Provide counsel regarding the membership of focus group and key informants to be interviewed
Assist in interpreting the data gathered during the CHNA process

Identify and prioritize the health needs of the community

Members of steering committee, planning team, and community advisory council are listed in Appendix VIII.

Consultants

Venture International LLC (VI) was retained by Goshen Health to provide consultation for the 2021 community needs
assessment, and includes the following participants: Dr. Curt Bechler, Chief Executive Officer; Justin Weaver, Managing
Partner and Tamra Ummel, Partner.

Venture International’s headquarter is in Hudsonville, Michigan, and provides data-driven products and services to
improve outcomes, enhance the sustainability and ensure best practices in health systems and other organizations.
Venture International has been involved in community health needs assessment processes since 2002. To learn more
about Venture International LLC, visit: http://vianswers.com.



Community Served

Goshen Health Communities

Goshen Health’s communities consist of four counties in northern Indiana: Elkhart County, in which Goshen Health is
located, and the secondary service areas of LaGrange, Noble, and Kosciusko Counties.

Figure 3: Goshen Health Communities

COMMUNITY SERVED
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Demographics

The following demographic data is from the US Census Bureau population estimates, vintage 2002, 2006, 2010,
2016 and 2019.

Population and Age

Elkhart County is the most populated county and has the highest growth rate in its four-county service area.

Population (not graphed) 2002 Data 2006 Data 2010 Data 2012 Data 2016 Data 2019 Data
Indiana 6,148,648 6,300,341 6,445,295 6,597,000 6,619,680 6,732,219
Elkhart County 185,148 196,691 197,558 199,619 203,474 206,341
4-county region 362,331 368,636 373,155
Population 4-Year Growth Rate 2002 Data 2006 Data 2010 Data 2012 Data 2016 Data 2020 Data
Indiana 2.5% 2.3% 2.4% 0.3% N/A
Elkhart County 6.2% 0.4% 1.0% 1.9% N/A
4-county region 1.7% N/A

Population 4-Year Growth Rate
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Figure 4: Population and Growth Rates
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Demographics
Population and Age

While the majority of the population in LaGrange, Noble and Kosciusko Counties is rural, only 20.6% of Elkhart County's
population was rural as indicated in the 2010 U.S. Census.

The population in Elkhart County’s service area is younger than that of Indiana as a whole.

Population by Age Group 2012 <18 2012 65+ 2015<18 2015 65+ 2019 <18 2019 65+
Indiana 24.3% 13.6% 23.9% 14.6% 23.3% 16.1%
Elkhart County 28.1% 12.7% 28.0% 13.6% 21.4% 15.1%
4-county region 28.4% 13.2% 27.9% 14.2% 26.9% 15.7%
Largest Segment (not graphed) 2012 Age 18-64 2015 Age 18-64 2019 Age 18-64

Indiana 62.1% 61.5% 60.6%

Elkhart County 59.2% 58.4% 57.5%

4-county region 58.4% 57.9% 57.4%

Population by Age Group
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Figure 5: Population by Age Groups
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Demographics
Race/Ethnicity

The percentage of African Americans in the Goshen Health service area is smaller than the state of Indiana, although the
percentage of Latinos is significantly higher. In the four-county service area, Elkhart County has the highest percentage
of Latinos (16.8% compared to 9.4% in the four-county area). In the City of Goshen, Latino students currently make up
over 53% of the students in Goshen Community Schools.

Population by Race & Ethnicity
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Figure 6: Population by Race and Ethnicity
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Social Determinants of Health
Employment

Currently there are many job openings in Goshen Health's four-county area of service as unemployment has dropped
substantially since the last recession.

Unemployment 2009 Data 2011 Data 2015 Data 2020 Data
Indiana 9.2% 8.4% 4.8% 3.4%
Elkhart County 13.6% 9.6% 3.8% 2.6%
4-counties’ AVERAGE % 8.5% 3.9% 2.7%
Unemployment
15% 13.6%
9.69
L% 92% g49 Yo 8.5%
4.8%
o, I I 3.4% 38% 4 o 3:9% 5 704
- Hm H = =
Indiana Elkhart County 4-County Average
B2009data ®2011data ®2015data ®2020 data
Figure 7: Unemployment
Income

Low unemployment is slowly translating into wage increases since the recession, although median household income in
Goshen Health’s communities remains lower than in Indiana.

Median Household Income 2009 data 2012 data 2015 data 2019 data
Indiana $45,427 $46,954 $51,721 $56,303
Elkhart County $43,531 $45,806 $49,448 $57,021
4-county region average $47,005 $50,439 $59,919

Median Household Income
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Figure 8: Median House Income
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Social Determinants of Health
Poverty
Children living in poverty is one indicator of health vulnerability of a population. Child poverty in Elkhart County rose

between 2000 and 2009 and levels are like those in Indiana, but higher than in the other three counties served by
Goshen Health. Child poverty improved after 2012.

Children Living in Poverty 2000 Data 2009 Data 2012 Data 2015 Data 2020 Data
Indiana 11.7% 18.2% 22.1% 20.4% 17.5%
Elkhart County 10.2% 19.7% 21.2% 19.4% 16.0%
4-county region average 19.9% 15.3% 12.9%
Children Living in Poverty
25% 22.10% 0
0.40% 197072 409 19.90%
20% iy 7.50%
6.00% 5.30%
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Figure 9: Children Living in Poverty
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Education

In 2009, the percentage of high school graduates in Elkhart County is for the adult population. After 2009, the percentage
indicates the graduation rate. While high school graduation rates in the Goshen Health communities are comparable to
Indiana in 2012 and 2016, and significantly better in 2020, postsecondary education in the four-county region is below
that of Indiana.

High School Graduates 2009 Data 2012 Data 2016 Data 2020 Data

Indiana 86.5% 86.5% 83.8%

Elkhart County 36.6% 85.4% 85.4% 91.0%

4-counties' AVERAGE % 85.4% 85.4% 91.8%

High School Graduates
100% 86.5%86.5%g3 804 85.4985.405 0% 85.49%85.4% -0
80%
60%
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40%
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Figure 10: High School Graduates
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Medically Underserved Areas

The primary medically underserved areas in the Goshen Health communities are in Elkhart County with an area also located
in Warsaw, Kosciusko County.
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Figure 11: Medically Underserved Areas (MUAs) by County Census Tract = ||



Progress Since Prior CHNA

The CHNA process identifies and prioritizes the health needs of the community. The implementation strategies for
addressing selected community health needs are then developed. As noted in the diagram below, an important aspect of
the process is to review the outcomes of the implementation strategies so that the action plan can be strengthened.

CHNA

v

Implementation Plan

v

Ongoing Assessment
and Improvement

' CHNA Implementation Plan

PROGRESS SINCE PRIOR CHNA
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PROGRESS SINCE PRIOR CHNA

2018 Implementation Plan Priorities and Outcomes
In 2018, Goshen Health identified several key community health need priority areas and corresponding implementation
strategies.

The first priority area included obesity, physical fitness, nutrition and health education. Three strategies were designed and
implemented to address this area:

1. Goshen Health led a community coalition to improve and expand broad access obesity initiatives with outcome
measures, focusing on high-risk populations and cultural minorities.

2. Goshen Health established an evidence-based survey to connect obese patients screened in Accountable Care
Organizations with health coaches or other resources.

3. Goshen Health launched a pilot intervention program for obese pediatric patients which took into account social
determinants of health.

The second priority area included diabetes, nutrition and health education. One strategy was designed and implemented to
address this area:

1. Goshen Health established an intervention platform for uncontrolled diabetes, using a community-developed, evidence-
based education tool to provide diabetic patients with ongoing education alongside the use of an evidence-based survey
instrument to link diabetic patients with appropriate resources.

The full 2019-2021 Goshen Health CHNA Action Plan is available in Appendix IX.

Community Feedback from 2015 CHNA Report and Implementation Plan

Although the 2018 CHNA report and implementation plan were made available to the public via Goshen Health's website,
https://goshenhealth.com/home, or by paper copy as requested, no comments were received.



Data Methodology and Analysis

Two secondary and six primary data sets were analyzed for the 2021 Goshen Health CHNA.

Secondary data
= University of Wisconsin Population Health Institute 2020 County Health Rankings
— National Key Findings
— Indiana Key Findings
— Snapshot of Communities Served by Goshen Health
* United for ALICE 2020 National Report

Primary data
* Focus Groups
* Key Informant Interviews

° Surveys

Latino and Non-Latino Parents and Guardians of School-Age Children

Amish Community Leaders

Latino and Non-Latino Community Members

Individual Focus Group and Key Informant Interview Participants

Findings were integrated to provide a comprehensive overview of health needs in the Goshen Health communities.

Secondary Data: Methodology and Findings

The University of Wisconsin Population Health Institute’s 2020 County Health Rankings were consulted to create a
secondary data report. This report included the University of Wisconsin's National Key Findings and Indiana Key Findings,
as well as a trend report created by Goshen Health with data from the 2018, 2019 and 2020 County Health Rankings on the
four counties (Elkhart, Kosciusko, LaGrange, and Noble) served by Goshen Health. The report developed a community
health profile from existing health, social, and economic indicators for Goshen Health communities.

In addition to the County Health Ranking data, the secondary data report also integrates information from United Way's
United for ALICE 2020 National Report. United for ALICE measures the number of households who classify as ALICE:
Asset Limited, Income-Constrained and Employed. Households are classified as ALICE if their income is above the
Federal Poverty Level, but below the basic cost of living.
The most significant health issues identified in the secondary data include:
* Air pollution
* Availability of health services
*  Child mortality
* Formal education
* Infant mortality
° Insurance coverage
Obesity/Weight management
* Physical fitness/Exercise
© Substance abuse/Addiction

* Unsafe sex

DATA METHODOLOGY AND ANALYSIS
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DATA METHODOLOGY AND ANALYSIS

Health issues from the County Health Rankings (CHR) were considered to be significant if they passed two of the
following four tests:

. According to the last three years’ CHR reports*, is the health issue trending in the wrong direction**

in Elkhart County?

2. According to the 2020 CHR data, is the health issue more prevalent in Elkhart County than in Indiana?

. According to the last three years’ CHR reports, is the health issue trending in the wrong direction in

at least two counties of the three-county region?

. According to the 2020 CHR data, is the health issue more prevalent in at least two counties of the

three-county region than in Indiana?

*Data in the 4-county region snapshot document is drawn from the 2018, 2019 and 2020 CHR yearly reports. As each report collects
several years of past data, the reports do not reflect the condition of the region in a specific year.

**A health factor/outcome is “trending in the wrong direction” if it is a negative factor and is increasing across the three reports or
is a positive factor and is decreasing across the three reports.

Health issues deemed significant were placed into a health need category determined by the issue’s County Health Ranking
categorization and the 2018 CHNA's health need categories.

A summary of health-related trends is provided in the table below. Health factors and outcomes which consistently
increased or decreased for two counties of the four-county region across the 2018, 2019 and 2020 CHR reports are included.
When considering these trends, a key issue to remember is that the data in these secondary trend reports are not fully
current but reflect several years of prior data.

Increasing Trends* Decreasing Trends*

Arrests for the possession of synthetic « Children in poverty
and other drugs

Child mortality
Children in single-parent households

° Disconnected youth
* Income inequality
* Population per non-physician

College attendance primary care provider
Food environment index » Severe housing problems
Sexually transmitted infections » Teen hirths

Injury deaths ° Unemployment

Long commute driving alone * Uninsured children

Median household income
Premature mortality

Years lost to death

Table 1: Increasing and Decreasing Health-Related Trends

*Trends which are bolded will likely have a negative impact on community health. Trends are listed alphabetically, not by magnitude or importance.

Data sources, findings and methodology for the secondary data reports are described in Appendix I.

2021 COMMUNITY HEALTH NEEDS ASSESSMENT




DATA METHODOLOGY AND ANALYSIS

Primary Data: Methodology and Findings

The primary data collection process included focus groups, key informant interviews and surveys, providing a
contemporary perspective of health-related needs in Goshen Health communities.

Focus Groups and Key Informant Interviews

Focus Groups

During the spring of 2021, three community focus groups (22 participants) from across the Goshen Health service
area met. These groups included healthcare providers, senior care personnel, and representatives from faith-based
and other nonprofit organizations. The organizations represented in these focus groups are listed in the Appendix VI.

Focus group discussions identified the most significant health needs in the community, barriers to meeting these
needs, and resources available. The relative importance of a health-related need was determined by the frequency
with which the need was identified, and included:

Mental health Acute care for mental health/Mobile
Obesity crisis unit to respond to dysfunction
Substance abuse: addictions, alcohol, drugs
Culture and lifestyle

Disinformation around health issues caused

Lack of health education
Combined or comorbid health issues
Transportation

by political polarization Advocacy for seniors

Family dysfunctionality Support for chronic conditions
Lack of access to affordable quality

health care

Key Informant Interviews

Seven key informants were interviewed during the month of May 2021. They represented a broad cross-section of
community leaders from the organizations listed in the Appendix VI. The relative importance of the health-related need was
determined by the frequency with which the need was identified, and included:

Diabetes Child abuse
Obesity Chronic disease management
Mental health Drugs
Access: Lack of healthcare education, Smoking
Lack of physicians and mental health Chronic mental illness
providers .
Immigrant health
Poverty

- . Lack of physicians
Social isolation

Cancer

Community Focus Groups and Key Informants: Selection Criteria and Demographics

Focus group members and key informants were selected based on their expertise in public health, special knowledge
of community health needs, ability to represent the broad interests of the community served by the hospital or were

a member of or could speak to the needs of medically underserved or vulnerable populations. Appendix VI provides
information on the organizational affiliations of these participants.



DATA METHODOLOGY AND ANALYSIS

Community Surveys

Survey: Focus Groups and Key Informants

Prior to each focus group meeting and key informant interview, each participant was asked to complete a brief survey.
The purpose of the survey was to stimulate the thinking of focus group members and key informants for the conversations
that followed. In addition, the survey provided a systematic method of gathering the individual perspectives of participants.
A total of 21 surveys were completed.

The survey included:

Perceptions of health in the community served by Goshen Health

Four multiple choice questions, in which participants selected the top three health needs, health education needs,
barriers to these needs, and resources to address these needs

Two multi-statement Likert scale questions regarding community social health and support for specific groups
A request for demographic information

Participants selected their top three options from a list of twenty-two health needs. The percentage of participants who
selected each need was then calculated and needs which were in the top third of options selected by percentage were
considered significant.

The most significant health needs identified in the survey included:

Mental health/Depression Treatment of chronic diseases
Obesity/Weight management Diet and healthy eating

Substance abuse/Addictions Diabetes treatment and prevention
Availability to health services Poverty

Health education Cardiovascular health

Family and social support

Survey: Latino and Non-Latino Parents and Guardians of School-Age Children

Three-hundred and ninety-five (395) Goshen Community Schools (GCS) parents and guardians participated in an online
survey in Spanish or English in the spring of 2021. Ninety-five (95) survey respondents were Latino and 300 were non-Latino.
The purpose of the survey was to provide a snapshot of health perceptions of the parents of schoolchildren in the Goshen,
Indiana area.

The survey included:
Perceptions of health in the community served by Goshen Health

Four multiple choice questions, in which participants selected the top three health needs, health education needs,
barriers to these needs, and resources to address these needs

Two multi-statement Likert scale questions regarding community social health and support for specific groups
A request for demographic information



DATA METHODOLOGY AND ANALYSIS

The ethnicity of participants and their age ranges are shown in the graphs below.
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Figure 13: Ethnicity of GCS Parents and Guardians
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DATA METHODOLOGY AND ANALYSIS

Participants selected their top three options from a list of twenty-two health needs. The percentage of participants who
selected each need was then calculated and needs which were in the top third of options selected by percentage were
considered significant. The most significant health needs identified are noted in the table below. See Appendix Il for the
ranking of all health needs identified by Latino and non-Latino parents and guardians.

Significant Health Concerns Significant Health Concerns
Among Latino Parents and Guardians in Non-Latino Parents and Guardians
Mental health/Depression Mental health/Depression
Obesity/Weight management Obesity/Weight management
Health education Poverty
Availability of health services Substance abuse/Addictions
Insurance coverage Insurance coverage
Substance abuse/Addictions Diet and healthy eating
Physical fitness/Exercise Availability of health services
Diet and healthy eating Family and social support
Diabetes treatment and prevention Physical fitness/Exercise
Tobacco use/Smoking

Table 2: Significant Health Concerns of Latino and Non-Latino Parents and Guardians

While many of the health needs are identical for each group, Latino respondents are more concerned about health
education, diabetes treatment and prevention and tobacco use/smoking than non-Latino respondents, for whom poverty
and family and social support are of greater concern.

Data Considerations

The purpose of the survey was to provide a snapshot of health perceptions and needs of the parents and guardians of
Latino and non-Latino schoolchildren in the Goshen, Indiana, area. Over half of the students enrolled in Goshen Community
Schools are Latino. Fewer Latino parents and guardians completed the survey than was the case for non-Latino parents
and guardians (95 Latinos to 300 non-Latinos). Yet, 24% of respondents to the GCS survey were reportedly Latino which

is comparable to the percentage (25%) of Latino families served by Goshen Community Schools. As such, it cannot be
extrapolated across the entire demographic population or necessarily to other schools in the Goshen Health communities.



DATA METHODOLOGY AND ANALYSIS

Survey: Amish Community Leaders
Four Amish community leaders completed a paper survey in English sent to them by mail in the spring of 2021. These leaders
were selected to represent the broader Amish community served by Goshen Health.

The survey included:
Perceptions of health in the community served by Goshen Health

Four multiple choice questions, in which participants ranked the top three health needs, health education needs,
barriers to these needs, and resources to address these needs

Two multi-statement Likert scale questions regarding community social health and support for specific groups.
A request for demographic information

Participants selected their top three options from a list of twenty-two health needs. The percentage of participants who
selected each need was then calculated and needs which were in the top third of options selected by percentage were
considered significant.

The most significant health needs identified in the survey included:
Diet and healthy eating
Substance abuse/Addictions
Tobacco use/Smoking
Cancer
Obesity/Weight management
Violence
Cardiovascular health

Survey: General Community

Seven-hundred and ninety-two (792) residents of the region Goshen Health serves participated in an online survey in
Spanish or English in the spring of 2021. Thirty-six (36) survey respondents were Latino and 756 were non-Latino. The
purpose of the survey was to provide a snapshot of health perceptions of those served by Goshen Health. (Appendix I11)

The survey included:
Perceptions of health in the community served by Goshen Health

Four multiple choice questions, in which participants ranked the top three health needs, health education needs,
barriers to these needs, and resources to address these needs

Two multi-statement Likert scale questions regarding community social health and support for specific groups.
A request for demographic information



DATA METHODOLOGY AND ANALYSIS

The ethnicity of participants and their age ranges are shown in the graphs below.
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Figure 15: Ethnicity of General Community Respondents
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Figure 16: Age of General Community Respondents




DATA METHODOLOGY AND ANALYSIS

Participants selected their top three options from a list of twenty-two health needs. The percentage of participants who
selected each need was then calculated and needs which were in the top third of options selected by percentage were
considered significant. The most significant health needs identified in the survey are noted in the table below.

Significant Health Concerns

Significant Health Concerns

Among Latino Parents and Guardians

Mental health/Depression

in Non-Latino Parents and Guardians

Mental health/Depression

Obesity/Weight management

Obesity/Weight management

Health education

Poverty

Availability of health services

Substance abuse/Addictions

Insurance coverage

Insurance coverage

Substance abuse/Addictions

Diet and healthy eating

Physical fitness/Exercise

Availability of health services

Diet and healthy eating

Family and social support

Diabetes treatment and prevention

Physical fitness/Exercise

Tobacco use/Smoking

Table 3: Significant Health Concerns of Latino and Non-Latino General Community Respondents

While many of the health needs are identical for each group, Latino respondents are more concerned about poverty and
diabetes than non-Latino respondents, for whom physical fitness/exercise is of greater concern.




Data Coding and Integration

Methodology

The health needs identified in the data from the primary and secondary data were coded and analyzed based on the
County Health Rankings Model (http://www.countyhealthrankings.org/).

Length of Life (50%)
Quality of Life (50%)

Tobacco Use

Diet & Exercise

Alcohol & Drug Use

Sexual Activity

Quality of Care

Health Factors Education

Employment

|
|
|
]
Access to Care ]
|
|
)
|

[N NN P [N I [ I P e 9

Family & Social Support ]
_[ Community Safety 1

—{ Air & Water Quality ]
—{ Housing & Transit ]

Policies & Programs

This model identifies key factors that drive health outcomes.
° Health outcomes (mortality and morbidity) can be understood in terms of the length and quality of life.
° Health factors include:
— Health behaviors — Social and economic factors

— Clinical care — Physical environment

The four contributors to the health factors are shown in the center blue rectangles. Contributors to each of the four factors
are indicated in the far-right light blue rectangles. To further define the process, there are also contributors to categories
noted in the light blue rectangles.

* Policies and programs, noted in the lower left-hand red rectangle at the bottom of the county health rankings
schematic, impact community health and can include those initiated by the hospital/health system and those
atthe federal, state and local levels.

DATA CODING AND INTEGRATION
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Results
Using the Community Health Rankings Model, the significant health needs identified in all data sets could be integrated,

creating coherence, and are summarized in the table below.
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Focus Group
Meetings

Mental health

Key Informant
Interviews

Diabetes

treatment and

Primary Groups and Individuals Surveyed

Community
Survey: Latino
Respondents

|Mental health/
Depressi

prevention

Community
Survey: Non-
Latino
Respondents

Mental health/
Depression

GCS Survey:
Latino Parents,
Guardians

Mental health/

Depression

GCS Survey: Non
Latino Parents/
Guardians

Mental health/
Depression

Focus Group &
Key Informant
Survey

Mental health/
Depression

Amish
Community
Leader Survey

Cancer

Secondary Data

Child mortality

Acute care for
mental
health/Mobile
crisis unit to
respond to
dysfunction

Mental health

Diabetes
treatment and
|prevention

Cancer

Diabetes
Itreatment and
prevention

Treatment of
chronic diseases

Cardiovascular
health

Infant mortality

Combined/
comorbid health
issues

Cancer

Treatment of
chronic diseases

Treatment of
chronic diseases

Diabetes
treatment and
prevention

Treatment of
chronic diseases

Obesity/Weight
management

Chronic mental
illness

Cancer

Cardiovascular
health

Treatment of
chronic diseases

Obesity/Weight
management

Obesity/Weight

management

Obesity/Weight

management

Obesity/Weight
|management

Obesity/Weight
management

Obesity/Weight
management

Obesity/Weight
management

Substance
abuse/
Addictions

Substance
abuse/
Addictions

Substance
abuse/
Addictions

Substance
abuse/
Addictions

Substance
abuse/
Addictions

Substance
abuse/
Addictions

ik

abuse/
Addictions

abuse/
Addictions

Substance
abuse/
Addictions

Tobacco use/
Smoking

Mutrition

Mutrition

|Physical fitness/
Exercise

Nutrition

Nutrition

Tobacco usef
Smoking

Physical fitness/
Exercise

Physical
fitness/Exercise

Nutrition

Physical fitness/
Exercise

Obesity/Weight
management

Teen births

Lack of access to
affordable
quality health
care

Lack of
physicians

Availability of
health services

Availability of
health services

Tobacco usef
Smoking

Health
education

Availability of
health services

Availability of
health services

Lack of
physicians

Health
education

Health
education

Poverty

Health
education

Health
education

Insurance
coverage

Availability of
health services

Insurance
coverage

Poverty

Health
education

Violence

Insurance
coverage

Disinformation
around health
issues

Social isolation

Insurance

Formal
education

Family and

Child abuse

Family and
social support

Transportation

Immigrant
health

Table 4: Integration of Significant Health Needs identified in Primary and Secondary Data

Air Pollution




Barriers to Care

Significant barriers to positive health outcomes were identified by the general community survey respondents, the Goshen
Community Schools survey respondents, the Amish community leader survey, the community focus groups, and the key

informants.

