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A Health Issue Focused Approach to CHA

In 2014, leadership at the Alabama Department of Public Health (ADPH) developed a team of 19 members who represented a wide
array of topic areas and that included data experts for many of those fields. This team, the Domain 1 Work Group, led efforts to
conduct the Community Health Assessment (CHA) for the state of Alabama.

Due to the guidance from the University of Alabama (UAB) Project Team, the Domain 1 Work Group determined that the Health Issue
Focused Approach was the best model to use for Alabama. The UAB Project Team provided organizational and technical support for

the process. The following section will detail how the Domain 1 Work Group used the Health Focused Approach in the development

of the CHA.

The Community Health Assessment Developmental Process

Step 1: Conducted a statewide online and paper copy survey of individual
health care consumers. Fifty-eight known health care concerns were listed
with space included for other concerns to be indicated. Respondents ranked
the ten leading health care concerns in order of importance. This survey
was available in English and Spanish. This was done from November 2013
through March 2014 with over 6,000 usable responses being received from
all demographic components of Alabama'’s population. Survey responses
were monitored to assure that all components of Alabama’s population were
adequately represented. These 58 concerns and other concerns identified
through this survey were later merged with related conditions to produce 22
major conditions and ranked by seriousness as reported through the survey.
(See page 114 for Alabama Community Health Issues Survey.)

Step 2: Conducted a statewide online and paper survey of Alabama
organizations (health care and non-health care). This survey was identical to
the survey of individuals described in Step 1 and was conducted during the
same time frame. Over 500 Alabama organizations reflecting great diversity
in mission and size participated in this survey. These 58 concerns and other
concerns identified through this survey were later merged with related
conditions to produce 22 major conditions and ranked by seriousness as
reported through the survey.

Step 3: Each of the 11 Public Health Areas (PHAs) conducted their own public
forums, surveys, etc., to identify their ten leading health concerns. The
Domain 1 Work Group used personal knowledge and the listings of the top
ten health care concerns identified in each of the 11 PHAs to merge related
conditions into 22 major health care concerns ranked in order of severity.

Step 4: A selected group representing major interests in Alabama were
identified and asked to participate in an online survey of the 22 major concerns
by ranking these in order of importance to their special interest and to note
other concerns that were not included among the leading 22 concerns.

Special interests contacted for inclusion in this survey included: economic
development, education, large employers, small hospitals, medium sized
hospitals, large hospitals, public transportation, elderly residents, children/youth,
the environment, the business community, manufacturing, local government,
Medicaid, private health insurance, rural health interests, Native American
interests, minority populations interests, Hispanic interests, emergency medical
services, the Cooperative Extension System, charity clinics, local health care
coalitions, health care technology, health care societies, health care institutes,
the child death review program, emergency management, injury prevention,
military health care, the hospital association, Federally Qualified Health Clinics,
health care education, women's health, men’s health, mental health care,
poison control, faith based initiatives, and welfare agencies. Of the 41 entities
contacted, 28 provided the requested information.
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Step 5: The Domain 1 Work Group compared the major health care concerns
listing developed in each of the first four steps and noted that the results
from each step agreed on the top 13 concerns. The listing developed in

Step 4 had the same 13 concerns included among its top 15 concerns. For this
reason, the initial goal of identifying the 10 leading health care concerns was
altered to include the 13 leading concerns. The Domain 1 Work Group then
identified specific indicators for each of these 13 concerns that could be used
to establish a baseline and to monitor progress on each major concern.

Step 6: A statewide webinar was presented on May 21, 2014; and a statewide
satellite webcast was presented on July 17, 2014, to present the 13 leading
health care concerns and the proposed indicators to be used in monitoring
progress on each concern. Comments and suggestions concerning the selected
indicators were encouraged. A special presentation of this same material was
made to Medicaid officials with comments and suggestions being encouraged.
This presentation was again made at a statewide meeting of special
stakeholders that was held by the Domain 5 Work Group (responsible for
developing the Statewide Community Health Improvement Plan) on August 20,
2014, with comments and suggestions being encouraged. Suggestions made
through these presentations resulted in some changes to selected indicators.

Step 7: The final statewide CHA includes detailed data and information

on each major concern and associated indicators, a comparative ranking of
counties for each concern and indicator (where possible), and existing assets
and resources that may be available to assist in intervention. An additional
Web page will be developed to present data and information on the 13 leading
concerns and on other health care concerns and issues that were not initially
selected. Data and other information included on this website will be updated
continuously as soon as new data becomes available. This ongoing process
will involve stakeholders in the CHA Focus Group.

The 13 Leading Health Concerns Included in Alabama’s Community
Health Assessment

I 1. Accessto Care
[ 2. Mental Health and Substance Abuse

3. Poor Pregnancy Outcomes

4. Nutrition and Physical Activity

5. Cardiovascular Diseases

6. Sexually Transmitted Infections (STI)
7. Cancer

8. Child Abuse and Neglect

9. Diabetes

0

. Geriatrics

I 11. Injury and Violence Prevention
I 12. Oral Health

13. Cigarette Smoking

6



An Overview of Alabama’s Economic and Demographic Data

In order to provide a foundation of knowledge regarding the economic and demographic breakdown of Alabama,
the CHA includes a brief overview of the data widely available.

This information includes a historical comparison of data available in 2013 and 2014 along with the most
comparable data from approximately 8 years prior. In some cases, the data was unavailable for 2005 so earlier

data was utilized when necessary.

More extensive information is available from the resources identified on page 99 of this publication.

Historical Comparison

Age Groups: 2005 2013
Number Percent Number Percent

Total: 4,503,491 100.0 4,833,722 100.0
0-17 1,113,083 24.7 1,113,526 23.0
18-24 456,549 10.1 483,673 10.0
25-34 583,109 12.9 620,984 12.8
35-44 655,351 14.6 607,139 12.6
45-54 639,357 14.2 664,435 13.7
5b-64 465,670 10.3 622,799 12.9

65 or more 590,372 13.1 721,166 14.9
|
Gender: Number Percent Number Percent
Female 2,324,069 51.6 2,488,375 51.5
Male 2,179,422 48.4 2,345,348 48.5

Race: (races alone) Number Percent Number Percent
African American 1,178,398 26.2 1,284,323 26.6
American Indian/Alaska Native 25,920 0.6 33,581 0.7
Asian 37,929 0.8 61,859 1.3
Native Hawaiian and other Pacific Islanders 2,625 0.1 5,136 0.1
Caucasian 3,215,079 714 3,376,295 69.8
Two or more races 43,540 1.0 72,528 15

\‘ ‘

Ethnicity: Number Percent Number Percent
Hispanic 103,472 2.3 198,019 4.1
Non-Hispanic 4,400,019 97.7 4,635,703 95.9
|
Rurality: Number Percent Number Percent
Rural county residents 1,824,813 40.5 1,898,220 39.3
Urban county residents 2,678,678 59.5 2,935,502 60.7
Educational Attainment: (age 25 years or more, only) 2005 2013
Number Percent Number Percent

Less than 9th Grade 187,473 6.4 158,191 49

9th Grade - 12th Grade (no diploma or G.E.D.) 393,433 13.4 340,457 10.6
High school or G.E.D. 941,983 32.0 1,001,134 31.0
Post high school 791,137 26.9 968,712 30.0
College graduate 630,608 214 756,953 235




Percent of Federal Poverty Level: 2006 2013

Number Percent Number Percent
Less than 100% 742,064 16.6 883,371 18.7
100 - 199% 942,418 21.0 1,013,560 21.5
200% or more 2,797,690 62.4 2,819,174 59.8
Disability: (noninstitutionalized population) 2008 2013

Number Percent Number Percent
With a disability - all ages 744,472 16.3 757,829 15.9
With a hearing difficulty - all ages 199,230 44 197,873 42
With a vision difficulty - all ages 153,597 34 143,177 3.0
With a cognitive difficulty - age 5+ 293,533 6.9 272,517 6.1
With an ambulatory difficulty - age 5+ 438,988 10.3 438,611 9.8
With a self-care difficulty - age 5+ 160,221 3.8 154,635 35
With an independent living difficulty - age 18+ 288,205 8.3 267,866 7.3

Travel Time to Work: 2006 2013
Number Percent Number Percent
Under 20 minutes 880,746 46.0 857,264 443
20 to 39 minutes 739,125 38.6 768,790 39.8
40 minutes or more 295,603 15.4 307,501 15.9

Home Ownership: 2005 2013
Number Percent Number Percent

Own 3,219,052 725 3,248,599 68.8

Rent 1,223,506 27.5 1,470,091 31.1
.

Employment Status: 2004 2014

Labor force 2,136,458 2,150,118

Employed 2,014,889 2,003,910

Unemployed 121,569 146,208

Unemployment rate (percent of labor force) 5.7 6.8

Percent total population age 16+ in labor force 61.9 55.6

Veteran Status: (age 18 years or more) 2005 2013

Number Percent Number Percent
\Veteran 403,950 12.1 355,396 9.6
Non-Veteran 2,940,771 87.9 3,357,045 90.4

Citizenship Status: 2005 2013

Number Percent Number Percent
United States citizen by birth 4,797,870 96.7 4,637,681 95.9
United States citizen born abroad to American parents  |23,915 0.5 33,815 0.7
United States citizen by naturalization 36,514 0.8 59,782 12
Not a United States citizen 84,259 1.9 102,444 2.1

Marital Status: (age 15 years and more) 2005 2013

Number Percent Number Percent
Never married 882,167 249 1,184,204 30.3
Married 2,006,739 56.7 1,948,025 49.8
Widowed 253,388 7.2 289,224 74
Divorced 399,440 11.3 489,545 12.5
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Indicator Section Introduction

In this section of the CHA, each of the 13 leading health concerns for Alabama
are presented in the order they were ranked:

1. Access to Care
Mental Health and Substance Abuse
Poor Pregnancy Outcomes
Nutrition and Physical Activity
Cardiovascular Diseases
Sexually Transmitted Infections (STI)
Cancer
Child Abuse and Neglect
9. Diabetes
10. Geriatrics
11. Injury and Violence Prevention
12. Oral Health
13. Cigarette Smoking

Each section will have an introduction that briefly describes the health concern and
why it is important to highlight.

There is one page for each associated health indicator. These indicator pages

will detail the data available in various demographic and economic categories. A
team of data specialists from ADPH have developed a list of bullet points for each
indicator. This information will interpret the data presented on the page as well
as some information that is widely accepted in each field. Finally, this page will
include a map of the data to display areas of greatest and least concern for each
county or PHA. The Behavioral Risk Factor Surveillance Survey (BRFSS) data is not
available at the county level, so each BRFSS map will only include PHA level data.

The data presented in this table is developed with the hopes of providing a
broad view of the health indicator and data that will be useful for community
improvement efforts.

Assumptions and sources for the data presented here can be found in the
Appendices of this document.



Access to Care

Alabama’s # 1 Health Concern

Alabamians identified access to care as the greatest current health concern in Alabama.
Access to care means the timely use of personal health services to achieve the best
possible health outcomes. Access to care requires gaining entry into the health care
system, accessing a health care location where needed services are provided, and finding
a health care provider with whom the patient can communicate and trust.

Access to quality health care is essential to physical, social, and mental health. Having
health care services available, affordable, and accessible to all Alabamians would
greatly benefit health outcomes. Access to health care impacts prevention of disease
and disability as well as detection and treatment of health conditions. Improving access
to care increases quality of life, reduces preventable deaths, and increases the life
expectancy of the population.

Some common barriers to access to care include, but are not limited to: lack of insurance
coverage, lack of availability of services in a geographical area, high costs for medical
services, and lack of transportation. These barriers can lead to disparities in access to
care which in turn leads to lowering the life expectancy and the quality of life of those
affected. Although the Affordable Care Act should increase the proportion of Alabamians
with health insurance, having health insurance alone does not ensure access to care.

The following indicators have been selected for use in developing a benchmark or
starting point for measuring the current state and monitoring future changes in access to
health care in Alabama:

e Percentage of Uninsured Population, 2012

e Full Time Equivalents (FTEs) Needed to Achieve Optimal Population to Provider Ratio
(Primary Care Physician Shortages), 2011-2014

e Percentage of Households With No Vehicle, 2012

These indicators were chosen because they examine different aspects of access to care
including insurance status, availability of services, and transportation. These indicators
were also selected because the information is easily attainable and updated somewhat
frequently. More access to care indicators may be added in the future.

Alabama Access to Care Highlights

e Alabama has a lower percentage of uninsured population than the United States
(15.8 percent versus 17.7 percent).

e Alabamians under 19 years of age have the lowest percentage of uninsured
population at 4.3 percent.

e Hispanics in Alabama have the highest percentage of uninsured population (34.6
percent) than any other race or ethnic grouping.

e Four Alabama counties (Blount, Dale, EImore, and St. Clair) need more than
ten FTEs to achieve the optimal level of access to primary care physicians.

e Twenty-eight counties have reached the optimal level of access to primary care
physicians; however, many of those counties need additional services available to
the low-income population.

e An additional 13 Alabama counties are within two FTEs of achieving an optimal
level of access to primary care physicians.

e Alabama has a lower percentage of households with no vehicle than the United
States (6.7 percent vs. 9.2 percent).

e PHA 7 has the largest percentage of households with no vehicle with a percentage
that is almost twice the state average (13.0 percent vs. 6.7 percent).
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Uninsured Population (2012) Uninsured Population'
e Alabama has a lower percentage of uninsured population than the United States

f

State Comparison Percent (15.8 percent versus 17.7 percent).

Alabama 15.8 ) . . ) ]
United States 177 * The percentage of uninsured population has increased slightly over the past five

years (15.8 percent versus 14.6 percent).
Historic Trend o There is a slightly higher percentage of uninsured population in rural counties
;8;5 lig compared to urban counties (16.7 percent versus 15.2 percent).
' e Alabamians under 19 years of age have the lowest percentage of uninsured

Public Health Area population at 4.3 percent.

1 16.3 e Females are more likely to be insured than males (14.8 percent versus

2 158 16.7 percent).

3 15.4 . . . . .

e (aucasians are more likely to be insured than African Americans (19.0 percent

4 14.5 . . . .

5 153 versus 12.9 percent), but Hispanics have the highest percentage of uninsured

5 15'7 population of all race and ethnic groups at 34.6 percent.

7 15:7 e DeKalb County has the highest percentage of uninsured population (21.7

8 153 percent), followed by Franklin County (20.1 percent) and Escambia County (19.6
9 167 percent). Franklin County and DeKalb County are ranked first and second with
10 16.5 regards to percentage increase in Hispanic population among Alabama counties,

: respectively. This large increase in the Hispanic population, coupled with the fact

1 17.7 . . . . . .
s that Hispanics have the highest percentage of uninsured population, may explain
Rurality the high percentage of uninsured population for these two counties.

