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EXECUTIVE SUMMARY 
 
Purpose 
 
The purpose of this project was to provide technical assistance to 18 nonprofit hospitals in 
completing the Community Health Needs Assessment (CHNA) as mandated by the IRS. The 
CHNA initiative was organized around four specific aims to take place in all 18 target 
communities	  by June 30, 2013: (1) to organize core steering groups to provide assessment 
support and guidance; (2) to complete community health assessments (needs identification and 
assets inventory); (3) to prioritize identified community health issues; and (4) to educate core 
steering group members and community members on the principles and practices of health 
promotion program planning and evaluation. 
 
Service (target) Area 
 
ü The target area for the CHNA relied on a county-based definition. Zip code data from each 

hospital were used to establish the general threshold for determining a county as part of the 
CHNA target. 

 
ü The specific target area for Taylor Regional Hospital was Pulaski, Bleckley, and Dooly 

Counties.  
 
Community Advisory Committee Membership 
  
ü The Community Advisory Committee (CAC) was a key component of community 

engagement in the process as required by the IRS mandate. The CAC was composed of 15-
25 members representing a cross-section of the defined community (target area).  

 
Site Visits 
 
ü Three community visits (meetings) were scheduled for each site throughout the project 

period, and each visit had a specific purpose including a general introduction, data collection, 
and prioritization of health issues.   

 
Data Collection Approaches 
 
ü The secondary data reports were generated using data collected from multiple online sources 

including the Georgia Department of Public Health’s Online Analytical Statistical 
Information System (OASIS), County Health Rankings, the U.S. Census Bureau, and the 
Georgia Board for Physician Workforce’s 2008 Physician Workforce Profile. 
   

ü Primary data were collected using a pilot tested community-based survey. Through the 
assistance of the CAC, a minimum of 400 surveys were distributed to a cross-section of the 
defined target area. 
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ü Primary data were collected using 3 focus groups (6 to 8 members each) in each community. 
One group consisted of CAC, the persons recruited by each hospital to actively participate in 
the needs assessment. The other two groups were recruited by CAC members and referrals. 

 
ü Community assets were identified using the two primary data collection methods described 

above, as well as a compilation of health related resources in the target area, including 
hospitals, health services, counseling services, youth organizations, community organizations 
and rehabilitation services.   

  
Prioritization Strategy 
 
ü A two-stage process was used to complete the prioritization of issues in each community. 

The first stage involved using a “multi-voting” technique designed to facilitate discussion of 
the relative importance of each issue presented during the third site visit. The second stage 
involved, the Hanlon Method to obtain the final prioritization of issues.  

 
Results:  Secondary Data Analysis 
 
ü The majority of the population is white (65%), while African-Americans constitute the 

largest minority (32%).  
 

ü Diabetic and mammography screenings are at or above the state averages.   
 

ü The number of preventable hospital stays is much higher than the state average. 
 
ü In 2008, the service area had a total of 40 physicians, mostly Family Practice. 
 
Morbidity 
ü Cardiovascular diseases are the largest cause of morbidity, which resemble state averages.  

Males, especially African-Americans, have the highest rates of cardiovascular diseases.  
 
ü In the service area, African Americans have higher rates of stroke.  However, their rates are 

below the state averages. 
 

ü Obstructive Heart Disease (OHD) is higher among white residents in the service area. 
 

ü The rates of respiratory diseases are consistently higher than the state average for each race 
and gender classification.  Conversely, rates are highest among African-American males. 

 
ü Although, African Americans have the highest rates of asthma, all race and gender 

classifications are higher than the state averages. 
 

ü The cancer morbidity rate is 20% lower than the state average.   
 

ü Hospital discharge rates for diabetes among African Americans are twice higher than that of 
white residents.  
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ü African Americans have the highest rates of HIV/AIDS, but these rates are lower than the 

state average. However, the rate among white females is higher than the state average. 
 

ü The rate of sexually transmitted infections is similar to the state average with African 
Americans having the highest rate in the service area. 

  
Mortality 
ü Rates of cardiovascular disease mortality in the service area are higher than the state of 

Georgia average, particularly among African American males.   
 

ü Total stroke mortality rate is higher than the state average.   
 

ü Rates of obstructive heart failure were higher than the state average.   
 
ü The mortality rates for respiratory disease were higher than the state average. Rates for white 

males and white females were above the state average. 
  
ü The total age-adjusted cancer mortality rate was similar to the state average. 
 
ü The age-adjusted diabetes mortality rate is similar to the state average, but the rates are 

higher in the African American community.   
 
Maternal and Child Health 
ü The percentage of births receiving less than five prenatal care visits is higher in the African 

American community. Those rates are similar to the state average. 
 

ü The infant mortality rate for African American is approximately five times higher than 
whites.   

 
ü The percentage of low birth weight babies in the African American population is more than 

twice higher than in whites. 
 

ü The percentage of low birth weight births for teen mothers is higher among African-
Americans than in whites. 
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Results:  Community-Based Survey 
 
ü A total of 369 surveys were completed and returned to Georgia Southern University for 

analysis. 
   

ü Considerably more females (72.3%) completed this survey than males (27.7%). 
 

ü Most respondents were either white (58.3%) or African American (39.8%).   
 

ü Nearly 64% of all participants were between the ages of 25 and 54 years old.   
 

ü Approximately 34% of respondents reported having some college education and 29.3% of 
respondents reported having a high school diploma or the equivalent.   

 
ü Most survey participants (57.4%) indicated they worked full-time while only 8.2% reported 

part-time work.  Approximately 11% of participants reported they were unemployed. 
 

ü Nearly 40% of participants reported household incomes of less than $25,000 per year.   
 

ü A considerable proportion of the respondents reported having access to transportation (92%).  
 

ü Overall, quality of life in the community is high. Respondents characterized the community 
as safe, good place to live and raise children.  Moreover, most participants agreed the 
community had a strong educational system and health care system. However, the economic 
viability of the community was a concern.  

 
ü Approximately 41% of respondents perceived their health status as “good,” and 31.2% 

perceived their health status as “very good.”  
 

ü A majority of respondents reported either exercising occasionally exercising (42.9%) or not 
at all (12.1%).   

 
ü 59.2% of the female respondents reported completing a self-breast examination. 

 
ü Most respondents (76.3%) reported not using tobacco.  

 
ü Nearly 88% of respondents reported never consuming alcohol (45.9%) or only consuming it 

occasionally (41.8%). 
 

ü Most respondents reported always (71.9%) or mostly (19.2%) using seatbelts. 
 

ü Prayer (54.9%) was the most commonly reported strategy for controlling stress.  However, 
talking to friends (45.1%), exercise (34.7%), and hobbies/sports (29.9%) were also 
commonly reported.   

 



Taylor Regional Hospital:  Community Health Needs Assessment 

	   	   11 

ü The majority of survey respondents (79.4%) indicated they received physicals on a regular 
basis. 

 
ü Most (81.3%) respondents reported having a regular doctor. 

 
ü Nearly 59% of all respondents indicated having private insurance to pay for health care 

services.  Approximately 16% reported being Medicare beneficiaries and 12% reported being 
on Medicaid.  

 
ü Over 63% of respondents indicated having a regular dentist. 

 
ü 72.2% of respondents reported seeking health care from a private practice.  The emergency 

room (26.4%) and the health department (7.8%) were additional sites for receiving health 
care services. 

 
ü 71.0% percent of respondents indicated that cost was not a barrier to receiving health care 

services. 
 

ü Nearly 69% of respondents indicated that cost was not a barrier to filling a prescription 
medication. 

 
ü Trauma (44%) was the most commonly reported ambulatory care condition reported by 

participants reporting admission to the emergency room (ER).  Ear/nose/throat infections 
(30%), hypertension (27%), kidney infection (25.5%), asthma (20%), and dehydration 
(19.6%) were also commonly reported conditions for emergency room admissions. 

 
ü Among respondents surveyed, 71.5% used hospital services in the last 24 months.  Those 

reporting using hospital services, 85.7% indicated using services at Taylor Regional Hospital. 
 

ü Most participants reported using Taylor Regional Hospital because of convenience (70.2%).  
However, 21.9% reported being referred by a physician. 

 
ü Radiologic services (59.1%) and laboratory services (53.2%) were the most commonly 

reported services used by survey respondents.  The emergency room was used by 53.2% of 
those surveyed. 

 
ü Over 83% of those surveyed indicated being satisfied with services while only 10.2% 

indicated dissatisfaction.  The primary reasons for reporting dissatisfaction involved long ER 
wait times and hospital personnel interaction. 

 
ü Approximately 87% of those surveyed indicated using a primary care physician. 
 



Taylor Regional Hospital:  Community Health Needs Assessment 

	   	   12 

Results:  Focus Group Analysis Themes 
 
ü Community:  Genuine community, aging and decreasing, lack of access to industry and other 

resources.  
  

ü Community Issues:  Common health-related issues, youth and community suffer because of 
lack of transportation. 

 
ü Hospital: Hospital is the biggest employer in the area, well-equipped, convenient, and 

necessary in the county. 
 

ü Hospital Problems: Image in the community, lack of communication between hospitalists and 
PCP, hospitalist not committed to community, and department internal communication. 

 
ü Recommendations: Hospital lacks of community awareness, public relations issues, hospital 

needs to promote its services in all segments of the community through non-traditional 
partnerships, community unaware of hospital services, PR personnel, urgent care clinic in the 
community, and room for expansion. 

 
ü Community Vision: One Pulaski…to improve the quality of life for all the citizens. 
 
Community Assets 
 
ü An inventory of community assets and resources is outlined in this report. 
 
Prioritization 
 
ü The following issues emerged from the data:  heart disease, cancer, respiratory 

disease/asthma, diabetes, infant mortality/low birth weight, access to healthcare, community 
health education, inappropriate use of the ER, community image of the hospital, issues 
involving youth (teen pregnancy, drug use, gang activity) 
 

ü Following the prioritization exercise the rank order of community issues included:  
community health education, issues involving youth, image of the hospital, heart disease, 
access to healthcare and misuse of the emergency room. 
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INTRODUCTION 
 
General population health is perhaps the single most important factor in determining the success 
of a community.  The United Health Foundation suggests the overall health status of Georgia is 
relatively poor, ranking 37th in the nation.  Although, some health status indicators are “fair” to 
“good,” many others such as infant mortality, total mortality, cardiovascular disease, infectious 
disease, and lack of health insurance consistently rank in the lower quartile.  Moreover, the 
health behaviors of Georgians contribute to poor health, and the state public health officials 
report that a significant number of residents are obese, smoke cigarettes, are physically inactive, 
and do not engage in recommended disease screening behaviors.  In addition, many Georgians, 
particularly those residing in rural areas, are at a significant disadvantage socially, culturally, and 
economically.  In short, the poor health of Georgians reduces the efficiency of Georgia’s 
workforce, increases health care costs, and reduces longevity and quality of life.  A 
comprehensive approach to assessing the population health status of a given community is an 
effective means of fully understanding the nature of the challenges faced by rural Georgians.  
The following narrative outlines Georgia Southern University’s conceptual framework for 
developing a comprehensive profile of health issues in select communities in the state.  
Moreover, the relation between this conceptual framework and the specific project deliverables 
will be discussed. 
 
The Patient Protection and Affordable Care Act 
 
The Patient Protection and Affordable Care Act signed by President Obama on March 23, 2010 
required all nonprofit tax-exempt hospitals to complete a community assessment every three 
years to evaluate the health needs and assets of the community.  Regulated by the Internal 
Revenue Service (IRS), this mandate became effective on March 23, 2012.  In addition, these 
hospitals are required to develop an implementation strategy designed to address priorities 
identified through the assessment process. Hospitals that do not complete this mandated activity 
risk losing their nonprofit status and face a $50,000 penalty.  In response to this legislation, the 
Georgia Department of Community Health through the State Office of Rural Health (SORH) 
funded faculty from Georgia Southern University’s Jiann-Ping Hsu College of Public Health to 
assist 18 nonprofit rural hospitals to comply with this federal mandate. Specifically, Georgia 
Southern University was charged with providing technical assistance to these nonprofit hospitals 
in addressing the Community Health Needs Assessment (CHNA) mandated as outlined in the 
Patient Protection and Affordable Care Act.  
 
IRS Compliance 
 
According to the IRS mandate, the implementation strategy must be adopted by the end of the 
same taxable year in which the CHNA was conducted. The CHNA must be conducted in the 
taxable year that the written report of its findings is available to the public, and the governing 
body of the hospital must approve the plan.  In addition, the specific processes and methods used 
for the CHNA, the sources of data, dates of the data collection, and the analytical methods 
applied. Any information gaps must be identified, and the CHNA must identify all collaborating 
organizations.  Third parties, name, titles, and affiliations of individuals consulted also must be 
recognized in the CHNA written description.  
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Moreover, the contribution from federal, tribal, regional, state or local health departments as well 
as from leaders, representatives, or members of medically underserved, low-income, and 
minority populations must be recognized in the report. Existing health care facilities and other 
resources within the community must be addressed to ensure input from all required sources, and 
the prioritization of all the community health needs identified must follow the CHNA. Upon 
completion of the CHNA, a written plan must be presented that addresses each of the community 
health needs. This plan should describe the hospital’s plan to meet each identified need, or to 
explain why the hospital cannot meet a specific need. The implementation strategy must be 
tailored to the specific hospital facility and must be attached to hospital’s annual Form 990.  
Failure to meet the CHNA with respect to any taxable year may result in the imposition of a 
$50,000 excise tax. In addition, failure to meet stated requirements may place hospital’s tax 
exempt status in jeopardy. Outlined below is a checklist pertinent to successful completion of the 
CHNA and the Implementation Plan.  
 
Timing: 
ü The implementation strategy must be adopted by the end of the same taxable year in which 

the CHNA was conducted 
 

ü The CHNA is considered to be conducted in the taxable year that the written report of its 
findings is made widely available to the public 

 
ü The implementation strategy is considered to be adopted when it is approved by the 

governing body of the hospital 
 
Requirements of the CHNA: 
ü Description of the community served and the community was defined. 
	  
ü Description of the processes and methods used to conduct the CHNA. 
	  
ü Description of the sources and dates of the data and other information used in the CHNA. 
	  
ü Description of the analytical methods applied to the CHNA. 
	  
ü Identification of any information gaps that impact the ability to assess the community’s 

health. 
	  
ü A list of all collaborating organizations in conducting the CHNA. 
	  
ü Identification of third parties with which the hospital contracted to assist in conducting 

CHNA, along with qualifications of such third parties. 
	  
ü Description of how input from parties representing broad interests of community served were 

solicited. 
ü Description of community interaction.  
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ü Name and title of at least one individual representing collaborating organizations. 
	  
ü Description of how the hospital solicited input from persons with special knowledge of or 

expertise in public health.  
	  
ü Description of how the hospital took into account input from federal, tribal, regional, state or 

local health departments or agencies, with current data or other information relevant to the 
CHNA. 

	  
ü Description of how the hospital took into account input from leaders, representatives, or 

members of medically underserved, low-income, and minority populations, and populations 
with chronic disease needs. 

	  
ü Prioritized description of all of the community health needs identified through the CHNA 

and the process/criteria used in prioritization of such needs 
	  
ü Description of existing health care facilities and other resources within the community 

available to meet the health needs of the community. 
	  
ü Identification (names, titles, and affiliations) of individuals consulted in the CHNA process.  
 
Phases of a Needs Assessment  
 
Simply defined, a community health assessment is a planned and methodical approach to 
identifying a profile of problems and assets. It is important to note, comprehensive assessments 
are not only focus on documented or perceived community health issues/problems, but they 
focus on the positive aspects of the community also known as assets. The community assessment 
process is the framework by which program planners identify gaps or discrepancies between a 
real state and an ideal state. In practice, community assessments enable communities to 
accomplish several important tasks. These specific tasks are best described in general terms and 
include an ability to illustrate community priorities, validate the need for health initiatives, 
develop effective health promotion strategies, and identify and leverage community resources to 
solve problems. Health assessments, if done properly, are a starting point for solving complex 
community problems. Unfortunately, tangible solutions to these complex problems often prove 
to be elusive, unrealistic, and/or ineffective.  However, a properly conducted health assessment 
will maximize the likelihood of developing solutions that work. 
 
In most instances, the community assessment process is most effective using a multi-step 
approach to reach specific thresholds. In order to function effectively, as well as maximize the 
likelihood of improving health status, the community assessment process should resemble a 
“Continuous Quality Improvement” loop. The conceptual steps in a generalized model to 
completing a comprehensive assessment are a five-step process and should include the 
following: (1) Engaging the Community, (2) Defining the Issues, (3) Establishing Community 
Priorities, (4) Designing a Strategy for Intervention, and (5) Evaluating the Impact.  These steps 
or phases are explained more thoroughly in the narrative outlined below. 
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Step 1:  Engaging the Community 
The community assessment process begins through community engagement. Typically, 
assessment experts are “outsiders” to the community, so they generally lack credibility in the 
community. Community engagement is necessary for achieving ownership in the process, 
thereby enhancing likely participation in the remaining phases of the assessment.  Moreover, 
community engagement helps to gauge overall community readiness to address specific 
problems or issues. 
 