Each survey respondent group’s responses were coded and correlated with the critical health factors using the Community
Health Rankings Model and summarized in the table below:
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Community Survey:
Latino Respondents

Nutritional habits

Barriers to Addressing Significant Health Needs

Community Survey:
Non-Latino
Respondents

Nutritional habits

GCS Survey: Latino
Parents/ Guardians

Lack of initiative

GCS Survey: Non-
Latino Parents/
Guardians

Lack of initiative

Focus Group & Key
Informant Survey

Amish Community
Leader Survey

Nutritional habits

Lack of initiative

Lack of mental health

- |providers

Lack of initiative

Lack of mental health
providers

Mutritional habits

Nutritional habits

Lack of mental health
providers

Lack of mental health
providers

Lack of initiative

" |Ability to navigate the

healthcare system

Lack of insurance

Ability to navigate the
healthcare e

Income inequality

Lack of insurance

Ability to navigate the
healthcare system

Income inequality

Ability to navigate the
healthcare syste

Lack of health
education

Lack of health
education

Income inequality

Lack of insurance

Language and cultural
differences

Lack of insurance

Income inequality

Lack of family and
social support

Language and cultural
differences

Lack of health
education

Income inequality

Stigma associated
with health issue

Language and cultural
differences

Cultural health
attitudes

Cultural health
attitudes

Lack of health
education

Stigma associated
with health issue

Lack of transportation

Table 5: Barriers to Meeting Healthcare Needs Identified by Survey Respondent

Work Environment




DATA CODING AND INTEGRATION

As the focus groups and key informants identified barriers for specific health needs, the barriers they identified are not

coded and are displayed separately in the following two tables:

Focus Groups — Barriers to Addressing Significant Health Needs

Mental health
° Lack of accessto care
° Stigma
* Costof care
° Lack of provider cultural competence
* Lack of mental health education/Understanding

Obesity
* Lack of access to/Cost of healthy food

° Lack of time to prepare healthy food/Exercise
° Lack of food preparation/Nutritional knowledge

Substance abuse: addictions, alcohol, drugs
° Lack of detox centers

° Stigma to getting help
* Lack of access/Cost of treatment

Culture and lifestyle
» Socioeconomic/Financial concerns

* Individual habits

Family dysfunctionality
° Lack of financial and parenting skills/Education

* Lack of external/Social support

Lack of health education
* Lack of access to educational resources/
Platforms

° Lack of educator cultural competency/Credibility

Transportation
* Lack of service providers/Service areas

* Lack of social connections

Advocacy for seniors
* No payment for advocacy

* Lack of local funds

Support for chronic conditions
* Lack of affordable quality care

* Lack of insurance
© Current healthcare payment system

Table 6: Barriers Identified by Focus Groups

Key Informants — Barriers to Addressing Significant Health Needs

Diabetes and Obesity
° Culture and language barriers

* Lack/Cost of healthy food
* Awareness of issue/Access to treatment

Mental Health
° Stigma attached to mental health

° Lack of mental health providers
* Awareness of issue/Access to treatment

Access: Lack of Healthcare Education, Lack of
Physicians and Mental Health Providers
° Lack of provider cultural competence

Poverty
* Lack of education

* Fear of healthcare costs

Social Isolation
> Political polarization

* Racism

Table 7: Barriers Identified by Key Informants

Cancer
* Diet
* Workplace environment

Chronic Disease Management
* Lack of follow-up programs

Drug Abuse
° Lack of mental health support
* Normalization of drug use
° Lack of effective treatments

Smoking
* Family and peer influence

Immigrant Health
o Lack of outreach

Lack of Physicians
* Lack of community appeal for new physicians
* Current healthcare payment system
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Prioritization of Community Health Needs

Health Needs Prioritized and Those Not Prioritized: Methodology and Results

On July 16, 2021, members of the Community Advisory Council (CAC) met to prioritize the community health needs
identified in the primary and secondary data. The data was organized in a frequency table (Appendix IX). The number of
data sets that identified a health need, as well as disparities between population groups, were then considered. Of the
30 health needs identified in the various data sets, 14 were considered during prioritization.

Health Needs Considered During Prioritization

© Cancer ° Nutrition

° Diabetes treatment and prevention °  Obesity/Weight management
* Family and social support ° Physical fitness/Exercise

° Health education ° Poverty

° Insurance coverage * Substance abuse/Addictions
° Lack of access to health care ° Tobacco use/Smoking

° Mental health ° Treatment of chronic diseases

Health Needs Not Considered During Prioritization

* Advocacy for seniors * Formal education
* Air pollution ° Immigrant health
° Cardiovascular health ° Infant mortality
* Child abuse * Social isolation
* Child mortality * Teen births

° Combined or comorbid health issues ° Transportation
° Culture and lifestyle * Violence

* Disinformation around health issues caused
by political polarization

PRIORITIZATION OF COMMUNITY HEALTH NEEDS
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PRIORITIZATION OF COMMUNITY HEALTH NEEDS

Prioritized Community Health Needs: Methodology and Results
The prioritization of the health needs to be prioritized was based on six criteria:

> Disparities within subgroups: Are there health-related needs of the medically underserved, low income,
and minority populations that need special focus?

* Feasibility of intervention: Does the community have adequate resources to address the health-related problem?

* Impact on the community/magnitude: Does this health-related problem have a significantimpact on many
people in the community?

° Importance to the community: Is this health-related problem of importance to the community?
(High levels of interest in the community for addressing a health-related need usually lead to higher
levels of community engagement.)

> Severity: What do the morbidity and mortality rates indicate?

* Trends: Is the health-related need improving or getting worse in the community, and does this trend indicate
a need for a greater or lesser level of intervention?

Each health need was evaluated with each criterion, using a scale of 1-4, with 1 indicating that the criterion was not met,
and 4 indicating that the criterion was fully met. The scores of all participants for each health need were averaged and
the health needs were ranked based on the average score for each health need that was prioritized. The rank order of
the prioritized health needs is noted in the table below:

Rank Order Prioritized Health Need
1 Mental health

Diabetes treatment and prevention
Poverty

Obesity/Weight management

Lack of access to health care

COMMUNITY

Substance abuse/Addictions

Health education

Table 8: Rank Order of Prioritized Health Needs

Resources Available and Not Available to Address Community Health Needs

See Appendix V for listings of resources available and not available for addressing community health needs
identified by survey respondent groups and Goshen Health.

Appendices

The appendices include information and data that informed and guided the identification of health needs in
Goshen Health Communities. Surveys and questionnaires are included.
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Appendix I: 2021 Secondary Data Report:
University of Wisconsin Population Health Institute 2020 County Health Rankings

Part 1: National Key Findings Report

A Rebert Wood JohaSon Foundation program

Rankings & Roadmaps

Building a Culture of Health, County by County

2020 County Health Rankings
Key Findings Report

A collaboration between the Robert Wood
Johnson Foundation and the University of

' . . : Support
Wisconsin Population Health Institute. University of Wisconsin p;g)\gded by
Population Health Institute ~ 4
SCHOOL OF MEDICINE AND PUBLIC HEALTH o
Robert Wood Johnson

Foundation
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Introduction

Since the first release in 2010, the County Health Rankings have helped the nation understand that where you live
matters for your health. Fair access to jobs, quality education, safe, affordable housing, proximity to greenspace,
and transportation shape day-to-day life and long-term opportunities for good health. This year, with the 10th
anniversary of the Rankings, we highlight signs of improvement and recognize the challenges that remain to create
a fair and just opportunity for everyone to be as healthy as possible.

We take a careful look at counties among the least healthy and urge consideration of the context. Past and present
forms of discrimination matter. There are multiple examples of laws and policies — some that started with the birth
of the nation and whose effects are still felt today — that underlie current opportunities for health. For example, this
can be seen in the failure to uphold laws and treaties, including the rights of Native people; in discriminatory
practices in labor, housing, bank lending, and criminal justice; and in the disinvestment in local and regional
economies.

We look at signs of hope among communities doing the hard work for a better tomorrow, recognizing that our
actions today affect future generations. Too many children continue to live in poverty. This is a challenge for
counties among the least healthy, and even counties among the healthiest in each state.

Often, it is necessary to look backward to understand how to move forward. By pairing data with an
acknowledgment of history, we can work together to address the impacts of racism and discrimination. We can
move toward healing and optimal health for all. We seek a future where everyone can thrive, no matter who you
are, where you live, or how much money you have.

Summary of Findings

e Gaps in life expectancy remain. After a drop in life expectancy in recent years, signs indicate the overall national
trend may be leveling off. Yet not all groups of people, everywhere, have experienced the same length of life
trends. Among rural counties, more counties worsened than improved since the 2010 Rankings, and nationwide,
racial and ethnic disparities in life expectancy persist. Progress is uneven: from the 2010 to 2020 Rankings, there
have been gains in some of the key factors that impact health, including education and employment, while
others, such as rates of children living in poverty and income inequality showed little progress.

e The past affects the present. The Rankings have shown that from one county to the next, stark differences
persist in health and opportunity. This year, we take a closer look at counties that were among the least healthy
in the 2010 Rankings. These counties are part of the Deep South, Appalachia, and Tribal Lands — each
representing regions of the country with long histories of racism, disinvestment, and discrimination.

e There is work to be done. Counties among the least healthy saw gains in employment and insurance rates in
recent years, though a wide gap remains, as the rest of the nation also improved.

e Even the healthiest counties can do better. Since 2010, the Rankings have identified counties performing well
overall — that is, ranked at the top within their state. Yet, data show within these counties, obstacles to
opportunity exist. Even in the top-ranked county of each state, challenges remain with income inequality and
children living in poverty, disproportionately burdening children of color.

e Child poverty remains a formidable barrier to the health of our nation today and in the future. Recent trends show
that while a small share of counties made progress post-recession, child poverty remains high in the vast
majority of counties. Racial inequities in children living in poverty persist.

e The racial opportunity gap persists. While unemployment rates have declined for all racial and ethnic groups,
income for American Indian and Alaska Native, Black, or Hispanic households have largely seen modest gains
relative to Asian or White households. These modest gains have not translated into household incomes that
keep pace with rising costs of living, such as housing, making it difficult for families with lower incomes to make
ends meet and be healthy.

About County Health Rankings & Roadmaps

By ranking the health of nearly every county in the nation, County Health Rankings & Roadmaps (CHR&R)
illustrates what we currently know when it comes to what is keeping people healthy or making them sick and
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shows what we can do to create healthier places to live, learn, work, and play. CHR&R brings actionable data,
evidence, guidance, and stories to diverse leaders and residents to make it easier for people to be healthier in their
communities. The Robert Wood Johnson Foundation collaborates with the University of Wisconsin Population
Health Institute to bring this program to communities across the nation.

Rankings
. [ Length of Life (50%) }

The Rankings are based on a model of \
population health (see right) that illustrates the ‘»—{ Quality of Life (50%) } many
factors that influence health and are measured in the
Rankings. We report these ranks w Tobacco Use
at countyhealthrankings.org, along with all the g 1 | Diet& Exercise
underlying measures and additional data for || this
year and prior years. -

L : Sexual Activity
We compile the Rankings using county-level
measures from a variety of national data kil
sources, which can be found here. These Quality of Care
measures are standardized and combined using
scientific weights. We then rank counties Education within
each state, providing two overall ranks that S
address two key questions:

Income

Health Outcomes: How healthy are | Family & Social Support
community members in a county now? ‘ R ey
Health Factors: What are the opportunities for | Air & Water Quality
community members to be healthy in the " Housing & Tans future?
The ranks call attention to the wide gaps rE— among

counties within states in what matters for health. These gaps represent disparities in health outcomes and
inequities in opportunities to live long and well.

What Works for Health

When it comes to developing and implementing solutions to problems that affect communities, evidence
matters. What Works for Health is an easy-to-use, online tool that summarizes evidence for policies, programs, and
systems changes that can make a difference locally.

Action Center & Community Guidance

We offer many pathways for self-directed and peer learning, web-based content, and virtual interactive forums that
are designed to accelerate learning and action to build healthier communities and advance equitable opportunities.
Our online Action Center, featuring Action Learning Guides and a Partner Center, offers steps for communities to
move forward by working together to engage diverse partner organizations and community members, assess
needs and resources, and act on what’s important to create positive change that has a lasting impact.
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A Decade of Data: Rankings 2010 to 2020

County Health Rankings

Since 2010, the County Health Rankings have measured the health of Measures for Length of Life:
communities by examining how long and how well people live. A decade Life Expectancy is a measure of the
later, trends in length of life — a key measure of the health of a community — average number of years a person
show us that health outcomes have improved for some groups of people in can expect to live from birth. Learn
some places and worsened in others. more about life expectancy

at countyhealthrankings.org/life-
Progress in Health Outcomes: Length of Life expectancy.
Key Findings

Premature death is measured in
Years of Potential Life Lost (YPLL)
before age 75 in the Rankings.
More years of life are lost when
deaths occur among younger age
groups. Learn more about YPLL
at countyhealthrankings.org/ypll.

e After a drop in life expectancy in recent years, there are signs that
the overall negative trend in life expectancy may be leveling off
(see dashed blue line).

e Nationwide, not all groups of people have experienced the same
trends in health outcomes. The gap in life expectancy across racial
and ethnic groups in our country continues to be about 12 years.

e Life expectancy from birth varies across U.S. counties by over 40
years, with a low of 61.6 years on average. Recent data show that counties on the West and Northeast
coasts have higher average life expectancy, while residents of the Deep South, Appalachia, and Tribal
Lands live shorter lives.

o From the 2010 to 2020 Rankings, most counties have seen progress or held steady in measures of length
of life. However, there are disparities by community type. More metropolitan counties improved than
worsened (n=127 vs. n=98, respectively) in premature death, while, among rural counties, more worsened
than improved (n=190 vs. n=90, respectively).* Life expectancy from birth in rural counties is 78.2 years,
while those born in metropolitan counties can expect to live at least one year longer on average.

*See Technical Note #1 and Technical Note #2.

National Trends in Life Expectancy and Gaps Among Racial
& Ethnic Groups (Rankings 2010 to 2020)
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Life Expectancy Among U.S. Counties (Rankings 2020)
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Progress in Health Factors: Key Improvements

Over the course of a decade, the Rankings have helped to deepen our understanding of the conditions that shape
our opportunities to live long and well. In the Rankings, we examine four factors that influence the health of
counties: health behaviors, clinical care, social and economic factors, and the physical environment. In turn, each of
these factors is based on several measures — the full list of factors and measures is provided here. Social and
economic factors impact health more than any other group of factors.

While there is work to be done to create communities where everyone can be their healthiest, the 2020 Rankings
show us there are signs of progress in key factors. We highlight the direction health factors in U.S. counties have
shifted from the 2010 to 2020 Rankings using the most recently available data for key measures of health
behaviors, clinical care, social and economic factors, and the physical environment.

e From the 2010 to 2020 Rankings, there were signs of progress in social and economic factors, including
more educational attainment and lower unemployment rates.

o Though data for the most recent years are not available, there were also signs of progress in uninsured
rates for U.S. counties overall.

¢ Counties have also seen improvements in health behaviors, such as lower rates of adult smoking and teen
births.
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Worsening in Health Factors: Key Challenges that Remain

e Rates of children living in poverty have shown little indication of meaningful progress in the past decade
and income inequality is rising.

¢ Rates of homeownership have changed little over a decade. There were also signs that more adults have
long commutes, spending more time to get to work.

¢ Rates of adult obesity and sexually transmitted infections showed signs of worsening.

Signs of Change in Health Factors (Rankings 2010 to 2020)*
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*See Technical Note #3.

The Journey to Thrive for Counties Among the Least Healthy

The County Health Rankings have shown that stark disparities persist in the opportunity to live long and well across
U.S. counties. Not all groups of people, everywhere, have experienced the same progress in health factors and
outcomes. Here we describe the challenges and signs of positive change for the counties among the least healthy*
— scoring in the lowest decile for health outcomes measures.

*See Technical Note #1 and Technical Note #4.

Key Findings

¢ Counties that are among the least healthy in the 2020 Rankings* are a part of the Deep South, Appalachia,
and Tribal Lands.

¢ Nearly a decade ago, the pattern was largely the same, as the majority of counties among the least healthy
in 2020 were among the least healthy in the 2010 Rankings.

e These counties represent all community types, though they are largely rural. They generally have smaller
populations and have seen slow population decline over the course of a decade.

¢ In addition to experiencing poor health outcomes, these counties also face barriers to opportunity. Counties
among the least healthy in the 2020 Rankings had higher rates of poverty, uninsured, and unemployment
than the rest of the nation’s counties.

*See Technical Note #4.
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Counties Among the Least Healthy for Outcome Measures (Rankings 2010)
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Counties Among the Least Healthy for Outcome Measures (Rankings 2020)
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Gaps in Health Factors Between Counties Among the Least
Healthy and the Rest of the Nation (Rankings 2020)

Children in
Poverty
% of those under

18 in poverty
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65 without health
insurance
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older unemployed

but seeking work
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countyhealthrankings.org

Too often, these places are only recognized because they are where people experience the worst health outcomes.
Yet, many of these places have achieved progress despite challenges, for example, by building from their strengths
and engaging residents in decision making to improve their communities so that everyone can thrive. Following the
Great Recession, more than half of counties among the least healthy in the 2010 Rankings improved in rates of
unemployment and uninsured.

Many communities have found a way forward through obstacles to opportunities. Past and present discriminatory
policies and practices — such as racial segregation through redlining, legal actions to terminate tribal culture and
land rights, and disinvestment in rural economies — have contributed to many communities consistently landing
among the least healthy in measures of health and opportunity.

However, there is work that remains. Where counties among the least healthy in the 2010 Rankings made
progress, so did the rest of the nation. Other counties nationwide started ahead and outpaced counties among the
least healthy, particularly for rates of children living in poverty.
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Addressing the Past to Create Future Opportunity

RICHMOND, VA o
Richmond, Virginia — where nearly 60% of the 227,000 residents
are people of color — is a city that recognizes that to change its
future and improve health for all, it must understand its past. For
many that call this former capital of the Confederacy home,
decades of discriminatory policies and practices have left a
heavy, lasting footprint, but now Richmond is striving to create a
city of inclusion and opportunity. Historically ranked among the
least healthy counties in Virginia, Richmond employs a
comprehensive approach to addressing social and economic DING
barriers, such as poverty, through the city’s Office of Community
Wealth Building (OCWB). OCWB’s strategy includes systems
transformation and a focus on direct services. Its workforce
initiatives, which assisted over 870 people in 2019 connect
residents to jobs through training, mentorship, wrap around
services, and apprenticeships in efforts to address the racial gap
in income — median household income is nearly $33K for Black households, $35K for Hispanic households, and
$58K for White households. The city’s Building Lives to Self-Sufficiency program offers targeted support to heads of
households to help them identify barriers to their success and connect them to the resources needed to overcome
them.

JCO ' MUNITYWEAL

© 2017 Josh Kohanek. Photo courtesy of the Robert Wood Johnson Foundation.

Honoring Values and Traditional Knowledge for Stronger Families and Healthier Communities

Sitka, Alaska — a community with a population under 10,000 —
realized that achieving better health for all meant honoring the
social, cultural, and political fabric of this place. A vital shift in the
city among local leaders, city and state agencies, and
organizations working with the indigenous Tlingit people and the
Sitka Tribe of Alaska (STA) is helping Sitka emerge from a
painful history. Russian colonization and decades of U.S.
government policies separated Native families, suppressed their
culture and language, and brought about disparities in education,
employment, and health. Strengthening families for the health of
children has been at the core of the partnership between the
Alaska Office of Children’s Services and STA in their work to
better enforce the federal Indian Child Welfare Act of 1978. It
affirms tribes’ jurisdiction over custody cases involving Native
children and aims to keep children from being severed from their
culture and identity. The state and tribal social services and
courts personnel have trained and planned together, including
helping non-Native state staff better understand the history and
impact of trauma on tribal citizens. The collaboration has created
a more culturally sensitive process for keeping Native families intact and has fundamentally shifted outcomes. Sitka
now has Alaska’s lowest per capita rate of Native children removed from their homes in child welfare cases.

© 2019 Brian Adams. Photo courtesy of the Robert Wood Johnson Foundation.
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Racial and Ethnic Gaps for Children in Poverty & Income Inequality within the Top-

Ranked County in Each State (2020 Rankings)

Top-Ranked County In Each State
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A Closer Look: Income, Poverty, and Unemployment

Household income and jobs that pay a living wage shape our opportunities and choices about housing, education,
child care, food, medical care, and more. Opportunities for better health erode for households with lower income or
in poverty who often face less access to good jobs with livable wages, affordable housing, and grocery stores with
healthy foods. Due to various manifestations of structural racism, including redlining and discriminatory hiring
practices, families of color are disproportionately represented among households of lower income and in
neighborhoods segregated from economic opportunities, quality goods, and services. Systematic disinvestment in
rural economies, including reduction of manufacturing sector jobs, has also affected social and economic conditions
across regions of our country. Children are particularly vulnerable to the adverse effects of a lack of family income
that allows enough money to cover basic needs and save for setbacks. Nearly 13 million — 1 in 6 — children in the
U.S. live in poverty, a marker of both current and future health.

Key Findings

e Though unemployment declined for households of all racial and ethnic groups over the past decade,
American Indian and Alaska Native, Black, or Hispanic people continue to have higher unemployment
rates. These households largely saw modest gains in household income* compared to White or Asian
households.

e Annual income for White or Asian households continues to be almost $20K higher than for American Indian
and Alaska Native, Black, or Hispanic households.

¢ National trends show 18% of children lived in poverty in 2018, levels comparable to a decade ago. A closer
examination of post-Recession trends from 2014 to 2018 show that these rates have remained static in the
majority of counties nationwide (57%), while 41% of counties improved.*

e Recent data show the highest rates of children in poverty are in counties in the Southwest and Southeast
regions, as well as parts of Appalachia, the Mississippi Delta, and Tribal Lands.

e Racial inequities persist, as poverty rates are higher for American Indian and Alaska Native, Black, or
Hispanic children*; often twice as high as rates for White children. Where data are available, this pattern
holds true across a majority of U.S. counties.

*See Technical Note #2 and Technical Note #6.
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Children in Poverty Among U.S. Counties, 2018
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Making Ends Meet for Households with Lower Income

¢ Much like the stalled progress for rates of children living in poverty, over the past decade, there has been
little change in income for households* in the lower income tiers (20th percentile of incomes). Meanwhile,
incomes at the top (80th percentile) continued to grow.

¢ Household income, particularly for those in the lower tiers, has not kept pace with the cost of basic needs,
such as housing — the single largest expense for most families. In 2018, 16.7 million households were
severely housing cost burdened, paying 50% or more of their income for housing. Renters make up the
majority of these cost burdened households.

e Over the decade, severely cost burdened renter households grew by almost two million to nearly 10.9
million in 2018. Renter households with incomes under $15K, the approximate annual income for minimum
wage earners, continue to face the highest burden rates with nearly three out of four spending half or more
of their income on rent.

e In 2018, nearly seven million children in poverty lived in a household that spent half or more of their income
on housing, leaving little else for other basic needs like food, transportation, or child care.

*See Technical Note #6

Trends in Household Income, Severe Housing Cost Burden, and Children in Poverty
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Creating Community Conditions For Everyone’s Health

SAN ANTONIO, TX

San Antonio, Texas — Home to 1.5 million people, San Antonio,
Texas is the seventh largest U.S. city by population, 60% of
whom are Hispanic. San Antonio offers reminders of its past, like
the Mission San Juan Capistrano from 1731, and glimpses of its
future, seen in the new shops and residences in the upscale
Pearl District. Community partners are taking a hard look at
entrenched problems to provide all with greater opportunity. The
city’s Office of Equity is leading with equity in all policies to
reduce health disparities and the city’s budget prioritizes the
needs of residents in historically excluded neighborhoods as
demonstrated by the parks and trail development in several low-
income communities. UP Partnership aligns the efforts of 16 local
school districts countywide to improve educational outcomes in

© 2018 Tracie Van Auken. Photo courtesy of the Robert Wood Johnson Foundation. everything from early grade reading to hlgh school completion.
Some of the greatest gains have been in reducing the uninsured
rate for children and youth. Most recent data show that Bexar County has a rate of uninsured children of 8.2%,
compared to the state’s uninsured rate of 11.2% and Texas is the only state with a double digit uninsured rate for
children in the country. San Antonio’s Food Bank, which distributed 63 million pounds of food in 2016, goes beyond
food distribution by seeking to address the root causes of food insecurity through free job training.

Dismantling Structural Barriers for a Brighter Economic Future

BROWARD COUNTY, FL
Broward County, Florida — In the demographically diverse

community of Broward County, Florida, with a population of 1.9
million — where nearly 60% of the population are people of color —
local government is leading the charge in addressing unfair and
reinforcing structures that have led to disparities. The county-led
Dismantling Racism Initiative is creating space for difficult
conversations through interracial dialogue and bias trainings for
nearly 3,500 people within government agencies, schools, public
health, and social service providers. The school system — sixth
largest in the nation — is bridging the racial achievement gap with
equity liaisons in every school, and efforts to increase
participation from students of color in activities like computer
coding and debate are helping students succeed. Broward’s
intentional education focus is yielding results — graduation rates
for Black students have climbed from 66% in 2013 to 81.6% in
2019, while in the same year graduation rates for Hispanic
students was 86.9% and White students 91.6%. Broward is
among the most expensive places to live in the country — more
ST Wilidmes PRI - -l hren than half of nearly 681,500 households have work, but due to the
high cost of living, struggle to afford basic needs like housing,
food, child care, and transportation. To address these challenges, government, business, and nonprofit leaders
work together through the Coordinating Council of Broward to pursue policy changes in partnership with residents.
Together, they rallied voter support of new taxes to fund the construction of more affordable housing and
transportation improvements.

For information on these approaches and other specific strategies that can make a difference, visit What Works for
Health.
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Taking Action to Improve Social and Economic Opportunity and Reduce Child Poverty

No child should have to grow up in poverty. Our nation’s youth should have the chance for a healthy start to life,
regardless of where they live, how they look, or their family circumstances. Taking action to help children and their
families today and prepare our future leaders will require a commitment to dismantling racism and all forms of
discrimination backed by political will and equitable investments in strategies that can make a difference, including:

Invest in education from early childhood through adulthood — such as publicly-funded
prekindergarten or career and technical education — to create environments that support
learning and boost employment and career prospects.

Increase or supplement income and support asset development in low-income households
such as through expanded earned income tax credits, jobs that pay a living wage, or
subsidized asset accumulation programs.

affordable housing subsidies, housing choice vouchers for low-income households, and fair
housing laws and enforcement.

Ensure that everyone has adequate, affordable health care coverage and receives culturally
competent services and care by increasing accessibility such as through community health
workers and school-based health centers, and training health care professionals on cultural
diversity.

o
Support inclusive community development, reduce displacement, and ensure access to secure
and affordable housing, for example, through zoning, tax credits and other government

O Foster social connections within communities, adopt trauma-informed approaches to
O community building and support, and cultivate empowered and civically engaged youth and
l lf ] adults through leadership development and peer mentoring.
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Technical Notes and Glossary of Terms

What is health equity? What are health disparities? And how do they relate?

Health equity means that everyone has a fair and just opportunity to be as healthy as possible. This requires
removing obstacles to health such as poverty and discrimination, and their consequences, including powerlessness
and lack of access to good jobs with fair pay, quality education and housing, safe environments, and health care.