Rural counties 16.7 e Shelby County has the lowest percentage of uninsured population (11.3 percent),
Urban counties 15.2 followed by Autauga County (12.8 percent) and Elmore County (13.2 percent).
I

Age

Under 19 43

18- 64 20.2

40 - 64 15.5

50-64 12.9

Under 65 15.8
I

Gender

Female 14.8

Male 16.7
I ——

Race

African American 19.0

American Indian/Alaskan Native N.A.

Caucasian 12.9
I

Ethnicity

Hispanic 34.6

Non-Hispanic 14.9
I ——

Income

Less than 138 % of poverty 26.3

Less than 200 % of poverty 24.7

Less than 250 % of poverty 23.1

Less than 400 % of poverty 19.6

138 - 400 % of poverty 13.6

Education N.A.

Note - Only includes population under 65 years of age.

I 1130 -

[ 14.30- 15.50
15.80 - 16.30
16.40 - 17.20
17.30 - 18.30
18.60 - 20.00

. 21.70

ACCESS TO CARE
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County Ratio of Number of Year
Population |FTEs Needed to
to FTEs Reach Optimal
Autauga 2,562:1 0.50 2012
Baldwin 2,282:1 (6.73) 2010
Barbour 1,306:1 (9.08) 2012
Bibb 5,162:1 4.26 2014
Blount 5,958:1 13.29 2014
Bullock 3,943:1 1.56 2012
Butler 2,195:1 (1.10) 2011
Calhoun 1,872:1 (15.72) 2014*
Chambers 2,236:1 (1.60) 2014
Cherokee 7,155:1 6.33 2011
Chilton 3,518:1 4.93 2011
Choctaw 3,541:1 1.61 2012
Clarke 2,074 (2.13) 2012
Clay 3,059:1 0.98 2011
Cleburne 6,157:1 351 2014
Coffee 2,350:1 (1.21) 2012
Colbert 2,061:1 (4.54) 2011
Conecuh 3,012:1 0.88 2012
Coosa 10,626:0 4.25 2014
Covington 1,794:1 (5.86) 2012
Crenshaw 6.864:1 3.49 2014
Cullman 1,753:1 (13.71) 2014
Dale 71731 12.62 2012
Dallas 1,431:1 (13.02) 2014
DeKalb 3,754:1 9.29 2011
Elmore 3,553:1 15.01 2012
Escambia 2,289:1 (1.40) 2013
Etowah 2,059:1 (8.73) 2011
Fayette 2,958:1 1.06 2011
Franklin 2,750:1 1.09 2011
Geneva 3,646:1 3.21 2011
Greene 4,490:1 1.59 2011
Hale 8,398:1 4.72 2011
Henry 5,515:1 3.62 2014
Houston 975:1 (61.49) 2011
Jackson 1,919:1 (6.34) 2014
Jefferson 1,486:1 (179.78) 2012
Lamar 7,026:1 3.62 2011
Lauderdale [1,835:1 (13.01) 2012
Lawrence 3,468:1 3.80 2012
Lee 2,145:1 (8.63) 2012
Limestone  |3,648:1 9.50 2012
Lowndes 8,321:1 3.49 2011
Macon 12,275:1 6.26 2012
Madison 1,630:1 (71.43) 2013
Marengo 2,811:1 0.92 2012
Marion 22411 (1.39) 2013
Marshall 3,129:1 1.22 2012
Mobile 1,772:1 (65.73) 2010
Monroe 2,266:1 (0.92) 2011
Montgomery |1,373:1 (71.66) 2012
Morgan 1,428:1 (34.77) 2012
Perry 3,299:1 0.96 2011
Pickens 3,042:1 1.41 2012
Pike 1,574:1 (7.77) 2012
Randolph 3,408:1 2.33 2014
Russell 4,764:1 9.51 2012
Shelby 2,810:1 8.60 2014%
St. Clair 3,727:1 10.26 2011
Sumter 3,053:1 0.99 2012
Talladega 3,368:1 7.91 2014
Tallapoosa  |1,798:1 (6.50) 2011
Tuscaloosa  |1,746:1 (31.19) 2012
Walker 2,387:1 (1.28) 2012
Washington |4,716:1 3.19 2014*
Wilcox 3,620:1 1.57 2011
Winston 49771 476 2014

*Due to the age of the data, the latest information from the
Board of Medical Examiners is cited rather than HPSA

Survey data.

For assumptions, see page 91.

FTEs Needed to Reach Optimal Population to Provider Ratio?

An FTE is defined as one physician who works 40 hours per week. Partial
equivalents are achieved when a physician works less than 40 hours per week.

Four counties need more than ten FTEs to reach the optimal level of access to
primary care physicians. Those counties are Blount, Dale, EImore, and St. Clair.

Thirteen Alabama counties need up to two FTEs to reach an optimal level of care.

Twenty-eight counties have reached the optimal level of care; however, many of
those need additional services available to the low-income population.

Health Professional Shortage Areas (HPSA):

The HPSA Scores are determined using a federally determined algorithm. The
higher scores indicate a higher need for additional services. Lower scores indicate
a less severe shortage and, therefore, a more favorable level of access to care for
the designated area.

Geographic designations indicate there are not enough providers to serve the
whole population. There are 28 counties entirely designated as Geographic, while
8 counties have partial designations of this type.

Low Income designations indicate there are not enough Medicaid and Sliding
Fee Scale services to serve the population at or below 200 percent of the Federal
Poverty Level (FPL). There are 25 counties entirely designated as Low Income
while 5 counties have partial designations of this type.

Six counties have partial HPSA designations (Baldwin, Calhoun, Covington,
Escambia, Jefferson, and Tallapoosa). For these counties, some areas of the
county are able to provide adequate, but not necessarily optimal, access to
primary care physicians.

Using the Alabama Rural Health Association and Office of Primary Care and Rural
Health definition of rural, there are 27 rural counties that are entirely designated
as Geographic and 18 entirely designated as Low Income.

Of the Geographic
designations,

all except two
designations are

in rural counties.
The two exceptions
are St. Clair County
and Northern
Baldwin County.

0Of the urban
counties, one
qualifies as a
whole-county
Geographic

HPSA,; three have
partial counties
designations; and
two have no HPSA
designation.

HPSA DESIGNATION TYPE

I GEOGRAPHIC
s LOW-INCOME
1 NON-DESIGNATED

Numerals indicate HPSA Scores (Range: 1-25)

ACCESS TO CARE
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Households With No Vehicle (2012) Households With No Vehicle?®
e Alabama has a lower percentage of househalds with no vehicle than the United

State Comparison Percent States (6.7 percent versus 9.2 percent).

Alabama 6.7

United States 92 o The percentage of Alabama households without a vehicle has remained constant
I over the past decade.

Historic Trend

2012 6.7 e PHA7 has the largest percentage of households with no vehicle, almost twice the
2008 6.7 state average (13.0 percent versus 6.7 percent). In fact, four counties in PHA 7 are
2005 6.8 in the top ten for highest percentage of households with no vehicle.

Public Health Area e There is a slightly higher percentage of Alabama households with no vehicle in

1 59 rural counties compared to urban counties (7.4 percent versus 6.3 percent).

g ;12 e Bullock County has the highest percentage of households with no vehicle

: (16.0 percent), followed by Wilcox County (15.4 percent) and Dallas County
4 8.2
(15.1 percent).

5 3.8

6 72 ¢ Shelby County has the lowest percentage of households with no vehicle

7 13.0 (2.6 percent), followed by Baldwin County (3.1 percent) and St. Clair County

8 6.8 (3.3 percent).

9 5.6

10 6.8

11 7.1
I —

Rurality

Rural counties 7.4

Urban counties 6.3

Income ______INA___________

Education N.A.

I 2.60 - 2.68
[ 3.10-5.93
6.10-9.17
[ 9.40-12.42
12.60 - 15.00
[T 15.10- 16.00

ACCESS TO CARE
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Mental Health and
Substance Abuse

Alabama’s # 2 Health Concern

Alabamians identified mental health and substance abuse as the second greatest
current health concern in Alabama. Fortunately, it is possible to obtain comprehensive
data on the status of suicide and substance abuse mortality from death certificate data
collected by the ADPH's Center for Health Statistics. In addition, BRFSS has data on
depression available at the PHA level. However, data for mental health conditions and
substance abuse prevalence are not as complete or comprehensive. ADPH only has
limited claims data which does not cover the total population.

Mental health care and substance abuse are major problems in Alabama. State
government spends a large part of its budget for corrections incarcerating substance
abusers. In addition, Alabama has a serious shortage of mental health providers,
especially in rural areas.

The following indicators have been selected for use in developing a benchmark
or starting point for measuring the current state of and monitoring future changes
regarding mental health and substance abuse in the population of Alabama:

¢ Suicide Mortality Rate, 2011-2013
¢ Depression Prevalence Among Medicare Recipients, 2012
e Percent Depression Diagnosis Among Medicaid Recipients, 2013

* Blue Cross Blue Shield of Alabama (BCBS) Members Filing Depression
Claims, 2013

e Adults Ever Told That They Have Depression, 2012

e Schizophrenia/Psychoses Prevalence Among Medicare Recipients, 2012
e Substance Abuse Diagnosis Among Medicaid Recipients, 2013

© BCBS Members Filing Substance Abuse Claims, 2013

* Drug Related Mortality Rate, 2011-2013

Alabama Mental Health and Substance Abuse Highlights

Suicide and drug related mortality have increased in recent years, with suicide ranking
as the eleventh leading cause of death in 2013. Poor mental health affects thousands
of Alabamians and many illnesses go undiagnosed and untreated because of a
shortage of providers. In addition, thousands more are in prison because of substance
abuse. Mental health problems affect the rich and poor, African American and
Caucasian, urban and rural residents, and place a heavy burden on the economy

and society.



Suicide Mortality Rate (2011-2013)

Rate per 100,000 population

Public Health Area

State Comparison Rate
Alabama 14.0
United States (2011) 12.3
Historic Trend

2011-2013 14.0
2006-2008 125
2001-2003 114

1 15.7
2 145
3 11.6
4 12.9
5 16.3
6 16.1
7 6.5
8 11.6
9 16.8
10 13.3
1 15.2
S
Rurality
Rural counties 14.8
Urban counties 13.4
Age
5-17 2.1
18 -24 13.0
25-34 17.8
35-44 18.7
45 - 54 211
55 - 64 19.7
65 and over 18.0
[
Gender
Female 5.4
Male 235
[
Race
African American 5.7
American Indian/Alaskan Native | *
Caucasian 17.3

Ethnicity
Hispanic 5.7
Non-Hispanic 14.3

Education

Less than 9th Grade 24.2
9th Grade - 12th Grade 30.1
High school or G.E.D. 29.0
Post high school 14.9
College graduate and higher 15.3

Suicide Mortality Rate*

Alabama’s suicide mortality rate continues to increase, from 11.4 deaths per
100,000 population during 2001-2003 to 14.0 during 2011-2013.

The eight counties with the highest 2011-2013 suicide mortality rates were rural.
This is in spite of the fact that reliable rates could not be calculated for 31 of the
54 rural counties. Twenty rural counties had a total of less than ten suicides for
three combined years (2011-2013).

Sumter County experienced no suicide deaths during 2011-2013.
Alabama’s suicide mortality rate is:
«  More than four times greater for males than for females.

«  More than three times greater among the Caucasian population than among
African Americans.

«  Highest among Caucasian males. Over 71 percent of all suicides in Alabama
involve Caucasian males.

- More than 2.5 times greater among non-Hispanic Alabamians than Hispanic
Alabamians.

- Higher among those aged 25 years or more with a high school education
and less among those with more than a high school education.

. Highest among the 45-54 year age group.

Suicide is unique as it can fit equally into the mental health and substance abuse
category and also in the injury and violence category. Suicidal ideation is often
viewed as a mental illness and a progression from severe depression. It is also
categorized as an intentional injury, as are homicide and acts of terrorism.

Alabama’s suicide mortality rate at 14.0 per 100,000 is 59 percent higher than the
homicide rate of 8.3 per 100,000.

1 Rate Unreliable

. 0

[ 8.80-11.90
126 -14.70
15.20 - 17.54
17.60 - 20.90

[T 21,60 - 23.70

MENTAL HEALTH AND SUBSTANCE ABUSE
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Depression Prevalence Among DepreSSion Prevalence Among Medicare ReCipients5

Medicare Recipients (2012) * Medicare had 89,446 recipients who had been told by their doctors that they
were depressed in 2012 or 13.3 percent of all recipients.

|

State Comparison Percent
Alabama 13.28 * Depression is important because it leads to other health problems or suicide.
United States 15.45 It is especially a problem for post partum women.

Historic Trend NA. » Depression prevalence among Medicare recipients:

Public Health Area

397 « Isoccurring at a rate of 13.3 percent of recipients.

14.22 - Ishighest in PHA 5(15.3 percent).
15.50
1434 « Islowestin PHA 7 (9.8 percent).
15.33 . . .
1204 . Ishighest in Cullman and Tuscaloosa counties.
9.82

11.83
12.02
0 13.05
1 10.78

. Is lowest in Bullock and Macon counties.

— | =200 |IN g w (N —

Rurality
Rural counties 13.20
Urban counties 13.40

Age  [NA_

Gender  [NA__|
Race  [NA__

Income __[NA__|

Education N.A.

I 7.32-9.72

[ 9.79-11.84
11.97 - 13.56
13.83 - 15.41
15.45 - 16.94

MENTAL HEALTH AND SUBSTANCE ABUSE
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Depression Diagnosis Among DepreSSion DiagnOSis Among Medicaid ReCipient36

Medicaid Recipients (2013) * Among Medicaid recipients, 61,779 (5.4 percent) had been diagnosed
with depression.

l

State Comparison Percent
Alabama 5.4 * The problem is especially acute for rural residences (6.0 percent) compared to
United States NA. urban (4.9 percent).

¢ Depression is important because it leads to other health problems or suicide.

Public Health Area It is especially a problem for post partum women.

7.3 .
6.4
6.6 e Depression among Medicaid Recipients is highest in PHA 1 (7.3 percent) and
5.1 lowest in PHA 11 (3.2 percent).

6.7
6.4 e Atthe county level, depression is highest in Jackson, Cherokee, and Etowah

45 counties and lowest in Wilcox and Bullock counties.
42
46
0 53
1 3.2

Depression among Alabama’s Medicaid recipients occurs at a rate of 5.4 percent.