Step 2:  Defining the Issues 
The specific approach used to define the issues in a given community varies according to 
availability of resources and overall readiness of stakeholders. Although the availability of 
resources to complete the process is dependent on a number of factors, the ability of a 
community to tap these resources is static and cannot be controlled in many ways. However, 
community readiness is a factor than can often be modified depending on the political landscape 
of the community, the willingness to embrace collaboration, and a commitment to improve the 
health status. Defining the issues in a given community can vary from a methodologically 
rigorous approach to a more generalized approach to gathering the necessary data. Additionally, 
the methodological approaches to defining issues may rely on qualitative, quantitative, or a 
mixed methods approach.  
 
Step 3:  Establishing Community Priorities 
After defining the community issues, stakeholders need to adopt a strategy for establishing 
priorities. This is a particularly important process because the results of the prioritization strategy 
effectively remove certain issues from consideration due to fiscal, personnel, or readiness 
constraints of the community. Most often, prioritization strategies rely on multiple considerations 
including, but not being limited by, the size of the issue, the seriousness of the issue, the ability 
to modify the issue, and the ethical and legal implications of either modifying or not modifying 
the issue. 
 
Step 4:  Designing a Strategy for Intervention 
After completion of the prioritization of issues, as well as gaining consensus on the specific 
issues to address, the next step in the assessment process involves designing strategies for 
intervention. Several considerations must be taken into account when designing interventions 
including the identification of culturally appropriate leverage points for change and establishing 
measurable and meaningful objectives.  
 
Step 5:  Evaluating the Impact 
The last step in the assessment process is evaluating the impact of intervention efforts. Typically, 
evaluation efforts require the community to identify short term, intermediate term, and long term 
outcomes that reflect a logical progression of desired change. These outcomes must be linked to 
the measureable objectives established in Step 4. Successful evaluation strategies include 
defining appropriate metrics that have been innately linked to the specific outcomes, thereby 
providing the ability to note changes in a particular issue. At the end of Step 5, communities 
should use the lessons learned from the evaluation to implement continuous quality 
improvement.  This should always involve informing the stakeholders in order to sustain 
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community engagement. Therefore, Step 1 begins again and the entire assessment process 
repeats itself.     
 
In referencing the five steps of completing a comprehensive community assessment, Georgia 
Southern University was only funded to complete steps 1 – 3.  It is the responsibility of the 
hospital and governing authority of the hospital to complete steps 4 and 5 of this process in the 
form of a written implementation plan to the IRS. 
 
Project Purpose 
 
The purpose of this project was to provide technical assistance to 18 nonprofit rural hospitals in 
completing the Community Health Needs Assessment (CHNA) as mandated by the IRS. A list of 
all hospitals and public health district contacts involved in this initiative can be found in 
Appendix A. Additionally, a list of local health department administrators is also appended. For 
the purposes of this project, this initiative was organized around four specific aims that include 
the following: 
   

1. To organize core steering groups to provide assessment support and guidance in all 
18 target communities by June 30, 2013 
 

2. To complete community health assessments (needs identification and assets 
inventory) of all 18 target communities by June 30, 2013  

 
3. To prioritize identified community health issues in all 18 target communities by June 

30, 2013  
 
4. To educate core steering group members and community members in all 18 target 

communities about the principles and practices of health promotion program 
planning and evaluation by June 30, 2013.   

 
Project Overview 
 
The following graphic represents the conceptual framework for the CHNA project.  The project 
is organized around an 8-step process that includes (1) identifying project objectives, (2) 
identifying the project framework, (3) initiating contact with the 18 hospital sites, (4) forming the 
steering groups, advisory groups, and outlining data collection techniques, (5) managing and 
analyzing the data, (6) reporting preliminary results, (7) prioritizing identified issues, and (8) 
disseminating the final CHNA document.  This report will elaborate more thoroughly on the 
specifics associated with each step in the methodology section (See Figure below).  
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METHODOLOGY 
 
This section outlines the specific procedures for completing the CHNA project.  Please refer to 
the conceptual framework (above) referenced in the previous section to understand the relation 
between specific methodological components and progression of the CHNA project.  This 
project was approved by the Institutional Review Board at Georgia Southern University – Project 
Number:  H13001 (Appendix B).  
 
Overview of the Communication Process 
In order to maximize the likelihood of success, the CHNA project relied on a systematic, 
methodical, and sustained process of communication among all participating hospitals.  In order 
to facilitate continuous progress toward project deliverables, the project team relied on a multi-
varied approach to conveying relevant information. Communication was initiated early and it 
was sustained on a weekly basis throughout the length of the project.  It was determined that an 
effective and efficient communication process would include keeping the SORH informed of 
progress.  However, the project team at Georgia Southern University relied heavily on 
telecommunications, either conference calls or one-on-one conversations, in order to complete 
the CHNA project.   
 
It was essential to include the SORH representatives on all electronic communication, so the 
decision was made to copy all electronic correspondence to the individual responsible for 
monitoring grant activity and progress. Routine and systematic communication with the SORH 
fulfilled two purposes.  First, it ensured transparency throughout all project activities.  Secondly, 
it enabled representatives from the SORH to troubleshoot and navigate problems associated with 
acquiring the required documentation for this project. 
 
Data Templates and Instruction Guides 
The logistical challenge of completing the CHNA project was monumental.  As a means of 
facilitating adequate process and controlling variability between sites, a series of data collection 
templates was created.  All sites were strongly encouraged to use the data templates to organize 
specific activities; however, the use of these templates varied significantly from site to site.  
Electronic communication was routinely used to remind and encourage sites to complete specific 
data templates.  However, some hospitals either did not or were unable to comply with these 
repeated requests.  The table below illustrates the specific data templates developed throughout 
the grant period.  In addition, a more precise definition of the purpose of each template is 
highlighted.  Appended to this report are the data templates developed by Georgia Southern 
University.  These templates are referenced throughout this report. 
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Data Template 

 
In addition to data templates, a series of instruction guides were developed to more effectively 
facilitate progress of the CHNA.  Appended to this report are the specific guides developed.  
However, a general outline of these guides is illustrated below. 
   
ü Potential CAC members 
ü Pilot Test Instructions  
ü Focus group preparation logistics 
ü Community advisory committee recruitment letter 
ü IRS compliance Summary 
 
Initiating and Sustaining Community Contact 
E-mail was the channel of communication chosen to initiate communication.  The purpose of this 
email message was two-fold: 1) To introduce Georgia Southern University as the institution 
contracted by the SORH to provide technical assistance for completing the CHNA; and 2) To 
schedule a conference call within the first two weeks after the initial email.  In addition, a project 
summary describing the project in more detail, including specific aims, was sent as an 
attachment to this email (Appendix C).  The initial email message to all sites was sent on June 4, 
2012.  
 

Data Template Purpose 
CHNA Checklist A checklist based on documents reviewed on the Patient Protection and 

Affordable Care Act.  
Hospitals and Health 
Districts 

A document that contains information on the 18 rural hospitals and 
health districts. 

County Health Department 
Administrators 

A document that contains information on the local health department 
administrators located in the 18 rural sites. 

Community Advisory 
Committee List 

A table that contains all the names, occupation, business/agency 
represented, telephone number and email address of CAC members. 

Member RSVP List (MTG 3) A document used by site leaders at each hospital to keep track of 
attendance of Steering Group and CAC members at Meeting 3. 

Site Specific Details A document used to capture site-specific information about each 
hospital. 

Steering Group Bio-sketch A table with all Steering Group member contacts and bio-sketches, 
including a paragraph describing their qualifications, occupations and 
other professional roles and affiliations. 

County Survey Count A table for site leaders to track of CAC members agreeing to distributed 
surveys following Meeting 2. Site leaders were to update this table 
every time they received completed surveys from CAC members. 

Focus Group Participants 
Information 

An Excel spreadsheet created with specific tabs to assist site leaders in 
keeping track of focus group participants. Site leaders were to call 
participants 24 hours before the scheduled sessions. 

Hospital Zip Code Data A table that contains service (target) area zip code information for the 
2011 calendar year.  

Site Project Timeline An Excel spreadsheet for site leaders to work with the members of the 
steering group in developing a workable timeline that takes into account 
the fiscal year end. 
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Based on work completed by the National Center for Rural Health Works at Oklahoma State 
University, it was determined that a project activity outline would be created prior to initiating 
the conference call (Appendix D). The purposes of the project activity outline were: 1) To 
provide stakeholders with an overview of the Patient Protection and Affordable Care Act (IRS 
compliance summary) and Georgia Southern University’s contract obligation; 2) To provide 
instructions for defining the site’s medical service area; 3) To define the methods by which data 
will be collected; 4) To provide instructions for forming the steering group membership; and 5) 
To provide basic instructions for identifying and recruiting potential Community Advisory 
Committee (CAC) members. The project activity outline was critical in providing the hospital 
administrators with a fundamental understanding of the expectations of the CHNA project.  
Specific expectations included, but were not limited to, suggestions on steering group 
membership, suggestions on CAC membership, roles and responsibilities of all stakeholders, 
data collection procedures, specific tasks to be completed prior to community meetings, and the 
purpose of community meetings.  
 
The project team organized conference calls in order to initiate the CHNA.  On average, these 
conference calls lasted approximately 20 minutes.  Specific questions asked by hospital site 
administrators/representatives were either addressed immediately on the call or in a follow-up 
phone call or email message. Information related to steering group formation, potential CAC 
members and defining the service area were the primary talking points discussed on this call.  At 
the conclusion of each conference call, sites were asked to provide verbal information 
concerning their perceived medical service area.  
 
For Taylor Regional Hospital, a conference call took place on June 14, 2012 and lasted 
approximately one hour. The following people who later became members of the Steering Group 
were present:  Hospital CEO, Mr. Dan Maddock, Lynn Grant, Melissa Johnson and Michelle 
Elliot.   
  
Steering Group Membership 
Each hospital was responsible for forming a Steering Group. The Steering Group consisted of 5-
7 members from the hospital.  However, hospitals were given the latitude to include other key 
stakeholders from the community.  For Taylor Regional Hospital, Steering Group members 
recruited within the hospital included Melissa Johnson (Chief Nursing Officer), Mr. Dan 
Maddock (CEO), Lynn Grant (EDI/ICU Manager/Trauma Coordinator), Melissa Brantley 
(Health education & promotion), Michelle Elliot (Archway), Shelly Berrihill (City 
Commissioner), Dick Coley (Hospital Board Chair), and Nikki Paulk (Administrator) (Appendix 
E).  
 
The charge of this group was to literally “steer” the CHNA process. One member of this group 
was designated as the Site Leader. The responsibilities of this person included being the primary 
point of contact with Georgia Southern University.  Additional responsibilities included 
disseminating relevant data templates, completing data requests, facilitating recruitment to the 
CAC, organizing group meetings (Steering Group and CAC meetings), facilitating focus group 
recruitment, tracking survey distribution, and general troubleshooting as it related to the CHNA 
project.  In addition, the Steering Group was responsible for validating the specific medical 
service area of the CHNA. The medical service area for this initiative is outlined below.  
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Medical Service Area Definition and Confirmation 
The medical service area relied on a county-based definition. However, inclusion or exclusion of 
a particular county was dependent upon the proportion of hospital visits/stays at each hospital.  
Specifically, zip code data from each hospital were used to establish the general threshold for 
determining a county as part of the CHNA target. Although there was some variation with regard 
to each site, service areas were defined based on the proportions of inpatients and/or outpatients 
stays/visits during the previous calendar year (2011). Zip code data were designated as either 
“Primary” or “Secondary.” The threshold for a Primary designation was if the proportion of 
inpatient and/or outpatients stays/visits was equivalent to at least 10% of all visits/stays.  
Proportions of stays/visits less than 10% were designated as “Secondary”.  Counties included in 
the target area for this CHNA project were only those with zip codes designated as “Primary.”   
 
For Taylor Regional Hospital, zip code data were reviewed and forwarded to Georgia Southern 
University.  Based on these data, the medical service area for the CHNA was defined as Pulaski, 
Bleckley and Dooly Counties. The Steering Group members later confirmed this definition.  The 
table below illustrates the proportional distribution of zip code data and the assigned designation. 
 

Counties Served in 2011 
County Zip Code Number of 

Patients Served 
Percentage Designation 

Pulaski 31036 803 50% Primary 
Bleckley 31014 339 21% Primary 

Dooly 31092 175 11% Primary 
Wilcox 31001 151 9% Secondary 
Dodge 31023 73 5% Secondary 

 
Community Advisory Committee Membership  
The Community Advisory Committee (CAC) is a key component of community engagement in 
the process as required by the IRS mandate. To formalize the process, we were able to provide 
the sites with a letter to recruit CAC members (Appendix F) and a list of potential CAC members 
(Appendix G). The standard letter was to be tailored to each hospital.  The site leaders were 
instructed to discuss potential meeting dates, times and locations with the steering group to 
include in the letter before sending it out to those potential recruits. While working with the 
steering groups, the site leaders were to identify the best strategies that would facilitate CAC 
member recruitment in the community. For instance, some sites chose to write an article to put in 
their local newspapers to recruit participants, while others developed a list of potential members, 
divided the names among steering group members and had them call individuals to invite. 
However, many sites used multiple recruitment methods to include phone calls, emails, a letter 
from the hospital and word-of-mouth.  
 
The CAC was composed of 15-25 members representing a cross-section of the defined 
community (target area).  Hospitals, in particular the Steering Groups, were specifically 
instructed to recruit people, or agencies, representing traditionally underserved and minority 
populations within the target area. In addition, hospitals were encouraged to seek diversity with 
respect to race, ethnicity, social, economic, and education backgrounds. For Taylor Regional 
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Hospital, CAC members included were recruited from a list of participants from the Archway 
project (Appendix H).  
 
Site Visits 
After the initial conference call, three community visits (meetings) were scheduled for each site 
throughout the project period.  Each visit had a specific agenda for moving the CHNA forward.  
A standard PowerPoint presentation was prepared and delivered at each meeting. The specific 
purpose of each meeting is outlined below. 
 
Meeting 1: The purpose of the first meeting was to make personal contact with the hospitals’ site 
leaders, as well as other key personnel in the hospital. Specifically, the project team presented 
information about the Patient Protection and Affordable Care Act and the role of community 
assessment, contractual obligations of Georgia Southern University, a conceptual approach to 
data collection, instructions for clearly defining the medical service area, project timeline of 
activities, and brainstorming about Steering Group and CAC recruitment and membership.  
Though a standard timeline was provided, each site was encouraged to develop a site-specific 
timeline for project activities. The primary consideration of completing the CHNA project, aside 
from contractual obligations of the project team, included taking into account the hospital’s fiscal 
year end date. This date corresponds to the required submission of the CHNA and subsequent 
strategic plan to the IRS. A copy of the Meeting 1 presentation can be found in the Appendix 
(Appendix I).  
 
Specific tasks to be completed following the first meeting included formation of the Steering 
Group, beginning the process of recruiting CAC members, aggregating zip code data, defining 
the target area, discussing a community responsive data collection strategy, developing a project 
timeline, formalizing the community-based survey, and pilot testing the community-based 
survey. Taylor Regional Hospital worked in conjunction with the Archway Project reviewed a 
previously assembled list of interested parties to discuss community health. This list became the 
invite list for the CAC. No one refused to participate, but some people could not participate 
based on their schedule. 
 
For sites that already had their Steering Groups formed, Meeting 1 concluded with project 
activities and next steps that were to be completed in a mutually agreed upon time frame. Most 
often this time frame was 3 to 4 weeks.    
 
Meeting 2: The purpose of the second meeting was to meet with Community Advisory 
Committee (CAC) members to provide an overview of project activities and initiate data 
collection.  The specifics of data collection will be discussed later in this section.  Similar to the 
first meeting, the second meeting relied on a standard PowerPoint presentation. The presentation 
content included an overview of community demographics and key health related indicators, an 
overview of the project, and instructions for collecting data.  Data collection efforts were first 
initiated by surveying CAC members using the community-based survey. In general, this took 
approximately 10 to 15 minutes. CAC members were also given instructions for distributing the 
survey to the community. In addition to survey completion and instructions for distribution, CAC 
members were asked to volunteer to participate in one of three focus groups to be conducted in 
the community. These members were also asked to assist the hospital in recruiting potential 



Taylor Regional Hospital:  Community Health Needs Assessment 

	   	   25 

community members to participate in the remaining two focus groups.  Meeting 2 ended with a 
general and open discussion about the perceived issues in the community.  The data gathered 
from this open discussion were used as preliminary data in preparation for Meeting 3.  A copy of 
the Meeting 2 presentation can be found in the Appendix J.  
 