Health disparities are differences in health or in the key determinants of health, such as education, safe housing,
and discrimination, which adversely affect marginalized or excluded groups.

Health equity and health disparities are closely related to each other. Health equity is the ethical and human rights
principle or value that motivates us to eliminate health disparities. Reducing and ultimately eliminating disparities in
health and its determinants of health is how we measure progress toward health equity.

Structural or institutional racism is race-based unfair treatment built into policies, laws, and practices. It often is
rooted in intentional discrimination that occurred historically, but it can exert its effects even when no individual
currently intends to discriminate.

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

Note: In this report, we use the terms disparities, differences, and gaps interchangeably.

Technical Notes:

1. Metropolitan and rural counties were categorized according to the 2013 NCHS Urban-Rural Classification
Scheme for Counties. We define metropolitan counties (n=1166) as those belonging to metropolitan
statistical areas with a population greater than 50,000. The remaining non-metropolitan counties are
considered rural (n=1976).

2. The percentages of counties that improved, remained static, or worsened on measures were determined by
examining the statistical significance of the linear trend across the time period.

3. Values in the figure are the median value of counties for each measure at the time of the 2010 and 2020
Rankings except for Uninsured and Children in Poverty, which are the national values at both time points.
There are different data year spans and differential missingness between 2010 and 2020 data. The
magnitude of change from 2010 to 2020 was determined by the calculation of paired samples t-tests and
Cohen’s D using county-level data.

4. Counties among the least healthy in 2010 and 2020 scored among the 10th percentile of counties
nationwide for health outcomes z-score in at least two of the three Rankings between 2010-12 or 2018-
2020, respectively.

5. Top-ranked counties are those within states that have had the top Health Outcomes rank, on average, over
the three most recent Rankings releases. Extreme and missing values for Children in Poverty can occur in
counties with small sub-group populations. Values with 95% confidence intervals widths >40% were
suppressed. See analytic files at www.countyhealthrankings.org for unsuppressed values and 95%
confidence intervals.

6. Values for household income are adjusted for inflation to 2018 dollars. Households are defined as all
people living in a housing unit. Members of a household can be related or unrelated.
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How did we select evidence-informed approaches?

Evidence-informed approaches included in this report represent those backed by strategies that have demonstrated
consistently favorable results in robust studies or reflect recommendations by experts based on early research. To
learn more about evidence analysis methods and evidence-informed strategies that can improve health and
decrease disparities, visit \WWhat Works for Health.

How do we define racial and ethnic groups?

We recognize that “race” or “ethnicity” are social categories, meaning the way society may identify individuals
based on their cultural ancestry, not a way of characterizing individuals based on biology or genetics. A strong and
growing body of empirical research provides support for the fact that genetic factors are not responsible for racial
differences in health factors and very rarely for health outcomes.

We are bound by data collection and categorization of race and ethnicity according to the U.S. Census Bureau
definitions, in adherence with the 1997 Office of Management and Budget standards as follows:

e Hispanic includes those who identify themselves as Mexican, Puerto Rican, Cuban, Central or South
American, other Hispanic, or Hispanic of unknown origin and can be of any racial background.

e White includes people who identify themselves as White and do not identify as Hispanic.

e Black includes people who identify themselves as Black or African American and do not identify as
Hispanic.

e American Indian and Alaska Native includes people who identify themselves as American Indian or Alaska
Native and do not identify as Hispanic.

e Asian includes people who identify themselves as Asian or Pacific Islander and do not identify as Hispanic.

Our analyses by race and ethnicity use several different sources that are inconsistent in how data for those who
identify as Hispanic are included or excluded from racial groups. Our analyses also do not capture those reporting
more than one race, of “some other race”, or who do not report their race. This categorization can mask variation
within racial and ethnic groups and can hide historical context that underlies health differences.
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2020 County Health Rankings for the 92 Ranked Counties in Indiana

& & & &
&S & ‘98 N éS & <,°$ &
s £ s £ s £ s &
QO & QO & O & QO &
F F F F F F F 5
County & & County & F County & &  County & &
Adams 40 39 Franklin 11 24 Lawrence 46 51 Rush 47 56
Allen 55 52 Fulton 62 49 Madison 83 81 Scott 90 80
Bartholomew 26 15 Gibson 49 11 Marion 72 87 Shelby 50 53
Benton 19 29 Grant 91 82 Marshall 24 61 Spencer 10 10
Blackford 76 57 Greene 52 74 Martin 33 45 St. Joseph 54 62
Boone 3 2 Hamilton 1 1 Miami 57 83 Starke 73 84
Brown 29 14 Hancock 6 5) Monroe 16 19 Steuben 9 17
Carroll 22 27 Harrison 36 40 Montgomery 37 18 Sullivan 61 88
Cass 79 58 Hendricks 2 3 Morgan 43 32 Switzerland 77 91
Clark 80 60 Henry 65 42 Newton 78 71 Tippecanoe 34 23
Clay 68 68 Howard 81 77 Noble 21 43 Tipton 28 12
Clinton 53 48 Huntington 39 26 Ohio 5 25 Union 60 44
Crawford 88 92 Jackson 59 36 Orange 58 69 Vanderburgh 82 65
Daviess 41 59 Jasper 38 50 Owen 64 64 Vermilion 48 75
Dearborn 30 38 Jay 86 66 Parke 35 79 Vigo 75 85
Decatur 27 28 Jefferson 66 76 Perry 45 63 Wabash 63 34
DeKalb 25 22 Jennings 89 78 Pike 56 46 Warren 4 20
Delaware 85 67 Johnson 12 7 Porter 23 31 Warrick 13 6
Dubois 8 4 Knox 70 54 Posey 15 13 Washington 67 72
Elkhart 32 47 Kosciusko 17 21 Pulaski 69 33 Wayne 87 73
Fayette 92 86 LaGrange 7 37 Putnam 18 30 Wells 20 9
Floyd 51 41 Lake 74 90 Randolph 84 70 White 31 16
Fountain 44 55 LaPorte 71 89 Ripley 42 35 Whitley 14 8

For more information on how these ranks are calculated, view the tables at the end of this report and visit
www.countyhealthrankings.org
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The County Health Rankings & Roadmaps (CHR&R) lifts up actionable data, evidence, guidance, and stories for communities
to make it easier for people to be healthy in their neighborhoods, schools, and workplaces. Ranking the health of nearly every
county in the nation (based on the model below), CHR&R illustrates what we currently know when it comes to what is
keeping people healthy or making them sick and shows what we can do to create healthier places to live, learn, work, and

play.

What are the County Health Rankings?

Published online at www.countyhealthrankings.org, the

Rankings help us understand what influences our health
and how long and well we live. The Rankings are unique in
their ability to provide measures of the current overall
health of each county in all 50 states. They also look at a
variety of measures that affect the future health of
communities, such as high school graduation rates, access
to healthy foods, rates of smoking, children in poverty,
and teen births.

For the past 10 years, communities have used the
Rankings to garner support for local health improvement
initiatives by engaging government agencies, health care
providers, community organizations, business leaders,
policymakers, and the public.
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Moving with Data to Action

The Take Action to Improve Health section of our

website helps communities join together to look at the
many factors influencing health, select strategies that
work, and make changes that can have a lasting impact.
Take Action to Improve Health is a hub for information
to help any community member or leader who wants
to improve their community’s health and foster health
equity. You will find:

What Works for Health, a searchable menu of
evidence-informed strategies that can make a
difference locally;

The Action Center, your home for step-by-step
guidance and tools to help you move with data to
action;

Action Learning Guides, self-directed learning
modules combining guidance, tools, and hands-on
practice and reflection activities on specific topics;
The Partner Center, information to help you
identify the right partners and explore tips to
engage them.

Ensuring Healthy Places for All

Communities thrive when all people can be healthy in
their neighborhoods, schools, and workplaces. CHR&R
brings actionable data and strategies to communities
working to ensure that healthy places are available to all.
Pages 49 and 50 of this report highlights how health
outcomes and health factors differ by place within your
state. On pages 51 and 52, we illustrate how health differs
among racial/ethnic groups within places.

The Robert Wood Johnson Foundation (RWJF) collaborates with the University of Wisconsin Population Health Institute

(UWPHI) to bring this program to cities, counties, and states across the nation.
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What are Health Outcomes?

Everyone wants to experience long and healthy lives, yet places have different resources and opportunities.
To understand the health outcomes in a community, we measure both length and quality of life by county
within Indiana.

Length of Life Quality of Life

The green map shows the distribution of Indiana’s health

outcome ranks across counties. The map is divided into four Ran[gg_
quartiles with less color intensity indicating better health County
outcomes in the respective summary rankings. Specific

county ranks can be found in the table on page 49.

How Do Counties Rank for Health Outcomes?

Ranks
Detailed information on the measures and their associated ~ *'© %3
weights is available on page 55. You can also learn about
how we calculate health outcome ranks at
www.countyhealthrankings.org.

Ranks |
What Do Differences Between Ranks Mean? 24bonb

Ranks |

Counties are ordered by the health outcome rank, with a
471069

top-ranked county (rank = 1) having the best health

outcome score. Ranks are easy to communicate, but they

mask differences in health within counties and from one

ranked county to the next. The chart next to the map shows  Ranks

t
the spread of health outcome scores (ranks) for each county TR
(green circles) in Indiana. This graphic shows the size of the -
ottom
gap between ranked counties. The different background Ranked

colors correspond to the four quartiles used in the map. County Healli Outcoris Ranks

One l:] 1t0 23 D 24 to 46
County

47 to 69 ! 70to 92
Figure 1. Health outcome ranks displayed using quartiles (map)
and underlying health outcome scores (chart)
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What are Health Factors?

Many factors shape our opportunities to be healthy and influence how well and how long we live. Health factors represent
the things we can change to improve health for all, like opportunities for quality education, good paying jobs, access to
quality clinical care, healthy foods, green spaces, and secure and affordable housing. We measure four health factor areas.

Health Behaviors Clinical Care SEETlT: EEengE Physical Environment
Factors

[ Education ]

Tobacco use

[ Access to care ] [ Air & water quality ]

Diet & exercise [ Employment & income ]

[ ]
[ ]
[ Alcohol & drug use ]
[ J

[ Family & social support ]

[ Quality of care ] [ Housing & transit ]

Sexual activity [ Community safety ]

How Do Counties Rank for Health Factors?

The blue map shows the distribution of Indiana’s health

factor ranks across counties. The map is divided into four Top
Ranked 4

quartiles with less color intensity indicating better health ¢
ounty

factors in the respective summary rankings. Specific county
ranks can be found in the table on page 49.

Detailed information on the measures and their associated e
weights is available on page 55. You can also learn about 1t023 |
how we calculate health factor ranks, at
www.countyhealthrankings.org.

What Do Differences Between Ranks Mean? o
anks |

. . 24 to 46
Counties are ordered by the health factor rank, with a top- RIS

ranked county (rank = 1) having the best health factor score.  Ranks

As previously noted, ranks mask differences in the 57406y
opportunity for health within counties and from one county

to the next. The chart next to the map shows the spread of —_—
anks
health factor scores (ranks) for each ranked county (blue 701092 |

circles) in Indiana. This graphic shows the size of the gap Bottom
Ranked -
County

between ranked counties. The different background colors

correspond to the four quartiles used in the map.

Health Factor Ranks

I:I 11023 D 2410 46
One O
County . 471089 . 7010 92

Figure 2. Health factor ranks displayed using quartiles (map)
and underlying health outcome scores (chart)
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Growing Healthy Places Means Ensuring Opportunities for All

Health is influenced by every aspect of how and
where we live. Access to secure and affordable
housing, safe neighborhoods, good paying jobs and
quality early childhood education are examples of
important factors that can put people on a path to
a healthier life. But access to these opportunities
often looks different based on where you live, the
color of your skin, or the circumstances you were
born into. Data show a persistent pattern in
barriers to opportunity for people with lower
incomes and for communities of color across the
United States. Patterned differences in a range of
health factors emerge from unfair policies and

Copyright 2019 Brian Adams. Photo courtesy of the Robert
practices at many levels and over many decades. Wood Johnson Foundation.

Using Data for Action

A Pattern of Unfair Differences Exists

for People with Lower Incomes and Achieving health equity means reducing and ultimately eliminating
Communities of Color in: unjust and avoidable differences in opportunity and health. Our

progress toward health equity will be measured by how health
disparities change over time. Visit www.countyhealthrankings.org to
learn more about:

Access to Care
1. Health outcome and factor measures for your state and

county;
2. Measures that have data available for racial and ethnic
groups to illuminate differences in opportunities for

Air and Water Quality

Availability of Healthy Foods health in your state and county;
3. Additional data resources for Indiana that provide
Community Safety information about health and opportunity among other

subgroups, such as gender, age, or zip code.
Educational Supports
What Has Been Done Can Be Undone

Employment Opportunities
Many communities are mobilizing state and local efforts to harness the

collective power of community members, partners, and policymakers —
working together to dismantle unfair patterns and ensure the growth of

Housing Opportunities

Income healthy places for all. To learn from others who are igniting possibilities
and inspiring action, visit our Learn from Others page at
Quality of Care www.countyhealthrankings.org.

P00PPOOOO
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Opportunities for Health Within Indiana Counties

A healthy beginning is essential to a healthy future for our children and our communities. Children in poverty is a measure of
both current and future opportunities for the health of the community. Patterns of unfair and avoidable differences at the
local, state, and national level exist among racial and ethnic groups for children living in poverty.

The graphic below shows the patterns of children living in poverty for individual counties in Indiana and among racial and
ethnic groups within counties of Indiana. It also shows the data for all counties across the nation in the gray circles beneath
the Indiana data.

Children Living in Poverty in Indiana

= State overall value
. —
Al children | @ #
(@) National value
" ’ v State AIAN value
American Indian & | & F

Alaska Native children
v State Asian/Pl value

— e ——&

i State Black value
State Hispanic value
—c.*»—o—n &
oW
i State White value

o"’/o 25'% 50'% 75'% 105%
% of people under age 18 living in poverty

Asian/Pacific |
Islander children

Black children -

Hispanic children 4

Among Racial/Ethnic Groups

White children -

. Indiana county ; Other US counties

Note: Extreme values or missing/suppressed values can occur in places with small populations.

Key Takeaways for Children Living in Poverty in Indiana

*18% of Indiana children are living in poverty, similar to the national average.

Overall *Rates for children living in poverty range from 5% to 31% across Indiana counties.
*Rates for children living in poverty differ among racial and ethnic groups in Indiana and the
Among nation.
Racial & *In Indiana, state values (orange triangles) range from 14% for White children to 42% for
Ethnic Black children.
Groups *Within Indiana counties (orange circles) and US counties (gray circles), rates of children

living in poverty also vary among racial and ethnic groups.

Want to learn more? Visit our State Reports page at www.countyhealthrankings.org to interact with the data and
explore patterns in other measures by place and among racial and ethnic groups.

APPENDICES
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2020 County Health Rankings for Indiana: Measures and National/State Results

IN IN
Measure Description us IN MIN MAX
HEALTH OUTCOMES
Premature death* Years of potential life lost before age 75 per 100,000 population (age- 6,900 8,300 4,100 13,600
adjusted).
Poor or fair health Percentage of adults reporting fair or poor health (age-adjusted). 17% 20% 11% 23%
Poor physical health Average number of physically unhealthy days reported in past 3.8 4.2 3.0 4.7
days 30 days (age- adjusted).
Poor mental health days Average number of mentally unhealthy days reported in past 30 days 4.0 4.7 3.5 5.2
(age-adjusted).
Low birthweight* Percentage of live births with low birthweight (< 2,500 grams). 8% 8% 5% 10%

HEALTH FACTORS  EEE

HEALTH BEHAVIORS

Adult smoking Percentage of adults who are current smokers. 17% 22% 13% 24%

Adult obesity Percentage of the adult population (age 20 and older) that reports 29% 33% 25% 43%
a body mass index (BMI) greater than or equal to 30 kg/m2.

Food environment index Index of factors that contribute to a healthy food environment, from 0 7.6 71 6.5 9.0
(worst) to 10 (best).

Physical inactivity Percentage of adults age 20 and over reporting no leisure-time physical  23% 27% 17% 40%
activity.

Access to exercise Percentage of population with adequate access to locations for physical  84% 75% 24% 92%

opportunities activity.

Excessive drinking Percentage of adults reporting binge or heavy drinking. 19% 18% 14% 20%

Alcohol-impaired driving Percentage of driving deaths with alcohol involvement. 28% 20% 0% 46%

deaths

Sexually transmitted Number of newly diagnosed chlamydia cases per 100,000 population. 524.6 514.2 53.2 1,109.0

infections
Teen births* Number of births per 1,000 female population ages 15-19. 23 27 6 49
CLINICAL CARE

Uninsured Percentage of population under age 65 without health insurance. 10% 10% 6% 25%

Primary care physicians Ratio of population to primary care physicians. 1,330:1  1,510:1 28,440:1 480:1

Dentists Ratio of population to dentists. 1,450:1 1,780:1 12,410:1 1,130:1

Mental health providers Ratio of population to mental health providers. 400:1 620:1 14,010:1  210:1

Preventable hospital Rate of hospital stays for ambulatory-care sensitive conditions per 4,535 5,006 2,505 7,678

stays* 100,000 Medicare enrollees.
Mammography screening® Percentage of female Medicare enrollees ages 65-74 that 42% 42% 30% 53%

received an annual mammography screening.

Flu vaccinations* Percentage of fee-for-service (FFS) Medicare enrollees that had an 46% 49% 26% 60%
annual flu vaccination.

SOCIAL & ECONOMIC FACTORS

High school graduation Percentage of ninth-grade cohort that graduates in four years. 85% 84% 75% 98%

Some college Percentage of adults ages 25-44 with some post-secondary education. 66% 63% 30% 87%

Unemployment Percentage of population ages 16 and older unemployed but seeking 3.9% 3.4% 2.5% 5.5%
work.

Children in poverty* Percentage of people under age 18 in poverty. 18% 18% 5% 31%

Income inequality Ratio of household income at the 80th percentile to income at the 20th 4.9 4.4 3.2 6.1
percentile.

Children in single-parent Percentage of children that live in a household headed by single parent.  33% 34% 15% 47%

households

Social associations Number of membership associations per 10,000 population. 9.3 12.3 4.7 215

Violent crime Number of reported violent crime offenses per 100,000 population. 386 385 16 1,251

Injury deaths* Number of deaths due to injury per 100,000 population. 70 77 42 130

APPENDICES

PHYSICAL ENVIRONMENT
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Air pollution - particulate Average daily density of fine particulate matter in micrograms per cubic 8.6 11.8 10.4 14.3

matter meter (PM2.5).
Drinking water violations Indicator of the presence of health-related drinking water violations. N/A N/A No Yes
'Yes' indicates the presence of a violation, 'No' indicates no violation.
Severe housing problems  Percentage of households with at least 1 of 4 housing problems: 18% 13% 6% 21%

overcrowding, high housing costs, lack of kitchen facilities, or lack of
plumbing facilities.

Driving alone to work* Percentage of the workforce that drives alone to work. 76% 83% 56% 90%
Long commute - driving Among workers who commute in their car alone, the percentage that 36% 31% 15% 57%
alone commute more than 30 minutes.

*Indicates subgroup data by race and ethnicity is available

2020 County Health Rankings: Ranked Measure Sources and Years of Data

Measure Weight Source Years of Data ‘
eamwoucowes
Length of Life Premature death* 50% Natlonal Center for Health Statistics - Mortality Files 2016-2018
Quality of Life Poor or fair health 10% | Behavioral Risk Factor Surveillance System 2017
Poor physical health days 10% | Behavioral Risk Factor Surveillance System 2017
Poor mental health days 10% | Behavioral Risk Factor Surveillance System 2017
Low birthweight* 20% | National Center for Health Statistics - Natality files 2012-2018
feammracors
HEALTH BEHAVIORS
Tobacco Use Adult smoking 10% | Behavioral Risk Factor Surveillance System 2017
Diet and Exercise Adult obesity 5% | United States Diabetes Surveillance System 2016
Food environment index 2% | USDA Food Environment Atlas, Map the Meal Gap 2015 & 2017
from Feeding America
Physical inactivity 2% | United States Diabetes Surveillance System 2016
Access to exercise 1% | Business Analyst, Delorme map data, ESRI, & US 2010 & 2019
opportunities Census Tigerline Files
Alcohol and Drug Use | Excessive drinking 2.5% | Behavioral Risk Factor Surveillance System 2017
Alcohol-impaired driving 2.5% | Fatality Analysis Reporting System 2014-2018
deaths
Sexual Activity Sexually transmitted 2.5% | National Center for HIV/AIDS, Viral Hepatitis, STD, and TB 2017
infections Prevention
Teen births* 2.5% | National Center for Health Statistics - Natality files 2012-2018
CLINICAL CARE
Access to Care Uninsured 5% | Small Area Health Insurance Estimates 2017
Primary care physicians 3% | Area Health Resource File/American Medical Association 2017
Dentists 1% | Area Health Resource File/National Provider 2018
Identification file
Mental health providers 1% | CMS, National Provider Identification 2019
Quality of Care Preventable hospital stays* 5% | Mapping Medicare Disparities Tool 2017
Mammography screening* 2.5% | Mapping Medicare Disparities Tool 2017
Flu vaccinations* 2.5% | Mapping Medicare Disparities Tool 2017
SOCIAL & ECONOMIC FACTORS
Education High school graduation 5% | Indiana Department of Education 2016-2017
Some college 5% | American Community Survey, 5-year estimates 2014-2018
%) Employment Unemployment 10% | Bureau of Labor Statistics 2018
3 Income Children in poverty* 7.5% | Small Area Income and Poverty Estimates 2018
a Income inequality 2.5% | American Community Survey, 5-year estimates 2014-2018
E Family and Children in single- 2.5% | American Community Survey, 5-year estimates 2014-2018
o Social Support parent households
< Social associations 2.5% | County Business Patterns 2017
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Community Safety Violent crime 2.5% | Uniform Crime Reporting - FBI 2014 & 2016
Injury deaths* 2.5% | National Center for Health Statistics - Mortality Files 2014-2018
PHYSICAL ENVIRONMENT
Air and Water Quality | Air pollution - 2.5% | Environmental Public Health Tracking Network 2014
particulate matter*
Drinking water violations 2.5% | Safe Drinking Water Information System 2018
Housing and Transit Severe housing problems 2% | Comprehensive Housing Affordability Strategy (CHAS) data 2012-2016
Driving alone to work* 2% | American Community Survey, 5-year estimates 2014-2018
Long commute - driving alone 1% | American Community Survey, 5-year estimates 2014-2018

*Indicates subgroup data by race and ethnicity is available
* Not available for AK and HI

2020 County Health Rankings: Additional Measure Sources and Years of Data

Measure Source Years of Data ‘
eamourcowes
Length of Life LUfe expectancy* | expectancy* | National Center for Health Statistics - Mortality Files | Mortality Files 2016-2018

Premature age-adjusted National Center for Health Statistics - Mortality Files 2016-2018
mortality*
Child mortality* National Center for Health Statistics - Mortality Files 2015-2018
Infant mortality* National Center for Health Statistics - Mortality Files 2012-2018
Quality of Life Frequent physical distress Behavioral Risk Factor Surveillance System 2017
Frequent mental distress Behavioral Risk Factor Surveillance System 2017
Diabetes prevalence United States Diabetes Surveillance System 2016
HIV prevalence National Center for HIV/AIDS, Viral Hepatitis, STD, and TB 2016
Prevention
eamrcors
HEALTH BEHAVIORS
Diet and Exercise Food insecurity Map the Meal Gap 2017
Limited access to healthy foods | USDA Food Environment Atlas 2015
Alcohol and Drug Use | Drug overdose deaths* National Center for Health Statistics - Mortality Files 2016-2018
Motor vehicle crash deaths* National Center for Health Statistics - Mortality Files 2012-2018
Other Health Behaviors | Insufficient sleep Behavioral Risk Factor Surveillance System 2016
CLINICAL CARE
Access to Care Uninsured adults Small Area Health Insurance Estimates 2017
Uninsured children Small Area Health Insurance Estimates 2017
Other primary care providers CMS, National Provider Identification 2019
SOCIAL & ECONOMIC FACTORS
Education Disconnected youth American Community Survey, 5-year estimates 2014-2018
Reading scores** Stanford Education Data Archive 2016
Math scores** Stanford Education Data Archive 2016
Income Median household income* Small Area Income and Poverty Estimates 2018
Children eligible for free or National Center for Education Statistics 2017-2018
reduced price lunch
Family and Residential segregation - American Community Survey, 5-year estimates 2014-2018
Social Support Black/White
Residential segregation - non- | American Community Survey, 5-year estimates 2014-2018
White/White
Community Safety Homicides* National Center for Health Statistics - Mortality Files 2012-2018
Suicides* National Center for Health Statistics - Mortality Files 2014-2018
Firearm fatalities* National Center for Health Statistics - Mortality Files 2014-2018
Juvenile arrests* Easy Access to State and County Juvenile Court Case Counts 2017
PHYSICAL ENVIRONMENT
Housing and Transit Traffic volume EJSCREEN: Environmental Justice Screening and Mapping Tool 2018
Homeownership American Community Survey, 5-year estimates 2014-2018
Severe housing cost burden American Community Survey, 5-year estimates 2014-2018

*Indicates subgroup data by race and ethnicity is available.
* Not available in all states

See additional contextual demographic information and measures online at www.countyhealthrankings.org
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Technical Notes and Glossary of Terms

What is health equity? What are health disparities? And how do they relate?

