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LETTER from the CEO
Southern Regional Medical Center (SRMC) is a full service, 331-bed acute care
hospital in Riverdale, Georgia. SRMC has proudly served the healthcare needs of
our neighbors for more than 40 years. As a not-for-profit organization, SRMC is
dedicated to improving the health and well-being of the surrounding community
by blending a passion for healing with the use of advanced medical technology
to deliver the best possible care to patients.
To understand the needs of the community it serves, SRMC conducted a
Community Health Needs Assessment using quantitative data (e.g.
demographics data, mortality rates, morbidity data, disease prevalence rates,
health care resource data, etc.) as well as input from Clayton County Board of
Public Health and stakeholders representing the broad interest of the
community (e.g., individuals with special knowledge of public health, the needs
of the underserved, low-income, and minority populations, and the needs of
populations with chronic diseases, etc.).
The Southern Regional Medical Center’s Community Health Needs Assessment
priorities include:
Priority #1. Improve the mental health of the community by creating new
facilities for geriatric psychiatry, psychiatric holding rooms and partner with
community programs and leader to develop a Crisis Stabilization Unit (CSU).
Priority #2. Improve access to care in the community and collaborate with
community partners to lessen the barriers to obtaining care. Specifically by
addressing the shortage of health professionals, insurance, and eldercare.

Implementation strategies were developed to outline how SRMC plans to
address the identified health needs of the community it serves. Through
these implementation strategies, SRMC will strive to improve the overall
health of its community while delivering the best possible care to its patients.
Sincerely,

Charlotte W. Dupré, President and CEO
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I. OVERVIEW OF SOUTHERN REGIONAL MEDICAL CENTER
Founded in 1971, Southern Regional Medical Center is a 331 bed hospital serving the southern
corridor of Atlanta Georgia. At the county level, SRMC’s primary service area includes Clayton,
Fulton, Henry, and DeKalb counties. Southern Regional offers its community a full range of
service lines including but not limited to, comprehensive heart, stroke, general surgery,
neurological, hematology, oncology, wound care, bariatric and women services, orthopedics,
minimally invasive surgical intervention, vascular and interventional radiology, inpatient
rehabilitation, MRI-directed biopsies, ophthalmology, ENT, podiatry, wound care, ostomy care,
men’s wellness, sleep lab, and lithotripsy.
SRMC's service lines also include Emergency Services, which currently see an estimated 65,000
patients per year.
Each year, SRMC provides an estimated $10.5 million dollars in uncompensated medical services
to the community-at-large (charity care). Additionally, SRMC employs over 1,500 people, making
SRMC one of the area’s top three employers with an annual labor and benefits package
surpassing $75.1 million.
SRMC was acquired by Prime Health Care in 2016.
Purpose
The purpose of this Community Health Needs Assessment (CHNA) is to provide Southern Regional
Medical Center with a functioning tool that meets the Internal Revenue Service (IRS) guidelines
published in Notice 2011‐52 on July 7, 2011.
The Community Health Needs Assessment report not only meets the guidelines of the Internal
Revenue Service, but provides strategic insight for resource development, clinical development,
and regional hospital networking and collaboration. The results of the CHNA will guide the
development of Southern Regional Medical Center’s community benefit programs and
implementation strategy. It is anticipated that this report will not only be used by the hospital,
but also by other community agencies in developing their programs to meet the health needs of
Clayton County and surrounding areas. The assessment was performed by Southern Regional
Medical Center staff and facilitated by Coker Group, a health care consulting firm with offices in
Atlanta, Georgia. The firm has over 30 years’ experience working with hospitals throughout the
United States.
About the Area
SRMC is located in Atlanta’s “Southern Crescent” and has a service area population nearing
500,000. The PSA encompasses multiple municipalities with a highly diverse area that suffers
from an above average unemployment rate and lack of insurance.

Mission: Southern Regional Medical Center exists to serve all the communities of the
South Atlanta Region by improving the health status and quality of life of all citizens.
Vision: Southern Regional Medical Center will become the healthcare provider of choice
for all residents throughout the South Atlanta Region.
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II. COMMUNITY HEALTH NEEDS ASSESSMENT PROCESS
IRS Notice 2011‐52 provides detailed guidance for conducting the CHNA process. As outlined
below, the hospital relied upon this guidance in conducting the assessment. The CNA process
included the following steps:
1. Forming the Hospital’s Steering Committee
The hospital’s Chief Executive Officer developed a hospital steering committee. The CEO
appointed the following individuals as participants on this committee.
Blake Keller, SRMC Director, Marketing & Public Relations
Linda McCarthy, SRMC CNO
Merlyn Knapp, SRMC CFO
Sandy Champion, Coker Group Facilitator
Annette Sullivan, Coker Group Facilitator
2. Defining the Community or Service Area
The committee selected a geographic service area definition. This definition was based upon the
Hospital’s primary service area and 75th% tile in a manner that included the broad interests of the
community served and included medically underserved populations, low‐income persons,
minority groups, or those with chronic disease needs. Clayton County was selected as the
community for inclusion in this report.
3. Identifying and Engaging Community Leaders and Participants
The committee identified community leaders, partners, and representatives to be included in the
CHNA process. Individuals, agencies, partners, potential partners, and others were requested to
work with the hospital to 1) assess the needs of the community, 2) review available community
resources and 3) to prioritize the health needs of the community.
4. Identifying and Engaging Community Stakeholders
Community stakeholders (also called key informants) are people invested in or interested in the
work of the hospital, people who have special knowledge of health issues, or are people
important to the success of the hospital or CHNA project, or are formal or informal community
leaders. The hospital identified over 202 community members to participate in the CHNA process
by survey and/or focus group interviews.
5. Community Health Profile
A Community Health Profile survey was conducted by SRMC staff to reflect the major health
problems and health needs of Clayton County and service area. The Profile addressed:
Access to preventive health services,
Underlying causes of health problems, and
Major chronic diseases of the population.
Secondary data including health data from a variety of sources including vital records, health
status data from a variety of state and national sources and hospital utilization data, comprised
the data and indicators used for the Profile.
5