— | =200 |IN g w (N —

Rurality
Rural counties 6.0
Urban counties 49

Income [NA
Educaon ___[NA

I 2.80 - 3.90
[ 3.91-4.70
4.71-5.60
5.61-7.00
7.01-8.60

MENTAL HEALTH AND SUBSTANCE ABUSE
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BCBS Members Filing
Deﬂression Claims (2013)
State Comparison Percent
Alabama 1.39
United States N.A.
Historic Trend
Current period (2013) 1.39
Public Health Area
1 0.96
2 1.43
3 1.45
4 1.62
5 1.40
6 1.37
7 0.89
8 1.35
9 1.36
10 1.51
N 1.38
[
Rurality
Rural counties 1.20
Urban counties 1.51
Age
Under 18 0.87
18-24 1.40
25-34 1.39
35-44 1.71
45-54 1.65
55 - 64 1.63
65 and over 1.38
Gender
Female 26.30
Male 17.10

Race [NA_|

Income _________[NA___

Education N.A.

BCBS Members Filing Depression Claims’

BCBS had 29,551 claims related to depression in 2013 or 1.4 percent of
all claims.

This problem is especially acute for urban residents (1.5 percent) compared to
rural ones (1.2 percent).

Depression is important because it leads to other health problems or suicide.
It is especially a problem for post partum women.

Alabama’s BCBS depression claims make up a rate of 1.4 percent of claims.

BCBS depression claims are highest in PHA 4 (1.62 percent) and lowest in
PHA 7 (0.89 percent).

Claims are highest in Dale and Coffee counties. They are lowest in Greene and
Lowndes counties.

Females file claims much more frequently than males (26.3 percent versus
17.1 percent).

The lowest rate occurs for ages less than 18 years (0.87 percent); the highest rate
is for those 35-44 years of age (1.71 percent).

MENTAL HEALTH AND SUBSTANCE ABUSE
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Adult Population Ever

Told Have Depression (2012)

|

State Comparison Percent
Alabama 219

United States 18.0

Historic Trend

2012 219

2011 212

Public Health Area

1 279

2 21.1

3 25.0

4 17.8

5 224

6 24.7

7 21.3

8 20.3

9 224

10 22.5

11 21.3
Ruralty  [NA__|
Age

18-24 14.3

25-34 18.7

35-44 25.7

45 - 54 25.2

55 - 64 21.7

65 and over 18.5
|
Gender

Female 26.3

Male 171
|
Race

African American 17.8

American Indian/Alaskan Native | N.A.
Caucasian 23.8
I
Ethnicity

Hispanic N.A.
Non-Hispanic N.A.
|
Income

Under $15,000 355

$15,000 - $24,999 25.6

$25,000 - $34,999 23.7

$35,000 - $49,999 18.6

$50,000 + 14.5
|
Education

Less than 9th Grade N.A.

9th Grade - 12th Grade 34.2

High school or G.E.D. 19.8

Post high school 20.1

College graduate+ 16.7

Adults Ever Told They Have Depression®

Depression is a significant problem in Alabama; 21.9 percent of adults in a
representative sampling of Alabama adults have been told by a doctor that they
have depression. This is higher than the United States sampling which shows that
18 percent of adults have been told by a doctor that they have depression.

Historic data for this question does not exist as 2011 was the first year this
question was asked in the BRFSS survey. The percentage for 2011 was 21.2 and
increased to 21.9 percent in 2012.

Alabamians in the b5-64 year age group tend to have higher rates of depression.

Depression is 6 percent higher among the Caucasian population than the
African American population.

Depression decreases as income grows. In fact, Alabama adults who have less
than a high school education and/or an annual household income of less than
$15,000 are at a significantly higher risk of depression.

Approximately one in every five Alabama adults has been diagnosed with a
depressive disorder (including depression, major depression, dysthymia, or
minor depression).

Alabama has the sixth highest prevalence of diagnosed depression in the nation.

Female adults in Alabama are significantly more likely to have been diagnosed
with a depressive disorder.

The BRFSS survey shows that depression in Alabama:
. Has been diagnosed for approximately one in every five adults.
« Isthe sixth highest (21.9 percent) among all 50 states.

« Ishighest in the 55-64 year age group (27.7 percent) and lowest among the
18-24 age group (14.3 percent).

« Is highest among the white adult population (23.8 percent).
« Islowest among those of Hispanic origin (13.1 percent).

. Is higher among
adult females
(26.3 percent)
compared to males
(17.1 percent)

. Decreases with
income —
35.5 percent among
adults with an
annual income
lower than $15,000
and 14.5 percent
among those with
an income level
exceeding $50,000.

«  Decreases with
educational
attainment —

34.2 percent
among adults with
less than a high
school education
and 16.7 percent
among those with a
college degree.

MENTAL HEALTH AND SUBSTANCE ABUSE
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Schizophrenia Prevalence Among Schizophrenia/Psychoses Prevalence Among Medicare Recipients®
Medicare Recigients (2012) e Medicare had 23,777 recipients who were diagnosed with schizophrenia or
State C " p " psychasis in 2012, or 3.53 percent of all recipients.
ate Lomparison ercen
Alabama . 353 e Schizophrenia and psychosis are serious mental illnesses which could result in
United States 3.83 violence toward others. These conditions seriously impair the ability to operate
: normally in social situations.
¢ |n Alabama, the highest prevalence for the Medicare population is in Dallas and
Public Health A Perry counties. The lowest is in Washington and Autauga counties.
unlic fea rea

1 378 » Schizophrenia/Psychosis prevalence among Medicare recipients is higher in

? 310 17 counties than for the nation but is less than half the national prevalence in
3 4'52 Washington County (1.75 percent).

4 4.24

5 3.64

6 3.13

7 429

8 3.41

9 3.09

10 3.54

1" 3.71
T

Rurality

Rural counties 3.30

Urban counties 3.70

Income _________[NA______

Education N.A.

MENTAL HEALTH AND SUBSTANCE ABUSE
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Substance Abuse Diagnosis Among

Medicaid Reciﬁients (2013)

Public Health Area

State Comparison Percent
Alabama 8.3
United States N.A.

Education

1 11.7
2 9.2
3 9.4
4 8.4
5 8.9
6 9.4
7 7.6
8 6.8
9 7.1
10 8.0
11 6.5
S
Rurality
Rural counties 8.7
Urban counties 8.1
Age
Under 18 0.7
18-24 8.1
25-34 14.6
35-44 234
45 - 54 30.7
55 - 64 26.6
65 and over 7.6

N.A.

MENTAL HEALTH AND SUBSTANCE ABUSE

Substance Abuse Diagnosis Among Medicaid Recipients™

* Among Medicaid recipients, 95,299 (8.3 percent) had been diagnosed with
substance abuse.

e The problem is similar for rural residents (8.7 percent) compared to urban
residents (8.1 percent).

e Substance abuse is important because it can lead to imprisonment, loss of
employment, divorce, child and spouse abuse, disahility, or even death.

¢ Alabama’s Medicaid substance abuse is:
«  Occurring at a rate of 8.3 percent.
«  Highestin PHA 1 (11.7 percent).
«  Lowestin PHA 11 (6.5 percent).
- Highest in Winston and Walker counties.

. Lowest in Clarke and Bullock counties.

I 2.80 - 3.90
[ 3.91-4.70
4.71 - 5.60
[ 5.61-7.00
7.01-8.60
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Abuse Claims (2013)

BCBS Members Filing Substance

Public Health Area

State Comparison Percent
Alabama 0.34
United States N.A.

1 0.44
2 0.39
3 0.35
4 0.34
5 0.34
6 0.37
7 0.18
8 0.26
9 0.34
10 0.33
11 0.32
S

Rurality

Rural counties 0.33
Urban counties 0.35
Age

Under 18 0.1
18-24 0.53
25-34 0.50
35-44 0.43
45 - 54 0.37
55 - 64 0.32
65 and over 0.22

BCBS Members Filing Substance Abuse Claims™

Among BCBS claims, 7,226 (0.34 percent) were filed for substance
abuse treatment.

The problem is similar for rural residents (0.33 percent) compared to
urban residents (0.35 percent).

Substance abuse is highest in young adults and lowest in children.

Substance abuse is important because it can lead to imprisonment, loss of
employment, divorce, child and spouse abuse, disability, or even death.

Alabama’s BCBS claims indicate substance abuse:
« lIsoccurring at a rate of 0.34 percent.

« Ishighest in PHA 1 (0.44 percent).

« Islowestin PHA 7 (0.18 percent).

« Is highest in Marion and Walker counties.

« Islowest in Dallas County.

Gender  INA____
Race  [NA___

Income  NA____

Education

N.A.

I 0.16 -

[ 0.23-
0.30 -
0.37-0.44
0.45-0.57

1 RATE UNRELIABLE

0.22
0.29
0.36

MENTAL HEALTH AND SUBSTANCE ABUSE
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Drug-Related Mortality Rate Drug-Related Mortality Rate'

(2011-2013) e During the years 2011-2013, 1,789 citizens from Alabama died from
Per 100,000 Population drug-related mortality.
State Comparison Rate e Thisis arate of 12.7 per 100,000 population, which is slightly smaller than the
Alabama 127 overall rate for the United States as a whole, or 13.9 per 100,000.
United States (2011) 13.9 e Alabama’s drug-related mortality is:
Historic Trend «  Very similar for rural and urban counties (12.8 and 12.6 per
20112013 127 100,000, respectively).
2006-2008 125 - Highest for adults aged 25-54.
2001-2003 114 . Approximately 50 percent higher for males than for females.
Public Health Area «  Almost four times higher for Caucasians than for African Americans.
1 17.7 . Extremely low in the Hispanic population.
2 10.8
3 15.2
4 18.0
5 18.5
6 9.6
7 5.9
8 7.0
9 11.6
10 9.7
1" 12.0
S
Rurality
Rural counties 12.8
Urban counties 12.6
Age
Under 18 A
18 -24 10.0
25-34 23.7
35-44 23.2
45 - 54 22.1
55 - 64 11.6
65 and over 52
I —
Gender
Female 10.1
Male 15.4
S
Race
African American 4.4
American Indian/Alaskan Native | *
Caucasian 16.5
|
Ethnicity
Hispanic A
Non-Hispanic 13.2
Income  [NA
Education ! I 0.00
Less than 9th Grade 18.7 [ 5.10- 8.80
9th Grade - 12th Grade 34.2 10.80 - 13.00
High school or G.E.D. 256 5 13.10- 20.00
Post high school 13.2 =D 21.10 - 32.00
College graduate or higher 79 I 43.60

L~ -1 RATE UNRELIABLE

MENTAL HEALTH AND SUBSTANCE ABUSE
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Alabama’s # 3 Health Concern

Alabamians identified poor pregnancy outcomes as the third greatest current health
concern in Alabama. Fortunately, it is possible to obtain comprehensive data on the
status of pregnancy outcomes from birth certificate data collected by ADPH's
Center for Health Statistics. Data is collected by hospitals and transmitted
electronically to the Center for Health Statistics.

Poor pregnancy outcomes can be biological or social, with many factors affecting the
length of the pregnancy or the survival of the infant. Many of these factors also affect
the time the mother begins prenatal care and the number of visits she receives.

The following indicators have been selected for use in developing a benchmark
or starting point for measuring the current state of and monitoring future changes
regarding poor pregnancy outcomes in Alabama:

Infant Mortality Rate, 2011-2013
Low Birth Weight Rate, 2011-2013
Births With Less Than Adequate Prenatal Care, 2012-2013

In 2011, Alabama had the second highest infant mortality rate in the nation and

was one of only two states with a rate above 8 per 1,000 live births. The Alabama
rate for 2011-2013 was 39 percent higher than the national rate from 2010-2012. In
addition, the disparity in the survival of African American and Caucasian infants is
striking. African American babies died at twice the rate of Caucasian babies. Infants
born in rural counties had a survival advantage over their urban counterparts. Babies
of teen mothers were more likely to die than those born to older mothers. There are
also social class differences. Babies born to less educated mothers and those with
Medicaid insurance coverage died at a higher rate than those born to more educated
mothers and those with private insurance coverage.

Low birth weight is the factor most associated with infant mortality. Infants born at
low birth weight are 20 times more likely to die as those born at normal birth weight
and two-thirds of infant deaths are low birth weight. Babies born in Alabama are

25 percent more likely to be low birth weight than babies born in the United States.
Very young and old mothers are more prone to bear low birth weight babies.

In addition, African American babies are over 80 percent more likely to be born at low
birth weight than Caucasian babies.

A major public health goal is for all females to receive adequate prenatal care.
However, the percent of mothers receiving adequate prenatal care declined from 78.4
percent in 2002-2003 to 75.2 percent in 2012-2013. Younger mothers are more likely
to receive inadequate prenatal care. In addition, African American mothers and those
with Medicaid insurance coverage are more likely to receive inadequate prenatal care.
Rural mothers are also slightly more likely to receive inadequate prenatal care.

%



Infant Mortality Rate (2011-2013)

Per 1,000 Births

State Comparison Rate
Alabama 8.5
United States (2010-2012) 6.1
Historic Trend

2011-2013 8.5
2006-2008 9.5
2001-2003 9.1
Public Health Area

1 8.0
2 8.1
3 8.5
4 11.3
5 79
6 8.0
7 6.3
8 75
9 7.3
10 7.7
11 9.8
Rurality

Rural counties 7.8
Urban counties 9.0
Age of Mother

Under 15 8.2
15-17 10.7
18-19 11.2
20-29 8.4
30-39 7.9
40 and over 8.3
Gender of Child

Female 7.7
Male 9.3
Race

African American 134
American Indian/Alaskan Native  |3.3
Caucasian 6.5
Ethnicity

Hispanic 5.6
Non-Hispanic 8.7
Source of Delivery Payment
Medicaid 9.7
Other 7.0
Education

Less than 9th Grade 6.6
9th Grade - 11th Grade 12.0
High school or G.E.D. 10.2
Post high school 7.1
College graduate or higher 5.7

Alabama’s infant mortality rate was the second highest in the nation in 2010-2012.

The infant mortality rate was 39 percent higher than the national rate - 8.5
compared to 6.1 percent.

The highest was 17.1 percent in Coosa County, and the lowest was Choctaw
County with no infant deaths.

Alabama’s infant mortality rate is:
. Twenty-one percent greater for males than for females.

« More than two times higher among African American infants than
Caucasian.

- Fifteen percent higher in urban counties than rural counties.

- Highest for infants born to teens and lowest for infants born to mothers age
30 years and older.