Health equity means that everyone has a fair and just opportunity to be as healthy as possible. This requires removing obstacles to health
such as poverty and discrimination, and their consequences, including powerlessness and lack of access to good jobs with fair pay, quality
education and housing, safe environments, and health care.

Health disparities are differences in health or in the key determinants of health such as education, safe housing, anddiscrimination, which
adversely affect marginalized or excluded groups.

Health equity and health disparities are closely related to each other. Health equity is the ethical and human rights principle orvalue that
motivates us to eliminate health disparities. Reducing and ultimately eliminating disparities in health and its determinants of health is how
we measure progress toward health equity.

Braveman P, Arkin E, Orleans T, Proctor D, and Plough A. What is Health Equity? And WhatDifference Does a Definition Make? Robert Wood
Johnson Foundation. May 2017

How do we define racial and ethnic groups?
In our analyses by race and ethnicity we define each category as follows:

e Hispanic includes those who identify themselves as Mexican, Puerto Rican, Cuban, Central or South American, otherHispanic, or
Hispanic of unknown origin and can be of any racial background.

American Indian & Alaska Native (AIAN) includes people who identify themselves as American Indian or AlaskaNative.
Asian/Pacific Islander (Asian/Pl) includes people who identify themselves as Asian or Pacific Islander.

Black includes people who identify themselves as Black or African American.

White includes people who identify themselves as White and do not identify as Hispanic.

Our analyses do not include people reporting more than one race, as this category was not measured uniformly across the data sources
used in the County Health Rankings. These racial and ethnic categories can mask variation within groups and can hide historical context that
underlies health differences.

We recognize that “race” is a social category, meaning the way society may identify individuals based on their cultural ancestry, not a way
of characterizing individuals based on biology or genetics. A strong and growing body of empirical research provides support for the fact
that genetic factors are not responsible for racial differences in health factors and very rarely for health outcomes.

How do we rank counties?

To calculate the ranks, we first standardize each of the measures using z-scores. Z-scores allow us to combine multiple measures because
the measures are now on the same scale. The ranks are then calculated based on weighted sums of the measure z-scores within each state
to create an aggregate z-score. The county with the best aggregate z-score (healthiest) gets a rank of #1 for that state. The aggregate z-
scores are graphed next to the maps for health outcomes and health factors on pages 4 and 5 to show the distribution of the values that
contribute to the rank. To see more detailed information on rankcalculation please visit our methods in Explore Health Rankings on our
website: www.countyhealthrankings.org.

Technical Notes:

e Inthis report, we use the terms disparities, differences, and gaps interchangeably.

e We follow basic design principles for cartography in displaying color spectrums with less intensity for lower valuesand increasing color
intensity for higher values. We do not intend to elicit implicit biases that “darker is bad”.

e Overall county level values of children in poverty are obtained from one-year modeled estimates from the Small Area Income and
Poverty Estimates (SAIPE) Program. Because SAIPE does not provide estimates by racial and ethnic groups, data from the 5-year
American Community Survey (ACS) was used to quantify children living in poverty by racial and ethnic groups.

e County-level data for children in poverty among racial and ethnic groups are not shown if the estimate was considered to be unreliable
(confidence interval width was greater than 40% or value was 0% or 100%). Unreliableestimates are often due to a very small sample
size.

e Given the suppression of data for small sample sizes particularly for county data by race, there may be a gap betweenthe state value
and the data for the county data that are available.

e In many of the images using one circle to depict a county the values are very close causing overlapping circles. Inthese cases, greater
color intensity indicates overlapping of multiple counties.
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Part 3: Snapshot of Communities Served by Goshen Health

Snapshot of Communities Served by Goshen Health, 2018-
2020*

Source: countyhealthrankings.org as of 12/1/2020

Publicly available data are gathered annually by University of Wisconsin Population Health Institute to reflect
county-level health performance by state, across the nation. This document collects data from the 2018, 2019 and
2020 County Health Rankings, providing a summary of health trends in the communities served by Goshen Health,
Elkhart, Kosciusko, LaGrange and Noble counties.

The following tables and graphs present the metrics as laid out in the ranking studies:
1) County rankings across Indiana

2) Weighted health outcomes used in rankings

3) Weighted health factors used in rankings

4) Demographics

5) Unweighted health outcomes not used in rankings

6) Unweighted health factors not used in rankings

7) Arrests for possession and sale/manufacture of drugs**

In sections 1 and 2, the weight assigned to each metric by the University of Wisconsin Population Health Institute is
provided in each metric’s graph and table title.

Weighted Health Outcomes
Length of Life Quality of Life

Weighted Health Factors

Social and Economic

Health Behaviors Clinical Care Physical Environment
Factors
[ Tobacco use ] [ Education ]
Access to care Air & water quality
[ Diet & exercise ] [ Employment & income ]
[ Alcohol & drug use ] [ Family & social support ]
Quality of care Housing & transit
[ Sexual activity ] [ Community safety ]

*The years provided denote the year of the County Health Ranking Report from which the data was gathered, NOT the time of
original data collection. Please refer to the 2020 County Health Rankings: Ranked Measure Sources and Years of Data
chart in the Indiana Key Findings section for 2020 data collection sources and years, or to the County Health Rankings Website
page https://www.countyhealthrankings.org/app/indiana/2021/downloads for previous years’ data sourcing information.

**This data was not collected by the University of Wisconsin. It was collected from the FBI’s 2012, 2014 and 2016 Uniform
Crime Reporting Program data. Full citations are provided at the end of this report.
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Section 1: Goshen Health Communities’ Rankings in Indiana
Source: countyhealthrankings.org as of 12/1/2020

Health Outcomes: County Rank Health Factors: County Rank
Elkhart 32 Elkhart 47
Kosciusko 17 Kosciusko 21
LaGrange 7 LaGrange 37
Noble 21 Noble 43
Top

Ranked -
County

Ranks |
1to23

Ranks |
24 10 46

Ranks |
4710 69

Ranks
70to 92

Bottom
Ranked
County

Health Outcome Ranks

11023 D 24 to 46
D One

Health Factor Ranks

D 1t023 I:l 2410 46

C"S‘r“s ® . 47 t0 69 . 7010 92 County @ . 471069 . 7010 92
Figure 1. Health outcome ranks displayed using quartiles (map) Figure 2. Health factor ranks displayed using quartiles (map)
and underlying health outcome scores (chart) and underlying health outcome scores (chart)
Rankings in Health Outcome Building Blocks Rankings
in Health Factor Building Blocks
Length of Quality of Health Clinical ~ Social & Physical
Life Life Behavior Care  Economic Environment
County (50%) (50%) County (30%)  (20%)  (40%) (10%)
Elkhart 28 44 Elkhart 54 58 28 70
Kosciusko 21 17 Kosciusko 31 60 9 87
LaGrange 10 8 LaGrange 19 92 14 2
Noble 33 9 Noble 41 75 21 75
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Section 2: Weighted Health Outcomes

50% Length of Life -- Years Lost to Death <75 50% Length of Life -- Years Lost to Death <75
Source: countyhealthrankings.org annual reports 2018 to 2020 Years of potential life lost 9.000
before age 75 per 100,000 population (age-adjusted). 8:000
Goshen Health Community County 7,000
USOverall  Indiana | Elkhart  Kosciusko LaGrange Noble g:ggg
2018 6,700 7,794 6,783 7,386 5,769 6,961 4,000
2019 6,900 8,238 7,445 7,236 5,733 7,622 3,000
2020 6,900 8,306 7,468 6,026 6,290 7,803 fggg
’ 0

US Overall Indiana Elkhart Kosciusko  LaGrange Noble

2018 =2019 ®2020

10% Quality of Life -- Poor or Fair Health

Source: countyhealthrankings.org annual reports 2018 to 2020 10% Quality of Life -- Poor or Fair Health
Percentage of adults reporting fair or poor health (age-adjusted). 25%
Goshen Health Community County 20%
US Overall  Indiana Elkhart  Kosciusko LaGrange Noble
2018 16% 18% 17% 16% 16% 16% 15%
2019 16% 18% 17% 16% 16% 16% 10% I I I I
2020 17% 20% 17% 17% 17% 17%
5%
0%
US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 =2019 =2020

10% Quality of Life -- Poor Physical Health Days 10% Quality of Life -- Poor Physical Health Days
Source: countyhealthrankings.org annual reports 2018 to 2020 45
Average number of physically unhealthy days reported in past 30 days (age-adjusted) 4.0
Goshen Health Community County 3.5
US Overall  Indiana Elkhart Kosciusko LaGrange Noble gg
2018 3.7 3.9 3.8 3.8 3.9 3.8 2:0
2019 3.7 3.9 3.8 3.8 3.9 3.8 15
2020 3.8 4.2 4.1 3.8 4.0 3.8 1.0
0.5
0.0

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 =2019 =2020

10% Quality of Life -- Poor Mental Health Days

10% Quality of Life -- Poor Mental Health Days
Source: countyhealthrankings.org annual reports 2018 to 2020

Average number of mentally unhealthy days reported in past 30 days (age-adjusted). Z'g
Goshen Health Community County 4.0
us Indiana Elkhart  Kosciusko LaGrange Noble 35
Overall 3.0
2018 38 43 4.0 3.8 41 4.0 2
2019 3.8 43 4.0 3.8 41 4.0 1.5
2020 4.0 4.7 4.2 4.2 4.6 41 gvg
0.0
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 ®2019 ®2020
20% Quality of Life -- Low Birthweights 20% Quality of Life -- Low Birthweights
Source: countyhealthrankings.org annual reports 2018 to 2020 9%
Percentage of live births with low birthweight (< 2,500 grams). 8%
Goshen Health Community County 7%
%) USOverall  Indiana Elkhart  Kosciusko LaGrange Noble 2://:
L 2018 8% 8% 7% 7% 5% 7% 4%
2 2019 8% 8% 7% 7% 5% 7% 3%
g 2020 8% 8% % % 6% % f;
. 0%
o US Overall Indiana Elkhart Kosciusko LaGrange Noble
<C

2018 ®2019 ®2020
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Section 3: Weighted Health Factors -- Health Behaviors (Tobacco, Diet and Exercise)

10% Tobacco Use
Source: countyhealthrankings.org annual reports 2018 to 2020
Percentage of adults who are current smokers.

Goshen Health Community County
us Indiana Elkhart  Kosciusko LaGrange Noble
Overall
2018 17% 21% 21% 19% 21% 21%
2019 17% 21% 21% 19% 21% 21%
2020 17% 22% 20% 19% 19% 19%

5% Diet and Exercise -- Adult Obesity
Source: countyhealthrankings.org annual reports 2018 to 2020

Percentage of the adult population (age 20 and older) that reports a body mass index (BMI) greater than or
kg/m2.

Goshen Health Community County
us Indiana Elkhart Kosciusko LaGrange Noble
Overall
2018 28% 32% 33% 34% 34% 34%
2019 29% 33% 32% 36% 37% 33%
2020  29% 33% 34% 34% 37% 38%

2% Diet and Exercise -- Food Environment Index
Source: countyhealthrankings.org annual reports 2018 to 2020
Index of factors that contribute to a healthy food environment, from 0 (worst) to 10 (best).

Goshen Health Community County
us Indiana Elkhart  Kosciusko LaGrange Noble
Overall
2018 7.7 7.0 8.0 8.4 8.8 8.7
2019 7.7 71 8.0 8.4 8.8 8.7
2020 7.6 71 8.0 8.3 9.0 8.8

2% Diet and Exercise -- Physical Inactivity
Source: countyhealthrankings.org annual reports 2018 to 2020
Percentage of adults age 20 and over reporting no leisure-time physical activity.

Goshen Health Community County
US Overall  Indiana Elkhart Kosciusko LaGrange Noble

2018 23% 27% 26% 26% 26% 27%
2019 22% 25% 24% 24% 27% 25%
2020 23% 27% 28% 26% 25% 29%

1% Diet and Exercise -- Access to Exercise Opportunities
Source: countyhealthrankings.org annual reports 2018 to 2020

Percentage of population with adequate access to locations for physical activity.

Goshen Health Community County

US Overall  Indiana Elkhart Kosciusko LaGrange Noble

2018 83% 7% 74% 65% 36% 67%
2019 84% 75% 74% 67% 23% 64%
2020 84% 75% 73% 65% 24% 64%

10% Tobacco Use
25%

20%
15%
10%
5%
0%

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 m=2019 m=2020

5% Diet and Exercise -- Adult Obesity

40%
35%

30
25%
20%
15%
10%
5%
0%

US Overall Indiana Elkhart Kosciusko LaGrange Noble

B

2018 m2019 m2020

2% Diet and Exercise -- Food Environment Index

US Overall Indiana Elkhart Kosciusko LaGrange Noble

[}

IS

IN)

2018 m2019 m2020

2% Diet and Exercise -- Physical Inactivity
30%

25%
20%
15%
10%
5%
0%

US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 ®W2019 ®2020

1% Diet and Exercise -- Access to Exercise Opportunities

90%
80%

70%
60%
50%
40%
30%
20%
10%

0%
US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 ®=2019 ®™2020
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Section 3: Weighted Health Factors -- Health Behaviors (Alcohol and Sexual Activity)

2.5% Alcohol -- Excessive Drinking
Source: countyhealthrankings.org annual reports 2018 to 2020

— L 20%
Percentage of adults reporting binge or heavy drinking.

Goshen Health Community County 15%
US Overall  Indiana Elkhart  Kosciusko LaGrange Noble
2018 18% 19% 16% 17% 18% 18% 10%
2019 18% 19% 16% 17% 18% 18%
2020 19% 18% 17% 18% 18% 17% 5%
0%

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2.5% Alcohol -- Excessive Drinking

2018 m2019 m2020

2.5% Alcohol -- Impaired driving deaths 2.5% Alcohol -- Impaired driving deaths
Source: countyhealthrankings.org annual reports 2018 to 2020 35%
Percentage of driving deaths with alcohol involvement. 30%
Goshen Health Community County 25%
US Overall  Indiana Elkhart  Kosciusko LaGrange Noble 20%
2018 29% 22% 18% 29% 24% 11% 15%
2019 29% 21% 18% 17% 15% 9% 10%
2020 28% 20% 19% 19% 11% 20% 5%

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 m2019 m2020

- . 2.5% Sexual Activity -- Infections
2.5% Sexual Activity -- Infections

Source: countyhealthrankings.org annual reports 2018 to 2020
Number of newly diagnosed chlamydia cases per 100,000

Goshen Health Community County -
US Overall  Indiana Elkhart  Kosciusko LaGrange Noble 3
2018  478.8 437.9 456.0 193.5 104.1 281.4 2
2019  497.3 466.0 427.6 281.1 118.5 331.0 100
2020 524.6 514.2 509.7 299.2 96.7 335.1 0 I.

US Overall Indiana Elkhart Kosciusko LaGrange Noble

600

4
4

=]
S

o
S

2018 m2019 m2020

2.5% Sexual Activity -- Teen births 2.5% Sexual Activity -- Teen births
Source: countyhealthrankings.org annual reports 2018 to 2020 45
Number of births per 1,000 female population ages 15-19. 40

Goshen Health Community County

US Overall  Indiana Elkhart  Kosciusko LaGrange  Noble 25

2018 27 30 41 31 21 34 20
2019 25 28 38 29 20 32 18 I II

2020 23 27 37 28 18 30 5

0

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 ®2019 ®=2020
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Section 3: Weighted Health Factors -- Clinical Care (Access)

5% Access to Care -- Uninsured < age 65

5% Access to Care -- Uninsured < age 65
Source: countyhealthrankings.org annual reports 2018 to 2020 % 9

Percentage of population under age 65 without health insurance. 30%

Goshen Health Community County 25%

US Overall  Indiana Elkhart  Kosciusko LaGrange Noble 20%

2018 11% 15%

2019 10% 9% 15% 1% 22% 1% 10%
2020 10% 10% 14% 12% 25% 10%

5%

0%

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 m2019 m2020

3% Access to Care -- Primary Care Physicians

3% Access to Care -- Primary Care Physicians
Source: countyhealthrankings.org annual reports 2018 to 2020

Ratio of population to primary care physicians. jggg
Goshen Health Community County 3,500
US Overall Indiana Elkhart Kosciusko LaGrange Noble 3,000
2018 1,320 2,500
2,000
2019 1,330 1,495 1,870 2,472 3,911 3,664 1.500
2020 1,330 1,511 1,916 2,731 3,930 3,650 1:000
500
0
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 m2019 m2020
1% Access to Care -- Dentists

Source: countyhealthrankings.org annual reports 2018 to 2020 1% Access to Care -- Dentists

Ratio of population to dentists. 5,000

Goshen Health Community County |
US Overall  Indiana Elkhart  Kosc

2018 1,480 | e
2019 1,460 1,810 2,629 3,168 4,367 3,650 2000
2020 1,450 1,777 2,670 3,052 3,933 3,656
1,000 II
0

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 m2019 = 2020

1% Access to Care -- Population per Mental Health Provider

) 1% Access to Care -- Population per Mental Health
Source: countyhealthrankings.org annual reports 2018 to 2020

) . ! Provider
Ratio of population to mental health providers.
Goshen Health Community County gggg
US Overall Indiana Elkhart Kosciusko LaGrange Noble 2,500
2018 470 2,000
2019 440 669 804 649 3,023 1,217 1,500
2020 400 623 732 606 2,314 1,080 1,000 II
e oo D
US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 =2019 =2020
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Section 3: Weighted Health Factors -- Clinical Care (Quality)

5% Quality of Care -- Preventable Hospital Stays

Source: countyhealthrankings.org annual reports 2018 to 2020

Rate of hospital stays for ambulatory-care sensitive conditions per 100,000 Medicare enrollees.

Goshen Health Community County 5,000

US Overall Indiana Elkhart  Kosciusko LaGrange Noble 4,000

2018 4,900 5000
2019 4,520 5,023 3,887 5,606 4,344 5,073

2020 4,535 5,006 3,859 5,017 4,213 5,699 2,000

1,000

0

2018 m=2019 m2020

5% Quality of Care -- Preventable Hospital Stays
6,000

2.5% Quality of Care -- Mammography Screening

0, H - .
Source: countyhealthrankings.org annual reports 2018 to 2020 2.5% Quality of Care Mammography Screening

Percentage of female Medicare enrollees ages 65-74 that received an annual mammography 70%
screening. 60%
Goshen Health Community County 50%

US Overall Indiana Elkhart  Kosciusko LaGrange Noble 40%

2018 63% 30%
2019 1% 40% 38% 39% 40% 38% 20%
2020 42% 42% 40% 44% 40% 38% 0%
o

0%

2018 m2019 m2020

2.5% Quality of Care -- Flu Vaccination 2.5% Quality of Care -- Flu Vaccination
Source: countyhealthrankings.org annual reports 2018 to 2020 529%

Percentage of fee-for-service (FFS) Medicare enrollees that had an annual flu vaccination.
Goshen Health Community County

USOverall  Indiana Elkhart Kosciusko LaGrange  Noble 48%
2018 not tracked 46%
2019 45% 47% 49% 47% 44% 45% 44% I I
2020 46% 49% 51% 49% 47% 48% I
42%
40%

2018 not tracked ®2019 m 2020

50%
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Section 3: Weighted Health Factors -- Social & Economic
(Education, Employment, Income)
5% Education -- High School Graduation

5% Education -- High School Graduation 94%

Source: countyhealthrankings.org annual reports 2018 to 2020 92%

Percentage of ninth-grade cohort that graduates in four years. 90%

Goshen Health Community County 88%

US Overall Indiana Elkhart  Kosciusko LaGrange Noble 86%

2018 83% 87% 87% 91% 93% 87% B
2019 85% 84% 91% 93% 93% 91% o II

2020 85% 84% 91% 93% 93% 91% 78%

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 m2019 m2020

5% Education -- Some College

) 5% Education -- Some College
Source: countyhealthrankings.org annual reports 2018 to 2020

Percentage of adults ages 25-44 with some post-secondary education. 70%
Goshen Health Community County 60%
US Overall Indiana Elkhart Kosciusko LaGrange Noble 50%
2018 65% 62% 47% 53% 30% 51% 40%
2019 65% 62% 48% 55% 29% 50% 30%
2020 66% 63% 49% 56% 30% 52% 20%
10% I I
0%
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 m2019 m=2020
10% Employment -- Unemployment 10% Employment -- Unemployment
Source: countyhealthrankings.org annual reports 2018 to 2020 %
Percentage of population ages 16 and older unemployed but seeking work.
Goshen Health Community County 5%
US Overall Indiana Elkhart Kosciusko LaGrange Noble 4%
2018 4.9% 4.4% 3.5% 3.7% 3.4% 4.1% 3%
2019 4.4% 3.5% 2.5% 2.7% 2.6% 3.1% 2%
2020  3.9% 3.4% 2.6% 2.6% 2.5% 2.9% % I I I I
0%
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 m2019 m=2020
7.5% Income -- Children in Poverty 7.5% Income -- Children in Poverty
Source: countyhealthrankings.org annual reports 2018 to 2020 259
Percentage of people under age 18 in poverty.
Goshen Health Community County 20%
US Overall  Indiana Elkhart  Kosciusko LaGrange Noble 15%
2018 20% 19% 17% 15% 14% 16%
2019 18% 18% 15% 14% 12% 14% 10%
2020 18% 18% 16% 12% 11% 12% 5%
0%

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 =2019 m2020

2.5% Income -- Income Inequality
Source: countyhealthrankings.org annual reports 2018 to 2020 2.5% Income -- Income Inequality

Ratio of household income at the 80th percentile to income at the 20th percentile.

Goshen Health Community County
US Overall Indiana Elkhart Kosciusko LaGrange Noble

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 5.0 4.4 3.9 3.6 3.4 3.8
2019 4.9 4.4 3.8 3.7 3.2 3.8
2020 4.9 4.4 3.8 3.6 3.3 3.5

CO==2NNWWA MO
cvwowmwowmouvmowmou

2018 m2019 m2020
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Section 3: Weighted Health Factors -- Social & Economic (Support and Safety)

2.5% Family and Social Support -- Children in Single-Parent

Households 2.5% Family and Social Support -- Children in Single-
Source: countyhealthrankings.org annual reports 2018 to 2020 Parent Households
Percentage of children that live in a household headed by single parent. 40%

Goshen Health Community County 35%

US Overall Indiana Elkhart  Kosciusko LaGrange Noble ggz;:

2018 34% 34% 31% 27% 12% 31% 20%

2019 33% 34% 31% 28% 13% 29% 15%
2020 33% 34% 31% 29% 15% 27% 12(}? I I

0%

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 =2019 =2020

2.5% Family and Social Support -- Social Associations per 10k 2.5% Family and Social Support -- Social Associations
Source: countyhealthrankings.org annual reports 2018 to 2020 per 10k
Number of membership associations per 10,000 population. 20
Goshen Health Community County 15
US Overall Indiana Elkhart  Kosciusko LaGrange Noble
2018 9.0 12.3 12.7 17.3 9.0 12.2 10
2019 9.0 12.3 12.8 171 9.5 12.2
2020 9.3 12.3 12.6 16.8 8.7 11.0 5 I
0
US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 m2019 m2020

2.5% Community Safety -- Violent Crime per 100k Source: 2.5% Community Safety -- Violent Crime per 100k
countyhealthrankings.org annual reports 2018 to 2020 Number of reported violent crime 450
offenses per 100,000 population. 400

Goshen Health Community County 200

US Overall Indiana Elkhart  Kosciusko LaGrange Noble 250

2018 380 356 378 253 75 73 200

2019 386 385 357 159 103 158 150
2020 386 385 357 159 103 158 100 II II I

US Overall Indiana Elkhart Kosciusko LaGrange Noble

a
S

o

o
=]

2018 m2019 m2020

2.5% Community Safety -- Injury Deaths per 100k Source: 2.5% Community Safety -- Injury Deaths per 100k
countyhealthrankings.org annual reports 2018 to 2020 Number of deaths due to injury per 90
100,000 population. 80

Goshen Health Community County

US Overall Indiana Elkhart  Kosciusko LaGrange Noble 0
2018 65 70 56 63 38 60
2019 67 74 59 62 41 59
2020 70 77 60 62 44 62 P
0

US Overall Indiana Elkhart Kosciusko LaGrange Noble

o o
S

INEAEEN
SR}

2018 m2019 m=2020
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APPENDICES

Section 3: Weighted Health Factors -- Physical Environment

2.5% Air and Water Quality -- Air Pollution
Source: countyhealthrankings.org annual reports 2018 to 2020
Average daily density of fine particulate matter in micrograms per cubic meter (PM2.5).

Goshen Health Community County
US Overall Indiana Elkhart ~ Kosciusko ~ LaGrange Noble

2018 8.7 111 1.2 1.3 1.1 1.1
2019 8.6 11.8 13.1 12.8 12.7 12.8
2020 8.6 11.8 13.1 12.8 12.7 12.8

2.5% Air and Water Quality -- Drinking Water Violations
Source: countyhealthrankings.org annual reports 2018 to 2020

Indicator of the presence of health-related drinking water violations. 'Yes' indicates the presence of a
violation, ‘No' indicates no violation.

Goshen Health Community County
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 n/a n/a 0% 100% 0% 0%
2019 n/a n/a 100% 100% 0% 0%
2020 n/a n/a 0% 100% 0% 0%
Goshen Health Community County
US Overall Indiana Elkhart  Kosciusko LaGrange Noble
2018 No Yes No No
2019 Yes Yes No No
2020 No Yes No No

2% Housing and Transit -- Severe Housing Problems
Source: countyhealthrankings.org annual reports 2018 to 2020

Percentage of households with at least 1 of 4 housing problems: overcrowding, high housing costs,
lack of kitchen facilities, or lack of plumbing facilities.