Specific tasks to be completed following the second meeting included monitoring survey 
distribution, prompting CAC members to forward completed surveys to the hospital, forwarding 
completed surveys to Georgia Southern University, soliciting individuals to participate in three 
focus groups, working with Georgia Southern University to schedule focus groups, and 
negotiating the logistics of hosting the third community meeting.   
  
Meeting 3:  The purposes of Meeting 3 were two-fold: 1) to relay the results of data collection to 
the community; and 2) to prioritize the issues that emerged from data collection.  After data 
collection and analysis were completed, a PowerPoint presentation was prepared by the project 
team and delivered to Steering Group members, CAC members, and focus group participants.  
The presentation included an overview of the project, a review of data collection approaches, 
select secondary data highlights, and select primary data highlights (community-based survey 
and focus groups).   
 
Prioritization of emerging issues was a central theme of Meeting 3.  Prioritization was completed 
using a two-stage process.  The first stage was a generalized rank ordering of the issues followed 
by discussion of those ranks.  Any modification to the issues was facilitated.  The second stage 
was the actual prioritization phase that relied on the Hanlon Method.  More specificity with 
respect to prioritization will be discussed more thoroughly in one of the sections below.  A copy 
of the Meeting 3 presentation can be found in the Appendix (Appendix K).  
 
Site-specific agendas (Appendix L) and attendance sheets (Appendix M) for each meeting are 
appended to this report.  In addition, economic impact data presented during the second meeting 
can be found in Appendix N.  These data were acquired from the SORH through the Georgia 
Hospital Association. 
 
Data Collection Approaches 
 
Secondary Data Collection and Analysis 
The secondary data reports were generated using data collected from multiple online sources.  
The sources of data for the project were the Georgia Department of Public Health’s Online 
Analytical Statistical Information System (OASIS), County Health Rankings, the U.S. Census 
Bureau, and the Georgia Board for Physician Workforce’s 2008 Physician Workforce Profile.  
Most demographic, physician workforce, preventive care services, insurance rates, and health 
behavior statistics were reported as percentages.  However, all morbidity and mortality data were 
reported as age-adjusted rates in order to allow for a fair comparison with the state rates.  In 
order to reduce variability of all point estimates, reported rates are based on ten-year aggregates 
(2001-2010).   
 
All data were exported, stored, and managed in Microsoft Excel.  In addition, graphs for the 
secondary data analysis section were generated using Microsoft Excel.  It is worth noting that 
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some slight discrepancies may exist in the data as a result of more data becoming available 
during the course of the study.  Initially, the 2009 morbidity and mortality data were not 
available on OASIS while Georgia Department of Public Health staff conducted quality checks 
on the data.  During the process of collecting the data, the 2009 data were published in the 
database. 
 
Primary Data Collection:  Survey Development and Distribution 
As mentioned previously, a draft community-based survey was provided during the first site visit 
(community meeting).  The steering committee was instructed to make necessary adjustments to 
the survey and to provide feedback to Georgia Southern University.  Upon receiving the survey 
feedback from each site, the next step in the process was to make the requested changes so that 
the survey could be pilot tested.  Instructions for the pilot test consisted of having 5-7 persons in 
the community who were representative of the service area take the survey. The instructions for 
pilot testing (Appendix O) were emailed to the site leader with the revised survey, and each site 
was given one week to complete this activity. Once pilot testing was completed, the site leader 
was asked to return the results to Georgia Southern University either by email or postal mail.  
After changes based on pilot test results, were incorporated, a finalized survey was developed 
(Appendix P).  For Taylor Regional Hospital, no changes were made to the survey and not pilot 
test was completed.   
 
Prior to Meeting 2, 400 copies of the survey were made and taken to the meeting.  These surveys 
were numbered sequentially and distributed at the conclusion of Meeting 2. CAC members were 
asked to take the surveys and distribute them to their personal network. The decision to distribute 
a specific number of surveys was left to each CAC member.  Therefore, the number distributed 
by each CAC member varied according to the size of their personal network and their overall 
willingness to participate in this project. Because the surveys were numbered, the hospital was 
able to track individual CAC members and the number of surveys they intended on distributing. 
In some instances, CAC members opted to only take one survey and use their own resources to 
make additional copies.  In this case, the CAC member was asked to keep track of numbers of 
copies made and distributed. It was the responsibility of the site leader at the hospital to track this 
information, and total numbers of surveys in the community were known. Although some 
variability existed among all sites, most communities agreed that the CAC members would be 
responsible for getting completed surveys to the hospital.  In most instances, CAC members 
would return the surveys to site leaders, front desk receptionists, or strategically placed drop 
boxes in the hospital.  Each site was given approximately 6 to 8 weeks to forward the completed 
surveys to Georgia Southern University. Theoretically, it was possible to estimate the total 
number of surveys distributed in a given community, and all hospitals were strongly encouraged 
to attempt at least an 80% response rate.  Each hospital received a weekly reminder email 
message requesting an update on the survey distribution process.  Specific information included 
the following: 1) the number of surveys received from CAC members; 2) the number of 
additional copies of the survey made; 3) (any) changes made to the original data collection 
strategy; and 4) (any) more time needed to reach the required 80% response rate. All surveys 
were manually entered into SPSS for Windows. Only descriptive statistics were used for this 
report. 
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For Taylor Regional Hospital, survey completion relied on the efforts of the appropriate Health 
Department, Archway Partnership office and the efforts of individual CAC members. Collection 
of the surveys was challenging because often Committee members dispersed the surveys, but 
completion and subsequent return of the survey was left to the individual. The Taylor Regional 
Hospital CAC members were instructed to return the surveys to the hospital reception desk or the 
Archway Office. They were not directed to retrieve all of the surveys and turn them in to the 
hospital.  Rather, they simply instructed participants about the proper place to return the 
completed surveys. 
 
Primary Data Collection:  Focus Groups 
Three focus groups (6 to 8 members each) were conducted in each community.  As mentioned 
previously, one focus group was composed of CAC members.  The other two focus groups were 
composed of community members at-large recruited by CAC members.  Specific instructions for 
preparation of focus group work were sent to each site (Appendix Q).  The purpose of this 
strategy was to minimize hospital bias and to encourage representation of marginalized groups in 
the community that may not have been included in the CAC membership. This information was 
often stressed to site leaders during the focus group recruitment process. To keep track of focus 
group recruits, a set of instructions and spreadsheet were developed and sent to all site leaders. 
This information was provided to assist hospitals in understanding the basics about focus group 
work including the following: participants’ eligibility criteria, number of recruits per group, 
focus group set up and locations, the importance of the reminder call to all participants 24 hours 
prior to the scheduled session, and post focus group procedures.  A series of focus group 
questions was created prior to conducting any group work (Appendix R).  On average, the focus 
groups were scheduled four weeks after survey data collection began. 
 
After all focus groups, the facilitator and note taker (when available) participated in a debriefing 
session and completed field notes. All focus groups were digitally recorded and transcribed 
verbatim by a professional transcription service Verbal, Ink. and subsequently reviewed by the 
Georgia Southern University qualitative analysis team (Marie Denis-Luque and Dr. Raymona H. 
Lawrence) for accuracy. Transcripts were analyzed using the qualitative data analysis software 
program MAXQDA 10. An a priori codebook was developed based on the focus group guide.  
All transcripts were reviewed and coded by one of the members of the qualitative analysis team. 
Codes and emerging themes were discussed continually among the qualitative analysis team and 
agreed on or revised through an iterative process of consensus. Coded segments of the transcripts 
were placed into a qualitative data analysis matrix and separated by codes (i.e. hospital, hospital 
issues, community, community issues). All segments from a particular code were read and 
themes were developed. A grounded theory approach was used to understand the meanings that 
the community and the hospital had for the participants as well as their recommendations to the 
hospital and community vision.       
 
All three focus groups for Taylor Regional Hospital were scheduled on August 28, 2012 and 
were conducted on September 11, 2012. All participants completed a demographic form 
(Appendix S) and the informed consent (Appendix T), and each focus group lasted an average 75-
90 minutes.  A list of focus group participants can be found in Appendix U.  
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Community-Based Assets 
Community-based assets were identified using the two primary data collection methods 
described above. Surveys assessed participant level of satisfaction with services in the 
community, as well as overall utilization of services in the past 24 months. Assets were also 
identified through the focus group process.  In addition to primary data collection efforts, this 
CHNA created an inventory of health related resources in the target area. The primary goal of 
asset identification was to create a list of all the groups and organizations that could potentially 
have a positive influence on community health. In order to provide relevant information about 
tangible community assets in rural Georgia, the project team used the online version of the 
Yellow Pages. The inventory included hospitals, health services, counseling services, youth 
organizations, community organizations and rehabilitation services. The final inventory 
contained names, phone numbers, addresses, and services offered.  
  
Prioritization Strategy 
As mentioned previously, a two-stage process was used to complete the prioritization of issues in 
each community.  The first stage involved using a “multi-voting” technique developed by the 
University of Kentucky. To complete this exercise, community members were presented with the 
list of issues placed on large Post-it notes taped to the wall.  These issues emerged from the 
secondary and primary data (surveys and focus groups). Prior to the prioritization of issues, 
participants were asked to briefly discuss these issues and validate that the list indeed reflected 
the community. After initial validation, participants were given five colored dots and were asked 
to place the dots next to the top five issues they perceived to be the most important or that could 
be most easily modified.  After participants completed this part of the exercise, the project team 
counted the results and presented a rank ordered list based on the number of dots each issue 
received.  The participants were then asked to discuss this list.  Specifically, they were asked if 
issues needed to be consolidated or if new issues should be added.  After discussion, the Hanlon 
Method was used for the final prioritization of issues. The Hanlon Method calculates a Basic 
Priority Rating (BPR) for each problem identified in the assessment process.  This prioritization 
scheme considers four dimensions of each problem and includes the size of the problem 
(measured by incidence, prevalence or percentage of the population affected) ranked on a scale 
from 0 to 10 (denoted as A). The seriousness of the problem (measured by economic loss, impact 
of other populations, or overall severity as indicated by mortality/morbidity) is ranked on a 
scaled from 0 to 20 (denoted as B), and the effectiveness of interventions (measured by how well 
previous interventions have worked) is ranked on a scale from 0 to 10 (denoted as C). Finally, a 
measure known as the PEARL (Propriety, Economics, Acceptability, Resources, and Liability) is 
ranked on a scale of either 1 or 2 (denoted as D). This last measure (PEARL) assesses issues of 
ethics, legality, and economics in addressing a given problem. The formula for calculating the 
BPR is as follows:   
 

BPR = [(A + B)C/3] D 
 
Participants were given a prioritization sheet with instructions (Appendix V) and asked to 
complete a final ranking of the mutually agreed upon issues.  Given that a PEARL measure 
assigned as 0 would effectively remove an issue from consideration, participants were not asked 
to assign a value to the D term in the BPR equation. The results of this exercise yielded the final 
ranking of issues in a given community. The final calculations to obtain the BPR were completed 
by the project team.  
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RESULTS:  SECONDARY DATA ANALYSIS 
The purpose of this report is to provide a profile of the health characteristics of Taylor Regional 
Hospital’s service area.  The report provides both health statistics and contextual information.  
The context of the service area’s health is framed by the demographic data, socio-economic 
indicators, health behaviors statistics, and physicians’ workforce profile. Subsequently, the 
morbidity and mortality statistics, along with maternal and child health data, are presented in 
order to understand the relative magnitude of each health problem.  As a basis for comparison, 
the local rates are juxtaposed alongside state data.  

 
Demographics 

Demographic Characteristics 2010 Census 
 Pulaski 

County  
Bleckley 
County 

Dooly 
County 

Georgia  

Population† 12,010 13,063 18,236 9,815,210 
Persons under 5 years† 5.7% 5.60% 6.90% 7.1% 
Persons under 18 years† 21.0% 22.30% 25.20% 25.6% 
Persons 65 years and over† 15.1% 15.40% 13.80% 10.7% 
Male† 56.8% 47.50% 50.70% 48.8% 
Female† 43.2% 52.50% 49.30% 51.2% 
White persons† 65.4% 70.10% 78.00% 59.7% 
Black persons† 32.2% 27.90% 19.70% 30.5% 
Median Household income (2006-
2010)† 

$36,262 $35,661  $36,155  $49,347 

Homeownership rate (2006-2010)† 72.3% 69.00% 72.60% 67.2% 
High school graduates† 77.2% 73.20% 75.10% 83.5% 
Bachelor's degree or higher† 5.6% 10.10% 8.30% 27.2% 
Percent Uninsured‡  24% 19% 23% 21% 

† U.S. Census Bureau:  State & County QuickFacts 
‡ County Health Rankings:  University of Wisconsin Population Health Institute and Robert Wood Johnson Foundation 
 
Service Area Demographics:  Taylor Regional Hospital’s service area is a rural community.  The 
majority of the population is white (65%), while African-Americans constitute the largest 
minority (32%).  Median household income, proportion with at least a high school diploma and 
percentage without health insurance lag behind the state averages. 
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Proportion of Races 

 
U.S. Census Bureau:  State & County QuickFacts 

 
 

County and State Age Distribution in 2010 

 
U.S. Census Bureau:  American Fact Finder 

 
Age Distribution:  Taylor Regional’s service area resembles Georgia’s age distribution.  The area 
has a higher proportion of older adults and fewer individuals aged 20-44 than the state average.  
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Population Pyramids 2008 
 

 
 OASIS:  Georgia Department of Public Health 
 
Health and Socio-Economic Indicators 

 
Health Behaviors 

 Pulaski 
County  

Bleckley 
County 

Dooly 
County 

Georgia  

Adult Smoking 18% 19%  19% 
Adult Obesity  30% 29% 34% 28% 

Physical Inactivity  31% 28% 30% 24% 
Excessive drinking 9% 10% 6% 14% 

County Health Rankings: University of Wisconsin Population Health Institute and Robert Wood Johnson Foundation 
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Health outcomes in the community are best understood in the context of the community.  Health 
behaviors and socio-economic factors are powerful influences on a population’s health.  Figure 4 
indicates that residents of the service area face higher rates of poverty, and have lower 
graduation and literacy rates.  The health behavior indicators in Table 4 show that while similar 
to the state averages, the rates of risk-taking behaviors are still problematic in the service area. 
 

Socio-Economic Indicators 

 
 
 
Preventive Care Services 
 
 

Screening Behaviors 
 Pulaski 

County 
Bleckley   
County 

Dooly 
County 

Georgia  

Diabetic Screening 84% 83% 81% 83% 

Mammography Screening 72% 74% 70% 66% 
Preventable Hospital Stays 93 107 98 68 

County Health Rankings: University of Wisconsin Population Health Institute and Robert Wood Johnson Foundation 
 
Diabetic and mammography screenings are at or above the state averages.  The number of 
preventable hospital stays, on the other hand, is much higher than the stage average. 
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Physician Workforce Summary 
 
 

Practicing Physicians per 100,000 residents, 2008 

 
Georgia Board for Physician Workforce Report 2011 

 
 
Physician Workforce:  In 2008, the service area had a total of 40 physicians.  The county did not 
have a listed general surgeon.  The area had two pediatricians, which resulted in it being much 
lower than the state average. 
 

 
Total Number of Practicing Physicians in 2008 

 Family 
Practice 

Internal 
Medicine 

Pediatric OB/GYN General 
Surgery 

Total 

Pulaski 4 5 1 4 0 22 
Bleckley 5 3 1 0 0 10 

Dooly 6 2 0 0 0 8 
Total 15 10 2 4 0 40 

Georgia Board for Physician Workforce Report 2011 
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Overview of Morbidity Rates (2001-2010) 
 
 

Major Sources of Morbidity and Low Birth Weight 
Cause of Morbidity  Service Area Georgia  

All Causes† 11,229.80 9,389.3 

Major Cardiovascular Disease† 1,901.90 1,389.0 

Cancers† 271.2 274.1 

Respiratory Disease† 1,475.80 944.1 

Infectious Disease† 374.6 305.9 

Diabetes† 216.9 138 

Low Birth Weight‡ 12% 9.3% 

†Age-adjusted, deduplicated discharge rate per 100,000. Deduplicated discharge: people are counted only once if 
readmitted for the same chronic condition during a calendar year. 
‡ Proportion of live births with weight below 2,500 g 
SOURCE: OASIS (www.oasis.state.ga.us) 
 

 

Proportion of Deduplicated Discharges by Leading Causes of Morbidity 

 
SOURCE: OASIS (www.oasis.state.ga.us) 
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Overview of Mortality Rates (2001-2010) 
 
 

Summary of Major Causes of Mortality 
Cause of Death Service Area  Georgia  

All Causes† 972.6 883.8 

Major Cardiovascular Disease† 356.6 302.2 

Cancers† 189.1 185.6 

Respiratory Disease† 113.2 88.7 

Infectious Disease† 34.8 30.5 

Diabetes† 18.3 21.5 

Infant Mortality Rate‡ 8.1% 8.1% 

†Age-adjusted Death Rate per 100,000 
‡ Deaths per 1,000 live births 
SOURCE: OASIS (www.oasis.state.ga.us) 

 
 

Proportion of Deaths by Leading Causes of Mortality 
 

  
SOURCE: OASIS (www.oasis.state.ga.us)  
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Trends in Morbidity 
 
 

All Major Cardiovascular Diseases: 
Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per 100,000 

 Service Area 
(Discharges) † 

Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 202 1,791.4 1,695.4 
White 456 1,560.1 1,297.5 

Other 29 8,189.8 1,334.9 
Total 686 1,697.1 1,521.2 

†Average number of unique persons that sought care at a hospital during a calendar year.  Deduplicated discharge: people are 
counted only once if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us) 
  
Cardiovascular diseases are the largest cause of morbidity and mortality in the service area, 
which resemble state averages.  Males, especially African-Americans, have the highest rates of 
cardiovascular diseases.   
 