. Higher among those with a high school education and less among those with
more than a high school education.

. Almost 40 percent higher for infants whose delivery was paid by Medicaid
than those not paid by Medicaid.

I 0.0
3.20 - 3.80

4.40 - 6.40
6.60 - 8.60
N 9.70 - 12.30
I 12.80-17.10
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Low Weight Births (2012-2013)

State Comparison Rate
Alabama 10.0
United States (2012) 8.0
Historic Trend

2012-2013 10.0
2007-2008 10.5
2002-2003 9.9
Public Health Area

1 9.8
2 8.8
3 11.1
4 10.9
5 75
6 11.2
7 133
8 10.0
9 9.6
10 9.5
11 12.0
Rurality

Rural counties 10.0
Urban counties 10.1
Age of Mother

Under 15 13.4
15-17 11.0
18-19 10.6
20-29 9.7
30-39 10.3
40 and over 12.8
Gender of Child

Female 11.1
Male 9.0
Race

African American 14.8
American Indian/Alaskan Native | 11.3
Caucasian 7.9
Ethnicity

Hispanic 6.5
Non-Hispanic 10.3
Method of Payment

Medicaid 11.5
Other 8.5
Education

Less than 9th Grade 8.2
9th Grade - 11th Grade 12.5
High school or G.E.D.* 11.3
Post high school 9.7
College graduate or higher 1.7

NOTE * All mothers completing the 12th grade
are assumed to be high school graduates.

Alabama’s low birth weight rate is 25 percent higher than the national rate.

Alabama has the third highest percent low weight births among all 50 states.

The highest was Perry County at 16.0 percent and the lowest was Blount County
at 6.4 percent.

Alabama’s low birth weight rate is:

Twenty-three percent greater for females than for males.

Almost double among African American infants compared with Caucasian
infants.

Almost the same for urban and rural counties.
Highest for infants born to the oldest and youngest mothers.

Higher among those mothers with less than a high school education and less
among those with more than a high school education.

Almost 35 percent higher for infants whose delivery was paid by Medicaid
than those not paid by Medicaid.

I 6.4 -6.85

[ 7.00 - 9.38
9.40-11.38
12.00 - 14.33
14.6 - 16.00
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Births With Less Than Adequate

Prenatal Care (2012-2013)

State Comparison Percent
Alabama 24.8
United States N.A.
Historic Trend

2012-2013 24.8
2007-2008 25.6
2002-2003 21.6
Public Health Area

1 18.6
2 30.1
3 28.8
4 19.9
5 28.9
6 19.7
7 28.0
8 27.7
9 19.3
10 24.0
11 235
Rurality

Rural counties 25.9
Urban counties 24.2
Age of Mother

Under 15 442
15-17 36.9
18-19 32.1
20-29 25.7
30-39 20.1
40 and over 23.6
Gender of Child

Female 24.8
Male 249
Race

African American 215
American Indian/Alaskan Native | 24.5
Caucasian 23.1
Ethnicity

Hispanic 48.1
Non-Hispanic 23.2
Source of Delivery Payment
Medicaid 31.3
Other 17.5
Education

Less than 9th Grade 54.8
9th Grade - 12th Grasde 35.8
High school or G.E.D. 21.7
Post high school 211
College graduate or higher 14.6

Almost a quarter of Alabama’s females do not receive adequate prenatal care.
Several dangerous health conditions can be recognized during prenatal care.

The highest rate was in DeKalb County (48.4 percent) and the lowest was in
Winston County (12.5).

Alabama’s less than adequate prenatal care rate is:

- Fifteen percent greater in 2012-2013 than in 2002-2003.

- Almost 20 percent higher among African American females than Caucasian.

. Less than two percent higher in rural counties than urban counties.

. Highest for infants born to teens and lowest for infants born to mothers age

30 and older.

- Higher among those with a high school education and less among those with

more than a high school education.

. Almost 80 percent higher for females whose delivery was paid by Medicaid

than those not paid by Medicaid.

. Almost half of Hispanic mothers received less than adequate prenatal care.

I 44.40 - 48.40
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Alabama’s # 4 Health Concern

Alabamians identified nutrition and physical activity as the fourth greatest

current health concern in Alabama. Fortunately, it is possible to obtain reasonably
comprehensive data on nutrition and physical activity from ADPH's BRFSS data
which looks at healthy behaviors of Alabamians. Questions are asked about fruit and
vegetable consumption and obesity.

The Alabama population is very sedentary and engages in limited physical activity.
In addition, many people live in food deserts, with limited access to fresh fruits and
vegetables. As a result, Alabama has one of the highest obesity rates in the nation.

The following indicators have been selected for use in developing a benchmark
or starting point for measuring the current state of and monitoring future changes
regarding nutrition and physical activity in the population of Alabama:

Percent Adult Obesity, 2012
Adults Consuming Fruits Less Than Once Daily, 2013
Adults Consuming Vegetables Less Than Once Daily, 2013

Adults Participating in Enough Aerobic and Muscle Strengthening Exercises to
Meet Guidelines, 2011

Alabama has a high rate of obesity and a low level of physical activity. In addition,
Alabamians do not have a healthy diet and eat relatively few fruits and vegetables.

A third of Alabama’s population is obese and usually ranks in the top five states in

the nation in obesity. This is partly due to the low levels of physical activity. In 2011,
only 15.0 percent of the population met the physical activity guidelines. Almost half of
Alabamians did not consume even a single fruit or glass of fruit juice daily. Also, over
a quarter of the population consumed vegetables less than once per day. The result

of this is a very unhealthy population with high rates of heart disease, stroke, and
diabetes. In addition, many cancers are related to the poor diet and lack of exercise.
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Adult Obesity (2012)

State Comparison Percent
Alabama 33.0
United States 276
Historic Trend

2012 33.0
2007 30.9
2002 25.7
Public Health Area

1 30.7
2 314
3 37.3
4 34.9
5 315
6 345
7 37.8
8 32.3
9 29.7
10 33.2
" 34.6
Rurality INA.
Age

18-24 23.9
25-34 31.3
35-44 34.3
45 - 54 39.7
55-64 40.2
65 and over 26.9
Gender

Female 34.1
Male 31.8
Race

African American 441
American Indian/Alaskan Native  |N.A.
Caucasian 30.1
Ethnicity INA.
Income

Under §15,000 40.8
$15,000 - $24,999 35.2
$25,000 - $34,999 29.0
$35,000 - $49,999 345
$50,000 and over 31.3
Education

Less than 9th Grade N.A.
9th Grade - 12th Grade 35.2
High school or G.E.D. 335
Post high school 344
College graduate and higher 27.8

* BRFSS data from 2010 and prior are not directly comparable to BRFSS

data from 2011-2012 due to changes in

must be shown graphically, and a disclail

or fc

hodology and the
addition of the cell phone sampling frame. Thus, a break in trend line

must be added.

Obesity is a contributing cause to many poor health outcomes. These include
heart disease, diabetes, stroke, and cancer, which are among the leading causes
of death in the United States.

One-third (33.0 percent) of Alabama adults are obese.
In 2012, Alabama had the fifth highest prevalence of obesity in the United States.

The prevalence of obesity has gradually increased in Alabama over the past
20 years.

African American Alabamians have a significantly higher prevalence of obesity
than Caucasians.

Alabamians with an annual household income of less than $15,000 are at highest
risk of obesity.

I 29.70 - 30.70
[ 31.40 - 32.30
33.20 - 34.90
37.30 - 37.80
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Adults Consuming Fruit Less Than

Once Daily (2013)

State Comparison Percent
Alabama 459
United States 39.2
Historic Trend

2013 459
2011 43.8
Public Health Area

1&2% 45.7*
3 47.6
4 404
5 46.6
6 49.4
7 & 8* 48.2*%
9,10 & 11* 44 8%
Rurality INA.
Age

18-24 51.2
25-34 43.3
35-44 48.5
45-54 50.2
55 - 64 471
65 and over 376
Gender

Female 43.0
Male 49.1
Race

African American 427
American Indian/Alaskan Native | N.A.
Caucasian 47.6
Ethnicity NA.
Income

Under §15,000 493
§15,000 - $24,999 50.4
$25,000 - $34,999 46.3
$35,000 - $49,999 448
$50,000 and over 43.0
Education

Less than high school 50.7
High school or G.E.D. 495
Post high school 44.2
College graduate and higher 395

* A reduction in federal funding reduced the 2013 BRFSS sample

size, which Ited in a

-

ity to

some

PHAs in order to obtain sub-state level data. PHA level 2013 BRFSS

data is not directly

p

ble to p

ious years of PHA level data.

Fruit and vegetable intake is an indicator of an overall healthy diet and may
reduce the risk of many chronic diseases.

In 2013, Alabama ranked as the seventh highest state in the nation to consume
fruit less than one time per day.

Nearly one in two Alabama adults (45.9 percent) does not consume fruit,
including 100 percent fruit juices, one or more times daily.

College graduates are significantly more likely to have consumed one or more
servings of fruit, compared to Alabamians whose highest level of education is
high school graduate or less.

Alabama males are significantly less likely to consume one or more servings of
fruit per day when compared to females.

I 0.40
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Adults Consuming Vegetables
Less Than Once Daily (2013)

State Comparison Percent
Alabama 25.8
United States 229
Historic Trend

2013 25.8
2011 24.3
Public Health Area

1&2% 23.7*
3 25.8
4 28.9
5 20.4
6 30.6
7 &8* 29.2*
9,10 & 11* 24.8*
Rurality N.A.
Age

18-24 36.0
25- 34 27.7
35-44 25.9
45 - 54 25.3
55 - 64 219
65 and over 214
Gender

Female 235
Male 28.2
Race

African American 40.8
American Indian/Alaskan Native | N.A.
Caucasian 20.8
Ethnicity N.A.
Income

Under $15,000 36.3
$15,000 - $24,999 36.1
$25,000 - $34,999 25.8
$35,000 - $49,999 22.1
$50,000 and over 16.4
Education

Less than high school 38.2
High school or G.E.D. 30.0
Post high school 214
College graduate and higher 16.6

* A reduction in federal funding reduced the 2013 BRFSS sample

size, which resulted in a ity to

ine some

PHA in order to obtain sub-state level data. PHA level 2013 BRFSS
data is not directly comparable to previous years of PHA level data.

Fruit and vegetable intake is an indicator of overall healthy diet and may reduce
the risk of many chronic diseases.

One in every four Alabama adults (25.8 percent) consumes vegetables less than
once per day.

Alabama ranks as the tenth highest state in the nation to eat less than one
serving of vegetables per day.

Alabama adults under age 25 are much less likely to consume one or more
servings of vegetables per day.

African American adults are significantly more likely to consume less than one
serving of vegetables per day than Caucasian Alabama adults.

Among those least likely to consume at least one serving of vegetables in
Alabama are those with a lower educational attainment and those with a low
household income, especially households with less than $15,000 per year.

3%
,.

I 0-0.20
0.21-0.24
0.25 - 0.26
0.27 - 0.31



Adults Participating in Enough
Aerobic and Muscle Strengthening
Exercises to Meet Guidelines (2011)

State Comparison Percent
Alabama 15.0
United States 210
Historic Trend N.A*

Public Health Area

1 12.0
2 15.0
3 14.4
4 18.4
5 13.0
6 124
7 8.6
8 13.8
9 11.6
10 135
11 12.6
Rurality N.A.
Age

18-24 27.3
25-34 16.3
35-44 17.0
45 - 54 12.4
55 - 64 95
65 and over 10.7
Gender

Female 12.8
Male 17.4
Race

African American 16.3
American Indian/Alaskan Native | N.A.
Caucasian 14.3
Ethnicity N.A.
Income

Under $15,000 11.1
$15,000 - $24,999 10.9
$25,000 - $34,999 12.0
$35,000 - $49,999 16.5
$50,000 and over 19.3
Education

Less than 9th Grade N.A.
9th Grade - 12th Grade 7.7
High school or G.E.D. 13.2
Post high school 16.3
College graduate and higher 22.6

*2011 was the baseline year for this measure. The
recommendations for Physical Activity changed, so the
past indicators for Physical Activity are not comparable to
this indi The next available data will be 2013 data.

Regular exercise and physical activity reduce the risk for many chronic diseases.
Current physical activity guidelines recommend that adults participate in at least
150 minutes of moderate aerobic activity each week and participate in muscle-
strengthening activities two or more days per week.

In 2011, 15.0 percent of Alabama adults met the physical activity guidelines.

Conversely, 85.0 percent of Alabama adults did not meet the recommended
physical activity guidelines to stay healthy and prevent chronic disease.

Alabama ranked fourth highest in the nation for physical inactivity.

College graduates in Alabama are significantly more likely to participate in
enough weekly physical activity to meet the recommended guidelines.

Males are slightly more likely to meet recommended physical activity levels
than women.

There are no significant differences in physical activity levels between Caucasian
and African American adults in Alabama.

!

I 0.09<0.11
e 011 <042
012<0.13
0.13<0.14

0.14 < 0.15
- 18

32

=)



Cardiovascular Diseases
Alabama’s # 5 Health Concern

Alabamians identified cardiovascular diseases as the fifth greatest current health
concern in Alabama. Fortunately, it is possible to obtain comprehensive data on the
status of cardiovascular disease from data collected by ADPH's Center for Health
Statistics on heart disease and stroke mortality, data from Medicaid, Medicare, and
BCBS on insurance and claims.

Cardiovascular disease is a serious health condition which can result in death and
disability. It is by far the leading cause of death in Alabama, the nation and most
counties in Alabama. Because of a lack of screening and health services, heart
disease is often diagnosed only when it begins to have serious health consequences.
Many people in Alabama have hypertension or high cholesterol but do not know

that they have it. Heart disease can be treated with changes in diet and exercise, if
the condition is detected in its early stages. It is especially prevalent in rural areas.
Cardiovascular disease is highly related to obesity and a lack of exercise.