Goshen Health Community County
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 19% 14% 14% 1% 16% 12%
2019 18% 14% 14% 1% 15% 12%
2020 18% 13% 14% 11% 14% 1%

2% Housing and Transit -- Driving Alone to Work Source:
countyhealthrankings.org annual reports 2018 to 2020 Percentage of the workforce
that drives alone to work.

Goshen Health Community County
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 76% 83% 78% 81% 53% 83%
2019 76% 83% 78% 81% 53% 84%
2020 76% 83% 78% 80% 56% 84%

1% Housing and Transit -- Long Commute Driving Alone
Source: countyhealthrankings.org annual reports 2018 to 2020

Among workers who te in their car alone, the percentage that commute more than 30 minutes.

Goshen Health Community County
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 35% 31% 20% 19% 30% 31%
2019 35% 31% 20% 20% 31% 31%
2020 36% 31% 21% 20% 31% 32%

2.5% Air and Water Quality -- Air Pollution

14
12
10
8
6
4
2
0
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 m 2019 m 2020
2.5% Air and Water Quality -- Drinking Water Violations
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US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 ® 2019 ® 2020
2% Housing and Transit -- Severe Housing Problems
20%
15%
10%
5% I
0%
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 ® 2019 = 2020
2% Housing and Transit -- Driving Alone to Work
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 m 2019 m 2020
1% Housing and Transit -- Long Commute Driving Alone
40%
35%
30%
25%
20%
15%
10%
5%

0%

US Overall Indiana Elkhart Kosciusko LaGrange Noble
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APPENDICES

Section 4: Demographics (Population, Age and Gender)

Resident population.
Source: countyhealthrankings.org annual reports 2018 to 2020
Population

Goshen Health Community County
US Overall  Indiana Elkhart  Kosciusko  LaGrange Noble

2018 6,666,818 | 203,781 79,092 39,110 47,638
2019 325,719,178 6,666,818 | 205,032 79,206 39,303 47,452
2020 327,167,434 6,691,878 | 205,560 79,344 39,330 47,532

Percentage of population below 18 years of age.
Source: countyhealthrankings.org annual reports 2018 to 2020
% below 18 years of age

Goshen Health Community County
US Overall Indiana Elkhart  Kosciusko  LaGrange Noble

2018 23.8% 27.9% 24.4% 33.1% 25.1%
2019  22.6% 23.6% 27.7% 24.1% 32.9% 25.0%
2020 22.4% 23.4% 27.5% 23.8% 32.5% 24.4%

Percentage of population ages 65 and older.
Source: countyhealthrankings.org annual reports 2018 to 2020
% 65 and older

Goshen Health Community County

US Overall Indiana Elkhart Kosciusko ~ LaGrange Noble
2018 14.9% 14.0% 15.8% 13.1% 15.3%
2019  15.6% 15.4% 14.4% 16.2% 13.4% 15.3%
2020 16.0% 15.8% 14.7% 16.7% 13.6% 16.0%

Percentage of population that is not proficient in English.
Source: countyhealthrankings.org annual reports 2018 to 2020
% not proficient in English

Goshen Health Community County
US Overall Indiana Elkhart Kosciusko ~ LaGrange Noble
2018 1.5% 4.0% 1.6% 2.9% 2.1%
2019  4.0% 1.5% 3.8% 1.7% 3.3% 2.2%
2020 4% 1.5% 3.6% 1.9% 3.3% 2.2%

Percentage of population that is female.
Source: countyhealthrankings.org annual reports 2018 to 2020
% Females

Goshen Health Community County

US Overall Indiana Elkhart  Kosciusko  LaGrange Noble
2018 50.7% 50.5% 50.4% 49.6% 49.9%
2019  50.8% 50.7% 50.6% 50.2% 49.3% 49.9%
2020 50.8% 50.7% 50.6% 50.0% 49.2% 49.9%

Resident population.

230,000
180,000
Not
130,000 Compared
80,000 II
30,000 = m
US Overall Indiana Elkhart Kosciusko ~ LaGrange Noble
2018 ®2019 ®2020
Percentage of population below 18 years of age.
100%
80%
60%
40%
m oo Tl o
o Ml
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 =2019 m2020
Percentage of population ages 65 and older.
18%
16%
14%
12%
10%
8%
6%
4%
2%
0%
US Overall Indiana Elkhart Kosciusko LaGrange Noble

4.5%
4.0%
3.5%
3.0%
2.5%
2.0%
1.5%
1.0%
0.5%

0%

US Overall Indiana Elkhart

51.0%
50.5%
50.0%
49.5%
49.0%
48.5%
48.0%

US Overall Indiana Elkhart

2018 ®=2019 ®2020

Percentage of population that is not proficient in English.

Kosciusko LaGrange Noble

2018 m2019 m2020

Percentage of population that is female.

Kosciusko LaGrange Noble

2018 ®2019 ®2020
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APPENDICES

Section 4: Demographics (Race and Ethnicity)

Percentage of population that is non-Hispanic Black or African American.
Source: countyhealthrankings.org annual reports 2018 to 2020

% Non-Hispanic Black
Goshen Health Community County
US Overall Indiana Elkhart  Kosciusko ~ LaGrange Noble
2018 9.3% 5.8% 1.0% 0.4% 0.5%
2019  12.5% 9.4% 5.7% 1.0% 0.4% 0.5%
2020 12.5% 9.5% 5.7% 1.0% 0.4% 0.9%

Percentage of population that is American Indian or Alaska Native.

Source: countyhealthrankings.org annual reports 2018 to 2020

% American Indian & Alaska Native

Goshen Health Community County

US Overall Indiana Elkhart  Kosciusko  LaGrange Noble
2018 0.4% 0.6% 0.4% 0.3% 0.4%
2019 1.3% 0.4% 0.6% 0.4% 0.3% 0.4%
2020  1.3% 0.4% 0.6% 0.4% 0.3% 0.4%

Percentage of population that is Asian.
Source: countyhealthrankings.org annual reports 2018 to 2020

% Asian
Goshen Health Community County
US Overall Indiana Elkhart ~ Kosciusko ~ LaGrange Noble
2018 2.25% 1.16% 1.31% 0.53% 0.52%
2019  5.8% 2.36% 1.19% 1.34% 0.54% 0.53%
2020  5.9% 2.47% 1.19% 1.62% 0.45% 0.53%

Percentage of population that is Native Hawaiian or Other Pacific

Islander.

Source: countyhealthrankings.org annual reports 2018 to 2020
% Native Hawaiian/Other Pacific Islander

Goshen Health Community County

US Overall Indiana Elkhart  Kosciusko  LaGrange Noble
2018 0.06% 0.07% 0.05% 0.02% 0.05%
2019  0.2% 0.07% 0.08% 0.06% 0.02% 0.05%
2020  0.2% 0.07% 0.08% 0.06% 0.02% 0.05%

Percentage of population that is Hispanic.

Source: countyhealthrankings.org annual reports 2018 to 2020

% Hispanic
Goshen Health Community County
US Overall Indiana Elkhart  Kosciusko ~ LaGrange Noble
2018 6.8% 15.5% 7.9% 4.0% 10.3%
2019  18.1% 7.0% 16.0% 8.0% 41% 10.4%
2020 18.3% 71% 16.3% 8.1% 4.1% 10.5%

14%
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4.0%
3.0%
2.0%
1.0%
0.0%
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20%
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5%

Percentage of population that is non-Hispanic Black or

African American.

US Overall

Indiana

Elkhart Kosciusko

2018 =2019 m2020

LaGrange Noble

Percentage of population that is American Indian or

Alaska Native.

US Overall

Indiana

Elkhart Kosciusko

2018 ®2019 m2020

LaGrange Noble

Percentage of population that is Asian.

US Overall

Indiana

Elkhart Kosciusko

2018 =2019 =2020

LaGrange Noble

Percentage of population that is Native Hawaiian or

Other Pacific Islander.

US Overall

Indiana

Elkhart Kosciusko

2018 ®2019 ®2020

LaGrange Noble

Percentage of population that is Hispanic.

US Overall

2021 COMMUNITY HEALTH NEEDS ASSESSMENT

Indiana

Elkhart Kosciusko

2018 =2019 =2020

LaGrange Noble




APPENDICES

Section 5: Unweighted Health Outcomes -- Length of Life

Length of Life -- Life Expectancy
Source: countyhealthrankings.org annual reports 2018 to 2020
Average number of years a person can expect to live.

Goshen Health Community County
US Overall Indiana Elkhart  Kosciusko LaGrange Noble

2018 not reported

2019 791 771 78.2 78.4 79.9 77.7
2020 791 77.0 78.3 78.7 79.5 77.5

Length of Life -- Premature Mortality per 100k
Source: countyhealthrankings.org annual reports 2018 to 2020
Number of deaths among residents under age 75 per 100,000 population (age-adjusted).

Goshen Health Community County
US Overall Indiana Elkhart  Kosciusko LaGrange Noble

2018 392 347 341 285 370
2019 340 399 356 333 295 364
2020 340 401 360 334 312 369

Length of Life -- Child Mortality per 100k
Source: countyhealthrankings.org annual reports 2018 to 2020
Number of deaths among children under age 18 per 100,000 population.

Goshen Health Community County
US Overall Indiana Elkhart  Kosciusko LaGrange Noble

2018 60 62 71 43 70
2019 50 60 68 75 54 64
2020 50 61 73 63 70 67

Length of Life -- Infant Mortality per 1,000
Source: countyhealthrankings.org annual reports 2018 to 2020
Number of all infant deaths (within 1 year), per 1,000 live births.

Goshen Health Community County
US Overall Indiana Elkhart  Kosciusko LaGrange Noble
2018 7.3 7.7 8.6 6.5 71
2019 6 7.3 7.8 8.2 5.7 7.6
2020 6 71 7.9 6.7 6.9 7.4
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Length of Life -- Life Expectancy

US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 not reported = 2019 m2020
Length of Life -- Premature Mortality per 100k
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 = 2019 m 2020
Length of Life -- Child Mortality per 100k
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 =2019 = 2020
Length of Life -- Infant Mortality per 1,000
US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 =2019 m=2020
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Section 5: Unweighted Health Outcomes -- Quality of Life

Quality of Life -- Frequent Physical Distress

Quality of Life -- Frequent Physical Distress 14%
Source: countyhealthrankings.org annual reports 2018 to 2020 12%
Percentage of adults reporting 14 or more days of poor physical health per month. 10%
Goshen Health Community County 8%

US Overall Indiana Elkhart  Kosciusko LaGrange Noble 6%

2018 11.9% 11.6% 11.0% 11.7% 11.1% 4%
2019 11% 11.9% 11.6% 11.0% 11.7% 11.1% 2%
2020 12% 12.8% 12.4% 11.4% 11.8% 11.7% 0%

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 = 2019 = 2020

Quality of Life -- Frequent Mental Distress Quality of Life -- Frequent Mental Distress

Source: countyhealthrankings.org annual reports 2018 to 2020 16%
Percentage of adults reporting 14 or more days of poor mental health per month. 14%

Goshen Health Community County 15:;:

US Overall Indiana Elkhart  Kosciusko LaGrange Noble 8%

2018 13.3% 12.3% 11.4% 12.4% 11.9% 6%

2019 12% 13.3% 12.3% 11.4% 12.4% 11.9% 4%
2020 12% 15.0% 13.3% 13.0% 13.5% 12.9% 2% I

0%

US Overall Indiana Elkhart

Kosciusko LaGrange Noble

2018 ® 2019 ® 2020

Quality of Life -- Frequent Physical Distress

Quality of Life -- Diabetes Prevalence 14%
Source: countyhealthrankings.org annual reports 2018 to 2020 12%
Percentage of adults aged 20 and above with diagnosed diabetes. 10%
Goshen Health Community County 8%

US Overall Indiana Elkhart  Kosciusko LaGrange Noble 6%

2018 11.5% 12.6% 12.0% 10.7% 11.6% 4%
2019 10% 11.1% 10.4% 11.5% 11.6% 11.7% 2%
2020 10% 11.9% 12.6% 13.3% 10.3% 11.3% 0%

Quality of Life -- HIV Prevalence per 100k

Elkhart Kosciusko LaGrange Noble

2018 = 2019 = 2020

Quality of Life — HIV Prevalence per 100k

Source: countyhealthrankings.org annual reports 2018 to 2020 :Zg
Numtfer of people aged 13 years and older living with a di is of human immunod y virt 300
infection per 100,000 population. 250 | |
Goshen Health Community County 200
US Overall Indiana Elkhart  Kosciusko LaGrange Noble 150 I I
2018 196 98 49 31 64 100
2019 362 196 98 49 31 64 50
2020 366 200 101 52 30 59 0 I I L] | L L I l

Elkhart Kosciusko LaGrange Noble

2018 ® 2019 ® 2020
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APPENDICES

Section 6: Unweighted Health Factors -- Health Behaviors

Diet and Exercise -- Food Insecurity
Source: countyhealthrankings.org annual reports 2018 to 2020
Percentage of population who lack adequate access to food.

Goshen Health Community County
US Overall Indiana Elkhart  Kosciusko LaGrange Noble
2018 13.7% 11.3% 10.3% 10.6% 10.3%
2019 13% 14.4% 11.6% 10.5% 10.9% 10.5%
2020 13% 13.3% 10.7% 10.0% 9.2% 9.4%

Diet and Exercise -- Limited Access to Healthy Foods Source:

countyhealthrankings.org annual reports 2018 to 2020 Percentage of population who are low-

income and do not live close to a grocery store.

Goshen Health Community County
US Overall Indiana Elkhart  Kosciusko LaGrange Noble

2018 6.9% 7.4% 5.6% 0.1% 21%
2019 6% 6.9% 7.4% 5.6% 0.1% 21%
2020 6% 6.9% 7.4% 5.6% 0.1% 2.1%

Alcohol and Drug Use -- Drug Overdose Deaths per 100k
Source: countyhealthrankings.org annual reports 2018 to 2020
Number of drug poisoning deaths per 100,000 population.

Goshen Health Community County
US Overall Indiana Elkhart  Kosciusko LaGrange Noble

2018 23 14 17 9
2019 19 20 " " 10
2020 21 25 15 18 8

Alcohol and Drug Use -- Motor Vehicle Crash Deaths per 100k
Source: countyhealthrankings.org annual reports 2018 to 2020
Number of motor vehicle crash deaths per 100,000 population.

Goshen Health Community County
US Overall Indiana Elkhart  Kosciusko LaGrange Noble

2018 12 1" 13 14 13
2019 1 12 1" 12 16 12
2020 1 12 11 14 14 12

Other Health Behaviors -- Insufficient Sleep
Source: countyhealthrankings.org annual reports 2018 to 2020
Percentage of adults who report fewer than 7 hours of sleep on average.

Goshen Health Community County
US Overall Indiana Elkhart  Kosciusko LaGrange Noble
2018 36.0% 32.1% 33.3% 35.2% 33.0%
2019 34% 36.0% 32.1% 33.3% 35.2% 33.0%
2020 34% 36.0% 32.1% 33.3% 35.2% 33.0%

16%
14%
12%
10%
8%
6%
4%
2%
0%

8%

30
25

15
10

o

0

20

o

o

0

40%
35%
30%
25%
20%
15%
10%

5%

0%

US Overall

Diet and Exercise -- Food Insecurity

Indiana

Elkhart Kosciusko LaGrange Noble

2018 m2019 m2020

Diet and Exercise -- Limited Access to Healthy Foods

US Overall

Indiana

Elkhart Kosciusko LaGrange Noble
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US Overall
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APPENDICES

Section 6: Unweighted Health Factors -- Clinical Care

Access to Care -- Uninsured Adults
Source: countyhealthrankings.org annual reports 2018 to 2020

Percentage of adults under age 65 without health insurance. 30%
Goshen Health Community County 25%
US Overall Indiana Elkhart  Kosciusko LaGrange Noble 20%

2018 13.1% 18.1% 13.9% 26.9% 13.4%

15%

Access to Care -- Uninsured Adults

2019 12% 10.9% 16.6% 12.9% 22.3% 12.0%
2020  12% 11.0% 16.5% 13.0% 24.3% 12.0% 10% II II II II
5%

US Overall

Access to Care -- Uninsured Children 30%
Source: countyhealthrankings.org annual reports 2018 to 2020 25%
Percentage of children under age 19 without health insurance. 20%
Goshen Health Community County

US Overall Indiana Elkhart  Kosciusko LaGrange Noble

15%

Indiana Elkhart Kosciusko LaGrange Noble

2018 m=2019 m=2020

Access to Care -- Uninsured Children

2018 6.9% 12.2% 9.7% 24.1% 8.7% 10%
2019 5% 5.8% 10.7% 8.3% 21.1% 7.7% 5% II I II II
2020 5% 6.3% 9.4% 9.0% 25.3% 6.8% I I

0%

US Overall

Indiana Elkhart Kosciusko LaGrange Noble

2018 m2019 = 2020

Access to Care -- Population per Non-Physician Primary

Access to Care -- Population per Non-Physician Primary Care Provider
Source: countyhealthrankings.org annual reports 2018 to 2020 6,000
Ratio of population to primary care providers other than physicians. 5,000
Goshen Health Community County

US Overall Indiana Elkhart  Kosciusko LaGrange Noble
2018 1,367 1,772 2,727 3,008 5,293

4,000
3,000

Care Provider

2,000
2019 1,130 1,245 1,614 2,330 3,023 4,745
1,000
2020 1,010 1,080 1,490 2,034 2,185 3,656 ’ I II
, HN TN

US Overall
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Section 6: Unweighted Health Factors -- Social & Economic

(Education & Income)

Education -- Disconnected Youth
Source: countyhealthrankings.org annual reports 2018 to 2020
Percentage of teens and young adults ages 16-19 who are neither working nor in school.

20%

15%

Education -- Disconnected Youth

Goshen Health Community County
USOverall  Indiana Elkhart  Kosciusko LaGrange Noble 10%
2018 13.5% 15.7% 12.7% 17.2% 18.3% 5
2019 7% 6.8% 9.2% 9.4% 9.7% 6.9% ’ I I I I I II
2020 7% 6.6% 9.0% 6.5% 10.5% 6.2% 0%
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 m2019 m2020
Education -- Reading Scores
Education -- Reading Scores 35
Source: countyhealthrankings.org annual reports 2018 to 2020 3.0
Average grade level performance for 3rd graders on English Language Arts standardized tests 25
Goshen Health Community County 20
US Overall  Indiana Elkhart  Kosciusko LaGrange Noble 15
2018 1.0
2019 05
2020 31 3.2 3.0 3.3 3.2 3.1 0.0
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 ®2019 ®2020 new
Education -- Math Scores

Education -- Math Scores 4.0
3.5

Source: countyhealthrankings.org annual reports 2018 to 2020

Average grade level performance for 3rd graders on math standardized tests 22

Goshen Health Community County 2:0

US Overall Indiana Elkhart  Kosciusko LaGrange Noble 15

2018 10
2019 05 I

2020 3.0 3.3 3.1 3.4 3.4 3.3 0.0

US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 ®2019 ™2020 new
) Income -- Median Household Income
Income -- Median Household Income

Source: countyhealthrankings.org annual reports 2018 to 2020 sg’ggg
Number of motor vehicle crash deaths per 100,000 population. 60’000
Goshen Health Community County 50,000
US Overall Indiana Elkhart  Kosciusko LaGrange Noble 40,000
2018 52,289 54,582 56,010 60,402 52,318 30,000
2019 60,300 54,134 58,781 62,666 63,291 52,764 20,000
2020 61,900 55,725 59,251 57,367 67,498 61,341 10,000
0

US Overall Indiana Elkhart Kosciusko ~ LaGrange Noble

2018 m2019 ®2020

i . ) Income -- Children Eligible for Free or Reduced-Price
Income -- Children Eligible for Free or Reduced-Price Lunch

Lunch

Source: countyhealthrankings.org annual reports 2018 to 2020 60%
Percentage of children enrolled in public schools that are eligible for free or reduced price lunch. 5 Ou/o
b
Goshen Health Community County 40%
US Overall Indiana Elkhart  Kosciusko LaGrange Noble 0 /0
wn %
L 2018 48.3% 52.8% 48.3% 43.9% 50.7% 0,
© 2019 52% 47.3% 51.2% 47.0% 40.8% 49.2% uo
2 2020 52% 49.7% 53.6%  49.1%  39.2%  50.0% 10%
0%

:_J US Overall Indiana Elkhart Kosciusko LaGrange Noble

2 2018 ®2019 m2020
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Section 6: Unweighted Health Factors -- Social & Economic (Family & Social Support)

Family & Social Support -- Residential Segregation

Black/White Family & Social Support -- Residential Segregation
Source: countyhealthrankings.org annual reports 2018 to 2020 Black/White
Index of dissimilarity where higher values indicate greater residential segregation between Black 80

and White county residents.

Goshen Health Community County 60

US Overall Indiana Elkhart  Kosciusko LaGrange Noble 4512 I I I I I
2018 68 58 7 I
2019 62 68 58 71 2
2020 62 68 57 63 65 10
0

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 m2019 m2020

Family & Social Support -- Residential Segregation Non- Family & Social Support -- Residential Segregation
White/White Non- White/White
Source: countyhealthrankings.org annual reports 2018 to 2020 60

Index of dissimilarity where higher values indicate greater residential segregation between non- 50
White and White county residents.

Goshen Health Community County
US Overall Indiana Elkhart  Kosciusko LaGrange Noble
2018 56 39 36 34 31 II II
2019 47 55 40 30 30 33 10
2020 47 55 36 28 32 39 0

US Overall Indiana Elkhart Kosciusko LaGrange Noble

I
[<)

w
S

IN]
o

2018 ®2019 ™2020
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Section 6: Unweighted Health Factors -- Social & Economic (Community Safety)

Community Safety -- Homicides per 100k

Source: countyhealthrankings.org annual reports 2018 to 2020 Communlty Safety - Homicides per 100k

Number of deaths due to homicide per 100,000 population. 7
Goshen Health Community County 6
US Overall Indiana Elkhart  Kosciusko LaGrange Noble 5
2018 5.6 4.2 2.0 4
2019 5 5.9 5.0 3
2020 5 6.3 4.8 1.8 2 II II
| 0
0
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 m2019 m2020
Community Safety -- Suicides per 100k . .
Source: countyhealthrankings.org annual reports 2018 to 2020 Community Safety -- Suicides per 100k
Number of deaths due to suicide per 100,000 population. 12
Goshen Health Community County 14
US Overall  Indiana Elkhart  Kosciusko LaGrange Noble 12
2018 10
2019 8
2020 new 14 15.3 12.8 13.0 11.1 11.6 i
2
0
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 m2019 m2020 new
Community Safety -- Firearm Fatalities per 100k Community Safety -- Firearm Fatalities per 100k
Source: countyhealthrankings.org annual reports 2018 to 2020 Number of deaths 16
due to firearms per 100,000 population. 14
Goshen Health Community County 12
US Overall  Indiana Elkhart  Kosciusko LaGrange Noble 10
2018 13.1 9.5 11.0 5.2 7.6 8
2019 11 13.7 10.3 8.9 5.7 8.0 i I I
2020 12 14.0 10.3 8.4 5.6 9.2 2 I I
0
US Overall Indiana Elkhart Kosciusko LaGrange Noble
2018 m2019 m2020
Community Safety -- Juvenile Arrests per 1,000 Community Safety -- Juvenile Arrests per 1,000
Source: countyhealthrankings.org annual reports 2018 to 2020 Rate of delinquency 35
cases per 1,000 juveniles 30
Goshen Health Community County 25
US Overall Indiana Elkhart  Kosciusko LaGrange Noble 20
2018 15
2019 10
2020 new n/a 22 31 18 9 39 5 I
0

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 ®=2019 m2020 new
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Section 6: Unweighted Health Factors -- Physical Environment (Housing & Transit)

Housing & Transit -- Traffic Volume
Source: countyhealthrankings.org annual reports 2018 to 2020
Average traffic volume per meter of major roadways in the county.

Goshen Health Community County

US Overall Indiana Elkhart  Kosciusko LaGrange Noble
2018
2019
2020 new n/a 248 179 96 a4 68

Housing & Transit -- Homeownership
Source: countyhealthrankings.org annual reports 2018 to 2020
Percentage of occupied housing units that are owned.

Goshen Health Community County

US Overall Indiana Elkhart  Kosciusko LaGrange Noble
2018
2019 64% 68.9% 68.6% 74.8% 82.0% 74.4%
2020 64% 68.9% 68.8% 73.6% 82.7% 76.0%

Housing & Transit -- Severe Housing Cost Burden
Source: countyhealthrankings.org annual reports 2018 to 2020
Percentage of households that spend 50% or more of their household income on housing.

Goshen Health Community County

US Overall Indiana Elkhart  Kosciusko LaGrange Noble
2018
2019 new  15% 11.5% 10.1% 8.4% 8.4% 8.0%
2020 15% 11.3% 10.0% 8.2% 7.3% 7.0%
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Housing & Transit -- Traffic Volume

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 m=2019 m2020 new

Housing & Transit -- Homeownership

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 m2019 new m2020

Housing & Transit -- Severe Housing Cost Burden

US Overall Indiana Elkhart Kosciusko LaGrange Noble

2018 m2019 new m2020
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Section 7: Arrests for Possession and Sale/Manufacture of Drugs

Arrests for Possession and Sale/Manufacture of Marijuana
Sources: 2012, 2014 and 2016 FBI Uniform Crime Reporting Program Data; 2012 and 2014 US Census Bureau Community Surveys.
Arrests per 1,000 population.