6. Hospital Prioritization of Needs
Information gathered from community meetings, stakeholder interviews, discussions with the
hospital leadership team, as well as a review of demographic and health status, and hospital
utilization data was used to determine the priority health needs of the population. A written draft
report of the observations, comments, and priorities resulting from the community meetings and
stakeholder interviews. The committee reviewed this information, focusing on the identified
needs, priorities, and current community resources available. The committee debated the merits
or values of priorities, considering the resources available to meet these needs. From this
information and discussion, the hospital developed two priority needs of the community, each of
which will be addressed separately in the Hospital’s Implementation Strategy document.
7. Board Adoption
The Board of Trustees adopted this CHNA report on December 13, 2016
8. Make the CHNA Plan Widely Available to the Community
SRMC CHNA is posted on the hospital website
Paper copies are made available in Administration
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To assist Southern Regional Medical Center’s (SRMC) staff with prioritizing community health
needs assessment process, identified community needs and criteria was applied:
 Alignment with the Hospital’s Mission and Values
 Alignment with the Hospital’s strategic plan
 Community input and priorities
 Readiness and capacity
A Steering Committee of representatives from across the community functioning as a Steering Committee. Members
included the following individuals:
Name
Charlotte Dupré
Vikram Mandadi, MD
Linda McCarthy
Blake Keller
Jeremy Stratton
Chief Landry Merkison
Chief Laura Richardson
Capt. Tina Daniel
The Honorable Evelyn Winn-Dixon
Aundria Cheever, PhD
Rev. Ed Best, Jr.
Rev. Dallas C. Wilson, Sr.
Jeff Kunkes, MD
Gregory S. Guhl
Gerrian Hawes
The Honorable Valencia Seay
Paul Harvey, MD
Tim Hynes, PhD
Randall Hines, PhD
Charlotte Swint
Kevin Mason, MD
Mitzi Fears
Michael Hamilton
Vincent Parris
Ellis Mac Knight, MD
Sandra Champion
Annette Sullivan
Derrick Sanford
Terry Coleman
Dr. Victoria Foster
Dr. Lisa Eichelberger

Representing
SRMC CEO, Committee Chair
SRMC CMO (Med. Advisor)
SRMC CNO (Clinical Advisor)
SRMC Director, Marketing and Public Relations
Clayton Chamber CEO
Clayton Co. Fire/EMS
Battalion Chief of Professional Standards, Clayton Co. Fire/EMS
Clayton Co. Police Dept.
Mayor, City of Riverdale
Clayton Center CEO
Religion Sector, Former Board Member
Religious Sector, Center of Hope Atlanta
Physician (ENT)
Youth Apprenticeship Program Clayton Co. Public Schools
Publisher, We Are Clayton Magazine
State Senator
Physician (Internal Medicine)
Clayton State University President
CEO - Southern Crescent Behavioral Health System
Clayton State University
Deputy Dir. Clayton County Board of Health
Wellness Coordinator, Clayton Co. Board of Health
Qual. Assurance Coordinator, Clayton Co. Board of Health
Public Information Officer, Clayton County Board of Health
CMO, Coker Group
VP, Coker Group
Manager, Coker Group
Clayton Co. Chief Operating Officer
State (Former Speaker of House)
Director Graduate Program
Dean & Professor, College of Health, Clayton State University

It was agreed that the two priorities were the greatest need.
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SRMC CHNA Model
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III. SERVICE AREA DEMOGRAPHIC ANALYSIS
SRMC PRIMARY SERVICE AREA

The community served by SRMC, or the SRMC primary service area (PSA), is defined as the area
from which 75% of SRMC’s inpatient admissions originate. This definition is consistent with STARK
physician recruitment regulations. At the ZIP code level, SRMC’s PSA encompasses twelve (12)
ZIP codes in Clayton, south Fulton, south DeKalb, and Henry counties. At the county level, SRMC’s
primary service area includes Clayton, Fulton, Henry, and DeKalb counties. Demographic
information for the SRMC PSA is provided at the ZIP code level.
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Zip
Code

County

City

30274
30236
30297
30349
30238
30260
30296
30228
30281
30253
30294
30273

CLAYTON GA
CLAYTON GA
CLAYTON GA
FULTON GA
CLAYTON GA
CLAYTON GA
CLAYTON GA
HENRY GA
HENRY GA
HENRY GA
DEKALB GA
CLAYTON GA

RIVERDALE
JONESBORO
FOREST PARK
ATLANTA
JONESBORO
MORROW
RIVERDALE
HAMPTON
STOCKBRIDGE
MCDONOUGH
ELLENWOOD
REX

State Count
GA
GA
GA
GA
GA
GA
GA
GA
GA
GA
GA
GA

1663
1603
1307
1198
1034
881
771
433
396
335
319
241

% of
Total
12.47%
12.02%
9.80%
8.98%
7.75%
6.60%
5.78%
3.25%
2.97%
2.51%
2.39%
1.81%

Cum.
Count

Cumulative
% of Total

1663
3266
4573
5771
6805
7686
8457
8890
9286
9621
9940
10181

2016
Population

2020
Population

32,644
48,853
32,063
77,857
43,369
29,534
27,719
38,970
63,893
53,639
40,224
15,733
504,498