The following indicators have been selected for use in developing a benchmark
or starting point for measuring the current state of and monitoring future changes
regarding cardiovascular disease in Alabama:

e Heart Disease Mortality Rate, 2011-2013
e Cerebrovascular Diseases (Stroke) Mortality Rate, 2011-2013
e Hyperlipidemia Prevalence Among Medicare Recipients, 2012

e Blue Cross and Blue Shield of Alabama Members Filing Lipid Disorder
Claims, 2013

e Hypertension Prevalence Among Medicare Recipients, 2012
e Stroke Prevalence Among Medicare Recipients, 2012
e Hyperchloesterolemia Diagnosis Among Medicaid Recipients, 2013

Alabama Cardiovascular Disease Highlights

Alabama had a heart disease mortality rate 1.3 times the United States rate in 2011.
In addition, heart disease was the leading cause of death in 2013, with 12,453 dying
of the disease. More than 38 percent of Alabama’s adults have been diagnosed with
high cholesterol, but many with the condition are undiagnosed. African Americans
are significantly more likely to have and to die of stroke. Cardiovascular disease is
inversely related to income and education. Cardiovascular disease risk increases
dramatically with age. Poor diets, high in fats and processed sugars, and lack of
exercise are risk factors for cardiovascular diseases. Smoking also increases the risk
of heart disease.
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Heart Disease Mortality Rate (2011-2013)

Per 100,000 Population

State Comparison Rate
Alabama 226.6
United States (2011) 173.7
Historic Trend
2011-2013 226.6
2006-2008 250.3
2001-2003 290.8
Public Health Area
1 255.5
2 227.0
3 225.8
4 196.9
5 220.6
6 265.8
7 296.1
8 209.5
9 224.8
10 222.0
11 233.6
|
Rurality
Rural counties 255.1
Urban counties 206.8

'Age

Under 18 1.6

18-24 5.2

25-34 17.5

35-44 53.9

45 - 54 141.4

55-64 278.5

65 and over 1,2845
[
Gender

Female 184.0

Male 280.2
|
Race

African American 256.2

American Indian/Alaskan Native  [86.9

Caucasian 2219

Ethnicity

Hispanic 83.2
Non-Hispanic 228.4

Income _______INA_______
Education

Less than 9th Grade 1,111.9

9th Grade - 12th Grade 562.3

High school or G.E.D. 4841

Post high school 185.2

College graduate and higher 193.7

Heart Disease Mortality Rate?'

Heart disease is the leading cause of death for males and females in the
United States.

In Alabama, the 2011-2013 mortality rate for heart disease was 1.3 times higher
than the 2011 national mortality rate (226.6 per 100,000 and 173.7 per 100,000,

respectively). This rate, however, is a decrease from previous years (2001-2003),
where the state rate was 290.8 per 100,000.

Heart disease has been the leading cause of death in Alabama since 1926.
Rural counties have a higher rate of heart disease mortality than urban counties.

The counties with the five highest rates are Wilcox, Dallas, Walker, Clay, and
Washington.

Russell and Shelby counties were the only counties with rates below the 2011
national heart disease mortality rate:

« Russell County: 167.4 per 100,000
«  Shelby County: 165.2 per 100,000
Alabama’s heart disease mortality rate is:
« One and a half time greater for males than females.
. Lowest among American Indian/Alaskan natives.
. Fifteen percent higher for African Americans than Caucasians.

The rate for individuals with less than a 9th Grade education is 5.8 times
that of individuals with a college degree. (Other factors may be contributing to
this relationship.)

The mortality rate for those of Hispanic origin is just over one-third that for
non-Hispanics.

The 15 counties with the highest heart disease mortality rates are all rural.

N 165.20 - 188.49
192,60 - 230.46
232.60 - 272.43
274.40 - 314.39
315.40 - 357.00
I 394,90 - 395.00

CARDIOVASCULAR DISEASE
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Rate (2011-2013)

Cerebrovascular Diseases (Stroke) Mortality

Per 100,000 Population

Historic Trend

State Comparison Rate
Alabama 48.6
United States (2011) 379

2011-2013 48.6
2006-2008 57.6
2001-2003 68.3
Public Health Area

1 46.5
2 48.3
3 55.3
4 53.6
5 42.3
6 48.3
7 54.6
8 46.7
9 476
10 451
11 51.6

|

Rurality

Rural counties 499
Urban counties 47.7

Age

Under 18 0.5

18-24 A

25-34 1.6

35-44 6.6

45 - 54 21.3

55 - 64 49.1

65 and over 2975
|
Gender

Female 46.8

Male 50.0
|
Race

African American 61.7

American Indian/Alaskan Native | *

Caucasian 45.7

=
>

Ethnicity
Hispanic 224
Non-Hispanic 48.9

Education

Less than 9th Grade 231.7
9th Grade - 12th Grade 114.7
High school or G.E.D. 102.9
Post high school 40.5
College graduate and higher 442

Cerebrovascular Diseases (Stroke) Mortality Rate?

In 2012, cerebrovascular diseases (stroke) were the fourth leading cause of death
in Alabama. Similar to heart disease, the mortality rate for stroke in Alabama is
1.3 times higher than the 2011 national mortality rate (48.6 per 100,000 and 37.9
per 100,000 respectively).

The mortality rate has decreased from previous years:
. 68.3 per 100,000 in 2001-2003
. 57.6 per 100,000 in 2006-2008
. 48.6 per 100,000 in 2011-2013

While stroke mortality has decreased significantly over the past decade, Alabama
still has the highest stroke mortality rate among all 50 states.

Twenty-seven counties had stroke mortality rates below the overall state rate.

Counties with the highest rates were Lawrence, Bibb, Franklin, Covington, and
Marshall. Rates could not be calculated for four counties due to the number of
deaths being too small.

Alabama’s stroke mortality rate is:
« Higher for males (50.0 per 100,000) than for females (46.8).

« Thirty-five percent higher for African Americans (61.7) than
Caucasians (45.7).

« More than double for Non-Hispanics (48.9) than individuals of
Hispanic origin (22.4).

The mortality rate for stroke also increases with lower levels of education. Higher
levels of education, however, do not produce mortality rates lower than the 2011
rate reported for the entire United States:

. Rates of 231.7 per 100,000 for those with less than 9th Grade education.
. Rates of 44.2 per 100,000 for college graduates.

Those 65 years or older had the highest stroke mortality rate in Alabama
(297.5 per 100,000).

The 25 counties with the
highest stroke mortality
rates are all rural.

Fourteen counties have
stroke mortality rates
that are more than 50
percent higher than the
national rate.

Only three counties (Marion
at 31.3, Conecuh at 32.0,
and Shelby at 34.9) have
stroke mortality rates below
that for the nation.

Alabama is a member of

the “Stroke Belt” that also
includes Arkansas, Georgia,
Indiana, Kentucky, Louisiana,
Mississippi, North Carolina,
South Carolina, Tennessee,
and Virginia. These states
had an age-adjusted stroke
mortality rate exceeding that
for the nation by 10 percent
or more in 1980, which led
to this definition.

=] UNRELIABLE RATE

CARDIOVASCULAR DISEASE
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Hyperlipidemia Prevalence Among Hyperlipidemia Prevalence Among Medicare Recipients®

Madicare Recipients 2012 * In2012, 45.1 percent of Medicare recipients had hyperlipidemia, which is a
State C - P t moderate risk for cardiovascular disease. This is 1.4 percent above the 2011

ate ~omparison ercen United States rate.
Alabama 45.06 ) ) ) )
United States 4475 *  Colbert County had the highest rate in the state (58.5), with Barbour, Pickens,
Lawrence, and Tuscaloosa counties rounding out the top five.

e The lowest rates were in Clarke and Coosa counties.

Public Health Area e Alabama’s hyperlipidemia in Medicare recipients is:

1 49.73 « Occurring at a rate of 45.1 percent.

; 22':;1 «  One and a quarter percent above the national rate.

4 4 :37 e While eight of ten counties with the highest percentages of hyperlipidemia
5 46.48 among Medicare recipients were rural, the percent for all rural counties is slightly
6 197 lower than that for urban counties.

7 38.23

8 44.98

9 43.38

10 48.15

11 43.05
|

Rurality

Rural counties 44.8

Urban counties 453

Ethnicity

Education N.A.

I 32.00 - 37.15
[ 37.91-41.83

42.44 - 44.86
45.08 - 46.98
a
47.22 - 50.21
—_
I 5129 - 58.51

CARDIOVASCULAR DISEASE
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BCBS Members Filing Lipid Disorder Claims
(2013)
|
State Comparison Percent
Alabama 491

United States N.A.

Public Health Area

1 6.51

2 5.36

3 6.34

4 4.39

5 471

6 4.04

7 3.70

8 469

9 478

10 5.73

11 3.73
|
Rurality

Rural counties 487

Urban counties 493

Age

Under 18 0.07

18 - 24 0.34

25-34 1.52

35-44 448

45 - 54 8.47

55 - 64 12.71

65 and over 16.13

Income ____________INA_____

Education

N.A.

BCBS Members Filing Lipid Disorder Claims?*

e In 2013, 4.91 percent of BCBS members filed claims for lipid disorders, which is a
moderate risk for cardiovascular disease.

e The percent of members filing claims for lipid disorders increased with age from
0.07 percent in those age less than 18 years to 16.13 percent in those age 65 and
older. Marion County had the highest rate in the state (8.05) with Colbert County
closely following. The lowest rates were in Clarke and Choctaw counties.

e Alabama’s lipid disorders in BCBS claims are:
« Occurring at a rate of 4.9 percent.
. Highest in those age 65 and older.

- Highest in Marion County.

« Lowest in Choctaw County.

I 2.80-3.75
[ 3.76 - 4.62
4.63 - 5.69
5.70-6.73
6.74 - 8.50

CARDIOVASCULAR DISEASE
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Hypertension Prevalence Among Medicare Hypertension Prevalence Among Medicare Recipients?

Recipients (2012)
s e In2011-2013, 61 percent of Medicare recipients in Alabama had hypertension.
State Comparison Percent

Alabama 61.00 e This was 4.5 percent higher than the national rate.

Lpited States 2.0 e The percentage of Medicare recipients diagnosed with hypertension is higher in
all 67 counties than it is for the nation as a whole.

Public Health Area e Hypertension increases dramatically with age.

1 65.18 e Conecuh County had the highest rate in the state (71.2), with Elmore County

2 60.80 having the lowest rate (55.62).

3 63.00

4 57.53 * The 23 counties with the highest percentages of Medicare recipients diagnosed
5 60.20 with hypertension are all rural counties.

6 60.13

7 64.39

8 59.87

9 60.82

10 63.70

11 58.78
|

Rurality

Rural counties 62.40

Urban counties 59.80

Income ___________INA_____

Education N.A.

I 55.62 - 56.85
[ 57.20 - 60.53
60.93 - 64.21
64.33 - 67.90

]
68.34 - 71.21

CARDIOVASCULAR DISEASE
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Stroke Prevalence Among Medicare Stroke in Medicare Recipients®
Recipients (2012)

] e In2011-2013, 4.05 percent of Alabama Medicare recipients had a stroke in the
State Comparison Percent past. This was similar to the national rate.

Alabama 4.05 ) ) )

United States 381 e EImore County had the highest rate in the state (5.14), with Marshall, DeKalb,

Mobile, and Russell counties rounding out the top five.

e The lowest rates were in Randolph (3.10) and Marengo counties.

Public Health Area . . . . . .

1 3 o Thll’ty.-SIX counties had higher percentaggs of Medicare recipients who had
) 297 experienced strokes greater than the nation.

3 473

4 3.92

5 3.79

6 4.01

7 416

8 453

9 4.01

10 3.89

1" 4.88
I

Rurality

Rural counties 4.00

Urban counties 408

Income ____________INA_____

Education N.A.

I 3.10 - 3.48
[ 3.51-3.77
3.85-4.18
4.25 - 4.55
4.73-5.14

CARDIOVASCULAR DISEASE
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Hypercholesterolemia Diagnosis Among Hypercholesterolemia Diagnosis in Medicaid Recipients?

Medicaid Recipients (2013) ) o )
e |n 2013, 4.3 percent of Alabama Medicare recipients had a high level

State Comparison Percent of cholesterol.
Alabama 43
United States N.A.

Pickens County had the highest rate in the state, with Fayette and Henry counties
rounding out the top three.

e The lowest rates were in Jefferson (2.0 percent) and Montgomery counties (2.5).

Public Health Area

Hypercholesterolemia diagnosis in Medicaid recipients is significantly higher in

56 rural counties (5.3 percent) compared to urban counties (3.5 percent).

48
55 The nine counties with the highest percentages of hypercholesterolemia

2.0 diagnosis in Medicaid recipients and 21 of the 22 counties with the highest rates
4.1 are rural.

5.1
47
4.1
4.0
0 5.8
1 3.4
|

Rurality
Rural counties 5.3
Urban counties 35

— =2 OO INo 0w (N —

Income ____________INA_____

Education N.A.

. 2.00 - 2.90

[ 3.30 - 4.30
4.40 -5.10
5.20 - 6.30
6.80 - 8.40

I 11.80

CARDIOVASCULAR DISEASE
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Alabama’s #6 Health Concern

STls are infections that can be transmitted through sexual contact with an infected
individual. In Alabama, the Division of STI Prevention and Control of the ADPH
conducts disease investigations and partner notifications for chlamydia, gonorrhea,
human immunodeficiency virus (HIV), syphilis, and trichomoniasis. The long term goals
for this division are to reduce the incidence of STls and their respective sequela, to
improve the integration of STI services into clinical care across the health care system,
to increase access to STl services for the populations most at-risk, and to reduce the
threat of antibiotic-resistent gonorrhea, other emerging STls, and congenital syphilis.

Alabamians identified STls as the sixth greatest current health concern in Alabama.
The following indicators have been selected for use in developing a benchmark or
starting point for measuring the current state and monitoring future changes with
regards to STls in Alabama:

STl Case Rate 2013
New HIV Cases Rate, 2010-2012

The STl cases rate includes all new infections of chlamydia, gonorrhea, and primary
and secondary syphilis but excludes new HIV cases as these cases are represented
by their own indicator. These two indicators were chosen because they represent the
four most prominent STls in Alabama. More STl indicators such as individual rates for
chlamydia, gonorrhea, and syphilis may be added in the future.

Chlamydia, caused by the bacterium chlamydia trachomatis, is the most
commonly reported STl in both Alabama and the United States.

Alabama has the third highest rate for new chlamydia infections in the United
States trailing only Alaska and Louisiana.

Gonorrhea, caused by the bacterium Neisseria gonorrhoeae, is the second most
commonly reported ST in both Alabama and the United States.

Alabama has the second highest rate for new gonorrhea infections in the United
States trailing only Louisiana.

Syphilis, caused by the bacterium Treponema pallidum, is one of the most
commonly reported STl in both Alabama and the United States.

Alabama has a lower rate of new cases of primary and secondary syphilis, the
most infectious stages of syphilis, than the United States as a whole.

There are persons living with HIV in every county in Alabama.

The CDC estimates that 18 percent of persons infected with HIV are unaware of
their status in 2012. As such, HIV numbers tend to be underestimated.