Goshen Health Community Counties
US Overall Indiana Elkhart 3-county region AVG
Possession Sale Possession  Sale Possession Sale Possession ~ Sale
2012 21 0.3 1.7 0.3 1.5 0.0 1.7 0.3
2014 1.9 0.3 1.6 0.3 1.7 0.1 1.2 0.2
2016 3.0 0.2 17 0.2

Arrests for Possession and Sale/Manufacture of Cocaine and Opiates
Sources: 2012, 2014 and 2016 FBI Uniform Crime Reporting Program Data; 2012 and 2014 US Census Bureau Community Surveys.
Arrests per 1,000 population.

Goshen Health Community Counties
US Overall Indiana Elkhart 3-county region AVG
Possession Sale Possession  Sale Possession Sale Possession  Sale
2012 0.8 03 0.2 0.2 0.2 0.3 0.3 0.7
2014 0.8 0.3 0.3 0.2 0.1 0.1 0.2 0.4
2016 0.5 0.2 0.1 0.3

Arrests for Possession and Sale/Manufacture of Synthetic Drugs
Sources: 2012, 2014 and 2016 FBI Uniform Crime Reporting Program Data; 2012 and 2014 US Census Bureau Community Surveys.
Arrests per 1,000 population.

Goshen Health Community Counties
US Overall Indiana Elkhart 3-county region AVG
Possession Sale Possession  Sale Possession Sale Possession  Sale
2012 0.2 0.1 0.3 0.1 0.1 0.0 0.4 0.2
2014 0.2 0.1 0.3 0.1 0.1 0.1 0.4 0.4
2016 0.7 0.2 0.6 0.1

Arrests for Possession and Sale/Manufacture of Other Drugs
Sources: 2012, 2014 and 2016 FBI Uniform Crime Reporting Program Data; 2012 and 2014 US Census Bureau Community Surveys.
Arrests per 1,000 population.

Goshen Health Community Counties
US Overall Indiana Elkhart 3-county region AVG
Possession Sale Possession  Sale Possession Sale Possession  Sale
2012 0.9 0.2 0.4 0.2 0.1 0.0 0.3 0.2
2014 11 0.2 0.4 0.2 0.1 0.0 0.6 0.1
2016 0.5 0.2 1.4 0.2
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Appendix Il:

2021 Secondary Data Report:
United For ALICE. (2020). ALICE in
Indiana: A financial hardship
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https://unitedforalice.org/indiana
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WHAT IS UNITED FOR ALICE?

United For ALICE is a center of innovation, research, and
action around financial hardship. At its core is ALICE:
Asset Limited, Income Constrained, Employed — a
measure of households that earn above the Federal
Poverty Level but below the cost of household basics.
The ALICE research drills down to the local level for
both household incomes and costs, showing the
mismatch between low-paying jobs and what it takes to
survive financially, county by county and state by state.

This research is bolstered by external advisory
committees of experts in fields ranging from health
care and child care to labor and technology. The ALICE
research team collaborates with a state-level
committee in each partner state, and it draws on those
experts nationwide for a biennial Methodology

Review. This collaborative model ensures that all ALICE
products and tools are based on unbiased data that is
transparent, replicable, current, and incorporates local
context.

With this data and research, ALICE partners convene,
advocate, and innovate in their communities to highlight
the issues faced by ALICE households, and to build
solutions that promote financial stability.

KEY TERMS

ALICE: Asset Limited, Income Constrained, Employed —
households with income above the Federal Poverty Level
but below the basic cost of living.

Household Survival Budget: The cost of household basics
(housing, child care, food, transportation, health care, and
a smartphone plan, plus taxes and a small contingency).
Calculated at the county level for various household types,
including a Senior Survival Budget.

ALICE Threshold: The average income that a
household needs to afford the household
basics defined by the Household Survival
Budget for each county.

Below ALICE Threshold: Includes both poverty-level
and ALICE households — all households unable to
afford the basics.

ALICE Essentials Index: A national standardized
measure of the change over time in the costs of
household basics included in the Household Survival
Budget.
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ALICE ONLINE

Learn more at UnitedForALICE.org

Interactive Maps

Data at the state, county,
municipal, ZIP code, and
congressional district levels

Demographic Data
Information about ALICE

households by age, race/
ethnicity, and household type

County Profiles
Detailed data about ALICE
households in each county

Research Advisory
Committee

Learn about the members and
role of this critical group

Data Spreadsheet

Download the ALICE data

Methodology

Overview of the sources and
calculations used in the ALICE
research
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Additional Reports
Explore The ALICE Essentials
Index and The Consequences of
Insufficient Household Income

Jobs Graphs
Details about where ALICE
works

More About

United For ALICE

See our partners, press coverage,
learning communities, etc.
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UNITED FOR ALICE STATES AND PARTNERS

The first ALICE study documented financial hardship in Morris County, New Jersey in 2009. A decade later, that
spark has grown into a grassroots movement that includes United Ways, corporations, and nonprofits in 21 states:
Arkansas,Connecticut, Florida, Hawai‘i, Idaho, Illinois, Indiana, lowa, Louisiana, Maryland, Michigan, New Jersey,
New York, Ohio, Oregon, Pennsylvania, Tennessee, Texas, Virginia, Washington, and Wisconsin. Learn more
about our partners at UnitedForALICE.org/Governance

North Dakota

Montana Minnesota

Washington New Hampshire

Wisconsin

South Dakota

Wyoming

New York q Massachusetts
r\.

— . Pennsylvania Rhode Island
fllinols Indiana| - ohio Connecticut

Nebraska

Nevada

Utah Colorado

Kansas . .
Missouri

District of
Columbia

New Mexico

Arizona

Carolina

Alabama Florida

® Hawai‘i

T . States With Reports

NATIONAL ALICE ADVISORY COUNCIL

Aetna Foundation e Allergan e Alliant Energy e AT&T e Atlantic Health System Compare.com Deloitte
Entergy e Johnson & Johnson e JLL e Kaiser Permanente ¢ RWJBarnabas Health e Robert Wood Johnson
Foundation e The Hartford e Thrivent e UPS U.S. Venture e U.S. Venture-Schmidt Family Foundation

PARTNER STATE REPORT SPONSORS

Atlantic Union Bank e Avista Foundation e Bank of Hawaii @ Consumers Energy Foundation CSEA, AFSCME Local
1000, AFL-CIO e Entergy e Hawaii Community Foundation e Idaho Community Foundation Idaho Nonprofit Center
e Kamehameha Schools e Key Bank ® NBT Bank e Providence Health Care Tennessee Afterschool Network e The
Ford Family Foundation Virginia Association of Free and Charitable Clinics @ Virginia’s Community Colleges e
WaFd Bank e Washington State Employees Credit Union e Winthrop Rockefeller Foundation e Xerox
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ON' UNEVEN GROUND

Over the last decade, behind the veneer of a strong
economy, conditions have actually gotten worse for Total U.S. Households in 2018: 121 Million
millions of families across the U.S. — and that
decline set the stage for the dual health and
economic crises of the COVID-19 pandemic.

@ Poverty

that are
income

At the center of these crises is ALICE: households ® ALICE
Asset Limited, Income Constrained, Employed, with 5g%

above the Federal Poverty Level (FPL) but not high Above ALICE enough

to afford essentials in the communities where they Threshold live. In
2018, of the 121 million households in the U.S., 16 million
(13%) earned below the FPL, while another 35 million
(29%) — more than twice as many — were ALICE. Sources: ALICE Threshold, 2018; American Community Survey, 2018

That year, 42% of U.S. households could not afford the cost of household basics. '

Official economic markers do not measure the realities that low-income families face — which essentials they
need to live and work in the modern economy, and how the costs of those goods have changed over time. The
most deceptive measure is the official measure of financial hardship, the Federal Poverty Level. The FPL was
developed 50 years ago to measure the country’s progress in the War on Poverty, and its calculations have failed
to keep up with changing conditions in a number of ways. For example, food is no longer 33% of a family budget,
as the FPL first assumed, but closer to 15%; and a smartphone, which didn’t exist 20 years ago, is now essential.

Because the FPL’s methodology never changed, over time the threshold it set for poverty grew impossibly low —
far below what any household actually needs to survive. The FPL has also not taken into account the varying
costs of goods in different parts of the country (except Alaska and Hawai‘i). And increases in the FPL have lagged
far behind the rate of increase in the cost of the most essential household items.

The ALICE measures help fill these gaps, providing data to more accurately measure how many households are
struggling. The Household Survival Budget and the ALICE Threshold reveal that ALICE households never recovered
from the Great Recession. The ALICE Essentials Index shows that the cost of household basics continued to rise,
and wages did not keep pace during the “recovery” from 2010 to 2018.

In addition, as work arrangements continue to shift risk to workers, causing shortfalls in hours and dependable
benefits, life has become harder for ALICE families and those in poverty. As a result, rather than “recovering,”
more households have actually moved closer to falling below the ALICE Threshold over the last decade, and
ALICE families have not been able to rebuild or replenish their savings.

The year 2020 has been one of overlapping crises — the COVID-19 pandemic and an unfolding national economic
slowdown, layered with regional natural disasters ranging from hurricanes, derechos, and tornados to
unprecedented wildfires. And that confluence has been a perfect storm for ALICE households, who were already
more vulnerable than ever before.
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MEET ALICE: WORKING HARD BUT STRUGGLING TO
SURVIVE

The daily challenges that ALICE families face — tough decisions and often no-win choices — are stressful and
heart wrenching. ALICE workers, often unrecognized, keep our economy running, yet their struggles go
uncharted by broad economic statistics.

Most ALICE households have adults who are working, primarily in low-wage jobs but also sometimes in higher-
paid jobs that don’t provide enough hours to support their family. Others work two or three jobs at once. Some
of these households consist of families with parents looking for work or training for better jobs. Some are not
able to work at all.

The core of the problem is a simple fact: The cost of household basics is higher than the wages of many of the
most common occupations. The Household Survival Budget reports the cost of the essentials (housing, child care,
food, transportation, health care, and a smartphone plan, plus taxes) needed to live and work in the modern
economy. In 2018, the average annual budget for a family with two adults and two children in child care was
$67,476 — three times the FPL ($25,100)2 and more than the median wages of each of the four most common
occupations nationwide (Figure 1). For example, a family with both parents working full time — one in retail
sales earning the median hourly wage of $11.63, and the other in food preparation earning $10.22 per hour —
cannot afford this budget. A family with the next two most common occupations — office clerk ($15.74 per hour)
and cashier ($10.78 per hour) — also falls short.?

Figure 1.
Family Household Survival Budget vs. Income and FPL, United States, 2018

Survival Budget

$0 $1,000 $2,000 $3,000 $4,000 $5,000 $6,000

Monthly Costs

O @ 00006

Housing  Child Care Food  Transportation Health Care  Techmology  Taxes  Miscellaneous

Sources: ALICE Household Survival Budget, 2018; Bureau of Labor Statistics—Occupational Employment Statistics, 2018
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Households below the ALICE Threshold are composed of all races/ethnicities, household types, and ages, and
they live in all areas of the U.S. — urban, suburban, and rural. The demographic breakdowns of these households
are highlighted here, and more detail is available on our website: UnitedForALICE.org/national-overview.

In 2018, in absolute terms, the nearly 51 million households below the ALICE Threshold — which include both
ALICE households and those in poverty — were dominated by three groups:

Largest numbers:
+ Race/ethnicity: White households (29 million)

+ Household type: Single or cohabiting households with no seniors or children under
the age of 18 (23 million)

+ Age: Households headed by someone 45 to 64 years old (17 million)*

Overall, 42% of U.S. households were below the ALICE Threshold. But because some groups faced additional
barriers to higher income, they also disproportionately faced financial hardship:

Largest percentages:

+ Race/ethnicity: 60% of Black households, 57% of American Indian/Alaska Native, and 56%
of Hispanic households were below the ALICE Threshold, compared to 36% of White and
Asian households.®

+ Household type: Single-female-headed families (77%) were more than three times as likely to
be below the ALICE Threshold as married-parent families (22%).

+ Age: The youngest households (headed by someone under age 25) and seniors (over 65 years
old) were by far the most likely to be below the ALICE Threshold, at 70% and 50%,
respectively.

Additional groups that face barriers to higher incomes include recent immigrants, especially those who are
undocumented or unskilled; those with low proficiency in English or little formal education; lesbian, gay,
bisexual, transgender, or queer (LGBTQ+) people; formerly incarcerated people; or those with a disability.
Households facing more than one of these factors — recent immigrants with special needs, for example, who may
have both limited English proficiency and a disability; or LGBTQ+ people of color, who face systemic racism and
discrimination — are even more likely to experience financial hardship.®

Figure 2 shows that the mismatch between household income and expenses holds true across the U.S., with
ALICE households living in every county in every state. For each state, the gold square shows the average
percentage of households below the ALICE Threshold in 2018. The blue lines show the lowest-to-highest range of
the percentage of households below the ALICE Threshold by county.

The extent of financial hardship varied from 31% of households in Alaska to 51% in Louisiana. There were even
larger ranges within states, though some of the most extreme were in sparsely populated rural counties. For
more details, go to UnitedForALICE.org/National-Overview.
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Figure 2.
Percent of Households Below the ALICE Threshold and Ranking by State, United States, 2018
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YEARS IN THE MAKING: WHY 2020 HIT 5O HARD FOR
50 MANY

The national scope and prolonged duration of the COVID-19 pandemic has exposed the longstanding weaknesses in
our economy. The pandemic has amplified the financial hardship that ALICE households and those in poverty already
felt so acutely, and it has made them more vulnerable than ever. At the same time, it has exacerbated longstanding
inequities in our society. This section outlines the seven reasons why the COVID-19 pandemic has hit so hard for so
many.

a ALICE NEVER RECOVERED FROM THE GREAT RECESSION

The number of ALICE and poverty-level households increased in direct response to the severe contraction of the
economy during the Great Recession (Figure 3). From 2007 to 2010, the share of households in poverty increased
from 12% to 14% (dark-blue line), and the share that were ALICE grew from 20% to 27% (medium-blue line).

Perhaps even more striking, the number of Figure 3

ALICE households continued to grow during

the “recovery.” From 2010 to 2018, the Households by Income, United States, 2007-2018
number of households in poverty actually S

decreased by 3%, leading many to believe e S Tl
the economy was improving for all. But the ——— Tt Million
number of ALICE households continued to —.

increase, growing by another 14%. The rate B oo i
of growth was even greater for some ALICE . — 35 Nillion
groups: 27% for Black households; 28% for . .
American Indian/Alaska Native households; 20,000,000 18 Million
33% for Hispanic households; 36% for Asian 10,000,000 & =
households; and 39% for Native Hawaiian and ol . ’ y ; .
Other Pacific Islander households, compared M. i R TR S
to 13% for White, non-Hispanic households.” i 4ix Azx o o 2%

Sources: ALICE Threshold, 2007-2018; American Community Survey, 2007-2018

Overall, from 2007 to 2018, there was a 38%
increase in the number of households below
the ALICE Threshold (poverty and ALICE
combined — the dark-blue and medium-blue
lines in Figure 3). This laid the groundwork for
economic catastrophe in 2020, and two things
accounted for it: the steadily rising cost of
living, and the increasing dominance of low-
wage jobs with less security.
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@ 5 151C COSTS ARE RISING

The cost of goods that ALICE households buy on a regular basis is increasing faster than the overall rate of
inflation as measured by the Consumer Price Index (CPl). The ALICE Essentials Index is a national standardized
measure of the change over time in the costs of the household essentials included in the Household Survival
Budget (housing, child care, food, transportation, health care, and a smartphone plan). From 2007 to 2018, the
average annual rate of increase in the

ALICE Essentials Index was 3.4% in urban Figure 4,

areas and 3.3% in rural areas, compared . .
with a CPl increase of 1.8% (Figure 4).¢  ALICE Essentials Index vs. CP, United States, 2007-2018

This difference is primarily due to the fact 556,
that the costs of essentials — especially ALICE Essentials
basic housing and health care — have 300

increased, while the costs of other items
that ALICE households are less likely to buy
— notably manufactured goods, from apparel
to cars — have remained relatively flat.

280

80 Consumer Price

Index Score

240

Retail Sales W,
The cost of living is generally higher in urban SIS

areas; from 2007 to 2018, basic household

goods were 18% to 22% more expensive in 200 : T . . T

. 2007 2010 2012 2014 2016 2018
urban areas than in rural areas. Yet those
costs increased at nearly the same rate in Sources: ALICE Threshold, 2007-2018; American Community Survey, 2007-2018

both areas. For more details, see the ALICE
Essentials Index report at UnitedForALICE.org/Essentials-Index.

The increase in the cost of these basic goods may not be noticed by many consumers, but for ALICE households,
it means that their already stretched income covers even less. ALICE’s wages have not kept pace with rising
costs; for example, from 2007 to 2018, ALICE workers in retail sales saw their wages increase from $9.69 to
$11.63 — only 1.7%, about half the rate at which the ALICE Essentials Index grew.9 The impact is even starker for
those who also depend on public assistance: Families with children reliant on the Supplemental Nutrition
Program for Women with Infants and Children (WIC), or those with a disability who rely on Supplemental Security
Income (SSI), are seeing the value of their benefits erode over time as costs rise.

0 MOST EMPLOYMENT GROWTH HAS BEEN IN LOW-WAGE JOBS

The number of low-wage jobs in the U.S. (dark-blue line in Figure 5) increased 63% from 2007 to 2018. These
are jobs that cannot support the family Household Survival Budget (which includes costs for two adults, an
infant, and a four-year-old), even with two people working full time, year-round. By 2018, they accounted for
40% of all U.S. jobs.

The number of medium-wage jobs (light-blue line), those that allow two parents working full time to afford a
family Household Survival Budget, fell during the Great Recession, then rebounded after 2010, but never fully
returned to pre-Recession levels. By 2018, these jobs accounted for 41% of all U.S. jobs.
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During this same period, the number of high-wage Figure 5
jobs (gold line) — those that allow one worker to

afford a family Household Survival Budget — Number of Jobs by Wage LGVG[, United

declined overall, falling 27%. States’ 2007-2018

There are also significant disparities in wages by 79,000,000 ———
race/ethnicity and gender. Notably, women earn 60,000,000

19% less than men, and Black and Hispanic workers
earn 37% and 22% less, respectively, than White,
non-Hispanic workers. Age and education level
also play a key role, with younger workers earning

50,000,000
Low-Wage Jobs
40,000,000

Number of Jobs

30,000,000

20,000,000

less than older workers and income rising with High-Wage Jobs
. . 10,000,000

level of education.'® Increasingly, there are also

. . . . 0
discrepancies between those who have jobs with e i e i e o
secure, full-time work and those who are paid by o w | % o s
the hour or project, where schedules are not -
regu[ar and income is not dependab[e. Sources: ALICE Threshold, 2007-2018; Bureau of Labar Statistics—Occupational Employment

Statistics, 2018

o ALICE WORKERS BEAR THE BRUNT OF ECONOMIC FLUCTUATIONS

Over the last decade, the economy has become Figure b,

more dependent on shifting risk to workers. Broader

economic volatility — from changes in the price of Labor Status by Race/Ethnicity, United

materials and transportation costs, to impacts States. 2018

related to cyberattacks, natural and human-made !

disasters, and economic downturns — all directly .

impact workers’ schedules and wages.!" Of the 258 o

million working-age adults (16 years and over) in the sox | O BEK 7% 7% 3%

U.S. in 2018, 32% were paid hourly (Figure 6, middle S Out of Labor Force
column, dark blue segment).'2 Hourly paid workers o ; Unemployed

include non-traditional workers within the gig o
economy, but also many in traditional jobs —
especially in retail, health care, food service, and
construction — and, increasingly, higher-wage
workers who now work by the project or contract. '

. Employed Salary
40% @ Employed Hourly

30%

-

Hispanic  Black U.S. AVERAGE White Asian

Sources: ALICE Threshold, 2007-2018; Bureau of Labor Statistics—Labor Force Statistics, 2018

In addition to fluctuations in income, hourly paid workers face a range of challenges in meeting their basic needs
each month. They are more likely to have multiple sources of income as they try to cobble together a full-time
schedule from part-time jobs. They are often on their own in finding affordable technical support or navigating
basic worker safety. They are also less likely to receive benefits such as health insurance, paid time off, family
leave, or retirement benefits, especially if they work fewer than 30 hours per week at a single job. '
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Black and Hispanic adults disproportionately work
in hourly paid jobs: In 2018, this was the case for
41% of Hispanic workers and 37% of Black
workers, compared to 31% of White workers and

Since ALICE is more likely to work in jobs

26% of Asian workers (Figure 6)."> Despite the that can’t be done remotely, many on-site,
fact that the majority of adults in the U.S. were . ,
working in 2018 and most households had at least essent’al ALICE Workers are more IIkEIy to
one worker, only 29% of all workers had the contract COVID_lg While on the jOb

security of a full-time job with a salary. For Black
and Hispanic workers, only 21% and 22%,
respectively, worked in salaried jobs.'®

Adding to the challenge of supporting a family is the large number of adults not working. While only 2% of adults
were actively looking for work in 2018, almost 4 in 10 adults were outside the labor force (Figure 6, middle
column, light- gold segment), the largest percentage since 1979."7

ALICE workers are the ones who have been hardest hit by the pandemic — both in terms of wage levels and hours
available for those who are working, and in terms of the increased likelihood of becoming unemployed. Since
ALICE is more likely to work in jobs that can’t be done remotely, many on-site, essential ALICE workers are more
likely to contract COVID-19 while on the job. They are also more likely to work in the industries — food,
hospitality, tourism — that have been hardest hit, so they have disproportionately suffered reduced wages and
unemployment.'® These workers are more likely to be Black, Hispanic, and/or women, the same groups who are
sustaining a disproportionate number of pandemic-related job losses and reduced wages. "’

e A GROWING NUMBER OF HOUSEHOLDS LIVE ON THE EDGE

For much of the last century, incomes across the income distribution grew at nearly the same pace. Then,
beginning in the 1970s, income disparities began to widen. From 1979 to 2016, the average income for the top
1% increased over five times more than that of the middle 60% and over two and a half times more than that of
the bottom fifth.2 With that divergence in income has come a divergence in perception: 70% of Americans
identify as middle class,?' yet one in three households in the middle three income quintiles do not earn enough
to afford the ALICE Household Survival Budget.

Today, more households are on the edge of the ALICE Threshold than before the Great Recession. These
families are one crisis — a rent increase, car breakdown, or decrease in work hours — away from becoming
ALICE. Before the Great Recession, over 6 million households were just above the ALICE Threshold; by the end of
the Recession in 2010, the number of ALICE households had increased by 8 million. Faced with reduced wages or
unemployment during the COVID-19 pandemic, the 9 million households (8%) that were just above the ALICE
Threshold in 2018 could now become ALICE.?? That would bring the total share of households below the ALICE
Threshold to 50% — half of all U.S. households facing financial hardship.
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G ALICE EARNS TOO LITTLE TO SAVE, TOO MUCH FOR ASSISTANCE

Low wages make it impossible to save, yet they are Figure 7
often just high enough to keep families from ' . )
receiving public assistance. As a result, many ALICE Household Net Worth and Race/Ethnicity, United
families suffer from a vicious cycle of budget States. 2017

)

shortfalls: A failure to pay bills on time leads to
fees, penalties, and low credit scores, which in turn
increase interest rates, insurance rates, and costs
for other financial transactions (from check-cashing
to credit card fees).? The costs of financial
instability are cumulative and intensify over time.

40,000

White
35,000

@ Black
30,000

25,000

Dreams to build for retirement or put a down
payment on a house are dashed. If there is an
emergency — anything from a car repair to a

20,000

15,000

Number of Households (in thousands)

medical crisis — there is no savings safety net to fall 10,000,

back on. The lack of savings is widespread in the 5000

U.S: 42% of U.S. households had not set aside any - -
money in 2017 that could be used for unexpected ’ Under $50k $50-5250k $250k+
expenses or emergencies such as illness or the loss Net Worth

of a job.?

Source: U.S. Census Bureau—Wealth and Asset Ownership, 2017

Income disparities have led to even greater disparities in savings among households, especially by
race/ethnicity. In 2017, two-thirds of Black households had assets valued at less than $50,000, while only one-
third of White households did (Figure 7). At the other end of the spectrum, 43% of White households had assets
of more than $250,000, compared to only 13% of Black households.?®

While ALICE families are not earning enough to afford basic essentials, their earnings are often too high to
qualify for assistance. Only a small fraction of struggling families receive public assistance: 29% of households
below the ALICE Threshold received assistance from the Supplemental Nutrition Assistance Program (SNAP) in
2018, down from 34% in 2012. An even smaller portion received Supplemental Security Income (SSI) (13%), or
Temporary Assistance to Needy Families (TANF) (5%).2¢ Without access to public assistance, ALICE families are
left to make difficult and often heart- wrenching choices about how to make ends meet.

The pandemic is increasing these longstanding disparities in savings and assets. Out of necessity, low-income
households are spending (wages, stimulus checks, unemployment benefits, and savings), while high-income
households have actually increased their savings during this time.?’
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@ 1.LICE 15 JORE VULNERABLE TO NATURAL DISASTERS

From floods, hurricanes, and wildfires to pandemics, ALICE households disproportionately bear the impact of
crisis and disaster. ALICE families feel the economic impact almost immediately — if they can’t work, they lose
pay; if there is damage to their home or car, there are immediate repair bills; and if the power goes out, they
need money to replace spoiled food supplies.