33,150
50,911
32,731
80,892
43,917
30,115
28,290
39,660
65,584
55,007
41,801
16,012
518,070

12.47%
24.48%
34.28%
43.26%
51.01%
57.62%
63.40%
66.64%
69.61%
72.12%
74.51%
76.32%

Source: Truven Market Expert

A. Population and Age Distribution
In the past decade, the SRMC PSA counties and PSA ZIP codes also experienced significant
population growth. Between 2013 and 2016, the population of the SRMC PSA counties population
grew by 13,572 people total with an average annual growth rate of 2.7%.
While the greatest percentage of the SRMC service area population come from Clayton County,
the SRMC service area also encompasses 5 zip codes from Fulton County (30349), Henry County
(30228, 30281, 30253), and DeKalb County (30294). For planning purposes, Clayton County data
was assessed.
Population 2016-2020 -- 75th
2016
Estimated
Tot. Pop.

Clayton County Georgia Hispanic
Population 2016 Estimated

2020
Projected

504,498

518,070

0-19

151,854

155,939

30.10%

20-44

179,097

183,915

35.50%

45-64

126,629

130,036

25.10%

65-84

42,882

44,036

8.50%

4,036

4,145

0.80%

Tot. 0-64

457,580

469,889

90.70%

Tot. 65 +

46,918

48,181

9.30%

114,281

117,355

Pop. By Age

85+

Fem. 15-44

10

% Total

Hispanic Population

13.7%

Total Hispanic Population

35,447

Women

16,058

Men

19,389

SRMC’s Service Area PSA definition includes those zip codes representing the 75th % tile of inpatients
in 2015. The following chart demonstrates age distribution for both 2016 and projected 2020 growth
by service area zip code. It is significant that the age 65+ percentage is greater than other age
cohorts.

75th
Zip

City

30228 Hampton
30236 Jonesboro
30238 Jonesboro
30253 McDonough
30260 Morrow
30273 Rex
30274 Riverdale
30281 Stockbridge
30294 Ellenwood
30296 Riverdale
30297 Forest Park
30349 Atlanta
75th TOTALS
Georgia
United States
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State
GA
GA
GA
GA
GA
GA
GA
GA
GA
GA
GA
GA

Population
2016
2020
38,970
39,660
48,853
50,911
43,369
43,917
53,639
55,007
29,534
30,115
15,733
16,012
32,644
33,150
63,893
65,584
40,224
41,801
27,719
28,290
32,063
32,731
77,857
80,892
504,498 518,070

Variance
690
2,058
548
1,368
581
279
506
1,691
1,577
571
668
3,035
13,572

10,306,298 10,552,611 246,313
325,063,262 332,811,226 7,747,964

%
Variance 0-4
1.8% 7.0
4.2% 7.5
1.3% 7.2
2.6% 6.2
2.0% 7.6
1.8% 7.2
1.6% 7.7
2.6% 5.7
3.9% 6.8
2.1% 6.9
2.1% 8.8
3.9% 8.4
2.7% 7.2
2.4%
2.4%

6.6
6.2

5-9
7.7
7.7
8.5
7.1
7.5
8.0
7.8
6.5
7.1
7.3
8.5
7.8
7.6
6.9
6.4

10-14 15-19
8.3
8.1
7.4
6.7
8.6
8.2
8.0
8.5
7.0
7.6
8.6
7.4
8.1
7.6
7.5
7.9
7.8
7.6
8.0
7.0
7.6
7.1
7.5
6.9
7.8 7.6
7.0
6.5

7.1
6.8

% Ages
20-24
6.5
7.7
6.9
7.9
9.3
6.4
7.4
7.4
6.6
6.4
7.5
7.2
7.3
7.2
7.0

25-44 45-64 65-84
28.1 24.6 8.8
28.0 24.5 9.5
27.8 25.4 7.0
26.7 25.1 9.4
28.1 22.2 9.7
29.9 25.1 6.9
27.9 25.3 7.7
25.1 28.7 10.3
27.4 28.1 8.0
27.5 27.2 8.5
29.1 21.5 8.7
31.9 23.1 6.6
28.1 25.1 8.5