All Major Cardiovascular Diseases:  
Deduplicated Age-Adjusted Discharge Rates per 100,000  

by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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High Blood Pressure: 
Deduplicated Age-Adjusted Discharge Rates per 100,000 

 Service Area 
(Discharges) † 

Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 18 152.8 155.9 

White 11 39.5 33.3 
Other 1 146 53.4 

Total 30 75.2 68.7 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are 
counted only once if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
  
Even though African-Americans in the service area have lower rates than the state average, their 
rates still greatly exceed those of other race classifications. 
 

High Blood Pressure:  
Age-Adjusted, Deduplicated Discharge Rates per 100,000  

by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us) 
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Stroke:   
Deduplicated Age-Adjusted Discharge Rates per 100,000 

 Service Area 
(Discharges) † 

Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 31 283.7 288.4 

White 61 210.9 191.5 
Other 3 863.9 226.5 

Total 96 238.3 224 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are 
counted only once if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
In the service area, African Americans have higher rates of stroke.  Their rates are below the 
state averages. 
 

Stroke:  
Deduplicated Age-Adjusted Discharge Rates per 100,000  

by Race and Gender, 2001-2010  

         
SOURCE: OASIS (www.oasis.state.ga.us)  
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Obstructive Heart Disease:   
Deduplicated Age-Adjusted Discharge Rates per 100,000 

 Service Area 
(Discharges) † 

Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 55 479.8 370.3 

White 199 672.8 489.8 
Other 16 4,298.8 511.4 

Total 270 654.6 504.5 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are 
counted only once if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
Obstructive Heart Disease (OHD) is higher among white residents in the service area.  Rates of 
OHD are higher than the state averages for each race and gender classification. 
 

Obstructive Heart Disease:   
Deduplicated Age-Adjusted Discharge Rates per 100,000  

by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us) 
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All Respiratory Diseases:   

Deduplicated Age-Adjusted Discharge Rates per 100,000 
 Service Area 

(Discharges) † 
Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 172 1,404.4 1,018.1 
White 334 1,267.2 930.6 

Other 11 2,481.7 692.3 
Total 517 1,351.3 1,003.3 

†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are 
counted only once if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The rates of respiratory diseases are consistently higher than the state average for each race and 
gender classification.  Rates are highest among African-American males. 
 

All Respiratory Diseases:  
Deduplicated Age-Adjusted Discharge Rates per 100,000  

by Race and Gender, 2001-2010  

 
SOURCE: OASIS (www.oasis.state.ga.us) 
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Asthma:   
Deduplicated Age-Adjusted Discharge Rates per 100,000 

 Service Area 
(Discharges) † 

Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 42 317.8 164.1 

White 38 164.5 85.2 
Other 1 181.3 75.2 

Total 82 225.7 122.8 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are 
counted only once if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The service area has a rate approximately twice times the state average for asthma.  While 
African Americans have the highest rates, all race and gender classifications are higher than the 
state averages. 
 

Asthma:  
Age-Adjusted Deduplicated Discharge Rates per 100,000  

by Race and Gender, 2001-2010  

 
SOURCE: OASIS (www.oasis.state.ga.us) 
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External Causes:   
Deduplicated Age-Adjusted Discharge Rates per 100,000 

 Service Area 
(Discharges) † 

Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 45 365.4 395.7 

White 151 599.9 496.5 
Other 4 1061.1 493.7 

Total 200 530.1 446.9 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are 
counted only once if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
External causes are cases that result from any type of accident, including both intentional and 
unintentional injuries. The rates of hospital visits are higher for white residents in the service 
area.  African-American females have the lowest injury rate.  
 

 
External Causes:  

Deduplicated Age-Adjusted Discharge Rates per 100,000  
by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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All Cancers:   
Deduplicated Age-Adjusted Discharge Rates per 100,000 

 Service Area 
(Discharges) † 

Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 28 245.9 311.1 

White 67 231.0 262.7 
Other 3 859.0 295.8 

Total 98 240.8 304.8 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are 
counted only once if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The cancer rate is 20% lower than the state average.  Cancer rates are lower for each race and 
gender classification. 
 

All Cancers:  
Deduplicated Age-Adjusted Discharge Rates per 100,000  

by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us) 
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Breast Cancer:   
Deduplicated Age-Adjusted Discharge Rates per 100,000 Females 

 Service Area 
(Discharges) † 

Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 2 26.7 49.5 

White 5 34.0 39.8 
Other 0 0.0 31.6 

Total 7 32.4 43.2 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are 
counted only once if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The breast cancer rate is lower than the state average for each race and gender classification.  
 

 
Breast Cancer:  

Deduplicated Age-Adjusted Discharge Rates per 100,000  
by Race, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Prostate Cancer: Deduplicated Age-Adjusted Discharge Rates per 100,000 Males 
 Service Area 

(Discharges) † 
Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 3 62.4 64.4 
White 5 32.7 39.1 

Other 0 0.0 39.1 
Total 7 38.9 40.0 

†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are 
counted only once if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The rates of prostate cancer are similar to the state average for both blacks and whites.  No cases 
of prostate cancer were reported for the other races. 
 

 
Prostate Cancer:  

Deduplicated Age-Adjusted Discharge Rates per 100,000  
by Race, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Lung Cancer: Deduplicated Age-Adjusted Discharge Rates per 100,000 

 Service Area 
(Discharges) † 

Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 3 28.2 37.3 
White 13 42.2 36.6 

Other 1 200.2 26.7 
Total 17 39.8 41.4 

†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are 
counted only once if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
White males had higher rates and black males have lower rates than the state average.   
 

 
Lung Cancer:  

Deduplicated Age-Adjusted Discharge Rates per 100,000  
by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Colon Cancer: Deduplicated Age-Adjusted Discharge Rates per 100,000 
 Service Area 

(Discharges) † 
Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 5 43.5 47.3 
White 9 33.1 37.7 

Other 1 278.1 44.5 
Total 15 37.2 40.1 

†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are 
counted only once if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The colon cancer rates in the service area are approximately equal to the state averages. 
 

 
Colon Cancer:  

Deduplicated Age-Adjusted Discharge Rates per 100,000  
by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Diabetes: Deduplicated Age-Adjusted Discharge Rates per 100,000 

 Service Area 
(Discharges) † 

Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 42 336.2 269.7 
White 33 125.7 95.8 

Other 2 421.2 106.5 
Total 77 197.6 172.6 

†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are 
counted only once if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
Hospital discharge rates among African Americans are more than twice as high as for white 
residents.  Rural African Americans tend to have higher rates of diabetes.  The diabetes rate for 
African-American females is about 50% higher than the state average. 
 

 
Diabetes:  

Deduplicated Age-Adjusted Discharge Rates per 100,000  
by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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All Infectious and Parasitic Diseases: Deduplicated Age-Adjusted Discharge Rates per 
100,000 

 Service Area 
(Discharges) † 

Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 50 425.2 449.0 

White 77 299.3 260.5 
Other 3 816.0 279.7 

Total 130 343.0 318.6 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are 
counted only once if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The infectious disease rates were similar between the service area and the state.  The service area 
averaged about 130 unique cases per year.  
 
 

All Infectious and Parasitic Diseases:  
Deduplicated Age-Adjusted Discharge Rates per 100,000  

by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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HIV/AIDS: Deduplicated Age-Adjusted Discharge Rates per 100,000 

 Service Area 
(Discharges) † 

Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 8 62.7 97.2 
White 2 10.7 9.3 

Other < 1 * 19.7 
Total 10 30.0 38.7 

†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are 
counted only once if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
* Insufficient number of discharges to calculate a rate 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
African Americans in the service area have the highest rates of HIV/AIDS.  African American 
males have a lower rate than the state average.  White females have a rate four times higher than 
the state average. 
 

HIV/AIDS: Deduplicated Age-Adjusted Discharge Rates per 100,000  
by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Sexually Transmitted Disease (STD)  
Rate: Total STD Cases and New STD Cases per 100,000 

 Service Area (Cases) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 157 1157.5 1062.6 

White 21 93.6 87.9 

Other 1 144.4 69.4 

Total 249 675.0 626.2 
† Yearly average number of new STD cases per year between 2001-2010  
‡ Average STD Incidence Rate between 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The STD rate for the service area is similar to the state average.  African Americans in the 
service area have the highest rates of STDs.  Two factors can contribute to higher reported rates 
of STDs in females:  1) female reproductive anatomy is more susceptible to contracting an STD 
2) females are less likely to have the symptoms and therefore less likely seek treatment. 
 
 

Sexually Transmitted Disease: STD Rates per 100,000  
by Race and Gender, 2001-2010  

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Chlamydia cases per 100,000 People 
 Service Area (Cases) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 113 828.4 636.4 

White 18 77.7 63.4 

Other 1 96.3 46.4 

Total 180 487.5 416.1 
† Average number of new STD cases per year between 2001-2010  
‡ Average STD Incidence Rate between 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The chlamydia rate for the service area is higher than the state average.  African Americans have 
higher rates of chlamydia than the other race classifications. 
 
 

Chlamydia Rates per 100,000 by Race and Gender, 2001-2010  

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Gonorrhea cases per 100,000 People 

 Service Area (Cases) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 40 296.0 368.5 

White 3 14.1 16.1 

Other < 1 * 16.8 

Total 63 172.0 186.0 
† Average number of new STD cases per year between 2001-2010  
‡ Average STD Incidence Rate between 2001-2010 
* Insufficient number of cases to calculate a rate 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The rates of gonorrhea are similar to the state average for whites and blacks.  While still high, 
black males in the service area had a rate much lower than the state average.  
 
 

Gonorrhea Rates per 100,000 by Race and Gender, 2001-2010 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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 Mortality Trends 
 

All Major Cardiovascular Diseases:  
Deaths & Age-Adjusted Mortality Rates per 100,000 

 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 38 408.7 380.0 
White 77 299.5 291.9 

Other 0 * 100.0 
Total 115 329.1 308.3 

† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
* Insufficient number of deaths to calculate a rate 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
Rates of cardiovascular disease mortality are in the service area are higher than the Georgia 
average.  The rate for black males is one-third higher than the state average. 
 
 

All Major Cardiovascular Diseases:  
Age-Adjusted Mortality Rates per 100,000  
by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Stroke: Age-Adjusted Mortality Rates per 100,000 

 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 7 81.3 74.2 

White 16 62.0 51.5 
Other 0 * 24.0 

Total 23 67.2 56.2 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
Total stroke mortality rate for the service area is higher than the state average.  Both white and 
black males have rates approximately 50% higher than the state averages. 
 
 

Stroke: Age-Adjusted Mortality Rates per 100,000 
by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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High Blood Pressure:  Deaths & Age-Adjusted Mortality Rates per 100,000 

 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 2 25.4 25.4 

White 2 6.9 8.7 
Other 0 0.0 3.8 

Total 4 11.9 12.1 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
Mortality rates for blood pressure are much lower when compared to other major cardiovascular 
diseases.  As with the morbidity data for high blood pressure, African Americans in the service 
area have higher rates than the counterparts in other races.  
 
 

High Blood Pressure:  Age-Adjusted Mortality Rates per 100,000  
by Race and Gender, 2001-2010 Average 

 
* Insufficient number of deaths to calculate a rate 

SOURCE: OASIS (www.oasis.state.ga.us)  
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Obstructive Heart Failure:  Deaths & Age-Adjusted Mortality Rates per 100,000 

 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 14 154.3 124.7 

White 33 129.0 119.3 
Other 0 * 35.8 

Total 48 135.8 119.0 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
Rates of obstructive heart failure were higher than the state average.  Black males show the 
greatest increase above the state average. 
 

Obstructive Heart Failure: Age-Adjusted Mortality Rates per 100,000  
by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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All Respiratory Diseases: Deaths & Age-Adjusted Mortality Rates per 100,000 

 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 6 66.1 67.8 

White 30 117.3 97.4 

Other 0 0.0 22.9 

Total 36 104.5 90.3 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The total age-adjusted mortality rates for the service area were higher than the state average.  
Rates for white males and white females were above the state average.  
 

All Respiratory Diseases: Age-Adjusted Mortality Rates per 100,000  
by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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All Cancers:  Deaths & Age-Adjusted Mortality Rates per 100,000 

 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 18 190.2 213.8 

White 43 165.2 182.2 

Other 0 * 71.6 

Total 61 169.8 186.8 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
* Insufficient number of deaths to calculate a rate 
SOURCE: OASIS (www.oasis.state.ga.us)  
 

The total age-adjusted cancer mortality rate was similar to the state average. 
   

All Cancers:  Age-Adjusted Mortality Rates per 100,000  
by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Breast Cancer:  Deaths & Age-Adjusted Mortality Rates per 100,000 Females 

 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 1 24.3 30.3 

White 2 18.9 22.3 

Other 0 0.0 7.6 

Total 4 18.3 24.0 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 

Breast cancer rates in the service area were slightly lower than the state average. 
 

Breast Cancer: Age-Adjusted Mortality Rates per 100,000  
by Race, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Prostate Cancer: Deaths & Age-Adjusted Mortality Rates per 100,000 Males 

 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 2 68.8 63.8 

White 3 31.2 22.2 

Other 0 0.0 7.1 

Total 5 41.7 29.3 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The age-adjusted mortality rate for prostate cancer in the area was higher than the state average.  
The rates for black males were nearly 50% higher than the state average. 
 

Prostate Cancer: Age-Adjusted Mortality Rates per 100,000  
by Race, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Colon Cancer: Deaths & Age-Adjusted Mortality Rates per 100,000 
 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 2 18.2 24.4 

White 4 15.5 16.1 

Other < 1 * 7.9 

Total 6 16.3 17.7 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
* Insufficient number of deaths to calculate a rate 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The age-adjusted death rate for colon cancer was approximately equal to the state average.  
African-American females had a rate significantly higher than the state average.   
 
 

Colon Cancer: Age-Adjusted Mortality Rates per 100,000  
by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Lung Cancer: Deaths & Age-Adjusted Mortality Rates per 100,000 

 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 6 51.9 51.3 

White 19 70.2 58.1 

Other 0 0.0 16.0 

Total 24 64.2 55.7 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The age-adjusted lung cancer death rate was similar than the state average.  The rates for males 
are more than twice the rates for females.  Health behaviors, and likely smoking habits, could be 
the explanation for the difference. 
 

Lung Cancer: Age-Adjusted Mortality Rates per 100,000  
by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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All Infectious Diseases:  Deaths & Age-Adjusted Mortality Rates per 100,000 

 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 7 61.1 56.1 

White 4 17.6 22.9 

Other 0 0.0 9.5 

Total 11 31.8 30.9 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The total age-adjusted mortality rates for all infectious diseases are approximately equal to the 
state average.  Black males had the highest rates in the service area.  Rates for African 
Americans were more than three times the rates of whites in the service area. 
 

All Infectious Diseases: Age-Adjusted Mortality Rates per 100,000  
by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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HIV/AIDS:  Deaths & Age-Adjusted Mortality Rates per 100,000 
 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 3 29.2 19.7 

White < 1 * 2.3 

Other 0 0.0 0.7 

Total 4 11.5 7.1 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
* Insufficient number of deaths to calculate a rate 
SOURCE: OASIS (www.oasis.state.ga.us)  
 

HIV/AIDS mortality rates are much higher in the African-American population.  Due to the fact 
that of less than one death per year, on average, occurs in the white population, the mortality rate 
could not be calculated.  
 

HIV/AIDS: Age-Adjusted Mortality Rates per 100,000  
by Race and Gender, 2001-2010 Average 

 
* Insufficient number of deaths to calculate a rate 

SOURCE: OASIS (www.oasis.state.ga.us)  
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Diabetes: Deaths & Age-Adjusted Mortality Rates per 100,000 

 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 5 46.9 38.4 

White 6 24.0 17.4 

Other 0 0.0 9.8 

Total 11 30.6 21.7 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 

The age-adjusted diabetes mortality rate is similar to the state average.  The rates are higher in 
the black community.   