ALICE households are more likely to live in housing units and communities that are more vulnerable to flooding,
fire, and other hazards, primarily because those areas are more affordable. Yet ALICE families do not have the
resources to withstand disasters. Often they cannot afford to make protective repairs, evacuate, or take
necessary precautions during a public health crisis.?® After a disaster, they take longer to recover, if ever:
Because they are less likely to have insurance or savings to repair damage, it is harder to recover from illness,
make housing repairs, and pay ongoing bills.?°

The increase in natural disasters and the COVID-

19 pandemic in particular have also brought to . .
the fore the striking health disparities between AUCE hOUSE’hOIdS are more l’kEIy to /IVE’
different racial/ethnic groups during crises.3 For : : . eng
example, Black, Hispanic, American Indian/Alaska In housmg units and communities that
Native, and Pacific Islander individuals have [ i
contracted and died from COVID-19 at much are more vulnerable  to ﬂOOdmg' ﬁre’
higher rates than Whites.*' Nationally, as of and other hazards, primarily because
November 12, 2020, the age-adjusted death rate

of Blacks from COVID-19 was 3.0 times higher those areas are more affordable.

than that of Whites. Other groups that are

smaller and therefore less likely to receive

national media attention, including American Indians/Alaska Natives and Pacific Islanders, have mortality rates
3.2 and 2.3 times higher than Whites, respectively. In Arkansas, which has a large Marshallese community, the
death rate among Pacific Islanders is a shocking 48 times higher than among Whites.3?

At the same time that ALICE workers face these sharply increased risks, they are also essential to the pandemic
recovery, as well as to rebuilding from other recent natural disasters. ALICE workers are “Maintainers,” working
in occupations that build and repair the infrastructure and educate and care for the past, current, and future
workforce.® In these roles, they are the pandemic “heroes,” the workers essential to caring for COVID-19
patients and to keeping the economy running by working in food service, grocery stores, and warehouse and
fulfillment centers. Yet they receive low wages and little protective gear to keep them and their families safe.3*
In the aftermath of hurricanes and wildfires, ALICE workers are essential for debris removal, housing repairs, and
rebuilding basic infrastructure. Yet these jobs are nearly impossible to do if workers and their families are in
crisis themselves.
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AN ESCALATING CRISIS IN MEETING BASIC NEEDS

Not only has the COVID-19 pandemic exposed disparities and vulnerabilities that have long existed in our
communities and our society, but it is widening these gaps in profound and interconnected ways, with major
impacts on the lives and well-being of households across the United States. This section outlines and highlights
ways in which the pandemic has contributed to wider and more deeply entrenched disparities across the ALICE
Survival Budget areas. As the impacts of the pandemic are still unfolding, these examples represent conditions at
the time this Report was released (December 2020). For regularly updated content on the impact of COVID-19 on
ALICE households, visit our website at UnitedForALICE.org/CQOVID19.

Overall, many households are now seeking public assistance for the first time, and getting assistance for all of
these most basic resources can be a difficult and stigmatized process. To learn more about the difficult
decisions ALICE households face, see United For ALICE’s 2019 Report, The Consequences of Insufficient Income,
at_UnitedForALICE.org/Consequences.

HOUSING

Housing is the Where we live matters; it impacts current and future health and economic well-being.36
Many ALICE households spend a disproportionate amount of their income on housing,
limiting their ability to afford other essentials and setting the stage for vulnerability
during a crisis.3” Before the pandemic, the number of severely rent burdened households

cornerstone to stability,
but it is also the most

expensive item in many (with rent accounting for more than 50% of their income) was already rising, and that
household budgets. number is projected to grow by at least 11%, to 13.1 million households, by 2025.38
Without safe, affordable

housing, families cannot In order to get by, families have to make tough decisions, which often include renting or

buying substandard housing that is more susceptible to damage from environmental
impacts. By necessity, they may have to borrow at unsustainable rates; have to live in less
desirable locations, including unsafe communities and neighborhoods with lower- quality

maintain stability in other
areas of life, including

school and work, and schools, older infrastructure, or a dearth of health care and grocery stores; or have to
access to health care and choose housing that is far from work, leading to longer commutes and higher
healthy food. transportation costs.?°

In addition to insufficient income, many households face other barriers to quality housing
and prosperous communities, including discrimination and institutionalized racism. In
2018, there were over 31,000 reported acts of housing discrimination nationwide — up 8%
from the prior year, and a record high since these statistics were first reported in 1995.4
Significant racial disparities still exist in homeownership in particular: In 2018, the
homeownership rate was 43% for Black households and 47% for Hispanic households,
compared to 73% for White households.*'

The importance of housing as a foundation for both health and financial stability has been
made even clearer by COVID-19. The potential number of evictions is at a near-record
high, and those living in crowded conditions with lack of space to social distance are
disproportionately contracting — and dying from — the virus.* In addition, Black and
Hispanic renters have been more likely to fall behind in rent and to face eviction, and
Black and Hispanic owners have been more likely to miss or defer mortgage payments
during the pandemic.*
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Child care is essential
for parents to work and
children tobe prepared
for school. Education is
one of the best
predictors offinancial
well-being. Yet for
families with two
children in child care, it
is the most expensive
itemin thefamily
budget, and ALICE
families face
challenges finding
quality education at
every level.

CHILD CARE

With working parents making up approximately one-third of the U.S. workforce, child
care has become a critical component of the economy as well as a key factor in child
development.44 Yet the child care sector, the workforce behind the workforce, has
been facing economic challenges for the last decade. The lack of affordable,
accessible child care costs the U.S. economy an estimated $57 billion annually in lost
productivity, revenue, and earnings.*

At the start of the pandemic, virtually all child care centers and schools closed. Even
with partial re-opening and distance learning, the long-term impact on children,
parents, child care providers, teachers, and the economy has already been severe:

Children: Early learning opportunities are key to closing

educational achievement gaps by income or race/ethnicity.

Diminished access to theseprograms and to quality K-12

education will exacerbate existing educationalinequities in the

long term. Childhood learning is strongly associated with

lifetime earnings, with each school year linked to an average of

about 10% higher income.*

Parents: Parents are juggling work (remote and in-person) and child care in
new ways, with the greatest impact on women and parents in less flexible,
lower-income jobs — often to the detriment of both parents and children.*
Child care providers: Temporary closures and reduced income are taking a
lasting toll among child care workers. The Center for American Progress
estimates that nationwide, almost 4.5 million child care slots could be lost
permanently due to the pandemic.“® Between February and April 2020,
370,600 child care workers — 95% of them women — lost their jobs, and by
July, only 42% of those jobs had returned.*

Public school teachers and districts: With states facing dire budget
shortfalls on top of difficult and changing work conditions, there could be a
more than 8% reduction in the teacher workforce.*

The economy: Without functioning child care and K-12 education for working
families, neither local economies nor the national economy can recover.
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Food is the most basic
of all needs. In the short
term, food is the easiest
place for a family to
skimp on cost, but in the
long term, the
consequences of a poor
diet or food insecurity
can include
developmental delays
in children,
compromised
performance at school
or work, and chronic
disease in adults.

Transportation is
necessary to get to jobs,
housing, grocerystores,
child care, school, health
care services, and social
events. Although public
transportation is
cheaper, it is not
available in many
communities. That
makes owning a car
essential for many —
but it is a purchase most
ALICE families struggle
to afford.

FOOD

A healthy diet is basic to good health and daily functioning, and is often taken for
granted in a country with vast agricultural resources. Yet access to affordable, high-
quality, healthy food continues to be a challenge for many households nationwide.
No community is immune to this problem; there are individuals in almost every U.S.
county who are food insecure. By 2017, estimates were that up to 18% of the U.S.
population lived in a food desert, without sufficient access to a grocery store.>’

When ALICE and poverty-level households do not have enough money for food, they
often have no alternative but to buy less food or less healthy food. In 2014, almost
80% of food-insecure families in the U.S. reported purchasing inexpensive, unhealthy
food; more than half ate food that was past its expiration date; and 40% watered
down their food or drinks. Food insecurity affects health, which impacts school
performance, work productivity, and levels of chronic stress.52 Short-term effects of
food insecurity include fatigue and reduced immune response; in the longer term,
there can be developmental, psychological, physical, and emotional harms.>3

Food insecurity has increased significantly in 2020. During the first few months of
the pandemic, food insecurity doubled nationwide and almost tripled for households
with children, and 7% of households reported that they received free food.>* Meals
and snacks from schools or child care centers, many of which have been closed
during the pandemic, typically provide up to two-thirds of children’s daily nutritional
needs and save families at least $30 per week per child. Senior food insecurity is also
on the rise, up almost 60% from the pre-COVID rate.> Many ALICE households have
turned to food pantries/banks, as they are one of the few social services that do not
require income verification; ALICE families often earn too much to qualify for

SNAP. 536

TRANSPORTATION

ALICE households depend on reliable transportation in order to reach jobs, schools
and child care, health care, stores, and more. Yet access to transportation is a
significant barrier for many ALICE families. Because public transportation is not
available in most parts of the U.S., owning or leasing a vehicle is necessary. A car
is the most common asset in the U.S., but many lower-income families must buy
lower-priced, used vehicles that are usually less fuel-efficient, tend to break
down, and need more frequent repairs, which increases expenses. This, in turn,
can lead to tardiness or absenteeism at work; missed medical, dental, or social
service appointments; limited child care and school options; and limited access to
healthy food.?” These factors further push ALICE families to the brink of financial
instability and make it harder to catch up. That situation is then compounded by
crises like the pandemic: In August 2020, for example, 4.3% of auto loan accounts
were in hardship, up from 0.5% in April 2019.%8

Public transportation, when available, is a vital service, especially for lower-
income commuters who do not have vehicles. Yet due to COVID-19, many buses,
trains, subways, and light-rail lines have had to limit service; overall ridership was
down 58% from July 2019 to July 2020.°° During the start of the pandemic, many
services were cut to protect drivers and workers, with an almost 90% drop in
ridership. Public transportation that was already struggling financially will have
difficulty reinstating services, even after rider demand increases, as the primary
sources of funding — fares, local sales taxes, parking tickets, and other fines — all
took a hit during the pandemic.®°
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Health care is often
linked to financial
hardship. Depending on
age, illnesses, and
overall health, costs vary
widely between families.
There are still millions
without insurance and
even more who cannot
access health care due
to cost, gaps in service,
and scheduling issues.

HEALTH CARE

Poor health can be both a consequence and a cause of financial instability. When
basic needs are not met, ALICE and poverty-level families are more likely to face
health problems. Access to care; economic factors like employment and income; and
environmental factors like housing, air/water quality, and community safety are the
primary determinants of health. Individual health behaviors (like diet and exercise)
only account for about 30% of health outcomes. '

Due to lack of health insurance coverage, many families forgo preventative care and
become more likely to have an ongoing chronic condition.®? A serious health
emergency can also lead to a downward financial spiral: Two-thirds of all
bankruptcies in the U.S. between 2013 and 2016 were tied to medical issues —
because of either high costs for care or time out of work.¢3

The health impacts of COVID-19 are the most obvious outcomes of the pandemic, not
just in terms of fatalities — total U.S. deaths had passed 269,000 by November 2020 —
but also in highlighting disparities in health care quality, access, affordability, and
the profound effects of institutionalized racism and discrimination. Many low-wage
employees have not been provided sufficient safety equipment, resulting in greater
exposure. This is especially true for those working in retail, warehousing, restaurants,
hotels, pharmacies, hospitals, and nursing homes, with perhaps the most egregious
exposure among workers in meatpacking plants.®* For all of these reasons, those with
the lowest incomes have incurred the greatest number of serious COVID-19
infections.% Similarly, people of color are also at a sharply increased risk of infection,
severe illness, and death from COVID-19.% Older adults are at an increased risk as
well, and half of U.S. senior households were already unable to afford the basics,
much less increased health costs.?’

The pandemic is also widening health disparities by reducing access for those who
need it most, through both hospital closures and growing reliance on telemedicine.
The health care costs of the pandemic are adding more pressure on already struggling
hospitals, forcing many in rural and low-income communities to close. The alternative
— telemedicine — has grown exponentially. Yet for rural or low-income families, or
communities without reliable internet services or digital devices, this trend further
reduces access to health care.68
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Technology is an
essential need in the
modern economy.
Without access to
basic technology like a
smartphone plan, ALICE
faces disadvantages in
job searches and
performance, school
work, accessing public
benefits, and health
care.

Taxes are an additional
expense for ALICE.
Because most ALICE
households are not
eligible for public
assistance, they are net
contributors and, on
average, pay a higher
rate of taxes than
households in the

highest income bracket.

TECHNOLOGY

Even before the pandemic, access to technology varied significantly by incomeand
geography — a reality often referred to as the “digital divide.” Across the U.S., 31% of
households with income below the ALICE Threshold do not have an internetsubscription,
compared with only 8% for households above the ALICE Threshold.

Rates of access also vary widely by location, for reasons of both availability and cost: The
lowest access rates are in rural counties often not covered by high-speed internet service,
and where 41% of households below the ALICE Threshold do not have an internet
subscription.® For many, that lack of access translates directly to reduced job
opportunities, educational opportunities, and access to health care and financial tools.

Because of COVID-19, the digital divide is more exposed than ever — and it is growing. The
pandemic is forcing a wide range of workers to utilize new technology platforms, work
remotely, and use technology to report and analyze data.”® ALICE workers are less likely
to have access to the internet and digital devices, and therefore less likely to have these
skills or the opportunity to develop them, limiting the types of jobs available to them during
the pandemic as well as their longer-term career possibilities.

Low-wage workers are six times less likely to be able to work from home than higher-
wage workers. And increasingly, many of the permanent job losses resulting from the
pandemic are in occupations at high risk of automation — particularly thoseheld by
already vulnerable workers of color. ALICE workers without digital skills and resources face
tougher job prospects ahead.”®

TAXES

While headlines often feature low-income households receiving government assistance,
ALICE households are net contributors and pay about 22% of what they earn in income,
property, and payroll taxes. Workers, including ALICE, bear the greatest burden of taxation,
paying for the majority of government revenue through taxes on labor — individual income
taxes account for 47% of governmentrevenue and payroll taxes for 33%. By contrast, taxes
on wealth — property taxes, capital gains taxes, and corporate taxes — contribute less
than 20% of governmentrevenue, even though wealth cushions households and can be
leveraged to help them build even more wealth and access to tax shelters.” Overall, the
federal income tax structure in the U.S. is progressive (those earning higher incomes pay
a higher rate of tax). However, this is generally not the case for state, local, payroll,and
sales taxes, which are regressive. Nationwide, the lowest-income taxpayers (the 20% of
households with the lowest income) pay state and local tax rates thatare over 50%
higher than the top 1% of households.”*

The pandemic has made things more difficult for low-income taxpayers. With many free
tax-preparation assistance sites closed, and potential challenges in finding internet
access, many have found it harder to file their taxes and receive credits, such as EITC
and the child tax credit. Not filing taxes or updating tax return information also delayed
stimulus checks for many.”?
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BEYOND RECOVERY: A VISION FOR FINANCIAL
STABILITY

This Report shines a spotlight on a system that leaves more than two in five American households struggling to make
ends meet. In 2018 — even before 2020’s pandemic and natural disasters — a total of 51 million households were
below the ALICE Threshold. United for ALICE research makes it clear that the status quo is not working for millions
of households, and the COVID-19 pandemic has pushed our communities and economy to a tipping point. During this
period of crisis, not only are families dealing with imminent risks to health and safety, but many are facing reduced
wages or unemployment and are forced to deplete savings, accumulate debt, and make other sacrifices just to get by.
And when eviction moratoria, renter payment plans, and mortgage forbearance end, many of these families will not be
able to pay backlogged balances and will risk losing their homes. Without substantial intervention, it is likely that the
9 million households who were just above the ALICE Threshold in 2018 will become ALICE. This means that half of
all U.S. households could be in poverty or be ALICE by the end of the pandemic.

Now is the time to reimagine this system, create new policies and institutions, and ensure that all households earn
enough to meet their basic needs. This moment calls for significant action; it is a critical juncture where the decisions
we make will shape the path of the future economy.”® To make these crucial decisions, it is important to first examine
both the barriers to and facilitators of financial stability. The factors that work to widen or close the gap between living
below the ALICE Threshold and being financially stable are outlined in Figure 8.

Figure 8.
Closing the Gap: Moving ALICE Households Toward Financial Stability

Households Below the ALICE Threshold...

+ Have little or no savings or assets for the future or an emergency » Have wages that cover the basics
+ Are more likely to live in unsafe conditions and have poor health

» Can’t afford basic necessities where they live Factors That
Close the Gap

« Can save and invest in their future
and build generational wealth

Largest number are in biggest demographic
groups (working-age; White, non-Hispanic;

single or cohabiting households) Reliable transportation . Can afford to live in safe,

Livable wages/basic income i
Yet some groups are disproportionately Lificient Hinancial tools prosperous neighborhoods
represented (Black, Hispanic, Quality, affordable health care

N_ative SuTIeHc, il Affordable child care for working families « Can afford quality child care,
single-parent families) Affordable housing and access to healthy food edication. and fasih care
’

Factors That Widen the Gap

+ Are better able to give back and
High-priced education and student debt e Child care deserts engage in their communities

Regressive tax systems e Predatory lending with high interest rates

Increased risk for workers - hourly work, fewer benefits, multiple jobs
Racial/ethnic and socioeconomic segregation in housing and in K-12 education
Discrimination and institutionalized racism, especially in housing, health care, education

Note: Sources for this figure are included following the Endnotes for this Report
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NEXT STEPS: A VISION FOR ALICE

Intervention is needed across the board — in business, government, nonprofit, and educational institutions — not just
to recover, but to set the groundwork for a more equitable future. Current policy is primarily designed to fill short-
termneeds for basic survival; it is not designed to bring families to financial stability, much less to ensure a
sustainablefuture.” As a result, the amount of public assistance households receive, even when added to wages
(more than half of government spending on assistance for low-income households goes to working families), falls
far short of what is actually needed. An economy where half of all households cannot buy even basic necessities
cannot sustaineconomic growth.

Overcoming the magnitude of financial hardship, the extent of the structural imbalance between costs and wages,
and the depth of institutional racism will require decisive action. The ALICE framework and data can provide the
underpinnings necessary to guide this process in three key ways:

¢ Include ALICE at the table: ALICE needs to be included in the policymaking process at all levels. These
firsthand voices provide an often ignored perspective. It is important to hear stories of ALICE’s lived
experience — of struggles, triumphs, and navigating the very systems that policymakers aim to improve.
Putting a face to this experience is key to reaffirming the inherent worth and dignity of all, regardless of
income. ALICE can also share real-time problems, which can inform priority areas — for example, identifying
where there are child care or food deserts, where public transportation routes or timetables limit employment
opportunities, which health centers engage in discriminatory practices, or where housing is unsafe. ALICE
voices can be heard when policymakers andbusiness leaders who have themselves been ALICE share their
experiences; when workers participate in workers’ councils, unions, or policy convenings about "the future
of work”; and when ALICE participates in their community and votes: ALICE and poverty-level voters make up
more than one-third of the electorate.”®

+ Use ALICE measures: Inequities can only be
addressed if disparities are identified and tracked

over time. The ALICE measures provide the ALICE needs to be included in the
necessary tools and data to better gauge the health li ki Il
of the overall economy. Specifically, it is time to poiicymaking process at a
replace the FPL. The Household Survival Budget IE‘VEIS

provides a more realistic estimate of the local cost

of basicsfor every county in the country; the ALICE

Threshold then provides a more accurate measure of how many householdsare struggling financially; and
the ALICE Essentials Index shows how costs are growing over time. Using these measures together is critical
to accurately portray the scopeof financial hardship and which demographic groups are disproportionately
impacted, as well as to ensure thatpolicy reflects the growth in the cost of essential goods over time.

+ Make data-informed decisions: Good data is the essential foundation for effective policy. ALICE measures
can also be explored along with the location of key community resources, and analyzed alongside data on
health, education, and social factors. To address pressing, immediate needs, mapping ALICE with
community resourcesshows where gaps exist so that stakeholders can direct assistance to those areas. To
address more ingrained, interconnected challenges, ALICE data can be compared with other indicators
such as food insecurity, internet access, life expectancy, grocery-store access, rent burden, and
homeownership. This analysis can help identify underlying causes of hardship and barriers to mobility, as
well as highlight areas of success. In addition, the Census is a key metric for the ALICE Threshold; an
accurate Census count is especially important for small groups. The marginalization of disadvantaged groups
has traditionally started with undercounting them, from enslaved Africans who were counted as 3/5 of a
person to American Indians/Alaska Natives who wereundercounted in the last three Censuses: by 12% in
1990, 0.7% in 2000, and 5% in 2010.7°
Knowing where ALICE households live can help federal, state, and local governments target preparation,
response,and assistance for natural disasters and public health crises. Because ALICE households and
communities do not have the same resources as their wealthier counterparts, such as insurance or
savings, local responders know they will need more assistance over a longer period of time.% In addition,
knowing which customers are ALICE can help companies plan where to develop new products; knowing
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which employees are ALICE can helpemployers deploy new skills training and strengthen career paths.®!
And finally, understanding which patients are ALICE can help health care providers not only address
presenting health issues, but work with community stakeholders to confront the underlying problems.
(To see examples of ALICE data mapped with key indicatorsvisit UnitedForALICE.org/indicators/New-
Jersey.)

Our Vision for ALICE is a country where ALICE families not only have sufficient income to afford the basics but can
alsosave and invest in their future. Having enough income for safe, affordable housing, quality child care, adequate
food, reliable transportation, quality health care, and sufficient technology not only has the immediate impact of
fulfilling essential needs, but it also has a ripple effect across all aspects of life for ALICE households (Figure 9).
It means thathouseholds can build their credit scores and avoid late fees, predatory lending, and higher interest
rates.®® That, in turn, means that families have more resources to use to reduce risks (e.g., by purchasing insurance),
stay healthy (e.g., by getting preventative health care), or save and invest in education or assets that could grow over
time (e.g., by buying a home or opening a small business). Instead of a downward cycle of accumulating fees,
debt, and stress, families can have an upward cycle of savings and health that makes them even better able to be
engaged in their communities and, in turn, enjoy a reasonable quality of life.

When ALICE households can afford the basics, there is a significant positive impact on local communities and the
widereconomy. Financial stability leads to greater economic activity, greater tax revenue, lower levels of crime, and
fewer demands on the social safety net, allowing more investment in vital infrastructure, schools, and health care
(Figure 9).% This is a vision not only for ALICE, but for the nation as a whole.
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Figure 9.
Benefits of Meeting Basic Needs

Safe, Affordable
Housing

Quality Child Care
and Education

Improved health through safer environments
and decreased stress, improved educational
performance and outcomes for children,
greater stability for household members, a
means to build wealth for homeowners

lo

Improved academic performance, higher
lifetime earnings, higher graduation rates,
improved job stability/access for parents,

better health

Impact on ALE Howsehods ~ Impact on the Community

Less traffic, lower health care costs,

better maintained housing stock, |
wer crime rates, less spending on |
homelessness/social services |

Decreased racial/ethnic and

socioeconomic performance gaps, |
decreased income disparities, high |
return on investment (especially for |

Adequate
Food

Reliable
Transportation

Quality
Health Care

Reliable
Technology

Savings

Decreased food insecurity, improved health Lower health care costs, improved

(especially for children and seniors), decreased
likelihood of developmental delays and
behavioral problems in school

Improved access to job opportunities, school
and child care, health care, retail markets, social
services, and support systems (friends, family,

faith communities)

Better mental and physical health (including
increased life expectancy), improved access to
preventative care, fewer missed days of work/
school, decreased need for emergency services

Improved access to job opportunities,
expanded access to health information and
telemedicine services, increased job and
academic performance

Ability to withstand emergencies without
impacting long-term financial stability
and greater asset accumulation over time
(e.g., interest on savings; ability to invest in
education, property, or finance a
secure retirement)

workplace productivity, less
spending on emergency food
services

Fewer high-emissions vehicleson |
the road, more diverse labor market, |

decreased income disparities

Decreased health care spending and |
need for emergency services, fewer |
communicable diseases, improved |
workplace productivity, decreased

wealth-health gap

Decreased “digital divide” in access |
to technology by income, increased |
opportunities for civic participation

Greater charitable contributions,

less spending on emergency health, |

food, and senior services

Note: Sources for this figure are included following the Endnotes for this Report
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Appendix Ill: Community Health Needs Survey
The survey instrument was created for the 2021 Goshen Health community health needs assessment was built off
the previous 2018 survey instrument. It included the following 18 questions in both English and Spanish:

1. How healthy do you think your community is overall?
e Very healthy
e Somewhat healthy
e Somewhat unhealthy
e Very unhealthy

2. COVID-19 has negatively impacted community health.
e Strongly agree

o Agree
e Neutral
e Disagree

e Strongly disagree
3. Following our community’s experience with COVID-19, | am more committed to maintain my health
and the health of my family.
e Strongly agree

o Agree
e Neutral
e Disagree

e Strongly disagree
4. What are the top three health issues that are a significant need/problem in your community?

e Availability to health services e Violence
e Treatment of chronic diseases e Abuse
e Health education e Unsafe sex
e Prevention of injuries/Safety e Cardiovascular health
e Substance abuse/Addictions e Cancer
e Mental health/Depression e Prenatal/Early childhood health
e Obesity/Weight management e Insurance coverage
e Diet and healthy eating e Family and social support
e Diabetes treatment and prevention e Air quality
e Physical fitness/Exercise e Water quality
e Poverty e Safe housing
e Tobacco use/Smoking e Other (please specify)
5. What are the top three barriers to addressing these significant needs/problems?
e Lack of initiative e Ability to navigate the health
e Nutritional habits system
e Lack of insurance e Lack of healthcare providers
e Lack of transportation e Lack of health education
e Lack of mental health providers e Lack of housing
e Distance for medical care e Income inequality
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e Work environment e Cultural health attitudes

e Language and culture differences e Lack of governmental or
e Lack of family and social support community health programs
e Stigma associated with the health e Other (please specify)

issue

6. What are the top three resources that could be provided to overcome these barriers?
e Locally grown foods
e Area medical providers
¢ Home remedies
e Natural product stores
e Church/Community crisis support
e Mental health providers
e Goshen Health services
e Bike paths and walking trails
e Non-profit organizational services
e Government programs
e Health information provided in schools
e Employer benefits
e Other (please specify)
7. Identify the top three resources that members of the community most often utilized during COVID-19.
e Locally grown foods
e Area medical providers
e Home remedies
e Natural product stores
e Church/Community crisis support
e Mental health providers
e Goshen Health services
e Bike paths and walking trails
e Non-profit organizational services
e Government programs
e Health information provided in schools
e Employer benefits
e Other (please specify)
8. What are the top three areas of health education needed in the community?

e Nutrition/Healthy eating e Parenting education
e Importance of regular e Elder care education
exercise/Physical fitness e Caring for family members with
e Weight management/Obesity special needs or disabilities
" e Regular dental checkups e Sexually transmitted disease
S e Yearly medical checkups e Drug and alcohol abuse prevention
g e Prenatal care during pregnancy e Mental health/Depression
o e Getting vaccinations e Stress management
2 e Tobacco use prevention e Sexual abuse
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e Air quality e Diabetes treatment and prevention
e Water quality e Other (please specify)
e Safe housing
9. Please respond to the following statements with a score from 1 to 5, where 1 means strongly disagree
and 5 means strongly agree.
e People in my community feel a sense of strong social connection to one another.
e | frequently socialize with my neighbors and take part in community activities.
o | feel safe in my community.
e Public spaces in my community are clean and welcoming.
10. Are there enough services, resources and support available in the community for the following
groups? Please rate from 1 to 5, where 1 means strongly disagree and 5 means strongly agree.

e Aging adults e Non-English speakers

e Children with special needs e People with physical disabilities

e Children during non-school hours e People with other disabilities

e Low-income individuals/families (learning, psychological or medical)
e People experiencing homelessness e People that identify with LGBTQIA+
e Pregnant women e People that identify as transgender,
e Women/Mothers nonbinary/outside the binary of

e Men/Fathers male/female

e Refugees e Veterans

e Immigrants
11. Are there any other groups in the community who are not adequately served or supported?
e Yes
e No
12. If you answered yes, please list the groups in the community who are not adequately served or
supported.
13. What is your current age?
e 18to 29 yearsold
e 30to 39 yearsold
e 40to 49 years old
e 50to 59 yearsold
e 60to 69 years old
e 70+ yearsold
14. What is your race/ethnicity?
e Black or African American
e American Indian or Alaskan Native
e Asian or Pacific Islander
e Hispanic/Latino
e  White

wn

§ e Other (please specify)

= 15. What gender do you identify with?
o e Male

o

< e Female
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e Transgender or Nonbinary
e Prefer not to say
e Other (please specify)
16. What is the highest level of school you have completed or the highest degree you have received?
e Less than high school
e High school
e Some college
e Associate degree
e Bachelor's degree
e Master's degree
e More than a master's degree
17. What is your current employment status?
e Employed full-time
e Employed part-time
e Unemployed, seeking employment
e Unemployed, not seeking employment
e Unable to work
e Retired
e Student
e Homemaker/primary caregiver/stay-at-home parent
e Other (please specify)

18. In which county do you reside?
e Elkhart, Indiana
e LaGrange, Indiana
e St.Joseph, Indiana
e Marshall, Indiana
e Kosciusko, Indiana
¢ Noble, Indiana
e Other (please specify)
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The survey was provided to four populations, described in the following table.