85+
0.7
1.0
0.5
1.0
1.0
0.6
0.6
1.0
0.7
1.2
1.2
0.6
0.8

27.1
26.2

1.4
2.1

25.5
26.0

11.3
12.8

B. Gender/Race/Ethnicity Distribution: The population in Clayton County and surrounding zip
codes for the SRMC service area is less educated, more diverse, with lower income earnings than
the average U.S. population
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C. Education Level Distribution: Studies show if the health of less-educated Americans equaled
that of college-educated Americans, health improvements would result in more than $1 trillion in
savings annually. College graduates’ life expectancy is 5 years longer than those who did not
complete high school. For those without a high school education, life expectancy has decreased
since the 1990s. Individuals with more education are less likely to smoke, drink heavily, or be
overweight or obese; they are more likely to have a higher earning potential and better
employment opportunities, allowing for access to healthier food, health insurance, medical care,
and safe neighborhoods.
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D. Diversity: The service area population ranks “most diverse” in the State of Georgia with greater
non-English speaking populations.
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E. Household Income Distribution: US income disparity increased over the past 45 years due to real
median family income falling while the top tier of income distribution experienced growth. Countries
with greater income disparity have higher rates of obesity, imprisonment, violence, and chronic
stress as well as less social cohesion and trust. Individuals in states with the largest income disparity
were 30%. Research shows those with a higher self-reported health status have lower rates of
mortality from all causes than those with lower self-reported health status. The subpopulation with
the highest proportion reporting very good or excellent health is white adults without disabilities. A
greater proportion of men report good or better health compared with women. Adults more likely
to self-report poor health compared with individuals in states with the smallest income disparity.
Most developed European nations and Canada have Gini indices between 0.22 and 0.38, while the
United States Gini index has stayed between 0.45 and 0.48 since the mid-1990s.
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F. Transportation Factors: Community survey respondents stated that transportation in the
community was identified as a critical socio-economic barrier to accessing health care and services.
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G. Economic and Basic Needs: The service area unemployment rate of 14.13% is even higher in
several zip codes. Overall the service area unemployment rate is greater than the State and U.S
unemployment rates. With limited employment opportunities, people have to commute outside of
the area to find jobs.
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H. Insurance Coverage: Unemployed adults are more burdened by medical care costs than those
employed, more likely to experience delays in treatment, and report more chronic disease and
poorer physical and mental health. Unemployment is also associated with an increase in unhealthy
behaviors such as poor diet, lack of exercise, tobacco use, and excessive alcohol consumption.
Underemployment is associated with a lack of health insurance and potentially leads to heightened
stress, depression, and decreased earnings—all contributors to poor health. The underemployed are
more likely than others to report lower levels of general well-being, while those underemployed
based on income alone report more depression and alcohol abuse. The US’s most common form of
health insurance is employer sponsored, and unemployment provides information about the
number of uninsured. From 2009 to 2010, 81.4% of employed adults aged 18 to 64 had health
insurance compared with only 48.1% of unemployed adults. Underemployment is associated with a
lack of health insurance and potentially leads to heightened stress, depression, and decreased
earnings—all contributors to poor health. The underemployed are more likely than others to report
lower levels of general well-being, while those underemployed based on income alone report more
depression and alcohol abuse. Women experience income-related underemployment 4 times more
than men, and non-white women are underemployed twice as much as white women. Young and
old workers are at higher risk of underemployment than middle-aged workers. Among native-born
and ethnic immigrant workers, Asian men and women are most underemployed by skill.
Data source: Community Survey conducted August 2016-October 2016.
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IV. GENERAL HEALTH RANKINGS
A. Georgia’s Health Ranking
America’s Health Rankings has long provided a national health analysis by providing a historical
and comprehensive evaluation of each state’s heath, environmental, and socioeconomic data.
America’s Health Rankings provides a methodology for comparing the health of each state by
ranking them from 1 to 50. A composite of various health metrics is utilized in the rankings. A
state ranked 1st on a metric has the healthiest population in the nation. Consequently, a state
ranked 50th on a metric has the least healthy population in the nation.
Georgia’s Health Rankings
2012

2015

Determinants

38

38

Outcomes

40

36

Overall

39

40

Source: United Health Foundation’s
America’s Health Rankings

In 2015 Georgia ranked 40th out of the 50 states on the overall health rank. Over the past 22
years, Georgia has consistently ranked in the high 30s and low 40s for overall health status. A
state’s overall rank is determined based on a combination of determinant ranks and an
outcomes rank. The determinants rank includes actions that a state can undertake to improve
the health of its population going forward. Examples of such interventions are in the areas of
behaviors, community and environment, public health, clinical care etc. The outcomes rank
consists of conditions that have occurred in a population such as death, disease, and outcomes
of an illness. In 2015, Georgia ranked 38th in the determinants rank and 36th in the outcomes
rank. According to the United Health Foundation, to improve the health of its population and
overall rank, a state must focus its efforts on impacting the determinants of health.
B. County Health Rankings
The University of Wisconsin Population Health Institute and the Robert Wood Johnson
Foundation releases the County Health Rankings & Roadmaps annually. This report provides an
overview of the health of each individual state and each of its counties. The report ranks the
health of each county in comparison to the health of the other counties in the state. Georgia has
159 counties therefore the counties are ranked on a scale of 1 to 159. County Health Rankings
includes two primary rankings; a health outcomes rank and a health status rank. The rankings are
based on data at the county level which is derived from a variety of national and state data
sources.
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Health Outcome Rank
The Health Outcomes Rank is based on mortality and morbidity factors
measuring both the length of life of the population in the county and the
quality of life of the population in the county. Again, a lower ranking
indicates better health outcomes in a county. In 2016, the SRMC PSA
counties were ranked the following in comparison to other Georgia counties
on health outcomes:

•
•
•
•

Clayton County – 61
DeKalb County – 30
Fulton County – 25
Henry County – 20

Data Source: County Health Rankings & Roadmaps

Health Factors Rank
The Health Factors Rank is based on four types of factors – health
behaviors, clinical care, social/ economic, and physical environment.
A lower ranking indicates better health factors in a county. In 2016,
the SRMC PSA counties were ranked the following in comparison to
other Georgia counties on health outcomes:

•
•
•
•

Clayton County – 148
DeKalb County – 29
Fulton County – 22
Henry County – 13

Data Source: County Health Rankings & Roadmaps
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C. Morbidity
1. Emergency Room Visits and Hospitalizations
47% of the Emergency Room visits for the Southern Regional Medical Center Primary Service
Area were for non-emergent conditions. “Other Unintentional Injuries” refer to injuries outside
of the following motor vehicle crashes (MVC), falls, accidental shooting, drowning, fire and
smoke exposure, poisoning and suffocation between 2011 and 2015. (Source: Clayton
Department Public Health).