The new HIV case rate for Alabama is slightly lower than the United States.
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STI Cases Reported (2013)

State Comparison Rate
Alabama 80.0
United States (2012) 57.6
Historic Trend

2013 80.0
2008 755
2004 49.0
Public Health Area

1 46.7
2 53.7
3 87.4
4 1125
5 37.8
6 718
7 130.3
8 115.9
9 52.5
10 85.3
11 103.7
Rurality

Rural counties 61.8
Urban counties 91.7
Age

Under 18 44.3
18-24 474.7
25-34 1,324.2
35-44 27.2
45 - 54 8.4
55 - 64 2.8
65 and over 15
Gender

Female 104.8
Male 53.0
Race

African American 159.8
American Indian/Alaskan Native | 14.0
White 16.9
Ethnicity

Hispanic 12.5
Non-Hispanic 82.9
Income ‘ N.A.
Education \ N.A.

Alabama has a higher rate for new infections from STls than the United States
as a whole (80.0 versus 57.6 per 100,000). This is mostly due to higher rates of
chlamydia and gonorrhea infections in Alabama, as Alabama actually has lower
rates of primary and secondary syphilis than the United States.

Montgomery County has the highest STl case rate in Alabama, followed by
Greene County and Sumter County.

Blount County has the lowest STl case rate in Alabama.

Alabama has the third highest rates of new chlamydia infections in the
United States.

Nearly 72 percent of chlamydia infections were reported among females, and
more persons 15-24 years of age were diagnosed than any other age group.

Alabama has the second highest rate of new gonorrhea infections in the nation.

Nearly 65 percent of all cases of gonorrhea infections were reported among
persons 15-24 years of age.

Females represented a slightly higher proportion of new gonorrhea cases than
males (55.7 percent versus 44.3 percent).

Alabama ranked twenty-third in the nation for the rate of new cases of primary
and secondary syphilis, and is below the national average.

Nearly 90 percent of all reported cases of syphilis were in males.

Over 60 percent of primary and secondary syphilis cases were reported in
African Americans.

m— 17.60- 41.20

[ 44.40 - 68.80
72.00 - 94.80
103.70 - 139.80
156.90 - 196.20
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New HIV Cases (2010-2012)

State Comparison Rate
Alabama 14.3
United States (2012) 15.4
Historic Trend

2010-2012 14.3
2005-2007 13.1
2000-2002 12.7
Public Health Area

1 4.1
2 1.6
3 13.8
4 30.1
5 5.8
6 10.5
7 17.7
8 19.7
9 8.9
10 11.1
11 22.3
Rurality

Rural counties 5.7
Urban counties 28.5
Age

Under 18 1.2
18-24 39.1
25-34 315
35-44 216
45 - 54 15.8
55 - 64 7.5
65 and over 1.3
Gender

Female 6.8
Male 22.4
Race

African American 375
American Indian/Alaskan Native 0.0
White 5.0
Ethnicity

Hispanic 8.7
Non-Hispanic 14.4
Income \ N.A.
Education INA.

At the end of 2012, 11,815 Alabama residents were known to be living with HIV
and 4,838 (41 percent) had progressed to AIDS. CDC estimated 18 percent of
persons infected with HIV were unaware of their status during 2012. Applying
this prevalence, estimates suggest 14,426 Alabama residents may be infected
with HIV.

There were 661 newly diagnosed HIV infections were reported among Alabama
residents in 2012. This number is an underestimate as it does not account for
individuals unaware of their status.

There are persons living with HIV in every county in Alabama. The number
continues to increase each year. In 2012, more HIV cases were diagnosed in
Jefferson County than any other county. However, the rate of HIV diagnoses was
greatest in Montgomery County.

African Americans continue to be disproportionately affected by HIV in Alabama.
Comprising 26 percent of the population, 68 percent of newly diagnosed

HIV infections occurred in African Americans during 2012. African American
males were 6.5 times as likely to be diagnosed with HIV as Caucasian males,
while the rate of HIV in African American females was 12.5 times that of
Caucasian females.

Alabama is experiencing a downward shift in the age distribution of newly
diagnosed HIV infections as adolescents and young adults (15-29 years) emerged
as the most affected age group.

While male-to-male sexual activity continues to be the predominant mode of
exposure for HIV infection, heterosexual contact is the second most common
mode of exposure.

Sixty-six percent of newly diagnosed HIV infections were linked to care in 2012.
However, Alabama’s estimated unmet need is 51 percent as 5,996 of the 11,815
persons living

with HIV as of
December 31, 2012,
did not access care
during 2012.

The number of
new HIV infections
continues to
outweigh the
number of deaths
among people
diagnosed with
HIV, largely due

to the success

and widespread
utilization of highly
active antiretroviral
therapy (HAART)

in 1995.

. 2.90 - 6.92
7.67-11.03
11.58 - 15.24
17.19 - 24.66
30.09 - 33.11
1 UNRELIABLE RATE
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Alabama’s #7 Health Concern

Cancer is a group of diseases characterized by uncontrolled growth and spread
of abnormal cells. If the spread is not controlled, it can result in death. All cancer
cases diagnosed or treated in Alabama are reported to the Alabama Statewide
Cancer Registry (ASCR). The ASCR is a statewide, population-based registry that
was established in 1995 by the ADPH in response to state law (Act 95-275) that
made cancer a reportable condition. The ASCR has achieved the highest national
certifications for data quality and completeness since 2004.

Alabamians identified cancer as the seventh greatest current health concern in
Alabama with good reason. Cancer is the second leading cause of death in Alabama
trailing only diseases of the heart. In the United States, males have slightly less than
a 1in 2 risk of developing cancer over the course of a lifetime. For women, the risk is
a little more than 1 in 3 over the course of a lifetime. The risk of being diagnosed with
cancer increases with age, and approximately 77 percent of all cancers are diagnosed
in persons 55 and older. According to the American Cancer Society, an estimated
26,150 Alabamians will be diagnosed with cancer in 2015, and an estimated 10,560
Alabamians will die from cancer in 2015.

The following indicators have been selected for use in developing a benchmark or
starting point for measuring the current state and monitoring future changes in the
state of cancer in Alabama:

Cancer Mortality Rate, 2011-2013

Colorectal Cancer Incidence, 2007-2011

Female Breast Cancer Incidence, 2007-2011
Lung and Bronchus Cancer Incidence, 2007-2011
Prostate Cancer Incidence, 2007-2011

These four cancer groupings were chosen because they represent more than

55 percent of all new tumors reported to the ASCR. Additionally, the burden of
each of these cancers could be reduced through behavior modifications such as
smoking cessation, weight loss, exercise, improved nutrition, and regular screening
examinations by a health care professional. More cancer indicators (survival rates,
screening rates, and cancer staging) may be added in the future.
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Although the overall cancer mortality rate for Alabama has been steadily
declining for the past few years, Alabamians, particularly men, have higher
overall cancer mortality rates than the United States. However, both African
American and Caucasian females in Alabama have slightly lower overall cancer
mortality rates than their United States counterparts.

Lung cancer is the second most reported cancer in males and Caucasian females
and the third most reported in African American females.

Lung cancer is the leading cause of cancer death in Alabama with more deaths
each year than deaths from breast, colorectal, and prostate cancer combined.

Alabamians have significantly higher rates of lung cancer incidence and mortality
compared to the United States. This is true for all race and gender groupings
except African American females which have significantly lower incidence and
mortality rates for lung cancer than their United States counterparts.

Colorectal cancer is the third most reported cancer in males and Caucasian
females and the second most reported in African American females.

For males and females combined, colorectal cancer is the second leading cause of
cancer death in Alabama.

There has been an overall decline in both cancer incidence and mortality rate for
colorectal cancer in Alabama over the past few years.

Although Alabamians as a whole have higher incidence rates of colorectal cancer
than the United States, only African American males in Alabama have higher
mortality rates than their United States counterparts.

Breast cancer is the leading cause of cancer and the second leading cause of
death from cancer in women.

African American females in Alabama have significantly higher rates of breast
cancer incidence than Caucasian females in Alabama. This is unique because in
the rest of the county as a whole, Caucasian females have significantly higher
breast cancer incidence rates.

Caucasian females in Alabama have slightly lower incidence and mortality rates
for breast cancer than the United States.

African American females in Alabama have significantly higher incidence rates
but slightly lower mortality rates than the United States.

Prostate cancer is the leading cause of cancer and the second leading cause of
death from cancer in men.

Prostate cancer incidence and mortality rates in Alabama have been significantly
declining over the past few years.

Prostate cancer occurs significantly more in African American males than
Caucasian men, and African American males also have significantly higher
mortality rates for prostate cancer.

Caucasian males in Alabama have approximately the same incidence and
mortality rates for prostate cancer as the United States while African American
males in Alabama have both higher incidence and mortality rates than their
United States comparison group.
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Cancer Mortality Rate (2011-2013)

Per 100,000 population

State Comparison Rate

Alabama 184.5

United States (2011) 169.0

Historic Trend

2011-2013 184.5
2006-2008 198.5
2001-2003 209.9

Public Health Area

1 196.0

2 1719

3 186.9

4 185.0

5 173.9

6 194.7

7 203.7

8 188.5

9 182.1

10 181.2

11 1971
.
Rurality

Rural counties 188.8

Urban counties 181.4
e
Age

Under 18 19

18-24 41

25-34 10.0

35-44 36.7

45 - 54 137.0

55 - 64 358.1

65 and over 973.4
e
Gender

Female 147.0

Male 237.2
e
Race

African American 209.6

American Indian/Alaskan Native | 73.9

Caucasian 181.1
e
Ethnicity

Hispanic 59.6
Non-Hispanic 186.0
Income  [NA
Education

Less than 9th Grade 684.0

9th Grade - 12th Grade 447 1

High school or G.E.D. 422.9

Post high school 179.4

College graduate and higher 199.4

Cancer Mortality Rate®

©  Cancer is the second leading cause of death in both the United States and

Alabama, followed only by heart disease.

©  Cancer mortality rates are declining both nationally and in Alabama.

= Cancer mortality rates are significantly higher in Alabama than the United States
This is true even after adjusting for race, age, and gender.

© Males have significantly higher mortality rates than females.

© African Americans have significantly higher mortality rates than Caucasians.

= Cancer mortality rates increase significantly with age.

© Rural counties have a slightly higher mortality rate than urban counties.
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Colorectal Cancer Incidence (2007-2011)

State Comparison Rate
Alabama 46.3
United States (2006 - 2010) 447
Historic Trend

2007-2011 46.3
2002-2006 50.5
1997-2001 492
Public Health Area

1 46.0
2 423
3 490
4 46.9
5 416
6 479
7 54.5
8 46.8
9 478
10 442
1 51.0
Rurality

Rural counties 46.4
Urban counties 459
Age

Under 50 8.2
50 - 64 86.5
65 and over 216.4
Gender

Female 389
Male 55.6
Race

African American 54.7
Asian or Pacific Islander 28.3
Caucasian 442
Ethnicity INA.
Income ‘ N.A.
Education \ N.A.
Notes:

All rates are per 100,000 and age-adjusted to the 2000 US
(19 age groups) standard unless otherwise specified.

All rates are for malignant cases only. This is done to

comply with national publication standards.

The age groups were adjusted to be more
clinically significant.

Colorectal cancer is the third leading cancer in Caucasian males, Caucasian
females, and African American males. Colorectal cancer is the second leading
cancer in African American females.

Colorectal cancer occurs significantly more frequently in males than females and
occurs significantly more frequently in African Americans than in Caucasians.

Alabamians have significantly higher incidence rates of colorectal cancer than
the United States. This is true for Caucasian males, Caucasian females, African
American males, and African American females.

Screening can result in the detection and removal of colorectal polyps before they
become cancerous, as well as detect cancer at an early stage where survival is
more likely. This would lower both the incidence and mortality of this disease.

I 28.00 - 40.10
[ 41.70 - 48.30
48.70 - 58.00
59.60 - 72.20
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Female Breast Cancer Incidence (2007-2011)
State Comparison Rate
Alabama 119.0
United States (2006-2010) 122.2
Historic Trend

2007-2011 119.0
2002-2006 115.2
1997-2001 118.0
Public Health Area

1 108.4
2 1155
3 130.7
4 130.0
5 1105
6 106.2
7 1221
8 1241
9 118.1
10 116.5
1 124.0
Rurality

Rural counties 1131
Urban counties 122.8
Age

Under 40 13.4
40 - 49 149.4
50 - 64 261.4
65 and over 388.8
Gender

Female 119.0
Male 1.1
Race

African American 1243
Asian or Pacific Islander 84.6
Caucasian 116.7
Ethnicity INA.
Income ‘ N.A.
Education \ N.A.
Notes:

Rates are per 100,000 and age-adjusted to the 2000
United States (19 age groups) standard population unless
otherwise specified.

All rates are for malignant cases only. This is done to comply
with national publication standards.

With the exception of the one rate for men, all rates are for
females only.

The age groups were adjusted to be more
clinically significant.

Breast cancer is the most common cancer in females.
Breast cancer occurs far more frequently in females than in males.

Alabama is unique in that African American females have significantly higher
incidence rates than Caucasian females. For the United States as a whole,
Caucasian females have significantly higher incidence rates than African
American women.

Asian/Pacific Islanders in Alabama have significantly lower rates of breast
cancer than Caucasian or African American women. This is also true for the
United States as a whole.

Caucasian females in Alabama have significantly lower incidence rates than
Caucasian females for the United States as a whole. However, African American
females in Alabama have significantly higher incidence rates than African
American females for the United States as a whole.

The females in rural counties in Alabama have significantly lower incidence rates
compared to the females in urban counties. However, when adjusted for race, this
difference is only true for Caucasian females.

Mammaography can detect breast cancer at an early stage, when treatment is
more effective and a cure is more likely.

I 85.90 - 104.80
[ 106.60 - 119.20
120.60 - 137.60
145.30 - 165.80
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Lung Cancer Incidence (2007-2011)

State Comparison Rate
Alabama 744
United States (2006-2010) 65.7
Historic Trend

2007-2011 744
2002-2006 75.9
1997-2001 745
Public Health Area

1 81.8
2 746
3 712
4 67.5
5 74.4
6 82.0
7 68.5
8 2
9 68.3
10 774
1 79.3
Rurality

Rural counties 78.2
Urban counties 715
Age

Under 50 6.4
50 - 64 1325
65 and over 3949
Gender

Female 55.0
Male 100.6
Race

African American 65.5
Asian or Pacific Islander 38.2
Caucasian 76.9
Ethnicity INA.
Income ‘ N.A.
Education INA.
Notes:

All rates are per 100,000 and age-adjusted to the 2000 US
(19 age groups) standard unless otherwise specified.