 
Diabetes: Age-Adjusted Mortality Rates per 100,000 

by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Maternal and Child Health 
 

Prenatal care: Number and Proportion of Births < 5 Prenatal Care Visits 

 Service Area (Births) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 11 8.4% 7.4% 

White 6 3.5% 4.1% 
Other < 1 * 4.0% 

Total 17 5.7% 5.1% 
†Average number of births without at least 5 prenatal care visits per calendar year from 2001-2010.  
‡ Percentage of births without at least 5 prenatal care visits per year from 2001-2010. 
* Insufficient number of births to calculate a rate 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The percentage of births receiving less than five prenatal care visits is higher in the black 
community.  The rates in the service area are similar to the state average. 
 

Prenatal Care: Percentage of Births  
Receiving <5 Prenatal Care Visits Between 2001-2010 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Infant Mortality Rate:  Deaths & Mortality Rates per 1,000 Live Births 

 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 2 13.9 12.9 

White 1 3.9 6.2 

Other 0 0.0 11.7 

Total 3 8.1 8.1 
† Average number of infant deaths (aged 0-11 months) per year from 2001-2010  
‡ Average Infant Mortality Rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The infant mortality rate for blacks in the service area is approximately 5 times the rate for 
whites.   
 

Infant Mortality Rate: Age-Adjusted Mortality Rates per 1,000 Live Births   
by Race and Gender, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us) 
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Low Birth Weight: Percentage of Births < 2500g (5lbs 8oz.) 

 Service Area (Births) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 30 16.1% 13.8% 

White 20 8.6% 7.2% 
Other < 1 * 8.4% 

Total 51 12.0% 9.3% 
†Average number of low birth births per year from 2001 to 2010 
‡ Ten year average low birth weight rate from 2001-2010 
* Insufficient number of births to calculate a rate 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The percentage of low birth weight babies in the black population is more than twice as high as 
in the white population.  The overall weight is higher than the state average. 
 

Low Birth Weight: Percentage of Births Having  
a Low Birth Weight from 2001-2010 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Low Birth Weight for Teen Births:  
Percentage of Births < 2500g (5lbs 8oz.) for Mothers Aged 10-19 Years 

 Service Area (Births) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 6 15.2% 14.8% 

White 3 10.5% 8.5% 

Other 0 0.0% 10.6% 

Total 10 12.8% 11.4% 
† Average number of low birth weight births from 2001-2010 for mothers aged 10-19 
‡ Average Percentage of Birth below 2500g for mothers aged 10-19 from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us)  
 
The percentage of low birth weight births for teen mothers is higher than the total population (as 
shown on the previous page).  The rates are highest among African-Americans in the service 
area. 
 

Low Birth Rate Percentage: Percentage of Live Births Under 2500g  
for Mothers Females Aged 10-19	  Years by Race, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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Teen Birth Rate:  Live Births per 1,000 Females Aged 10-19 Years 
 Service Area (Births) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 42 33.4 32.8 

White 30 22.1 22 

Other 1 24.7 29.3 

Total 74 28.0 26.3 

† Average number of births from 2001-2010  
‡ Average Teen Birth Rate from 2001-2010 
SOURCE: OASIS (www.oasis.state.ga.us) 
 
The teen birth rate in the service area is similar to the state average.  The majority of births to 
teen mothers occur in the African-American population.   
 

Teen Birth Rates: Live Births per 1,000 Females Aged 10-19 Years  
by Race, 2001-2010 Average 

 
SOURCE: OASIS (www.oasis.state.ga.us)  
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RESULTS:  COMMUNITY-BASED SURVEY 
 
A total of 369 surveys were completed and returned to Georgia Southern University for analysis.  
The distribution of surveys by zip code is displayed below.  As indicated, one participant failed 
to report zip code (0.3%).  As is the case with most survey work, missing values are most likely 
noted with all assessed variables.  However, the remaining variables outlined below will not 
include missing data and the analysis will be limited only to those participants addressing a 
specific survey question.  Therefore, table values not equaling 369 indicate the presence of 
missing values. 
 

Distribution of Participants by Zip Codes 
Zip Code Frequency Valid Percent 

31036 241 65.3 

31014 43 11.7 

31092 17 4.6 

31023 5 1.4 

Other 62 16.8 

Missing 1 0.3 

Total 369 100.0 

 
Demographic Characteristics 
The following section contains specific information related to the demographic characteristics of 
all participants completing this community-based survey. 
  

Distribution of Participants by Gender 
Gender Frequency Valid Percent 

Male 102 27.7 

Female 266 72.3 

Total 368 100.0 

 
As is typical with community-based efforts, considerably more females (72.3%) completed this 
survey than males (27.7%). 
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Distribution of Participants by Race/Ethnicity 
Ethnicity Frequency Valid Percent 

White, Non-Hispanic 214 58.3 

Black/African-American 146 39.8 

Hispanic/Latino 3 .8 

Asian/ Pacific Islander 1 .3 

Other 3 .8 

Total 367 100.0 

 
Most respondents were white (58.3%).  However, a significant proportion of survey participants 
were African American (39.8%).  This number is representative of the racial demographics 
observed for the service area. 
 

Distribution of Participants by Age 
Age Frequency Valid Percent 

18-24 35 9.5 

25-34 88 23.8 

35-44 71 19.2 

45-54 76 20.6 

55-64 49 13.3 

65 and older 50 13.6 

Total 369 100.0 

 
Nearly 64.0% of all participants completing the community-based survey were between the ages 
of 25 and 54 years old.  Only 9.5% of participants were 18 to 24 years old, and 13.3% of 
participants were between the ages of 55 and 64.  Approximately 14.0% of all participants were 
65 years old or older.  Therefore, the age distribution suggests an adequate cross-section of 
participation. 
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Distribution of Participants by Marital Status 
Marital Status Frequency Valid Percent 

Single 113 30.6 

Married 174 47.2 

Separated 12 3.3 

Living Together 11 3.0 

Divorced 3 .8 

Widowed 31 8.4 

Other 25 6.8 

Total 369 100.0 

 
Most participants (47.2%) were married while 30.6% of participants were single.  The relative 
proportions of other categories were minimal. 
 

Distribution of Participants by Educational Status 
Level Of Education Frequency Valid Percent 

Less Than High School 29 7.9 

High School Or GED 107 29.3 

Some College 123 33.7 

Bachelor's Degree 55 15.1 

Advanced Degree 27 7.4 

Other 24 6.6 

Total 365 100.0 

 
Approximately 34.0% of respondents reported having some college education, and 29.3% of 
respondents reported having a high school diploma or the equivalent.  Only 7.9% of respondents 
indicated they had less than a high school education. 
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Distribution of Participants by Employment Status 
Employment Status Frequency Valid Percent 

Student 18 4.9 

Full-Time 209 57.4 

Part-Time 30 8.2 

Retired 11 3.0 

Self-Employed 47 12.9 

Unemployed 41 11.3 

Not Seeking Employment 8 2.2 

Total 364 100.0 

 
Most survey participants (57.4%) indicated they worked full-time while only 8.2% reported part-
time work.  Approximately 11.0% of individuals completing the community-based survey 
reported being unemployed. 
 

Distribution of Participants by Household Income 
Household Income Frequency Valid Percent 

Under $25,000 138 38.8 

$25,000-$49,999 62 17.4 

$50,000-$74,999 52 14.6 

$75,000-$99,999 31 8.7 

$100,000 Or More 50 14.0 

Don't Know/Not Sure 23 6.5 

Total 356 100.0 

 
Nearly 40.0% of participants reported household incomes of less than $25,000 per year.  Other 
income categories were fairly evenly distributed. 
 

Distribution of Participants by Home Ownership Status 
Home Ownership Frequency Valid Percent 

Yes 195 54.0 

No 166 46.0 

Total 361 100.0 

 
Most survey participants (54.0%) reported owning their home.  
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Distribution of Participants by Access to Transportation 
Access To Transportation Frequency Valid Percent 

Yes 332 92.0 

No 29 8.0 

Total 361 100.0 

 
A considerable proportion of those surveyed reported having access to transportation (92.0%).  
However, it is important to note that this does not necessarily indicate they own transportation. 
 
 

Distribution of Participants by Number of Dependents in the Household 
Number Of Dependents Frequency Valid Percent 

0 129 35.4 

1 91 25.0 

2 78 21.4 

3 Or More 66 18.1 

Total 364 100.0 

 
Most respondents indicated no dependents were living in the household (35.4%), but over 18.0% 
of those surveyed reporting having 3 or more dependents. 
 
Community Perception 
This section illustrates factors related to community perception.  Specifically, participants were 
asked to rate their community in terms of quality of life, economic growth, safety, and education.   
 

Individual Perception of Quality of Life in the Community 
My Community Is A: 

Good Place To Live Frequency Valid Percent 

Strongly Agree 131 37.6 

Agree 179 51.4 

No Opinion 30 8.6 

Disagree 5 1.4 

Strongly Disagree 3 .9 

Total 348 100.0 

 
Among those surveyed, 89.0% of participants either “agree” (51.4%) or “strongly agree” 
(37.6%) that their community is a good place to live.  
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Individual Perception of the Economy 
My Community Has: 

Strong Economic Growth Frequency Valid Percent 

Strongly Agree 39 11.2 

Agree 66 18.9 

No Opinion 92 26.4 

Disagree 119 34.1 

Strongly Disagree 33 9.5 

Total 349 100.0 

 
However, most participants feel that economic growth in the community is not optimal.  Among 
those responding to this survey, 43.6% of participants either “disagree” (34.1%) or “strongly 
disagree” (9.5%) that economic growth is adequate in their community. 
 

Individual Perception of the Health Care System 
My Community Has A: 

Strong Health Care System Frequency Valid Percent 

Strongly Agree 76 22.4 

Agree 146 42.9 

No Opinion 73 21.5 

Disagree 36 10.6 

Strongly Disagree 9 2.6 

Total 340 100.0 

 
Most participants “agree” (42.9%) or “strongly agree” (22.4%) the health care system is strong in 
their community. 
 

Individual Perception of the Family Oriented Nature of the Community 
My Community Is A: 

Good Place To Raise Children Frequency Valid Percent 

Strongly Agree 114 32.6 

Agree 176 50.3 

No Opinion 39 11.1 

Disagree 17 4.9 

Strongly Disagree 4 1.1 

Total 350 100.0 
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Among those responding to this survey, 61.4% of participants either “agree” (50.3%) or 
“strongly agree” (11.1%) that the community is a good place to raise children. 
 

Individual Perception of Community Safety 
My Community Is A: 

Safe Community Frequency Valid Percent 

Strongly Agree 103 29.9 

Agree 199 57.7 

No Opinion 33 9.6 

Disagree 6 1.7 

Strongly Disagree 4 1.2 

Total 345 100.0 

 
Most participants agree that the community is a safe place to live.  Approximately 88.0% of 
respondents either “agree” (57.7%) or “strongly agree” (29.9%) that the community is safe. 
 

Individual Perception of the Educational System 
My Community Has A: 

Strong Education System Frequency Valid Percent 

Strongly Agree 71 20.3 

Agree 134 38.4 

No Opinion 69 19.8 

Disagree 43 12.3 

Strongly Disagree 32 9.2 

Total 349 100.0 

 
The educational system of the community ranked fairly high.  Nearly 59% of those responding 
indicated that they either “agree” (38.4%) or “strongly agree” (20.3%) that the community has a 
solid educational system. 
 
Behavioral Patterns 
This section illustrates participant responses to a series of behavioral questions.  The tables 
below indicate community patterns in terms of perceived health status, exercise, tobacco use, 
alcohol use, seatbelt use, diet, and self-breast exam habits (females only).  In addition, coping 
mechanisms for stress are indicated. 
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Perception of Individual Health Status 

Perceived Health Status Frequency Valid Percent 

Excellent 48 13.5 

Very Good 111 31.2 

Good 147 41.3 

Fair 35 9.8 

Poor 8 2.2 

Don't Know/Not Sure 7 2.0 

Total 356 100.0 

 
Approximately 41.0% of respondents perceived their health status to be “good” and 31.2% 
perceived their health status to be “very good”.  Only 13.5% of participants stated their health 
status was “excellent”. 
 

Distribution of Patterns of Exercise 
Frequency Of Exercise Frequency Valid Percent 

Not At All 44 12.1 

Occasionally 156 42.9 

1-2 Times Each Week 78 21.4 

3-4 Times Each Week 67 18.4 

5 Or More Times Each Week 19 5.2 

Total 364 100.0 

 
Fifty five percent of respondents reported either not exercising (12.1%) or only occasionally 
exercising (42.9%).  Only 5.2% of those participating in this survey reported exercising 5 or 
more times per week. 
 

Distribution of Monthly Self-Breast Exam 
Monthly Self Breast Exam Frequency Valid Percent 

Yes 148 59.2 

No 102 40.8 

Total 250 100.0 

 
Only female participants were asked to respond to the question concerning monthly self-breast 
examination.  According to those surveyed, 59.2% of women reported completing a self-breast 
examination. 
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Distribution of Tobacco Use 

Tobacco Use Frequency Valid Percent 

Yes 84 23.1 

No 279 76.9 

Total 363 100.0 

 
Most participants (76.3%) reported not using tobacco.  
 

Distribution of Alcohol Use 
Alcohol Use Frequency Valid Percent 

Not At All 167 45.9 

Occasionally 152 41.8 

1-2 Times Each Week 21 5.8 

3-4 Times Each Week 18 4.9 

5 Or More Times Each Week 6 1.6 

Total 364 100.0 

 
Nearly 88.0% of participants reported never consuming alcohol (45.9%) or only consuming it 
occasionally (41.8%). 
 

Distribution of Seat Belt Use 
Seatbelt Use Frequency Valid Percent 

Always 259 71.9 

Mostly 69 19.2 

Sometimes 28 7.8 

Never 4 1.1 

Total 360 100.0 

 
The distribution of seatbelt use in the community is very high.  Most participants reported always 
(71.9%) or mostly (19.2%) using seatbelts. 
 
 



Taylor Regional Hospital:  Community Health Needs Assessment 

	   	   81 

Distribution of the Perception of Diet 
Diet Frequency Valid Percent 

High In Fat 33 9.2 

Medium In Fat 157 44.0 

Low Fat 77 21.6 

5 Daily Servings Of Fruits/Vegetables 43 12.0 

2-4 Daily Servings Of Fruits/Vegetables 118 33.1 

Rarely Eat Fruits/Vegetables 12 3.4 

 
Participants were asked to indicate any all aspects of their personal diet that applied to daily life.  
Therefore, the data illustrated below represents multiple responses and percent totals do not 
equal 100%.  Forty four percent of respondents indicated their diet was medium in fat content.  
Over 33.0% of those surveyed reported consuming 2 to 4 servings of vegetables each day. 
 

Strategies for Controlling Stress 
Controlling Stress Frequency Valid Percent 

Exercise 123 34.7 

Hobbies/Sports 106 29.9 

Eating More Than Normal 37 10.4 

Eating Less Than Normal 16 4.5 

Smoking 48 13.5 

Alcohol/Drugs 9 2.5 

Medication 40 11.3 

Talking To Friends 160 45.1 

Talking To A Counselor 9 2.5 

Direct It To Others 8 2.3 

Prayer 195 54.9 

Other 24 6.8 

 
Participants were asked to indicate any all mechanisms of coping with stress that applied to daily 
life.  Therefore, the data illustrated below represents multiple responses and percent totals do not 
equal 100%.  Prayer (54.9%) was the most commonly reported strategy for controlling stress.  
However, talking to friends (45.1%), exercise (34.7%), and hobbies/sports (29.9%) were also 
commonly reported to control stress.   
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Healthcare Seeking Behavior 
This section attempts to assess the healthcare seeking behavior of survey participants.  Specific 
questions asked include routine checkups/physicals, healthcare providers, healthcare insurance, 
healthcare location, and healthcare barriers. 
 

Distribution Reporting to Receive Regular Physicals 
Receive Regular Physicals Frequency Valid Percent 

Yes 282 79.4 

No 73 20.6 

Total 355 100.0 

 
The majority of survey participants (79.4%) indicated they received physicals on a regular basis. 
 

Distribution Reporting to Have a Regular Doctor 
Have A Regular Doctor Frequency Valid Percent 

Yes 287 81.3 

No 66 18.7 

Total 353 100.0 

Most (81.3%) participants reported having a regular doctor. 
 
Participants were asked to disclose all types of insurance, so the data illustrated below represents 
multiple responses.  Therefore, the percent totals do not equal 100%.   
 