TOP 15 CAUSES OF COMMUNITY EMERGENCY ROOM VISITS
2011-2015
EMERGENCY ROOM VISITS

All Other Unintentional Injury

382,343

Diseases of the Musculoskeletal Skeletal System and
Connective Tissue

290,966

All Other Diseases of the Genitourinary Disease

225,899

Falls

177,580

Motor Vehicle Crashes

112,125

All Other Mental or Behavioral Disorders

110,972

Pregnancy, Childbirth, & the Puerperium

107,449

Asthma

80,712

All Other Diseases of the Nervous System

78,344

Essential (Primary) Hypertension and Hypertensive
Renal & Heart Disease

46,572

Assault (Homicide)

37,928

All Other Endocrine, Nutritional, Metabolic Diseases

36,376

All COPD Except Asthma

34,593

Anemia

28,585

Diabetes Mellitus

28,495

200,000
Data Source: Online Analytical Statistical Information0 System100,000
(OASIS)
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TOP 15 CAUSES OF COMMUNITY HOSPITALIZATIONS
2011-2015
40% of the Southern Regional Medical Center Primary Service Area hospitalizations were for nonemergent conditions.

HOSPITALIZATIONS
Pregnancy, Childbirth, & the Puerperium

165,245

All Other Mental or Behavioral Disorders

53,419

Diseases of the Musculoskeletal System & Connective
Tissue

45,782

Septicemia

32,238

Ischemic Heart & Vascular Disease

29,984

Cerebrovascular Disease

22,468

Diabetes Mellitus

21,343

All Other Endocrine, Nutritional, Metabolic Diseases

21,221

All Other Diseases of the Genitourinary System

21,217

Pneumonia

19,680

Anemia

18,599

Falls

17,066

Nephritis, Nephrotic Syndrome, and Nephrosis

16,310

Diabetes Mellitus

28,495

All Other Diseases of the Nervous System

16,056
0

50,000

Data Source: Online Analytical Statistical Information System (OASIS)
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Among the top causes of ER/hospital encounters were diagnoses such as asthma, essential (primary)
hypertension and hypertensive renal and heart disease, endocrine, metabolic, and nutritional diseases,
COPD, anemia, diabetes mellitus, pneumonia, anemia, and other diseases of the genitourinary systems.
These are conditions that meet the definition of Ambulatory Care Sensitive Conditions. These are all
conditions that can be managed with quality outpatient care thereby potentially preventing the need for an
emergency room or inpatient hospital encounter. The appropriate management of conditions in the
outpatient setting prevents further complications or severity of illness, contains costs, and extends life
expectancies.
AMBULATORY CARE SENSITIVE CONDITIONS
Bacterial pneumonia
Dehydration
Pediatric gastroenteritis
Urinary tract infection

Hypertension
Adult asthma
Pediatric asthma
Chronic obstructive pulmonary disease COPD)

Perforated appendix
Low birth weight

Diabetes short-term complication
Diabetes long-term complication

Angina without procedure
Lower-extremity amputation among patients with
diabetes

Uncontrolled diabetes

DATA SOURCE: CENTERS FOR MEDICARE & MEDICAID SERVICES (CMS)

Studies have shown that at risk populations fare worse with preventable conditions due to
socioeconomic factors, race/minority, and lack of access to quality care due to unemployment,
no health insurance, and poverty.

Population Socioeconomic Demographics vs Georgia Demographics

SRMC % weighted Average of all
Counties

State % Averages

Unemployed

14.13%

5%

No Health Insurance - Uninsured

16.31%

15.7%

Minority

80.19%

38.4%

Lack of completion of High School

13.62%

15%

Poverty among single persons w/ kids

37.99%

43.5%

Data Source: Truven Health Analytics
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D. Mortality
1. Leading Causes of Death
The leading causes of death in the U.S. in 2014 were heart disease, cancer, chronic
respiratory disease, accidents, stroke, Alzheimer’s disease, diabetes, influenza and pneumonia, Heart disease and
cancer rates were significantly higher than those for the other diseases nationally and in Georgia.

UNITED STATES
2014 LEADING CAUSE OF DEATH
Heart Disease

614,348

Cancer

591,699

Chronic Lower Respiratory Diseases

147,101

Accidents (Unintentinal Injuries)

136,053

Stroke (Cerebrovascular Diseases)

133,103

Alzheimer's Disease

93,541

Diabetes Mellitus

76,488

Influenza & Pneumonia

55,227

Nephritis, Nephrotic Syndrome, and Nephrosis

48,146

Intentional Self-Harm (Suicide)

42,773
0

Data Source: Centers for Disease Control and Prevention
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GEORGIA
2014 LEADING CAUSE OF DEATH
Heart Disease

17,107

Cancer

16,684

Chronic Lower Respiratory Diseases

4,332

Accidents (Unintentinal Injuries)

3,964

Stroke (Cerebrovascular Diseases)

3,948

Alzheimer's Disease

2,670

Diabetes Mellitus

2,230

Kidney Disease

1,742

Flu/Pneumonia

1,510

Septicemia

1,410
0

Data Source: Centers for Disease Control and Prevention
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2. Leading Causes of Premature Death
Much of the leading causes of premature deaths in the SRMC primary care area are preventable.