All rates are for malignant cases only. This is done to

comply with national publication standards.

The age groups were adjusted to be more

clinically significant.

Lung cancer in the second most common cancer in Caucasian males, Caucasian
females, and African American males. Lung cancer is the third most common
cancer in African American females.

Alabamians have significantly higher incidence rates for lung cancer than the
United States. This is true for Caucasian males, Caucasian females, and African
American males in Alabama.

Smoking is the leading cause for developing lung cancer.
Alabamians as a whole have a higher prevalence of smoking than the United States.
Males have significantly higher rates of lung cancer than females.

Caucasians have significantly higher rates of lung cancer than African Americans,
but when adjusted for gender, only the rates for Caucasian females are
significantly higher than African American females; the rates for Caucasian males
and African American males are not significantly different.

Radon is the second leading cause for lung cancer, and the number one cause
for lung cancer among non-smokers. Fifteen counties in Alabama have been
designated as Zone 1 Radon Counties, meaning these counties have the highest
potential for elevated radon levels. For more information on radon levels, visit
adph.org/radon.

I 52.90 - 67.50
[ 68.30 - 77.40
78.50 - 86.40
89.00 - 103.10
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Prostate Cancer Incidence (2007-2011)

State Comparison Rate
Alabama 154.2
United States (2006-2010) 146.6
Historic Trend
2007-2011 154.2
2002-2006 154.4
1997-2001 135.1
Public Health Area
1 115.7
2 140.6
3 172.7
4 171.6
5 148.0
6 154.5
7 2106
8 143.9
9 139.8
10 167.3
1 159.7
Rurality
Rural counties 1443
Urban counties 158.3
Age
Under 50 1.7
50 - 64 3298
65 and over 7849
Gender
Female N.A.
Male 154.2
Race
African American 2216
Asian or Pacific Islander 86.1
Caucasian 130.3
Ethnicity INA.
Income ‘ N.A.
Education \ N.A.
Notes:

All rates are per 100,000 and age-adjusted to the 2000 US
(19 age groups) standard unless otherwise specified.

All rates are for malignant cases only. This is done to

comply with national publication standards.

Prior to 2004, prostate cancer was known to be

under reported.

The age groups were adjusted to be more

clinically significant.

Prostate cancer is the most common cancer in males.

In Alabama, 57 percent of prostate cancer cases are diagnosed in males age 65
or older, and almost 97 percent of cases are diagnosed in males age 50 years
or older.

African American males and Jamaican males of African descent have the highest
prostate cancer rates in the world.

African American males in Alabama have significantly higher rates of prostate
cancer than African American males in the United States as a whole.

African American males have significantly higher rates of prostate cancer than
Caucasian males.

Because prostate cancer occurs approximately 75 percent more frequently in
African American males than Caucasian males, it is important to adjust for race
before making comparisons between two different geographic areas.

I 85.80 - 124.10
e 127.90 - 150.70
154.50 - 186.50
195.30 - 248.60
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Alabama’s #8 Health Concern

Child abuse and neglect are important health issues for Alabama. Child abuse is
defined as harm or a threat of harm to a child’s health or welfare. Child neglect

is negligent treatment or maltreatment of a child, including the failure to provide
adequately for a child. In Alabama, the Office of Child Protective Services of the Family
Services Division of the Alabama Department of Human Resources is responsible

for collecting reports of child abuse and neglect. Additionally, the Office of Child
Protective Services maintains the central registry on child abuse and neglect, applies
and monitors grants for protective services projects, and provides case consultation
services for child abuse and neglect.

Alabamians identified child abuse and neglect as the eighth greatest current health
concern in Alabama. Unfortunately, instances of child abuse and neglect are often
unreported. Many states have enacted mandatory reporting laws that compel certain
professionals to report child abuse and neglect to a state or local agency. In Alabama,
health care professionals, school teachers, law enforcement officers, social workers,
day care employees, and clergy are required by law to report suspected or known
instances of child abuse or neglect. Reports of child abuse or neglect may be provided
to local police, the Office of Child Protective Services, or any group designated by the
Office of Child Protective Services to receive reports of child abuse and neglect.

The indicator selected for use in developing a benchmark or starting point for
measuring the current state and monitoring future changes in the state of child abuse
and neglect in Alabama is the rate of reported cases of child abuse and neglect
according to the Office of Child Protective Services. The measure was selected
because it was the only measure that was readily available for child abuse and
neglect. Having a rate based on confirmed cases of child abuse and neglect would be
preferable because that would reduce the impact of reporting bias. Different indicators
may be added in the future if they become available.

The statewide rate of reported cases of child abuse and neglect has been
relatively steady for the past several years at a rate of less than 19 cases per
1,000 children.

The data available is for reported cases of child abuse and neglect, not confirmed
cases of child abuse and neglect. As child abuse and neglect cases are often
underreported, this could lead to reporting bias where counties with better
reporting appear to have higher rates of child abuse and neglect than counties
with poor reporting.

There is no United States comparison data available for this measure. Also, this
data is not available by race or gender.

The rate of reported cases for rural counties is slightly higher than the rate of
reported cases for urban counties (19.8 versus 17.5).
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Child Abuse and Neglect Cases (2013) Child Abuse and Neglect*®

Per 1,000 Population Under Age 18 ¢ Child abuse and neglect cases are often underreported.

State Comparison Rate e The statewide rate of reported cases of child abuse and neglect has been
Alabama 184 relatively steady for the past ten years. The slight increase in the rate is likely
United States NA attributable to improvements in reporting.

Historic Trend « The rate of reported cases for rural counties is slightly higher than the rate of

FY 2013 184 reported cases for urban counties (19.8 per 100,000 population under the age

FY 2008 17.0 of 18 versus 17.5).

FY 2003 16.0

* PHA 1 has the highest reported rate of child abuse and neglect at 25.4.

Public Health Area

1 25.4 * Cherokee County has the highest rate at 41.1, and Greene County has the lowest
2 18.9 rate at 4.9. However, because these rates are based on number of reports per

3 13.4 population and not number of confirmed cases of child abuse and neglect, this

4 214 measure is highly susceptible to reporting bias. If adjustments could be made for
5 174 reporting bias, the difference between the rates for Cherokee County and Greene
6 220 County would likely be much smaller.

7 12.5

8 16.0

9 17.7

10 17.7

11 16.7
T

Rurality

Rural counties 19.8

Urban counties 17.5

Age  [NA__
Gender  NA__

Race  [NA__
Income  [NA__

Education

N.A.

. 4.90 - 12.50
[ 13.30 - 18.50

19.10 - 26.20
[ 27.90-41.10

CHILD ABUSE AND NEGLECT
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Alabama’s #9 Health Concern

Alabamians identified diabetes as the ninth greatest current health concern in
Alabama. Fortunately, it is possible to obtain comprehensive data on the status of
diabetes from data collected by ADPH's Center for Health Statistics on diabetes
mortality, data from Medicaid, Medicare, and BCBS on insurance and claims.

Diabetes is a serious health condition which can result in limb amputation, the

need for dialysis, or even death. Because of a lack of screening and health services,
diabetes is often diagnosed when it begins to have serious health consequences.
Many people in Alabama have diabetes but do not know that they have it. Many
diabetics can be treated with changes in diet and exercise, if the condition is detected
in its early stages. Diabetes takes a heavy toll in the African American population and
in the elderly. It is especially prevalent in rural areas. Diabetes is highly related to
obesity and a lack of exercise.

The following indicators have been selected for use in developing a benchmark
or starting point for measuring the current state of and monitoring future changes
regarding the elderly population of Alabama:

Diabetes-Related Mortality Rate, 2011-2013

Diabetes Prevalence Among Medicare Recipients, 2012
Percent Diabetes Diagnosis Among Medicaid Recipients, 2013
BCBS Members Filing Diabetes Claims, 2013

Adults Ever Told They Have Diabetes by a Doctor, 2012

Alabama had the third highest prevalence of diabetes in the United States in 2012.

In addition, diabetes was the seventh leading cause of death in 2013, with 1,346
dying of the disease. More than 12 percent of Alabama’s adults have been diagnosed
with diabetes, but many with the condition are undiagnosed. African Americans are
significantly more likely to have and to die of diabetes. Diabetes is inversely related to
income and education. Diabetes risk increases dramatically with age. Also, diabetes
often operates in tandem with heart disease, stroke, blindness, renal failure, and poor
circulation causing debilitation. Poor diets, high in fats and processed sugars, and lack
of exercise are risk factors for diabetes. Type | diabetes is hereditary but Type Il is due
to life style factors.
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Diabetes-Related Mortality (2011-2013)

Per 100,000 Standard Population

State Comparison Rate

Alabama 67.6

United States (2011) 70.3

Historic Trend

2011-2013 67.6

2006-2008 78.9

2001-2003 80.8

Public Health Area

1 60.0

2 59.8

3 59.1

4 76.1

5 61.2

6 53.6

7 54.2

8 82.9

9 75.2

10 71.1

11 77.3
.
Rurality

Rural counties 67.4

Urban counties 67.9
e
Age

25-34 43

35-44 15.0

45-54 427

55 - 64 105.4

65 and over 376.5
e
Gender

Female 58.1

Male 80.1
.
Race

African American 107.3

American Indian/Alaskan Native | 36.4

Caucasian 58.7
e
Ethnicity

Hispanic 33.0
Non-Hispanic 68.1

dncome  [NA
Education

Less than 9th Grade 312.8

9th Grade - 12th Grade 173.2

High school or G.E.D. 147.6

Post high school 61.6

College graduate and higher 56.8

DIABETES

Diabetes-Related Mortality*

©  During 2011-2013, Alabama’s mortality rate from diabetes-related issues was
67.6 per 100,000. This estimate is 2.7 lower than the United States average of
70.3 per 100,000.

© Alabama’s diabetes mortality rate:

« Is 1.4 times higher for males than females (80.1 and 58.1 per
100,000, respectively).

. Is 1.8 times higher for African Americans than Caucasians (107.3 and 58.7
per 100,000, respectively).

- Increases from age 25, with the highest rate in those age 65 and older.
© Rural and urban counties had similar diabetes-related mortality rates.

© The five counties with the highest rates were Russell, Conecuh, Lowndes, and
Chambers.

© There were 32 counties with rates lower than the state average for 2011-2013.

I 25.30 - 42.10
[ 43.40 - 57.40

60.90 - 74.00
[ 76.10 -94.60
100,70 - 149.10
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Diabetes Prevalence Among Medicare Diabetes Prevalence Among Medicare Recipients®
Recipients (2012)

[ © Alabama’s Medicare population is composed of those age 65 and older and
State Comparison Percent disabled people. In 2012, 29.2 percent of this population had been diagnosed
Alabama 29.15 with diabetes.

United States 27.03 » Rural counties are more likely to have diabetics with Medicare coverage.

*  The four counties with the highest percentages of diabetic Medicare population

were Greene, Bullock, Butler, and Russell.
Public Health Area

©  The poorer population has difficulty providing for their condition and is more likely

30.68 to be confined to a nursing home or reside in an assisted living center.

29.45
30.16 * Alabama’s percent diagnosis among Medicare recipients is geographically

2553 concentrated in poorer, rural areas with limited access to diabetic services.

28.48
29.47
34.15
29.68
28.38
0 29.91
1 27.85

— | mlO|0|IND |0 W N —

Rurality
Rural counties 30.90
Urban counties 27.70

Education N.A.

I 24.63 - 25.53
[ 26.78 - 28.28

28.46 - 29.89
[T 30.00 - 31.68
[0 32.33-34.92
IS 3549 - 39.21

DIABETES
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Percent Diabetes Diagnosis Among Medicaid Percent Diabetes Diagnosis Among Medicaid Recipients™
Recipients (2013)

0 * Alabama’s Medicaid population is disproportionally composed of poor women,
State Comparison Percent children, elderly, and disabled people. In 2013, 6.9 percent of this population had
Alabama 6.9 been diagnosed with diabetes.

United States N.A. » Rural counties are more likely to have diabetics with Medicaid coverage.

* PHA7 has an especially high percent of diabetics in its Medicaid population.

Public Health Area » The four counties with the highest percentages of diabetic Medicaid population

1 90 were Marengo, Wilcox, Choctaw, and Conecuh.

2 7.2 © The poor population has difficulty providing for their condition and would be one
3 77 of the groups most benefiting from an expansion of Medicaid Insurance coverage.
4 50 © Alabama’s percent diagnosis among Medicaid recipients:

: :g . Is geographically concentrated in poorer, rural areas with limited access to

: diabetic services.

7 109 S _

8 6.4 . May have many potential recipients not being served.

9 7.3

10 8.1

11 4.9
s

Rurality

Rural counties 8.4

Urban counties 5.8

Income  NA__

Education N.A.

I 4.00-6.10
[ 6.50 - 8.70

8.80 -10.40
T 11.10-12.70

DIABETES
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BCBS Members Filing Diabetes Claims (2013)

Historic Trend

Public Health Area

State Comparison Percent
Alabama 4.58
United States N.A.

Education

1 5.20
2 474
3 458
4 454
5 3.99
6 463
7 5.31
8 4.45
9 422
10 5.26
1 456
S
Rurality
Rural counties 491
Urban counties 4.39
Age
Under 18 0.35
18-24 0.62
25-34 1.22
35-44 3.39
45-54 712
55 - 64 12.34
65 and over 17.83

N.A.

BCBS Members Filing Diabetes Claims®

Alabama’s BCBS population is composed of those who are not covered by a public
or other private insurance program. In 2013, 4.6 percent of this population had
diabetes related claims. This was almost 100,000 people.

Rural counties are more likely to have diabetics with BCBS coverage.

The five counties with the highest percentages of diabetic claims were Barbour,
Greene, Macon, Perry, and Walker, all with at least 6 percent rate of claims.
This population is probably diagnosed earlier, receives better treatment, and is
less likely to be disabled by their diabetes.

Diabetes claims rise dramatically with age, from .4 percent at age less than 18 to
17.8 percent at age 65 and older.

BCBS members filing claims:

- Are geographically concentrated in rural areas with limited access to
diabetic services.

- Are highly related to age.

I 3.24 - 3.58
[ 3.59 - 4.61

462-522
[ 523-5.99
[ 6.00- 6.91

DIABETES
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Adults Ever Told They Have Diabetes by a

In 2012, Alabama had the third highest prevalence of diabetes in the
United States.

More than 12 percent of Alabama’s adults have been diagnosed with diabetes.
However, it is estimated that the percent of adults living with diabetes is
much higher than current prevalence estimates because their diabetes
remains undiagnosed.