Distribution of Insurance Type 
Type Of Insurance Frequency Valid Percent 

Uninsured 60 17.0 

Pay Out Of Pocket 18 5.1 

Medicaid 43 12.2 

Medicare 56 15.9 

Medicare Part D 6 1.7 

Private Insurance 206 58.5 

 
Nearly 59.0% of all respondents indicated having private insurance to pay for health care 
services.  Medicare (15.9%) and Medicaid (12.2%) were reported by 28.1% of survey 
participants. 
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Distribution Reporting to Have a Regular Dentist 
Regular Dentist Frequency Valid Percent 

Yes 221 63.1 

No 129 36.9 

Total 350 100.0 

 
Over 63.0% of respondents indicated having a regular dentist. 
 
The table below illustrates specific locations of services received by survey participants.  
Multiple responses were solicited with this particular survey question, so percent totals do not 
equal 100%. 
 

Distribution of Healthcare Service Location 
Location Of Healthcare 

Services 
Frequency Valid Percent 

Private Practice 257 72.2 

Emergency Room 94 26.4 

Health Department 28 7.8 

Other 22 6.2 

 
According to the data above, 72.2% of participants reported seeking health care from a private 
practice.  The emergency room (26.4%) and the health department (7.8%) were additional sites 
for receiving health care services. 
 

Distribution Reporting Cost as a Barrier to Healthcare 
Cost As A Barrier To 

Healthcare 
Frequency Valid Percent 

Yes 103 29.0 

No 252 71.0 

Total 355 100.0 

 
Seventy one percent of respondents indicated that cost was not a barrier to receiving health care 
services. 
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Distribution Reporting Cost as a Barrier to Filling Prescription Medication 
Cost As A Barrier To 

Prescription Medication 
Frequency Valid Percent 

Yes 111 31.1 

No 246 68.9 

Total 357 100.0 

 
Nearly 69.0% of respondents indicated that cost was not a barrier to filling a prescription 
medication. 
 
The table below illustrates specific conditions of participants, or family members of participants, 
admitted to the Emergency Room at the hospital.  Any relevant condition was indicated so 
percent totals do not equal 100%. 
 

Distribution Reporting Ambulatory Care Conditions 
Ambulatory Care Conditions Frequency Valid Percent 

Dehydration 27 19.6 

Gastroenteritis 16 11.7 

Kidney Infection 35 25.5 

Bleeding/Perforated Ulcer 5 3.6 

Pelvic Inflammatory Disease 1 .7 

Ear, Nose Throat Infections 41 29.9 

Cellulitis 4 2.9 

Dental Conditions 6 4.4 

Diabetes 19 13.9 

Asthma 28 20.4 

Angina 15 10.9 

Hypertension 37 27.0 

Congestive Heart Failure 16 11.7 

COPD 5 3.6 

Trauma 78 44.1 

 
Trauma (44.1%) was the most commonly reported ambulatory care condition reported by 
participants reporting admission to the emergency room.  Ear/nose/throat infections (29.9%), 
hypertension (27.0%), kidney infection (25.5%), asthma (20.4%), and dehydration (19.6%) were 
also commonly reported conditions for emergency room admissions. 
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Local Hospital Services and Overall Satisfaction 
Among participants surveyed, 71.5% used hospital services in the last 24 months.   
 

Distribution of Health Care Utilization 
Utilized Hospital Services Frequency Valid Percent 

Taylor Regional Hospital 222 85.7 

Other 37 14.3 

Total 259 100.0 

Among those reporting using hospital services, 85.7% indicated using services at Taylor 
Regional Hospital. 
 
Survey participants were asked about their experience with the local hospital and hospital 
services.  In addition, general levels of satisfaction with this facility and its services were also 
assessed. 
 

Reason for Healthcare Utilization 
Reason For Service At Local 

Hospital 
Frequency Valid Percent 

Physician Referral 47 21.9 

Closer/More Convenient 151 70.2 

Insurance 31 14.4 

Quality Of Care 46 21.4 

Availability Of Specialty Care 6 2.8 

Other 11 5.1 

 
Most participants reported using the local hospital because of convenience (70.2%).  However, 
21.9% reported being referred by a physician. 
 

Distribution of Services Utilized 
Specific Services Utilized Frequency Valid Percent 

Radiologic Imaging 130 59.1 

Laboratory 117 53.2 

Other Outpatient Services 33 15.1 

Rural Health Clinic 7 3.2 

Inpatient Services 33 15.0 

Emergency Room 117 53.2 

Oncology 2 .9 

Other 12 5.5 
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Respondents indicated using a variety services at the local hospital.  Radiologic services (59.1%) 
and laboratory services (53.2%) were the most commonly reported services used by survey 
participants.  The emergency room was used by 53.2% of those surveyed. 
 

Level of Satisfaction with Services 
Level Of Satisfaction With 

Service 
Frequency Valid Percent 

Satisfied 179 83.3 

Dissatisfied 22 10.2 

Don't Know 14 6.5 

Total 215 100.0 

 
Over 83.0% of those surveyed indicated being satisfied with services while only 10.2% indicated 
dissatisfaction. The primary reasons for reporting dissatisfaction were long ER wait times and 
hospital personnel interaction. 
 

Distribution Reporting Utilizing a Primary Care Physician 
Utilization Of A Primary Care 

Doctor 
Frequency Valid Percent 

Yes 191 86.8 

No 28 12.7 

Don't Know 1 .5 

Total 220 100.0 

 
Approximately 87.0% of those surveyed indicated using a primary care physician.  Among those 
participants indicating to not use a primary care physician (12.7%), the table below illustrates the 
type of medical care provider utilized for routine healthcare. 
 

Provider Location for Routine Care 
Location Of Provider For 

Routine Care 
Frequency Valid Percent 

Community Health Clinic 2 7.7 

Health Department 4 15.4 

Emergency Room 13 50.0 

Specialist 2 7.7 

Other 5 19.2 

Total 26 100.0 
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As indicated above, the emergency room was most often utilized in the absence of a primary care 
physician (50.0%). 
 

Utilization of Primary Care at the Local Hospital 
Utilization Of Primary Care At 

Local Hospital 
Frequency Valid Percent 

Yes 172 78.5 

No 45 20.5 

Don't Know 2 .9 

Total 219 100.0 

  
Nearly 79.0% of those surveyed reported using primary care services at the local hospital. 
 

Level of Satisfaction with the Primary Care Provider 
Level Of Satisfaction With The 

Primary Care Provider 
Frequency Valid Percent 

Satisfied 154 89.0 

Dissatisfied 10 5.8 

Don't Know 9 5.2 

Total 173 100.0 

 
Among those using primary care providers at the hospital, the vast majority (89.0%) was 
satisfied with the services received. 
 

Distribution Reporting Ease of Appointment with a Primary Care Provider 
Ability To Get Appointment 

With A Primary Care Provider 
At The Local Hospital 

Frequency Valid Percent 

Yes 147 89.6 

No 9 5.5 

Don't Know 8 4.9 

Total 164 100.0 

 
Most respondents (89.6%) indicated they were able to schedule an appointment with the primary 
care provider at the local hospital.  
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RESULTS:  FOCUS GROUP ANALYSIS 
 
Taylor Regional Hospital was encouraged to recruit three groups of 6-8 participants to take part 
in the three focus groups. One group consisted of community advisory members (CAC), persons 
among the group of people the hospital recruited to actively participate in the needs assessment. 
The other two groups were recruited by CAC members and referrals. Twenty participants took 
part in the three focus groups. Two focus groups were conducted simultaneously in two different 
locations on the campus of the hospital, while the third group took place later that day at the 
local library. The latter group had fewer participants.  
 
The three focus groups consisted of 20 participants: nine men and 11 women. The sample was 
overwhelmingly white (16) with four blacks. All of the participants’ spoke English. Eighteen of 
the 20 participants lived in Hawkinsville with the other two participants lived in Cochran and 
Pinehurst. Participants’ age ranged from 25 years old to 86 years old, with a median age of 50. 
Participant’s education levels were as follows: eight advanced degrees; 10 college degrees; and 
two had some college. Participants’ annual income levels included seven with 100k or more; 10 
with income levels 50k – 75k; two persons with 75k – 100k; and one person with 25k – 50k. The 
following sections divide the focus group discussions by common thread or topic. 
 
Community  
Theme:  Genuine community, aging and decreasing, lack of access to industry and other 
resources  
 
When asked about life in Pulaski County, participants expressed many of the joys of typical rural 
life including safety, security, environment conducive to raising children, and friendly neighbors. 
One participant explained life in Pulaski County by saying,  
 

“It’s a wonderful place to live.  It’s a wonderful place to raise children.  It’s safe by and 
large.  If the parents mind their P’s and Q’s, their children are safe.  And, you know, 
there’s a lot to be said for feeling secure.  And it’s a secure feeling in this community.  
You have people that work together.  You know, if you have a need, they’ll help you in 
whatever way they can.  I mean helping others, you know.” 

 
Participants expressed that the community was “aging and decreasing” meaning that the 
individuals who were living there were getting older while the younger individuals were moving 
to larger cities for economic and employment opportunities. Older participants realized, despite 
few employment opportunities, there was value in living in Pulaski County and some further 
stated that they had moved back because “change comes from within.”  Describing the 
population of Pulaski County, one participant said,  
 

“It’s age, because – okay, first of all, I’m gonna say age, because of people like me who 
continue to see birthdays, and decreasing, because of our young people are moving 
away.  Once they finish high school and college, whatever, they’re moving on to the city 
where they kind find work.” 
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Participants valued the sense of community in Pulaski County and noticed a genuineness among 
the residents. 
 

“I think that’s the beautiful part about our community is that there are people that say 
how is so and so doing and there’s a genuineness.  And I think that we forget that there’s 
a genuineness here.” 
  

When participants were asked what they did not like about living in the County, they light 
heartedly discussed some of the down sides of living in a small community:  “everyone knows 
your business” and lack of shopping choices or other recreational activities.  Some community 
members disagreed, however, stating that there were offerings -such as the Opera House- but no 
one showed up when events are scheduled unless the event was a sporting event.   
 
More seriously, they discussed the lack of industry in the County stating that there is only one 
grocery store and limited access to shopping.  Participants attributed the loss of young people to 
larger cities to this lack of industry.  Participants felt that the lack of industry also lead to a lack 
of jobs; therefore, forcing youth to leave the community. One participant explained the economic 
situation of the county: 
 

“Not enough industry and jobs, I mean, for people.  You have to travel.  My job—I work 
here in Hawkinsville, but it’s based in Dublin.  And a lot of people live here, drive out of 
town to work, and like I said earlier, when I was in another town working, even though I 
lived here, I used services from the hospitals where I worked.  So, that’s a problem.” 
 

Another participant further explained the lack of business and industry by saying, 
 

“I like to see Pulaski people progressing.  And I like to see a lot of changes in Pulaski 
County.  Not changes, but progress, like we need another grocery store.  We need 
business and industry.” 

 
Participants also discussed that there are few free recreational activities for youth within the 
community.  They attributed this to deviant behavior among the youth such as drug use or 
teenage pregnancy which will be elucidated further below in Community Issues. One participant 
explained the lack of activity for children by saying,  
 

“Our children need to have more activities.  Our teenagers, there’s not really a whole lot 
for them to do besides sit in the front parking lot as far as they’re concerned.  If they’re 
not on a sports team in the high school, there’s just not a lot – there’s not organized stuff 
outside of our rec. department seasonally and then seasonally in our school system.” 
 

Another participant agreed, and stated that he had heard this from his children as well: 
 

“As my children would say there’s absolutely nothing to do in Hawkinsville.” 
 

Participants focused largely on transportation stating that issues with transportation migrated 
across the lifespan since the youth could not access recreational activities (there is a large bridge 
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in the community that participants feel is not safe for kids to walk across) and the elderly could 
not access physicians or other medical care because of the lack of transportation.   
 

“That is one of the discussions that we had when they decided to move everything across 
the river.  That is a discussion that I had with them.  And there was a plan that was 
brought up at that time as to where we would have plenty of transportation for that to 
happen.  But as I told them at that time, it was never gonna happen.  And those parents 
was not gonna let their kids be walking to and from across that bridge.” 

 
Participants believed that the community environment was conducive to a healthy lifestyle-
especially for activities such as walking or jogging.  They agreed that the recreation department 
is “fabulous”, and recognized the hospital as a valuable community resource.   
 

“Well, it’s easy to get out and walk around town or go for a jog here, ’cause, like you 
said, it’s pretty safe.  So I mean in [another city], I would always be inside on the 
treadmill if it was open.  But here, I’ll go for a run around the block, ’cause I’m not 
concerned about having to stab someone.” 
 

Participants also referred to the Archway Partnership as a health promoting collaboration 
between the community, hospital, and health department.  One participant explained the 
partnership by saying,  

“Because people are not aware a lot of what they need to have and what they need to do 
that is healthy lifestyle.  This is the real focus of what the Archway program is gonna be 
doing, is trying to do that.  And as I said, that’s a partnership with Archway, the 
community which is Archway, and the hospital, and the health department.” 

 
Barriers to a healthy lifestyle in the community were centered on food choice.  Participants stated 
that the lack of access to grocery stores increased the cost of food-especially fresh foods.  Since 
there is only one grocery store in the community, there is no market competition.  Therefore, 
increased prices for healthy foods cause a financial burden for community members.   
 

 “There is one chain store and a couple little mom and pops, so there is no selection. No 
competition. It makes it more expensive and it makes it less things available. It’s 
crowded. And less incentive to shop in Hawkinsville, which is what we really need to do.” 
 

Another participant agreed,  
 

“I make a good paycheck and it’s expensive for me to budget in fresh fruits and 
vegetables.  That it’s not just easy or cheaper, not easier, ’cause I don’t mind cooking.  
It’s just cheaper to get something that’s frozen or canned.  I mean it’s outrageous.” 

 
Participants enjoy “the restaurants” within the community, but light-heartedly list them as a 
barrier to health within the community.   
 

“The restaurants. A lot of barbecue, lot of fried chicken.” 
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Community Issues 
Theme: Common health-related issues, youth and community suffer because of lack of 
transportation 
 
Participants were happy with life in Pulaski County.  However, they also had some concerns 
which included general healthcare issues, economic climate of the community resulting in issues 
with youth, and lack of access to transportation.  Generally, participants perceived that 
hypertension, high blood pressure, diabetes, obesity, cancer, kidney failure, child abuse, neglect, 
mental health issues, dental care, and alcoholism were health-related issues within the 
community.   
 
More specifically, participants’ conversations focused on the economic climate of the 
community.  They believed the primary issue of lack of jobs and employment opportunities has 
caused theft and violence with residual effects being increased participation by youth in gangs, 
drug use, and a rise in teenage pregnancy. Participants voiced concerns about the lack of a 
community wide mentorship program for youth. They valued the 21st Century after school 
program, but noted that it would be ending soon due to lack of funding. Participants would like 
to see a more community wide mentorship program possibly manned by an untapped community 
resource-volunteers and retirees.  One participant explained some of the issues with youth: 
 

“Two years ago, I was principal of the alternative school and about a third of my 
students had a probation officer.  So, yeah, and a lot of it was theft.  There was some 
drug related in there.  There was some violence and assault things as well.  So there is an 
issue here.” 
 

Another participant agreed and said, 
 

“We see gang signs.  We see signs of abuse, child abuse, neglect, lots of teenage 
pregnancies.” 
 

Participants believed that lack of transportation in the community was a serious issue-especially 
for youth and seniors.  Participants discussed the transportation system for medical transport 
indicating that there had been a change in the system requiring that individuals call three days 
prior to use of the service.  Participants indicate that this is a much needed service.  However, 
community members need education concerning its existence and how to use it.   Participants 
were frustrated that resources, such as school buses or other forms of transportation seem to 
remain idle when they could be used within the community. 
 

“I do think one of the other negatives is that we take for granted is, is that we only have a 
very small transit system, but we have a lot of people who don’t drive.  A very small 
transit system and so – and we have a lot of seniors....I mean we have a lot of seniors.  
And so that bus can’t handle the amount of people that we have.” 

 
Another participant attributed the transportation to a breakdown of communication:  
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“I think there’s a breakdown of communication.  Like, I didn’t even know about this issue 
[referring to senior transportation].  I knew about another issue was transporting 
children.  And I think that’s one of the things.  I think there’s a breakdown of 
communication.  We may not realize what our needs are.  We may not realize that this is 
something that – you know, how can we help out one another?” 
 

Community Summary 
Participants enjoy the safety and security that comes with living in rural, Pulaski County, 
Georgia.  They value the genuineness of the community members and enjoy the sense of 
community that comes with living here.  Participants also recognize the barriers related to living 
in a rural community including lack of industry, transportation, employment, and recreational 
activities for both youth and adults.  Participants identified specific issues such as gang violence, 
teenage pregnancy, and drug use.  The next section will identify issues pertinent to the hospital 
and will identify ways in which participants feel that the hospital can collaborate with the 
community to address some of the previously identified issues.   
 