1)
2)
3)
4)
5)
6)
7)
8)
9)
10)

2015 LEADING CAUSE OF PREMATURE DEATH SRMC PRIMARY SERVICE AREA
Assault (Homicide)
Ischemic Heart & Vascular Conditions
Certain Conditions Originating in the Perinatal Period
Accidental Poisonings & Exposure to Noxious Substances
Motor Vehicle Crashes
Essential Primary Hypertension & Hypertensive Renal and Heart Disease
Intentional Self-Harm
Cerebrovascular Disease
Malignant Neoplasms of the Trachea, Bronchus, and Lung
Diabetes Mellitus

Data Source: Online Analytical Statistical Information System (OASIS)
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V. GENERAL HEALTH MEASURES
Those factors that negatively impact the health of a population such as obesity,
cardiovascular/heart disease, cancer, respiratory diseases, diabetes, and mental health are being
surveilled by The Centers for Disease Control and Prevention’s Behavioral Risk Factor Surveillance
System (BRFSS) survey and America’s Health Ranking in an effort to monitor any conditions that
affect the leading causes of death.
The survey is comprised of a range of questions designed to gauge the prevalence of various
health behaviors and conditions among survey respondents. BRFSS data is designed to be
representative of the non-institutionalized population ages 18+ in the United States residing in
households with a land-line telephone. While information is available based on income,
information is not available based on race and ethnicity.
As mentioned previously, America’s Health Rankings provides a methodology for comparing the
health of each state by ranking them from 1 to 50. America’s Health Rankings data is not available
based on race, ethnicity, or income.
Where applicable, the focus areas and specific goals of Healthy People 2020 are highlighted. Healthy
People is a Department of Health and Human Service initiative to cultivate health promotion and
disease prevention across the United States. For 37 years, Healthy People has established 10 year goals and
targets for the nation. In 2010, Healthy People 2020 was released. Healthy People 2020 includes over 1,200
objectives in over 40 topic areas to guide efforts to improve the health of the nation by 2020.
A. Obesity

Obesity is a major health concern across the United States. Nearly one out of every three adults are considered
obese. Obesity has a negative impact on one’s health and impacts a variety of conditions including heart disease,
stroke, Type 2 diabetes, hypertension, cancer, respiratory problems, and so on. Since 1990, obesity has increased
steadily in the United States and in Georgia. In America’s Health Rankings 2015, Georgia ranked 32nd out of 50
states for the percentage of obese adults in the population.
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The prevalence of obesity is typically determined using multiple years of the data from the Centers for Disease
Control and Prevention’s Behavioral Risk Factor Surveillance System (BRFSS). The BRFSS survey asks respondents to
provide their height and weight and uses the information to classify the individual into one of four body mass index
(BMI) categories – underweight, normal weight, overweight, and obese. Individuals with a body mass index of 30.0
or higher are considered to be obese.

Age

65+

% Obese
Adult
Population
29.5%

45 - 64

35.72%

18 - 44

27.2%

United States

25.5%

Data Source: 2015 America’s Health Ranking

In 2014, the BRFSS classified 30.5% of adults in Georgia as obese. 42.1% of males in Georgia were classified as
obese which is significantly higher than 28.4% of Georgia females. 39.4% of adults with an annual income of $75,000
or more were most likely to be overweight compared to adults from any other annual household income category.
Obesity continues to be a negative health factor in the SRMC PSA. 2016 data for County Healthy Rankings and
Roadmaps indicates that 40% of the adult population in Clayton county are classified as obese compared to 29%
of the adult population in Georgia and 25% of the adult population in the top performing states nationally. Over a
3-year period the Clayton county adult population obesity percentages are continuing to increase while the state
and national percentages remain constant.
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Nutrition and Weight Status are focal points in Healthy People 2020’s goals and objectives to “Promote health and
reduce chronic disease risk through the consumption of healthy diets and achievement and maintenance of healthy body
weights.” Healthy People 2020 has identified twenty-two objectives to support its goal. One objective of Healthy People
2020’s Nutrition and Weight Status goal is to reduce the proportion of adults who are obese to 30.5% nationwide by the
year 2020.
B. Smoking & Tobacco Use

Healthy People 2020 lists smoking as the leading cause of preventable death in the United States. Tobacco use in the
United States is estimated to be responsible for about 1 in 5 deaths per year. Tobacco use causes many diseases
including respiratory disease, heart disease, stroke, and cancer. America’s Health Rankings 2016, 18.1% of adults in
American smoke regularly which is improved from 21% in 2012. Per America’s Health Rankings 2016, Georgia ranked 21th
out of 50 states for percentage of adult population who smokes regularly with 17.4% of adult Georgians smoking
regularly. County Health Rankings 2016 provides insight into the percentage of the adult population that smokes
regularly in each county in Georgia. In 2016, the percentage of adults who reporting smoking regularly in the SRMC PSA
were as follows: (Source: https://oasis.state.ga.us/oasis/oasis/gryMorbMort.aspx).

•
•
•
•

Clayton County – 20%
DeKalb County – 14%
Fulton County – 14%
Henry County – 15%

Since 2012 Clayton County and Henry County experienced reductions in the percentage of smoking adults. Henry
County’s smoking percentage decreased by 33.3%. DeKalb and Fulton County’s smoking percentages increased.
Healthy People 2020 has established a goal to “Reduce illness, disability, and death related to tobacco use and
secondhand smoke exposure.” Healthy People 2020 has identified twenty objectives to support its goal organized
into the three key areas:
• Tobacco Use Prevalence: Implementing policies to reduce tobacco use and initiation among youth and
adults
• Health System Changes: Adopting policies and strategies to increase access, affordability, and use of
smoking cessation services and treatments
• Social and Environmental Changes: Establishing policies to reduce exposure to secondhand smoke,
increase the cost of tobacco, restrict tobacco advertising, and reduce illegal sales to minor
C. Cardiovascular/Heart Disease

Cardiovascular disease often progresses to heart attacks, chest pain, and stroke. The CDC states that heart disease was
the leading cause of death in the United States in 2014 resulting 614,348 deaths. Stroke was the 5th leading cause of
death accounting for 133,103 deaths in 2014. America’s Health Rankings 2015 Georgia ranked 36th out of 50 states for
cardiovascular deaths. Georgia ranked 27th for heart attack prevalence and 35th for stroke prevalence out of 50 states.
The mortality rank for all 3 categories improved between 2012 and 2015.
(Source: https://oasis.state.ga.us/oasis/oasis/gryMorbMort.aspx).