African American adults in Alabama are significantly more likely to have been
diagnosed with diabetes than Caucasian Alabamians.

As education levels increase among Alabama’s adults, diabetes
prevalence decreases.

As is evident from 2012 BRFSS estimates, the risk for diabetes increases as
adults age.

Those with diabetes are at especially high risk for poor health outcomes. These
include complications related to heart disease, stroke, blindness, kidney failure,
and lower leg amputations.

=
5
’.

Doctor (2012)

State Comparison Percent
Alabama 12.2
United States 9.7
Historic Trend

2012 12.2
2007 10.3
2002 8.5
Public Health Area

1 135
2 11.8
3 11.2
4 12.2
5 10.1
6 12.1
7 17.9
8 12.5
9 12.2
10 13.3
11 12.5
Rurality N.A.
Age

35-44 6.7
45 - 54 12.7
55 - 64 218
65 and over 24.7
Gender

Female 12.0
Male 12.6
Race

African American 16.1
American Indian/Alaskan Native | N.A.
Caucasian 114
Ethnicity N.A.
Income

Under $15,000 14.8
$15,000 - $24,999 13.8
$25,000 - $34,999 13.8
$35,000 - $49,999 12.3
$50,000 and over 9.1
Education

9th Grade - 12th Grade 15.7
High school or G.E.D. 14.1
Post high school 10.5
College graduate and higher 8.9

* BRFSS data from 2010 and prior are not directly
comparable to BRFSS data from 2011-2012 due to changes in
weighting methodology and the addition of the cell phone
sampling frame. Thus, a break in trend line must be shown
graphically, and a disclaimer or footnote must be added.

I 0.10 - 0.1
[ 0.11-0.12
0.12-0.13
0.13-0.14
0.18-0.20



Geriatrics
Alabama’s #10 Health Concern

Alabamians identified the growth of and problems of the elderly as the tenth greatest
current health concern in Alabama. Fortunately, it is possible to obtain comprehensive
data on the status of the elderly and the growth of the elderly population from death
certificate data collected by ADPH's Center for Health Statistics on Alzheimer's
mortality, data from Medicaid on Alzheimer's incidence, estimates from the Census
Bureau of the aging of the population and elder abuse data from the Alabama
Department of Human Resources.

The baby boom generation was the largest in the history of the United States. This
population is aging and causing a dramatic increase in the elderly population. This is
causing dramatic changes in society and especially the economy. Because so many
of these people will be retiring soon, it puts great pressure on the Social Security
Retirement System as well as other retirement programs. In addition, older populations
have different spending and saving patterns. Elderly people use many more health
resources and spend more of their incomes on health care. In addition, older people
experience more limitations on their mobility and ability to care for themselves. This
will lead to the need for more nursing homes and assisted living facilities. This is
especially true for those with Alzheimer's who need progressively more care as their
condition worsens.

The following indicators have been selected for use in developing a benchmark
or starting point for measuring the current state of and monitoring future changes
regarding the elderly population of Alabama:

e Projected Increase in Elderly Population, 2010-2040

Adult Abuse and Neglect Cases, 2013

Alzheimer’s Mortality Rate, 2011-2013

Alzheimer's/Dementia Prevalence Among Medicare Recipients, 2012

Alabama Geriatrics Highlights

Alabama’s elderly population is expected to grow by 82.4 percent between 2010 and
2040, adding 542,061 elderly to the population. Most of these people are already
living in the state and are aging into the elderly population. In addition, elderly people
from other states are moving into Alabama to take advantage of our subtropical
climate. However, the growth of the elderly population in the United States is even
more dramatic than in Alabama, with the elderly population increasing by 98.0
percent. The greatest increase will occur in urban counties. With the growth of the
elderly population there will be a greater danger of abuse or neglect of the elderly
population. As the population ages, there are more people who suffer from Alzheimer's
and dementia. Alzheimer’s is now the sixth leading cause of death and becoming
increasingly important as we enter future years with a larger elderly population. The
number of Alzheimer’s patients among Medicare recipients is already at 9.4 percent
and is expected to rise as the population ages.
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Projected Increase in the Elderly Population Projected Increase in the Elderly Population®
(2010'2040)_ e Alabama’s elderly population is expected to increase by 82.4 percent between
State Comparison Percent 2010 and 2040.

Alabama 82.4 e Alabama will add 542,061 elderly to the population during these years.

United States 98.0 e The rate of increase of the elderly population is even more rapid in the

— United States (98.0 percent increase).
e The highest rate during this period was in Shelby County (248.8) and the lowest

Public Health Area was in Perry County (11.1).

1 416 e Alabama’s projected increase in the elderly population is:

g ;250'5 . Greater for females than males since females have a longer life expectancy.
4 45:2 .- Adding an average of 18,000 elderly per year to the population.

) 1354 « Higher in urban counties (93.6 percent) than rural (67.7 percent).

6 53.4

7 37.6

8 109.2

9 99.2

10 70.8

1 69.3
|

Rurality

Rural counties 67.7

Urban counties 93.6

Age _INA_____
Gender __________INA_____
Race ___________INA_____

Income _____________INA_____

Education N.A.

I 11.10 - 41.40
[ 43.70 - 64.30
69.30 - 97.70
143.10 - 248.80

GERIATRICS

60



Adult Abuse and Neglect Cases (2013) Adult Abuse and Neglect Cases®
W e The elderly population is especially susceptible to abuse, because as people age
. they become less able to take care of themselves and are more dependent on

State Comparison Rate . L . .

Alab 124 others. The elderly may live alone in isolation and need someone to look in on

T a a(;n: N A them from time to time. The elderly may be less able to make others aware of the
nited tates al abuse they are suffering or may be reticent to report it because they don’t want to
P get their child or family member in trouble. Because of the tremendous increase

in the elderly population, there will be a larger population susceptible to abuse.

Public Health Area e Alabama’s elder abuse cases:

; ;39'9 - Are occurring at a rate of 12.4 per 10,000.

3 75 . Affected 4,622 elderly in 2013.

4 137 « Is higher in rural counties (14.3 per 10,000) than urban (11.2 per 10,000).

5 14.8 «  Was highest in Macon County (54.5 per 10,000) and lowest in Elmore County

6 19.2 (3.9 per 10,000).

7 10.6

8 13.0

9 11.9

10 15.2

11 6.8

I

Rurality

Rural counties 14.3 :

Urban counties 11.2

Ethnicity ___________INA____
Income ____________NA_____

Education N.A.

zv ‘

I 2.40-7.20
[ 7.50 - 10.80
12.10-17.10
18.00 - 25.70
28.20 - 54.50
E_- -1 RATE UNRELIABLE

GERIATRICS
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Per 100,000 Population

Alzheimer's Mortality Rate (2011-2013)

State Comparison Rate
Alabama 21.7
United States (2011) 24.7
Historic Trend
2011-2013 21.7
2006-2008 325
2001-2003 27.0
Public Health Area
1 37.9
2 25.9
3 24.2
4 20.8
5 28.7
6 285
7 27.0
8 27.1
9 26.7
10 40.3
11 26.2
|
Rurality
Rural counties 30.1
Urban counties 26.0
Age
45 - 54 A
55 - 64 2.3
65 and over 201.2
Gender
Female 309
Male 21.8
|
Race
African American 229
American Indian/Alaskan Native | *
Caucasian 29.1

Ethnicity
Hispanic 12.5
Non-Hispanic 21.8

ncome ____________NA____

Education

Less than 9th Grade 155.8
9th Grade - 12th Grade 64.4
High school or G.E.D. 53.8
Post high school 19.3
College graduate+ 239

Alzheimer's Mortality Rate*

e The vast majority of Alzheimer's deaths occur in the elderly population. It is
especially prevalent in those over age 80 and in women.

e Alzheimer's has dramatically increased as a cause of death. In 1980, there were
only 14 Alzheimer's deaths. By 2013, this had increased to 1399, an almost 100
fold increase.

e Those with less than a high school education have much higher rates than their
more educated counterparts.

e Alabama'’s Alzheimer’s deaths:

Is occurring at a rate of 27.7 per 100,000.

Is 16 percent above the United States rate.

Is higher in rural counties (30.1 per 100,000) than urban (26.0 per 100,000).
Is over 40 percent higher for females than males.

Is highest for those with less than a 9th Grade education (155.8).

e Hispanics have a rate (12.5) less than half that of non-Hispanics (27.8).

e Alzheimer's mortality rates were highest in Cherokee County (72.8 per 100,000)
and lowest in Baldwin and Morgan counties (15.9 per 100,000).

1590 - 23.70
[ 24.90 - 29.90
31.20 - 37.40
38.20 - 50.70
57.70 - 72.80
F—=_<1 RATE UNRELIABLE

GERIATRICS
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Alzheimer's/Dementia Prevalence Among Alzheimer's/Dementia Prevalence in the Medicare Population®
% e The vast majority of Alzheimer’s cases occur in the elderly population covered
State Comparison Percent by Medicare. It is especially prevalent in those over age 80 and in women.
Alabama 9.94 e Alzheimer's has dramatically increased in prevalence since 1980. Alzheimer’s
United States 983 patients require a high degree of monitoring and care in the advanced stages of
the disease.
e Alabama’s Alzheimer prevalence in the Medicare population:
Public Health Area «  Shows 9.94 percent of the Medicare population had Alzheimer's.
; 222 . Indicates 66,937 Medicare recipients had Alzheimer’s.
3 1'0_19 « Was highest in Dallas County (12.42 percent) and lowest in Washington
A 1112 County (7.61 percent).
5 9.72
6 9.47
7 10.05
8 9.77
9 10.10
10 10.10
1 11.34
|
Rurality
Rural counties 9.60
Urban counties 10.20

Income _____________INA_____

Education N.A.

I /.61-8.64

[ 8.73-9.39
9.58 - 10.06
10.21-10.98
11.12-12.42

GERIATRICS
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Injury and Violence
Alabama’s #11 Health Concern

Alabamians identified injury and violence as the eleventh greatest current health
concern in Alabama. Fortunately, it is possible to obtain comprehensive data on the
status injury and violence from death certificate data collected by ADPH's Center for
Health Statistics on homicide mortality, accidental poisoning mortality, and motor
vehicle accident mortality. These data are complete and comprehensive.

Injury and violence are the leading cause of potential years of life lost, because these
deaths generally occur in younger people. Minorities are over represented in homicide
mortality. Alabama has a very high motor vehicle accident mortality death rate and
homicide mortality rate compared to the nation. In addition, males are more likely to
die of the causes.

The following indicators have been selected for use in developing a benchmark
or starting point for measuring the current state of and monitoring future changes
regarding injury and violence in the population of Alabama:

e Homicide Mortality Rate, 2011-2013
e Accidental Poisoning Mortality Rate, 2011-2013
e Motor Vehicle Mortality Rate, 2011-2013

Alabama Injury and Violence Highlights

Injury mortality was the fifth leading cause of death in 2013, with homicide ranking
fifteenth. Alabama has a higher rate of injury and violence than the nation. These
causes of death are especially tragic because they disproportionately affect younger
people, resulting in a large number of potential years of life lost. Accidental poisoning
mortality has increased by 2.5 times since 2001-2003. In addition, homicide is
particularly harmful to the African American population, as they are five times as likely
to be victims as Caucasians. Wearing seatbelts could conceivably prevent many of the
motor vehicle deaths. A focus on anger management could hopefully prevent some
homicide deaths.
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Homicide Mortality Rate (2011-2013) Homicide Mortality Rate*
% e InAlabama, 1,202 people died by homicide during the years 2011-2013. This was
State Comparison Rate a higher rate (8.6 per 100,000) than in the United States (5.3).

Alabama 36 e Deaths by homicide in Alabama:

United States (2011) 5.3 . Are higher in urban counties (9.6 per 100,000) than in rural counties (6.9).
I — . .

Historic Trend - Are highest in those aged 18-34.

2011-2013 8.6 - Are more than four times higher in males (14.0 per 100,000) than in
2006-2008 10.0 females (3.3).

2001-2003 3.5 « Are more than five times higher in African Americans (20.5 per 100,000) than
Public Health Area Caucasians (3.9).

1 48 « Are two times higher in Non-Hispanic than in Hispanics.

Z 4.5 - Were highest in Jefferson County (279 deaths) and Montgomery County
3 59 (122 deaths).

4 14.5 . . .
5 18 «  Were lowest in Coosa County, where there were no homicide deaths during

: 2011-2013.

6 9.0

7 16.8 e Homicide is considered an intentional injury, as is suicide. During the years

3 108 2011-2013, there were 3,279 deaths by intentional injury. Homicide deaths

9 48 account for 37 percent (1,202) and suicide for 63 percent (2,080) of those

10 59 intentional injuries.

1" 14.5
|

Rurality

Rural counties 6.9

Urban counties 9.6

Age

Under 18 2.3

18 -24 19.2

25-34 18.7

35-44 10.5

45 - 54 74

55-64 3.9

65 and over 4.1
I

Gender

Female 3.3

Male 14.0
I

Race

African American 20.5

American Indian/Alaskan Native | *

Caucasian 39
I

Ethnicity

Hispanic 43

Non-Hispanic 8.8

Income __[NA |

Education

Less than 9th Grade 19.8 2,60

9th Grade - 12th Grade 322 N = Te1.670

High school or G.E.D. 17.1 e, 6.71 - 9.80

Post high school 6.2 SR 9.81-17.40

College graduate and higher 2.3 “:4, R 17.41 - 27.20

[—~=_-1 RATE UNRELIABLE

INJURY AND VIOLENCE
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Accidental Poisoning Mortality Rate Accidental Poisoning Mortality Rate®

% e Deaths by accidental poisoning in Alabama were slightly less than in the United
State Comparison Rate States with a rate of 10.9 per 100,000 compared to 11.6 in the United States.
Alabama 10.9 e During the years 2011-2013, 1,528 individuals died by poisoning in Alabama,
United States (2011) 16 or two and a half times the rate of accidental poisonings during the years
2001-2003.
Historic Trend e In Alabama, deaths by accidental poisoning are:
2011-2013 10.9 . . . . .
2006-2008 96 « Slightly more prevalent in rural counties than in urban counties.
2001-2003 43 - Higher in males (13.5 per 100,000) than in females (9.2).
Public Health Area . Two times higher in those aged 25-54 than in any other age group.
1 17.3 « More than four times higher in Caucasians than in African Americans.
2 96 . Is highest in those with a 9th-12th Grade education.
3 141 .
1 71 e Walker County has the highest rate (49.2 