Hospital 
Theme: Hospital is the biggest employer in the area, well-equipped, convenient, and necessary in 
the county 
 
These remarks and comments were shared when participants were asked to provide positive 
feedback about Taylor Regional Hospital– the biggest employer in the area; well-equipped with 
different doctors (though not all are on staff fulltime). To support the perception that the hospital 
is well-equipped, one participant said,  
 

“When I hear somebody say if something happens to me, for God’s sakes take me to 
Macon, it drives me crazy. ‘Cause this hospital can do anything other than heart surgery 
that any hospital can do.”  

 
The hospital was conveniently located in the county. Less frequently mentioned, but worth 
stating, was the friendliness of the custodial staff and the fact that cafeteria food is better than 
most hospital foods.  That same participant wished the direct care staff expressed the same 
positive attitude when delivering services.  

 
“Easy to get in and out versus Emory or somewhere else” 
 
“It’s sad whenever the cleaning lady – we have one of the best ladies for cleaning rooms 
up here, ‘cause she cheer on anybody to get them out of the hospital. And it’s sad that 
that’s coming from custodial staff and not I’m not getting it from the people that are 
giving me my direct care.”   

 
Additionally, many participants mentioned, though they may not like many things about Taylor 
Regional Hospital, they don’t want it to go away since it is the main hospital that provides 
medical care to at least three counties. In agreement with this sentiment, another participant a 
participant noted, 
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“…like you said, to give away that negative, you know, that they have on their name that 
they’re not community-oriented. ‘Cause like what she said, we need this hospital. We 
don’t want it to go away.”  

 
Another participant said,  

 
“This hospital is pretty well the primary facility for all three or four of those counties 
Bleckley, Dooly and Wilcox. We get all three or four of those counties. Everybody comes 
here, because there’s a primary care. They have a hospital in Bleckley and I think it’s run 
by some peoples from here. So the primary place for their care is here. They have to 
come here for it, you know. But overall, I would say care is fair. Some areas, it is 
excellent. And in some areas we’re lacking.” 

 
 
Hospital Problems: Areas to be improved 
Theme: Image in the community; lack of communication between hospitalists and PCP; 
hospitalist not committed to community; department internal communication.  
 
One of the major issues seen as negative is the introduction of hospitalists in the hospital which 
many participants thought interfered in the continuity of care continuity. Many participants 
alleged because of this program the hospital is not flexible enough to have their primary care 
doctors (PCPs) to visit and participate in their care while they are hospitalized. According to 
participants, the hospitalists lack commitment to the community, because they often do not live 
in the community nor do stay practicing at that hospital long enough to become part of the 
community. One participant who have had services from a hospitalist at Taylor Regional stated,  

 
“I don’t like the fact that we have hospitalists. Most of these small regional hospitals and 
small local hospitals, you know, we don’t have a hospitalist out here with 30 years 
experience, because they leave. They come in here, they pay off their loans. They do their 
community service, if you will. And then they leave and they go to Warner Robins and 
Macon and Atlanta and practice in those environments, where they’re not confined to this 
little hospital or this little region where they can see private patients whether or not they 
participate with the hospital… and that’s the issue that I have with our hospital is just 
that we lose really good doctors once they’re done with their community service”  
 

Some participants want their PCP to have access to participate in the decision-making process 
while receiving medical care from hospitalists at the hospital. Further, they want their PCP to be 
in communication with the hospitalists.  As another participant said, 

  
“And help diagnose and treat and be able to talk to our hospitalist because now my 
understanding is that our hospital – my doctor is not allowed to come see me in the 
hospital. I now have to see a hospitalist. But the hospital doesn’t know what all has been 
going on with me like my family doctor…. And that is a struggle of mine that I know has 
been imposed upon me and I’m not sure how to deal with”  
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Another issue with the hospitalist system is that many of them are independent contractors with 
different billing preferences. When insurance information is collected, patients are not often 
informed about which types of insurance the hospitalist on duty accepts. Patients become aware 
of this fact once their insurance information is denied and they receive a medical bill and often 
are not made aware of this until they receive notification from a collection agency. 
  

“It makes me mad – the hospitalist that might be on duty might not take my Blue 
Cross/Blue Shield, but I don’t know that out until I get a big fat bill and then I have to 
fight with their staff. And they say, you know, and I’m like well, I didn’t know that. So my 
insurance always ends up paying after I get collections calls and everything else.” 
 
“Another frustration that I hear within the community, within the paying community, is 
the fact that you don’t get a bill and all of a sudden you get a call from the collection 
agency, you know that kind of thing.”  

 
Participants also talked about privacy issues. A few talked about hearing the nursing staff 
discussing other patients’ health related problems while they wait to receive services in the ER. 
One woman talked about hearing from others in the community about her illness and said,  
 

“I feel like privacy is a huge issue with this hospital. I mean I find out things when I go to 
the ER, when I’ve had to go that if I’ve gone to the ballgame, somebody will say, well, 
how are you doing? I didn’t know anybody know that I was at the ER. And I feel like, 
excuse me, the staff; I feel like when I come here, I feel like I’m an inconvenience. So I 
mean there’s one or two doctors I see, but I don’t come back to the ER.” 

 
Another participant talked about the hospital losing potential patients because people fear their 
privacy may be violated, as this participant said,  
 

“I’m going to add something about the hospital too. Most of the upper income – the lower 
income people, they have a trust factor for the hospital. So ‘I don’t know if they know, just 
take me on to Macon. I don’t want to stop at the hospital here.’ So we got to, some kind of 
way build our trust factor. That’s probably why the hospital struggling so, ‘cause they’re 
taking their business to Macon. And many should be here in the local hospital.” 

 
One woman who had a sick child in the hospital dealt with a rude nurse who may have used 
inappropriate language because the child’s crying was disturbing other patients. According to the 
woman, the issue was not that of her son’s crying, it was because the walls lack insulation.  This 
nurse was so upset with the woman that she sent another employee ‘a big guy’ into the room to 
address the woman. Though the woman was frightened, the ‘big guy’ rectified the situation by 
speaking nicely to her.  
 
Other issues that Taylor Regional Hospital faces are frequent misuse of emergency room (ER) 
services. Participants stated among those who misused the ER are people with insurance, but 
cannot afford to pay the required copayment to their PCPs; appointments at their regular doctors 
are hard to get, therefore, they don’t want to wait for months before seeing a doctor; and people 
are knowledgeable that they cannot be refused services in the ER. Once participant stated,  
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“Because if the income is not there for the copay, and the need is there for healthcare, I 
mean, you gotta do what you gotta do. That happens a lot here in Hawkinsville. That goes 
back to not having jobs, and people that have very limited income, and they just have to do 
that. They have to make a choice of, am I gonna go to the emergency room, or not have 
myself taken care of. That happens a lot.”  

 
Moreover, indigent care is said to be a problem in the county. Though this was not frequently 
mentioned, a participant who works with the indigent in the community said,  
 

“When it comes to taking care of the poor and needy, we’re lacking. How do I know that? 
It’s because I get to argue with some of the peoples up here. And I get to try to tell them 
where I know that this is available and this is available and you just don’t want to do the 
paperwork to help them get the help.”  

 
Another set of issues included the lack of internal communication within the hospital systems 
and departments.  Specifically, computer systems within the hospital may not be linked. For 
instance, a person can go in for an outpatient procedure, register, but once sent to the actual 
procedure location the representatives in the room where the procedure is to be performed have 
no idea why the person is in the room. The next quote is from a participant who was preparing to 
have knee surgery. He shared his experience by saying,  
 

“I had surgery there about a month ago on my knee. And from Dr. {…} office to the 
hospital, and back to Dr. {….}’s office their systems don’t even communicate with each 
other. Their internal systems don’t even communicate… you know, he wanted an MRI 
and x-ray and all this on my knee. So I go to radiology and I register there. And then I get 
done with that and go back over to his office. He read the stuff, sees the stuff, and says 
okay, great. So go register at the Day Surgery. So I go to the Day Surgery and register 
with them. They don’t know who I am, because they couldn’t pull the records from 
radiology and could not pull them from Dr. {….}’s office. I spent three hours registering 
for stuff and answering the same questions over and over, and over and over again, 
because their systems don’t communicate with each other.”  

 
Moreover, participants with health insurance shared their experiences with the hospital’s billing 
department. One participant talked about not receiving a bill for services from the hospital, but 
later receiving calls from a collection agency. While another participant talked about his elderly 
parent with cancer, a lifelong patient of the hospital. The patient was billed more than expected 
for cancer preventative care. This same patient, though she had insurance, was billed the full 
amount for a hysterectomy.  
 

“They charged her for almost the full amount of her hysterectomy, like, a year or two 
after that. And she was like, I’ve been going to this hospital my entire life… and it’s like, 
how do you keep losing my insurance.” 
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There is also an issue with long wait time in the ER that is causing some patients to go to other 
area hospitals. A participant who had a spider bite expressed how long she had to wait before she 
would receive much needed care, as she said,  
 

“I think you can sit forever in the ER. I had an issue and I could not see my doctor and I 
was running a 104 temperature. And it was from a spider bite and it was the wrong kind 
of spider. And I needed to get specific medicine. I even know what medicine I needed, 
’cause I’ve been bit by the same spider months earlier, but it took 6 hours for me to even 
go through the trauma – go through the triage.” 

 
In addition, the hospital is in need of another ambulance so that it can transport patients needing 
urgent care to nearby hospitals quicker after they are stabilized. The hospital has not 
communicated to the general community that the ambulance system that transports patients 
outside of the county is county-owned and when it needs to use this transport to take patients 
outside of the county it must go through a lengthy process. A participant who is also affiliated 
with the hospital talked in detail about this phenomenon and stated this problem could be 
handled through public relations. 
 
An issue was brought up when asked about the services to be offered at the hospital – the main 
focus was on specialty doctors to include mental health, neurology, urology, ophthalmology and 
more obstetricians. One important thing about these practitioners that was mentioned is that 
participants would like for these practitioners to be fulltime residents in the county. 
 
Recommendations 
Themes: Hospital lacks of community awareness; public relations issues; hospital needs to 
promote its services in all segments of the community through non-traditional partnerships; 
community unaware of hospital services; PR personnel; urgent care clinic in the community; and 
room for expansion.  
 
Although none of the participants talked about the hospital staff competence, many participants 
alleged that Taylor Regional Hospital needs to work on its image in the community. In other 
words, some participants felt the hospital is not community-minded or community-friendly. One 
way the hospital can improve its image is to have an outreach or public relations person to 
actively work in the community. This public relations person will be going visiting many areas 
of the community to include the ‘not so’ easily accessible places to work on communicating the 
hospital’s message to all segments of the community. As participant concurred with another 
participant and said, 
  

“You know, it is a great hospital. Don’t get me wrong. But they feel like because we’re 
there, we have to use their facility. So it makes people mad. If there was a way, I know if 
they have a PR person, or some way to get in the community to better their name and be 
more community-minded and community-friendly, it would probably change a lot.”  

 
Many participants felt the hospital did not have a community presence; therefore, the hospital is 
in need of working in changing this perception. One participant stated,  
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“They need a spokesperson and somebody that will talk to people in the community.”  
 
More than a few of the participants agreed that the hospital lacked community sense and thought 
the hospital does not express gratitude to the community.  
 
In changing its negative image in the community, some talked about an open honest relationship 
between the hospital and the community, while several other participants suggested for the 
hospital to have town hall meetings to share its struggles. Two different participants stated this 
similarly with the following two statements, 
 

“One of the things that would be beneficial and it would not be a big cost, would be to 
have town hall meetings, so that the community could hear.” 
 
“You know, the comment that I’ve always heard is ’the hospital makes all this money,’ or 
‘they’re not supportive of the community.’ I hear little bits and pieces like that, and I 
think that the community needs to be aware of the struggles the hospitals have and we 
rely on them to keep our business and our doors open. We need to work together on 
things.” 

 
Another participant suggested for the hospitalists to participate in the town hall meetings with the 
hospital administrator. She said, 
 
 “And I think those hospitalists can go with an administrator to the town hall meetings.” 
 
This same participant continues,  
 

“Every year or every quarter or something that we have a forum for the community 
where the administrator could talk about what’s going on in the hospital, and to say, we 
have all these services, or all this point, the hospital’s getting this new CT scanner, or 
these are the struggles we have, and if the community’s not supporting, or what we can 
do to keep the community here.” 

 
Concerning the services offered by Taylor Regional Hospital, many participants were able to 
name several services. However, they did not believe the general community knew of those 
services. This quote illustrates the majority of the thoughts expressed by participants, 
 

“I think a lot of people don’t know the services at Taylor. We do, because we’re in it and 
we hear it and we’re around it, but not everybody knows even though they drive by it. 
They just really don’t know what there is to offer.”  

 
The following are the services named by participants: Wellness Center – more than a few of the 
participants knew that some of the services offered at the Wellness Center are covered by 
Medicare; however, some felt the majority of the community could not afford the require 
monthly fee to use this facility; Radiology and Imaging – many of the participants talked about 
the hospital being well-equipped with the availability of new machines. Participants are 
especially happy that they do not have to get an MRI done in a trailer; Laboratory – to include 
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drug testing; Orthopedics – one of the best in state; oncology, surgery (several types), obstetrics, 
dialysis, physical therapy, pathology, cardiac rehab, gastroenterology, ENT, speech therapy, 
dietician, swing bed, and level three trauma center. One participant talked about the services 
provided by the hospital’s orthopedist when saying,  
 

“So I hear people saying, ‘well, I went to Macon to go one of the bigger hospitals to see 
an orthopedic. Well, we have one of the best right here in Hawkinsville, and we do all the 
services here and can have rehab for the patients without them having to go there and 
stay in a rehab hospital. People don’t know what all that we have, and therefore, they 
struggle traveling up and down the roads to go see about this loved one that’s there, 
when they could be right here at home. So, I think there’s a lot that we need to do.” 

 
One participant whose elder parent receives specialty care in Macon, and thought she had to get 
lab work done at that same office. The patient’s doctor’s office called Taylor Regional and made 
arrangements to have the blood work completed at the hospital that same afternoon. The 
participant who shared the story was very impressed with what happened and shared this by 
saying,  
 

“My mom was at her rheumatologist in Macon and she saw some things that really 
concerned her, the doctor did. They called; she said there’s no reason for you to have 
these tests done in Macon or to come back and forth. They called Taylor Regional 
yesterday. At 4:00 yesterday, my mama had those tests done here. I really appreciate 
that.”  

 
Another participant talked about her young son’s experience with the laboratory,  
 

“I mean if you have to get your blood drawn, I mean I have never – they were great with 
my son and some things, ‘because he had to get stuck a lot and as a baby and I mean they 
were very good at handling. So not only can they deal with people you know, and they’re 
pretty quick, and I like that feature of them. They don’t have enough space in that area 
for you to be able to sit. I man, constantly, the overflow area is being used and it even 
can fill up, because we just don’t have enough waiting space for everybody.”  

 
The latter part of this participant’s statement was supported by another participant who indicated 
that all the patients in radiology and blood are packed in that small space.  
 

“X-ray and radiology and blood and that’s all packed…I mean we’re all sitting in – 
you’re in eight chairs. And otherwise, then you’re outside the room if you don’t fit the 
eight chairs.” 

 
Many participants felt the hospital did not do a good enough job at advertising its services in the 
community. More than a few of the participants agreed that many people in the county receive 
their news from other sources, such as advertisements in the local newspaper that are only seen 
by a select few. These participants offered different approaches the hospital can take to advertise 
their services which include proactive participation in community functions and using available 
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community resources (radio, churches). A number of participants (while finishing each other’s 
sentences) said, 
 

“Community festivals... our festivals…have a tent…and have a tent and sit outside and 
talk to people.” 
 
“Get a PSA tape, my God, I will pay it. Like, something, I mean they need some kind of 
outreach.” 
 
“We’ve got Channel 100 here that needs to be used. The hospital administrators need to 
go to the civic clubs to speak about what is going on. What’s they are doing and what 
coming. And those people talk. They need to be talking to the schools. Somebody needs to 
be in the school talking about what we offer, because those kids take it home.” 

 
Some recommended developing inexpensive flyers or low cost well-made audiovisuals to put in 
specific places in the hospital. 

 
“In your waiting rooms, you’ve got a television set. Do an education program that 
continuously rolls over. These people are not coming to your waiting room to watch 
television. But they will see these programs that market your hospital. It’s continuous 
override, the services. Three to five minutes on each service. And as you go along, so 
they’ll pick up something. But the people who are using your hospital then will learned 
the benefit of whatever else is available. And that’s free to you.” 
 
“That’s true, because like if I’m sitting in the emergency room waiting room, I see 
nothing around me to pick up to tell me anything about Taylor Regional….I mean, that’s 
a cheap way. Ever if it’s just a flier that you copied off a copier, if you can’t afford to 
make a brochure.” 
 
“Flyers or going – I mean my office deals with a lot of the low include and, you know, 
having people go out in the community and let them know that this is how.” 

 
One participant suggested for the hospital to have staff participate in public relations and 
publicity.  
 