•
•
•
•
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Clayton County – 549
DeKalb County – 1,239
Fulton County – 1,805
Henry County – 389

High blood pressure, high cholesterol, and smoking are the main risk factors for heart disease and stroke. CDC
statistics indicate that nearly 50% of Americans have at least one of the three main risk factors for heart disease and
stroke. Additional risk factors for heart disease and stroke include diabetes, obesity, and lack of physical activity,
poor diet, and excessive alcohol use.

SRMC POPULATION

STATE

NATIONAL

Diabetes

11.5%

11.6%

9.8%

Obesity

36%

30.5%

28.9%

Lack of Physical
Activity

28%

23.6%

32.6%

Inadequate
Fruit/Vegetable
Consumption

79%

75.70%

75.67%

Excessive Alcohol Use

10%

15.6%

24.7%

Data Source: Healthy People 2020, County Health Rankings and Roadmaps, NIH on Alcoholism & Alcohol Abuse, Georgia
Behavioral Risk Factor Surveillance System

Efforts are underway nationally to improve cardiovascular health and quality of life through prevention, detection,
and treatment of risk factors for heart disease and stroke; early identification, and treatment of heart attacks and
stroke; and prevention of repeat cardiovascular events. Healthy People 2020 has identified twenty-four objectives
to support such initiatives. In accordance with statistics released by Healthy People 2020, in 2007, 126.0 coronary
heart disease deaths per 100,000 population and 42.2 stroke deaths per 100,000 population occurred in the United
States. An objective of Healthy People 2020 is to decrease the coronary heart disease death rate to 100.8 deaths
per 100,000 population and the stroke death rate to 33.8 per 100,000 population by the year 2020.

Georgia
United States

2014 Heart Disease Deaths for Persons < 80 Years
Expected Deaths
Observed Deaths
Potentially Preventable
5,890
9,911
4,021
201,902
289,265
87,950

Data Source: CDC Morbidity and Mortality Weekly Report (MMWR)

Georgia
United States

2014 Cerebrovascular Disease (Stroke) Deaths for Persons < 80 Years
Expected Deaths
Observed Deaths
Potentially Preventable
1,150
2,060
910
39,737
54,707
15,175

Data Source: CDC Morbidity and Mortality Weekly Report (MMWR)
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D. Cancer

Cancer is a disease characterized by abnormal cells that divide uncontrollably and destroy body tissue. Nationally cancer
is the 2nd leading cause of death and it is also the 2nd leading cause of death in Georgia as well. The latest Georgia Cancer
Data report indicated that there are 43,000 Georgia residents diagnosed with cancer annually and nearly 15,000 will die
from the disease. In 2014 there were 591,6999 deaths caused by cancer in the United States. The National Cancer
Institute (NCI) estimates 40% of men and women in the United States will be diagnosed with cancer at some point during
their lifetime. In recent years, both the incidence and death rates for cancer have declined, thanks, in part, to advances in
technology and early detection. (Source: https://oasis.state.ga.us/oasis/oasis/gryMorbMort.aspx).
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Clayton County – 311 deaths



DeKalb County – 948 deaths



Fulton County – 1,328 deaths



Henry County – 275 deaths

Top 25 Rankings By State: Male and Female All Sites
Kentucky

511.7

Delaware

502.0

New York

484.3

New Jersey

483.1

Pennsylvania

483.0

Rhode Island

479.4

New Hampshire

479.2

Lousiana

476.3

Connecticut

474.2

West Virginia

464.0

Maine

463.8

Mississippi

459.9

Massachusetts

457.5

Iowa

456.1

Illinois

454.9

Arkansas

454.0

Ohio

452.4

Minnesota

451.8

Wisconsin

451.1

Maryland

451.0

Kansas

450.9

Tennessee

450.9

Washington

450.3

Georgia

450.3

South Dakota

450.1

400.0

420.0

440.0

Rates per 100,000
Data Source: CDC United States Cancer Statistics
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Lack of physical activity, poor nutrition, obesity, use of tobacco products, and ultraviolet light exposure are cancer risk
factors. Reducing these risk factors may prevent many types of cancer. Cancer screenings are an effective way to identify
certain types of cancer early in the disease progression for neoplasms such as colorectal cancer, cervical cancer, and
breast cancer. The BRFSS survey asks questions designed to gauge the prevalence and effectiveness of cancer
screenings. Healthy People 2020 has established a goal to “Reduce the number of new cancer cases, as well as the illness,
disability, and death caused by cancer.” The organization has identified twenty objectives to monitor trends in cancer
incidence, mortality, and survival. These goals will enable Healthy People 2020 to assess the progress made toward
decreasing the burden of cancer in the United States. An increased understanding of the strides achieved in the
reduction of potentially preventable deaths may better equip state and regional efforts to target the prevention of
premature deaths from cancer.