General
Community**

April 26-May 26

Focus Group
and Interview
Participants

GCS Parents
and Guardians

Dates Open April 19-May 26 May 10-June 7

Completed Responses* 792 395 21
Latino 36 95 1
Non-Latino 756 300 20

Amish
Community
Leaders

May 14—May 28

*Reponses which included answers to at least eight questions were considered complete; most incomplete responses included

only one answer.

**This population was made up of community members who had previously been recipients of Goshen Health services.
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Latino Respondents

What are the top three health issues that are a
significant need/problem in your community?

Mental health/Depression
Obesity/Weight management
Substance abuse/Addictions
Poverty

Diet and healthy eating
Health education

Insurance coverage

Diabetes treatment and prevention
Availability to health services
Treatment of chronic diseases
Cancer

Physical fitness/Exercise
Abuse

Prenatal/Early childhood health
Tobacco use/Smoking

Other (please specify)
Violence

Cardiovascular health

Family and social support
Water quality

Prevention of injuries/Safety
Unsafe sex

Air quality

Safe housing

O 0O O R LR LR L NN WWWA-HAWL U O N N ©

0

O O O W W W W oo o 0 00 ©

0

Non-Latino Respondents

What are the top three health issues that are a significant

need/problem in your community?
Mental health/Depression
Obesity/Weight management
Substance abuse/Addictions
Diet and healthy eating
Availability to health services
Physical fitness/Exercise
Insurance coverage

Health education

Cancer

Treatment of chronic diseases
Poverty

Cardiovascular health

Tobacco use/Smoking

Family and social support
Other (please specify)

Diabetes treatment and prevention
Violence

Safe housing

Abuse

Prenatal/Early childhood health
Air quality

Water quality

Prevention of injuries/Safety

Unsafe sex

*The top third of health issues by percentage for each survey respondent group is highlighted red.
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333
316
203
175
131
129
129
121
101
89
84
65
63
58
57
55
27
25
20
17
14
11
10

9
8
8
8
7
4
3
3
2
2
1
1
1




Goshen Community Schools

Latino Parents/Guardians Non-Latino Parents/Guardians
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What are the top three health issues that are a What are the top three health issues that are a significant

significant need/problem in your community? # % | need/problem in your community? # %
Mental health/Depression 38 40 | Mental health/Depression 177 59
Obesity/Weight management 35 37 | Obesity/Weight management 9 30
Health education 26 27 Poverty 90 30
Availability to health services 23 24 | sypstance abuse/Addictions 83 28
Insurance coverage 23 24 | |hsurance coverage 66 22
Substance abuse/Addictions 18 19 | piet and healthy eating 60 20
Physical fitness/Exercise 18 19 | Availability to health services 57 19
Diet and healthy eating 17 18 | Family and social support 49 16
Diabetes treatment and prevention 16 17 Physical fitness/Exercise 40 13
Tobacco use/Smoking 13 14 | Health education CER
Poverty 7 7 | Treatment of chronic diseases 24 8
Violence 7 7 | Tobacco use/Smoking 16 5
Treatment of chronic diseases 5 5 | cancer 14 5
Cancer 5 5 | other (please specify) 14 5
Family and social support 5 5 | safe housing 13 4
Safe housing 5 5 | Diabetes treatment and prevention 12 4
Water quality 4 4 Air quality 1 4
Other (please specify) 2 2 | cardiovascular health 7002
Abuse 1 1 | Prevention of injuries/Safety 5 2
Unsafe sex 1 1 | violence 5 2
Prenatal/Early childhood health 1 1 | Abuse 5 2
Air quality 1 1 | unsafe sex 5 2
Prevention of injuries/Safety 0 0 | prenatal/Early childhood health 5 2
Cardiovascular health 0 0 | water quality 4 1
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Focus Group and Interview Participants

What are the top three health issues that are a
significant need/problem in your community?

Mental health/Depression
Obesity/Weight management
Substance abuse/Addictions
Availability to health services
Health education

Family and social support
Treatment of chronic diseases
Diet and healthy eating
Diabetes treatment and prevention
Poverty

Cardiovascular health

Physical fitness/Exercise
Tobacco use/Smoking

Cancer

Other (please specify)
Insurance coverage

Safe housing

Prevention of injuries/Safety
Violence

Abuse

Unsafe sex

Prenatal/Early childhood health
Air quality

Water quality

#

[y
N

O O O O O O O P P N N NN W W W w w s> & b o

O O O O o o o u wu

Amish Community Leaders

What are the top three health issues that are a significant

need/problem in your community?
Diet and healthy eating
Substance abuse/Addictions
Tobacco use/Smoking

Cancer

Obesity/Weight management
Violence

Cardiovascular health
Availability to health services
Treatment of chronic diseases
Health education

Prevention of injuries/Safety
Mental health/Depression
Diabetes treatment and prevention
Physical fitness/Exercise
Poverty

Abuse

Unsafe sex

Prenatal/Early childhood health
Insurance coverage

Family and social support

Air quality

Water quality

Safe housing

Other (please specify)
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Appendix V:

Community Resources
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Appendix V: Community Resources

Resources Needed: Focus Group and Key Informants

Resources to address the community’s health needs were identified by each primary data group. Each survey
respondent group’s responses were coded and correlated with the critical health factors using the Community

Health Rankings Model and summarized in the table below:

Resources identified by Survey Respondent Groups

Resources to Address Significant Health Needs

Data Set

X
o
1)
=3
>
m
@
a
o=
o
=
)

sweasoad
8 sanIjod

As the focus groups and key informants identified resources for specific health needs, the resources they

Jlwouod?

judwuoIIAUg

ase) e

1eatsAyd

Community Survey:
Latino Respondents

Mental health
providers

Community Survey:
Non-Latino
Respondents

Mental health
providers

GCS Survey: Latino
Parents/ Guardians

Locally grown foods

Mental health
providers

GCS Survey: Non-
Latino Parents/
Guardians

Mental health
providers

Focus Group & Key
Informant Survey

Mental health
providers

Amish Community
Leader Survey

Locally grown foods

Home remedies

Goshen Health
services

Goshen Health
services

Goshen Health
services

Area medical
providers

Natural product stores

Area medical
providers

Employer benefits

Church/Community
crisis support

Employer benefits

Goshen Health
services

Church/Community
crisis support

Health information
provided in schools

Health information
provided in schools

Health information
provided in schools

Health information
provided in schools

Non-profit
organizational
services

Church/Community
crisis support

Non-profit
organizational
services

Non-profit
organizational
services

Non-profit
organizational
services

identified are displayed separately in the following two tables:

Resources Identified by Focus Groups

Mental health

c Better and earlier mental health education
*  Better resources for accessing services and treatment
. Interpersonal assistance and accountability

Obesity

. Interpersonal assistance and accountability
*  Employer incentives for healthy living

. Dietary programs for distinct cultures
Substance abuse: addictions, alcohol, drugs

e Better resources for accessing services and treatment
e Better and earlier substance abuse education
. Interpersonal assistance and accountability

Non-profit
organizational
services

Focus Groups — Resources to Address Significant Health Needs

Disinformation around health issues caused by
political polarization

*  Developing a broader base of respected
community voices

Transportation

e Supporting local, public transportation
*  Voucher programs for transit

Advocacy for seniors
e Outreach through families and health system
© Starting a senior center
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Resources Identified by Key Informants

Key Informants — Resources to Address Significant Health Needs

Diabetes and Obesity

e Partnering with other programs (like Diabetes Alliance at
Healing for Hope)

e Obesity/nutrition education

e Subsidized or greater access to healthy foods

e Greater access and encouragement to exercise

Mental Health

e Continued public mental health education

e Telehealth and better scheduling

Poverty

e Affordable housing

*  Increased wages

e  Employer health incentives

Social Isolation

e Better community provision of basic needs

Cancer

*  Workplace screenings

*  Public education and outreach

Community Resources

Chronic Disease Management

e Chronic disease clinics

Drug Abuse

. Referrals from primary care physicians

*  Embedding mental healthcare into primary

healthcare

Smoking

© Programs for education, stories, peer support to
address

Chronic Mental lliness

* Interpersonal social support programs

Immigrant Health

*  Expand events and touchpoints for immigrant
community

Lack of physicians

*  Goshen's educational institutions

* Community hospitality

Goshen Health keeps an extensive up-to-date directory of all community resources available to our patients and their
families. The directory allows our care teams to quickly search and provide important resource connections in a timely and
relevant manner. To request a copy of this comprehensive list, you may email us at healthinfo@GoshenHealth.com.
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Appendix VI:

Organizations Represented by
Focus Group and Individual
Interview Participants
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Appendix VI: Organizations Represented by Focus Group and Individual Interview Participants
Organizations represented by the focus groups and key informants are listed below.

Focus Group Organizations Represented
e Bashor Children’s Home
e Cancer Resources for Elkhart County
e Child & Parent Services of Elkhart County
e Council on Aging of Lagrange County
e Council on Aging of Elkhart County
e Courtyard Healthcare
e Crossroad United Way
e Goshen Interfaith Hospitality Network
e Greencroft Communities
e Habitat for Humanity of Elkhart County
e Hubbard Hill
e Miller’'s Merry Manor
e Minority Health Coalition of Elkhart County
e Northern Indiana Hispanic Health Coalition

e Waterford Crossing

Key Informant Organizations Represented
e Boys & Girls Club of Elkhart County
e Center for Healing and Hope
e City of Goshen
e Goshen Community Schools
e Maple City Health Care Center
e Oaklawn
e LaGrange County Health Department
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Frequency Rankings of Community
Health Needs
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Appendix VII: Frequency Rankings of Community Health Needs
Community health needs identified in the primary and secondary datasets were tabulated in the frequency chart

below.
2021 CHNA Data: Goshen Health Service Area
" Primary data “
®
732 Groups that identified need ]
g £ 3 FoZ[ELolEYo|alEalese|2T3[557| 2
2% g Health-related need s § 2|z 53258 |18|28/|5 g2 |2 g8 g 2| 9
25 s 2358231823 5 8z1238)22/23 |3
2 &= 3 53| 23 (5| 3| 2 |%3|sz 2
o Z 3 S g |° - 5” - o
9 Obesity/Weight management X X X X X X X X
9 Substance abuse/Addictions X X X X X X X X X*
8 Lack of access to health care** X X X X X X X X
Availability of health services X X X X X
Lack of providers X X
Lack of access to affordable quality health
care %
7 Mental health** X X X X X X X
/Acute care for mental health/Mobile crisis
8 unit to respond to dysfunction 4
E Chronic mental illness X
a 6 Health education X X X X X X
g 6 |Nutrition X X X x| x X
3 5 Insurance coverage X X X X X
S 5 Treatment of chronic di X X X X X
_c:r' 4 Cancer X X X X
T 4 Diabetes treatment and prevention X X X X
3 4 Physical fitness/Exercise X X| X X
= 4 Poverty X X X X
2 3 Family and social support X X X
8 3 Tobacco use/Smoking X X X
% 2 Cardiovascular health X X
1 Advocacy for seniors X
1 Air pollution X
1 Child abuse X
1 Child mortality X
1 Combined/Comorbid health issues X
1 Culture and lifestyle X
1 Disinformation around health issues X
caused by political polarization
1 Formal education X
1 Immigrant health X
1 Infant mortality X
1 Social isolation X
1 Teen births X
1 Transportation X
1 Violence X

*In the secondary data, arrests for the sale and possession of controlled substances is taken as an indirect metric for substance abuse

**For the purposes of prioritization, some health issues were combined into an umbrella health issue and counted together but still individually
presented. Availability of health services, lack of providers, and lack of access to affordable quality health care were combined into the broader
category lack of access to health care, while chronic mental illness and acute care for mental illness were combined with mental illness.
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CHNA Leadership
Groups
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Goshen Health appointed three groups to oversee, guide or participate in the CHNA process:
e Goshen Health Steering Committee
e Planning Team
e Community Advisory Council

Goshen Health Steering Committee
The Steering Committee members listed below oversaw both the community health needs assessment report
process and the development of the implementation plan.
e Stacey Bowers, Community Engagement Manager, Goshen Health
e Jim Caskey, Vice President of Goshen Health Foundation and Capital Campaign Director, Goshen Health
e Susan Franger, Vice President, Cancer Services and Marketing, Goshen Health
e Shannon McNett-Silcox, Director of Marketing and Community Outreach, Goshen Health
e Rob Myers, Chief Operating Officer, Goshen Health
Planning Team
The planning team members listed below implemented the CHNA process as defined by the Steering Committee.
e Stacey Bowers, Community Engagement Manager, Goshen Health
e Shannon McNett-Silcox, Director of Marketing and Community Outreach, Goshen Health
e Curt Bechler, CEO, Venture International
e Tamra Ummel, Partner, Venture International
e Justin Weaver, Managing Partner, Venture International

Community Advisory Council
Goshen Health requested the Community Advisory Council (CAC) to:
e Serve as advocates in the community for the CHNA process and outcomes

e Provide counsel regarding the membership of focus group and individuals to be interviewed
e Assist in understanding and interpreting the data gathered during the CHNA process
e |dentify and prioritize the health needs of the community

Members of CAC included:
e Stacey Bowers, Community Engagement Manager, Goshen Health

e Jim Caskey, Vice President of Goshen Health Foundation and Capital Campaign Director, Goshen Health
e Susan Franger, Vice President, Cancer Services and Marketing, Goshen Health
e Stephen Harmon, Physician, Vista Community Health Center

e Shannon McNett-Silcox, Director of Marketing and Community Outreach, Goshen Health
e Rob Myers, Chief Operating Officer, Goshen Health

e Susan Stiffney, Director of Human Resource Services, Goshen Community Schools

e Kari Tarman, Executive Director of the Oaklawn Foundation, Oaklawn

e Bethany Wait, Health Officer, Elkhart County Health Department

e Candy Yoder, Chief Program Officer, Community Foundation of Elkhart County
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Goshen Health CHNA Action Plan: 2019-2021

The mission of Goshen Health is to improve the health of our communities by providing innovative, and
outstanding care and services through exceptional people doing exceptional work. To ensure our work is
driving our mission, we measure the impact of our efforts to verify that we are doing our very best for those
who matter most.

In 2018, once again Goshen Health completed an evaluation of its communities’ healthcare needs as required
by the Patient Protection and Affordable Care Act.This process continues Goshen Health’s long-standing
practice of regularly identifying and addressing health needs within its communities.

To identify the health needs for the 2018 Community Health Needs Assessment (CHNA), data were collected
from secondary sources and from Latino and non-Latino parents and guardians of school age children,Amish,
community leaders, focus groups and key informants from business, not-for-profit and service organizations,
health care and mental health workers, and those from or representing vulnerable or medically underserved
populations.These data were analyzed to identify and prioritize health needs in the Goshen Health
communities.

Based on findings of the 2018 CHNA report, Goshen Health has developed the following action plan that
focuses on improving the health of our communities. We look forward to sharing the results with you as we
work alongside additional engaged community partners to make a difference in the lives of those we serve.

PRIORITY AREA Obesity/Physical Fitness/Nutrition/Health Education

GOAL Reduce the rate of obesity in the Goshen Health service area through both external and internal

programs.
BASELINE VALUES AND SOURCE FREQUENCY
1. Slow or halt the rapidly accelerating rate 2018 CHNA and 2019 indicators Elkhart Annual
of adult obesity within our community County: 32.8%, 11.2% increase over 4 years
2. Reduce the percent of adults reporting 2018 CHNA: 25.9% reporting physical Annual

physical inactivity within our community | inactivity in Elkhart County in 2013
2019 indicators Elkhart County: 26.4%
from 2014-2018

3. Increase engagement with health Community Wellness and Education/Goshen Annual
education related to nutrition, physical Health engagement data for benchmarking.
fitness and obesity within our community, | 2019 is a benchmark year for programming
for both adults and children
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STRATEGY #1 TYPE

Lead a community coalition focused on improving and expanding Community-partner program
broad access obesity initiatives with outcomes measures. This development and execution

group will focus on high risk populations, cultural minorities,
leveraging community assets and advancing the role of social
determinants of health in programming choices.

PARTNERS

Elkhart County Health Department, Goshen College, Horizon Education Alliance, Goshen Community Schools,
Mayor’s Office, Plain Church Group Ministry, Northern Indiana Hispanic Health Coalition and others.

BACKGROUND ON STRATEGY

Evidence of Effectiveness: Social Determinants of Health (SDOH) are published to have a strong impact on
both general wellness and obesity in particular within communities. General obesity related programming
fails to engage true change in behavior. In order to create lasting improved health status for our community,
programs must be built or revised with these SDOH at the forefront. Further, high risk and minority groups
differ in how they approach both health education and behavior change. Only by engaging closely with
these communities as we seek to provide support for positive change can it be realized successfully.

Bryant, P.H., Hess, A, & Bowen, P. (2015). Social determinants of health related to obesity. The Journal of Nurse Practitioners,
112, 1-7.

Benedict, S., Campbell, M., Doolen, A., Rivera, I., Negussie, T., & Turner-McGrievy, G. (2007). Seeds of hope: A model for addressing

social and economic determinants of health in a woman’s obesity prevention project in two rural communities. Journal of Women'’s
Health, 16 (8). Doi 10.1089/jwh.2007.CDC9

ANNUAL TARGETS BY DECEMBER 31
PROCESS INDICATORS 2019 2020 2021

1. Expansion of existing, successful program or 2 2 2
development of new programming per year,
executed with the coalition’s recommendation

2. Number of participants in program(s) Baseline Baseline + 10% Baseline + 20%

IMPACT INDICATORS

1. Percentage of participants that report positively to Baseline Baseline + 10% Baseline + 20%
established success measures for program

2. Percentage of participants that report improved Baseline Baseline + 10% Baseline + 20%
o0 outcomes compared to baseline
(&)
o
= 3. Percentage of participants that demonstrate long Baseline Baseline + 10% Baseline + 20%
o term improvement through follow-up surveillance
<
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STRATEGY #2 TYPE

Establish a consistent, evidence based pathway for obese patients Clinical Program
within the Accountable Care Organization

PARTNERS

Goshen Physicians, Medical Staff and Referring Providers

BACKGROUND ON STRATEGY

Evidence of Effectiveness: Every patient screened in the ACO medical homes with a BMI over 30 will be
engaged through the use of the PAM! assessment. The use of a standardized, evidence-based clinical pathway
will allow us to connect those patients who are ready to make changes in their lifestyle to health coaches or
other specific resources. Patients will be entered into a registry to track outcomes.

ANNUAL TARGETS BY DECEMBER 31

PROCESS INDICATORS 2019 2020 2021

1. Pilot of pathway/assessment Execute Audit Audit

2. Number of Colleagues with advanced education in Baseline 2% Baseline 2x Baseline
PREPARE and lifestyle change training or as health
coaches

3. Number of patients referred to health coaches Pilot 200% of Pilot 300% of Pilot

IMPACT INDICATORS

1. Number of new patients who are referred to health Pilot 200% of Pilot 300% of Pilot
coach who attend first visit

2. Improved biometric for patients - weight Baseline Baseline + 5% Baseline + 10%

3. Improved biometric for patients - fasting blood glucose | Baseline Baseline + 5% Baseline + 10%

'The PAM assessment is an evidence-based tool that addresses an individual’s ability to self-manage illness or problems, engage in activities
that maintain functioning and reduce health declines, involvement in treatment and diagnostic choices, collaborate with providers, select
providers based on performance and quality and navigate the health care system. The survey then determines if the patient is in one of
four activation levels including believing the patient role in activation is important, having the confidence and knowledge necessary to take
action, proactively taking action to maintain and improve one’s health and staying the course even under stress.
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STRATEGY #3 TYPE

Establish an evidence-based pathway for overweight or obese At risk or acute intervention
pediatric patients that takes into account SDOH. strategy

PARTNERS

Goshen Physicians

BACKGROUND ON STRATEGY

Evidence of Effectiveness: Use of research supported, evidence-based interventions will advise the selection
of process and impact indicators once programming is established. Partner with Horizon Education Alliance,
Goshen Community Schools or other organizations to screen and implement evidence-based interventions to
decrease the level of obesity in a targeted group of grade levels.

ANNUAL TARGETS BY DECEMBER 31
PROCESS INDICATORS 2019 2020 2021

1. Establish pilot program based on evidence-based Development | Execution Auditing
approaches in the pediatric population

2. Number of participants NA Pilot TBD

IMPACT INDICATORS

1. Percentage of participants that complete program NA 200% of Pilot 300% of Pilot

2. Percentage of adult caregivers who report improved NA Pilot TBD
understanding of care plans for patient

3. Improved biometric for patients - BMI Baseline TBD TBD
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PRIORITY AREA Diabetes/Nutrition/Health Education

GOAL Reduce the rate of uncontrolled diabetics within the ACO population

BASELINE VALUE, DATE AND SOURCE FREQUENCY
1. Slow or halt the accelerating rate of ACO Data Set; County Health Rankings, Annual
Adult Diabetes in our community CDC Diabetes Interactive Atlas shows Updates
10.4% in Elkhart County, with an increase
of 11.8% over 4 years.

STRATEGY #1 TYPE

Establish primary care driven intervention platform for Acute intervention, training and
uncontrolled diabetes. education

PARTNERS

Medical Staff

BACKGROUND ON STRATEGY

Evidence of Effectiveness: Use of community-developed, evidence-based MAAP It Out® education strategy
that ties patients with A1Cs > 8 on the diabetes registry to ongoing diabetes education should advance
disease control. Additional screening of patients with diabetes for engagement level using evidence-based
PAM' screening system will validate use of resources toward improved outcomes.

ANNUAL TARGETS BY DECEMBER 31

PROCESS INDICATORS 2019 2020 2021

1. Number of patients on diabetes registry screened for Baseline Baseline + 10% | Baseline + 20%
engagement

2. Number of patients referred to diabetes education Baseline Baseline + 10% | Baseline + 20%

IMPACT INDICATORS

1. Percentage of patients referred who engage with Baseline + 20% + 25%
diabetes education

2. Percentage of participants that demonstrate Baseline Baseline + 10% | Baseline + 20%
HbgA1C<8 on the registry post education

Goshen Health has developed this implementation plan to meet a prioritized need identified through a community health needs assessment
process. Goshen Health may refocus resources if necessary to best address the needs of the community as they change over time.
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