“I think the hospital, and that includes physicians, nurses, and all the people, 
administrative and otherwise, use them as a conduit or ask them to participate in the 
public relations part of the hospital.”  

 
On the hospitalist program, some recommended its benefits to other local doctors and how it 
should be made clear to patients, one participant suggested,   
 

“Every doctor who refers to your hospital, to a hospitalist, should have brochures in his 
office that the people look at and understand. When a new patient comes in, they get this 
brochure as well ask a brochure on your practice. The hospitalist program allows a 



Taylor Regional Hospital:  Community Health Needs Assessment 

	   	   100 

physician to practice in a much more efficient status in his office. He is there for the 
office hours and does what he needs.” 

 
The participant continues, 
 

“If you have electronic communication, the physician should know everything about that 
patient. The primary care physician should know everything that happens that day, so he 
can call family members and talk to them all.” 

 
A thought that can be used to gain community confidence and positive attention in advertisement 
for the hospital is the fact that the hospital has adopted the practice to hire only doctors and 
nurses who are board certified. 
 

“We made a couple of mistakes, but we insist that they be Board certified in their 
profession. And we’ve stuck to it. And we need to get that word that these physicians who 
are well-trained, and nurses, who are well-trained, and nurse practitioners and all of the, 
because all of them have to be certified. And that’s not true for a lot of small hospitals.”  

 
Regarding having the hospital doctors making themselves accessible to the community by going 
into the community to meet the people and share their specialties, one participant offered this 
advice,  
 

“The physicians have got to get out and talk to people too. They’ve got to have some 
opportunity, and this is what Archway is working on, is to make it available so physicians 
can come in and talk to people in the community about their specialty and what they do, and 
certain disease process that need to be addressed.” 

 
Furthermore, this section will deal with changes in the healthcare system to positively affect the 
hospital’s ER misuse. When participants were asked for their community vision for the next five 
years, most of the participants discussed the topic of ER misuse in the community and 
recommended to have an urgent care clinic. They stated that this clinic would not necessarily 
have to be run by the hospital. One participant said,  
 

“I personally would like to see that a more… whether it’s the hospital or somebody else 
come in with a clinic where you don’t have to sit in emergency room for something as 
simple as you have to sit in the emergency.”  

 
Participants who talked about the urgent care clinic see this entity as a money saver in the 
healthcare system as well as an area which will transfer more urgent cases to the ER when 
needed while focusing on less urgent ones. Two participants specified the type of urgent care 
clinic that would better serve the community, as they said, 

 
“Now, if you go to a Med Stop and they see immediately you need an emergency room, 
then they send you to the emergency room. But it looks to me like they could charge a 
whole lot less to these Medicaid people, these poor and disadvantaged, who are on 
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Medicaid and all that, or even my insurance company. They could charge them a whole 
lot less for a Med Stop visit than to go to the emergency room and -.” 

 
Another participant helped complete the thought by saying, 

 
“Well, your copay, at least my insurance, my copay is much less for Med Stop than it 
would be in ER.” 

 
Another participant provided more specifically what this urgent care clinic would be like, when 
saying, 

“Doc in a box kind of deal.”  
 

Many participants said Taylor Regional Hospital is well-suited to develop various types of non-
traditional partnerships to help solve a number community issues. For instance, partnering with 
local banks to educate people in the community on budgeting, especially for the uninsured on 
how to budget for future healthcare related expenses. As this participant said,  
 

“I realize that’s not necessarily a health care thing. But how could would it be, ‘cause 
there’s no other  place, what if the hospital were to pair up with the bank and teach a budget 
seminar on how to do you budget your money if you don’t have health insurance? And this is 
what the average cost of this is. And I think that people don’t get that. I don’t think they 
understand that.”  

 
Another participant talked about the hospital partnering with DFACS to address mental health 
issues such as ADHD among children in the community. As she stated,  
 

“Well, I mean even do something just as simple, yeah, but something simple as what are 
some discipline issues for a kid that deals with ADHD? What really is ADHD? ‘Cause 
even our parents, they’ll give them drugs, but don’t know what it does.”  

 
Participants recommended for the hospital to have the PR person go into local churches; work in 
collaboration with the local health department to provide some services at no cost; while having 
their services advertise at these locations (especially pharmacies).   
 

“My church is more than willing to open that door and allow them to come and utilize my 
facility. I’m not the only one on this side of town, but I think that if the hospital were to 
get away from doing just stuff here, but really get into the communities, you know” 
 
“Your pharmacies are generally willing to put their name on that fund brochure.” 
 

This partnership will also help in the sponsorship of existing community events for instance, the 
annual Easter Egg Hunt. Yet another idea includes partnering with a local bank to help teach 
local people about budgeting. When partnerships with local churches and other entities are 
formed, it is suggested that the hospital look into hosting some of its meetings and other 
functions outside of the hospital facility; this will give the community the impression that the 
hospital is not isolating itself from the community.  
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The community is willing to work with the hospital, most importantly, many participants 
indicated that the community would be nothing without the hospital; however, more than a few 
of the participants pointed out that the hospital administrator could improve his personality and 
attitude toward the community, as this participant said,  
 

“Well, don’t put in there that {….} has a poor personality for God sakes…I mean, you 
know, he’s not gonna be with us forever.” 

 
When it comes to the perceptions of the community of the hospital, the consensus is the 
community needs this hospital, but the hospital needs to work on changing the community’s 
negative perception of them.  
 

“You know, that they have on their name that they’re not community-oriented. ‘Because 
like what she said, we need this hospital. We don’t want it to go away.”  

 
This quote is from one of the participants who had an unpleasant experience with the hospital. 
The participant stopped using the hospital and has not returned even after learning certain 
practices have changed. The participant started by talking in general terms but brought the focus 
on their personal experiences with the following statement,  
 

“They just don’t trust, they don’t feel comfortable. And I think that’s form past 
incidences, things that have happened here, and word got out. You know how the 
reputation was put out there, where something bad happened, or bad treatment by the 
hospital. I guess the hospital’s gonna have to figure out a way to work through dispelling 
that, what has been built around it. And honestly I can say that for myself that in years 
past, I chose to go somewhere else because of p this was some many years, ago… I didn’t 
go out and say it, but there were other people that I know of that talk about this. They had 
bad experiences where they come to the ER, the long, long, long wait, or the doctor’s 
didn’t attend to them, to their needs. Stuff like that go around and then in the hospital 
itself, this is many years ago.  You didn’t get that quality of service that you get now. 
‘Cause I can compare now to when I had those bad experiences, because I was out here 
at receiving services in the emergency room, and it was excellent. It was great.”  

 
Community Vision  
Theme: One Pulaski…to improve the quality of life for all the citizens. 
 
The participants’ were asked to relay their vision for the community within the next five years.  
Participant responses largely addressed their concerns as cited throughout the report.  
Participants envisioned a Pulaski County with more job opportunities.  One said and all 
participants agreed,  
 

“Industry coming into this area to offer jobs” 
 
Participants believed that it was necessary to implement an urgent care center to curb some of the 
misuse of emergency room services by those needing indigent care.  They acknowledged that 
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this may not be the complete solution because use of an urgent care center would require a co-
pay similar to that of a doctor’s office.   
 

“I personally would like to see that a more – whether it’s the hospital or somebody else 
come in with a clinic where you don’t have to sit in emergency room for something as 
simple as you have to sit in the emergency. Like a Med Stop” 

 
Participants listed transportation without restriction in their five year vision of Pulaski County.  
They want to see a transportation system that does not require a three-day notice for community 
members to access it. 
 

“I think the main thing is that I would like to have, and what I kept hearing, was 
transportation for all the members of our community to have the accessibility to get the 
need and the help that is necessary at the time, not within a time period.” 
 

Another participant agreed,  
 

“Yeah, not three days or whatever their wait time is, that they need it immediately.” 
 

Participants also wanted to see increased health education for community members delivered by 
“permanent people in the community who would be leaders to relay health information to 
residents:”  
 

“Permanent people that people know.  Permanent people in the community, people just 
trust them.  People they don’t know coming talk to them about healthcare.  People that 
are permanent in the community can go out and talk to the people and tell them about 
services, they’ll sort of trust them and have confidence in what they’re saying.” 

 
Participants also valued the Archway partnership and wanted to see that it “matured” in the next 
five years.  They wanted to see that the hospital continued the good work it was doing and have 
the community recognize it. 
 

“I think we are very fortunate in this county to have the Archway partnership, one of the 
nine partnerships that is available, that are being done in this state.  And to be having the 
University of Georgia’s input into what we’re doing in their systems. I would hope that in 
the next five years that we mature that partnership like the other counties have done in 
the states that have been successful.” 

 
Participants wanted to see that the hospital continued the good work it was doing and have the 
community recognize it.  One participant said,  
 

“I would like to see the community embrace the hospital.  And in the same respect, the 
hospital embraces the community and work together.”  

 
Another participant agreed and summarized by saying,  
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“I envision one Pulaski.  Improve the quality of life for all the citizens together.  I mean 
one Pulaski, I mean they have and have-nots.  We all for one cause, to improve the 
quality of life for all the citizens whether you’re low income, middle income, high income.  
We gotta work together, ‘because we in this thing together.” 
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COMMUNITY ASSETS 
 

Pulaski County Assets 
Pulaski County    
Name of the company Phone number Address Services 

 
Taylor Regional Hospital 
 

(478) 783-0200 790 341 Blvd, 
Hawkinsville, GA 
31036 
 

Hospitals 

Taylor Health Care Clinic 
 

(478) 783-3474 202 Perry Hwy, 
Hawkinsville, GA 
31036 

Hospitals, Health & 
Welfare Clinics 
 

Middle Georgia Pediatric 
Assoc 
 

(478) 783-4080 222 Perry Hwy # A, 
Hawkinsville, GA 
31036 

Medical Clinics,  
Physicians & Surgeons, 
Pediatrics, Physicians 
& Surgeons 
 

Kingsford Personal Care 
Home  
 

(478) 783-2717 95 Progress Ave, 
Hawkinsville, GA 
31036 

Rest Homes, 
Retirement 
Communities 
 

Community Service  
 

(478) 783-1013 143 N Lumpkin St, 
Hawkinsville, GA 
31036 

Social Service 
Organizations 
 

Drug & Alcohol 
Treatment Centers-US 
 

(888) 357-4287 Hawkinsville Area Counseling Services,  
Counselors-Licensed 
Professional, 
Psychologists 
 

My Senior Care (888) 258-9535 Hawkinsville Area Home Health Services,  
Alzheimer's Care & 
Services, Assisted 
Living  

A Preferred Women's 
Health Center  
 

(800) 438-4094 Hawkinsville Area Abortion services 

Hawkinsville Fitness (478) 783-1646 82 Houston St, 
Hawkinsville, GA 
31036 

Health Clubs 
 

Hawkinsville Health Care 
Center 
 

(478) 783-4060 155 Commerce St, 
Hawkinsville, GA 
31036 

Medical Clinics,  
Physicians & Surgeons, 
Family Medicine & 
General Practice 
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Bleckley County Assets 
Bleckley County    
Name of the company Phone number Address Services 

 
Bleckley Memorial 
Hospital  
 

(478) 934-6211  
 

145 E Peacock St, 
Cochran, GA 31014 

Hospitals, Surgery 
Centers, Medical 
Clinics 

Specialty Medicine At 
Bleckley  

(478) 934-8100 145 E Peacock St, 
Cochran, GA 31014 

Hospitals 
 
 

Cochran Medical Center  
 
 

(478) 934-4988 148 E Peacock St, 
Cochran, GA 31014 

Medical Clinics,  
Medical Centers 

Three Rivers Home 
Health Services Inc  
 

(478) 934-4324 147 E Dykes St, 
Cochran, GA 31014 

Medical Clinics,  
Home Health Services 

Middle Georgia Pediatric 
Assoc  
 

(478) 934-0329  
 

173 W Dykes St, 
Cochran, GA 31014 

Medical Clinics,  
Physicians & Surgeons, 
Pediatrics,  
Physicians & Surgeons 
 

Community Action 
Partnership  
 
 

(478) 934-2197 242 E Dykes St, 
Cochran, GA 31014 

Community 
Organizations, Social 
Service Organizations 

NAACP Inc. 
 

(478) 934-7624 Cochran, GA 31014 Community 
Organizations, Social 
Service Organizations 
 

Sylvan Learning Center  
 
 

(866) 404-3173 Serving the Cochran Youth Organizations & 
Centers, Special 
Education 
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Dooly County Assets 
Dooly County    
Name of the company Phone number Address Services 

 
Healthcare Systems of Ga (229) 268-2250 1150 Industrial Dr, 

Vienna, GA 31092 
Medical Clinics 

 
Physician Care  

 
(229) 268-1959 1303 E Union St, 

Vienna, GA 31092 
Medical Clinics 

 
East Coast Nutrition and 
Supply 

(478) 627-9675 1402 Borum St, 
Unadilla, GA 31091 

Health & Welfare 
Clinics, Home Health 
Services 
 

Evangelistic Tabernacle  

 
(229) 268-1927  

 
Pimento St, Vienna, 
GA 31092 

Counseling Services,  
Churches & Places of 
Worship 

 
Dooley County 
Community Service 
Center 

 

(478) 627-9206  

 
2332 Pine St, Unadilla, 
GA 31091 

Community 
Organizations 

 
Sylvan Learning Center  

 
(866) 404-3173 Serving the Vienna 

Area 
Youth Organizations & 
Centers,  
Special Education,  
Educational Services 
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PRIORITIZATION 
 

As outlined below, ten health-related issues emerged from the data. 
A. Heart Disease 
B. Cancer 
C. Respiratory Disease/Asthma 
D. Diabetes 
E. Infant Mortality/Low Birth Weight 
F. Access to Healthcare 
G. Community Health Education 
H. Inappropriate Use of the Emergency Room  
I. Community Image of the Hospital 
J. Issues Involving Youth (Teen Pregnancy, Drug Use, Gang Activity) 

 
During the 3rd meeting, these data were presented to participants.  Following the multi-voting 
procedure, it was determined that only six of these issues would be prioritized using the Hanlon 
Method.  The table below illustrates the results of the prioritization exercise. 
 

Prioritization Results 
 

 

Community Issue 

# 
Ranking 

Issue 

 

Size of 
Problem* 

 

Seriousness 
of Problem* 

Effectiveness 
of Possible 

Intervention* 

Basic 
Priority 
Ranking 

Community Health Education 23 8.2 15.1 8.3 65.0 

Issues Involving Youth 23 8.7 15.8 7.6 61.9 

Image of Hospital 24 7.6 14.0 8.3 59.9 

Heart Disease 24 7.3 14.1 6.3 44.9 

Access to Healthcare 24 6.8 12.8 6.8 44.4 

Misuse of the ER 24 7.4 13.5 4.9 34.3 

*Represent average score of all participants ranking a particular issue 
 
According to the results, “Community Health Education” ranked highest according to the 
calculated BPR score.  This issue was followed by “Issues Involving Youth,” “Image of the 
Hospital,” “Heart Disease,” “Access to Healthcare,” and “Misuse of the Emergency Room.” 
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HOSPITAL CHALLENGES 
 

All hospitals faced challenges related to completing the CHNA project.  Without exception, each 
hospital expressed concern about the methodological approach to completing this particular 
mandate.  These anxieties were alleviated as the CHNA project progressed and the project team 
was able to provide mentorship and fundamental training related to completing the assessment.  
However, other challenges unique to each hospital were noted.  The bullet list below outlines 
those challenges navigated by Taylor County Regional. 
 
• Initially, the hospital administrator expressed reluctance to participate in the initiative.  At 

the first meeting, he shared a previous assessment completed by the Archway Project in 
which he thought was sufficient.  The hospital administrator was given the opportunity to 
use that particular project to satisfy the mandate, but ultimately decided to go with the 
approach outlined by Georgia Southern University. 
   

• This site experienced a variability of site leadership role sharing among steering group 
members.  At different times throughout the project, the site leadership role was shared by 
the administrative secretary and three of the six steering group members.  

o Pat Newman, CEO Secretary 
o Melissa Johnson, Chief Nursing Officer 
o Michelle Elliott, Archway Project 
o Lynn Grant, ED/ICU Nurse Manager/Trauma Coordinator 

 
• The logistics of scheduling CAC meetings and assignment of specific roles and 

responsibilities created a challenge for Taylor Regional Hospital.  In some instances, 
ambiguity reduced team cohesion in moving the initiative forward.  This may have resulted 
in the failure to follow CHNA recommendations more closely and not reading specific 
instructions outlined in email correspondence. 
 

• The timely receipt of requested documents was a challenge.  This was due in large part to 
the need to balance current job responsibilities and roles with the demands of the CHNA 
initiative. 

 
• An additional 150 surveys for a local school event were copied.  However, the distribution 

of these surveys was somewhat erratic and efforts to secure completed surveys were not 
well coordinated.  This most certainly impacted survey response rate.   
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