Georgia
United States

2014 Malignant Neoplasms (Cancers) Deaths for Persons < 80 Years
Expected Deaths
Observed Deaths
Potentially Preventable
10,323
12,738
2,415
353,645
416,182
63,209

Data Source: CDC Morbidity and Mortality Weekly Report (MMWR)

E. Respiratory Disease
Conditions such as asthma, chronic obstructive pulmonary disease (COPD), lung cancer, pneumonia, and
tuberculosis are classified as respiratory disease. Although asthma and COPD are chronic illnesses they have a
significant impact on healthcare. Healthy People 2020’s data shows that there are 23 million people in the United
States that have asthma. Additionally, the data shows that approximately 13.6 million adults have been diagnosed
with COPD, with an approximately equal number predicted to be diagnosed in the future. The financial burden of
respiratory disease is great in communities across the country resulting in increased health insurance rates, lost
productivity, and tax dollars. HP2020 lists annual health care expenditures for asthma at an estimated $20.7 billion.
In 2014 the CDC cited chronic lower respiratory disease as the 3rd leading cause of death in the United States
accounting for 147,101 deaths. There were 4,332 deaths attributed to the disease in Georgia. The CDC lists
Influenza/pneumonia as the 8th leading cause of death in the United States in 2014 with 57,227 deaths. In the same
period, influenza/pneumonia was the 9th leading cause of death in Georgia with 1,510 deaths. In 2015, the Georgia
Department of Public Health reported the Following deaths due to Respiratory Disease in the SRMC PSA:


Clayton County – 128



DeKalb County – 301



Fulton County – 452



Henry County – 186

(Source: https://oasis.state.ga.us/oasis/oasis/gryMorbMort.aspx).
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Asthma and COPD are preventable and with appropriate treatment the quality of life can improve. Initiatives like
HP2020’s goal of prevention, detection, treatment, and education will go a long way in decreasing the prevalence of
chronic respiratory disease.

Georgia
United States

2014 Chronic Lower Respiratory Disease Deaths for Persons < 80 Years
Expected Deaths
Observed Deaths
Potentially Preventable
1,486
2,729
1,243
51,840
80,899
29,232

Data Source: CDC Morbidity and Mortality Weekly Report (MMWR)

F. Diabetes
Diabetes mellitus is a condition that occurs when the body is unable to absorb or respond appropriately to insulin.
Diabetes impacts other serious health issues including heart disease, high blood pressure, stroke, and other
conditions. Per the CDC, diabetes was the 7th leading cause of death in the United States in 2014 causing 76,488
deaths. America’s Health Ranking ranks Georgia 41st in the nation out of 50 states for diabetes citing that 11.6% of
the adult population has the chronic condition. In 2015, the Georgia DPH reported the following deaths due to
diabetes in the SRMC PSA: (Source: Clayton County Department of Public Health and the department’s tracking site:
https://oasis.state.ga.us/oasis/oasis/gryMorbMort.aspx).


Clayton County – 49



DeKalb County – 125



Fulton County – 161



Henry County - 29

Poorly controlled diabetes leads to serious complications such as kidney disease, amputations, and
blindness. Healthy People 2020 estimates the cost of medical care, disability, and premature death
due to diabetes is $245 billion. HP2020 has established a goat to “Reduce the disease and
economic burden of diabetes and improve the quality of life for all persons who have or are at risk
for diabetes.” Healthy People 2020 has identified sixteen objectives to support its goal.

G. Mental Health
Mental health involves emotional, psychological, and social well-being. It helps determine
reactions to stress, interactions with others, and choices made of mental function and is
essential to personal well-being. Mental health and physical health are intertwined. Mental
health is an important factor in one’s ability to maintain optimal physical health and vice
versa. Mental health disorders include; anxiety disorders, attention-deficit/hyperactivity
disorders, autism, eating disorders, mood disorders, personality disorders, and
schizophrenia. In 2014 the National Institute for Mental Health (NIM) indicated that there
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were an estimated 9.8 million Americans that have a serious mental illness. The CDC listed
suicide as the 10th leading cause of death in the United States in 2014 accounting for more
than 42,000 deaths. In America’s Health Rankings 2015, Georgia was ranked 38th out of 50
states for the number of poor mental health days reported. Mental Health disorders were
significantly burdensome to the SRMC PSA consuming large amounts of resources and
contributing to high costs. In 2015, the Georgia Department of Public Health reported 11,454
discharges related to Mental Health disorders in the SRMC PSA. The majority of those
discharges were for residents in the DeKalb and Fulton County areas, 4,096 and 5,902
respectively.
In 2014 18.3% of the adult population in Georgia reported depression as a chronic affliction. The
World Health Organization counts major depression as a condition that carries the heaviest burden
of disability among mental and behavioral disorders. In the SRMC PSA, there is a prevalence of
depression among low income adults with a median household income below $25,000. A goal of
Healthy People 2020 is to “Improve mental health through prevention and by ensuring access to
appropriate, quality mental health services.” Healthy People 2020 has identified twelve objectives
to support its goal. Additionally Healthy People 2020 seeks to reduce the suicide death rate to
10.2 deaths per 100,000 population by the year 2020.
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VI. HEALTH CARE ACCESS
The Department of Health and Human Service’s Health Resources and Services Administration
(HRSA) is a federal agency designed to focus on improving access to health care services for
uninsured, medically vulnerable, or isolated population in the United States. The HRSA designates
various areas around the county as Medically Underserved Areas (MUAs) or Medically Underserved
Population (MUPs). MUAs are areas where a shortage of medical health services exists. MUPs are
areas where populations reside that face barriers to medical care including economic barriers,
cultural barriers, or linguistic barriers. MUA and MUP designated areas may include an entire
county, a set of counties, or specific census tracts within a county. Portions of Southern Regional
service area are designated MUAs.
Access to quality health care services is an important component of the health of an individual and
the overall community. According to Healthy People 2020, access to health services includes four
main components – coverage, services, timeliness, and workforce.
•

Coverage refers to an individual’s access to health insurance. Uninsured individuals are less
likely to receive adequate medical care and more likely to have poor health status and die
at a younger age. Services refers to making sure individuals have access to usual and
ongoing medical care providers and medical care. Individuals with access to medical care
services have better health outcomes. The most important components of access to
services include access to a primary care physicians, preventative medical care services,
and emergency medical services.

•

Workforce refers to the availability of medical providers to provide care to individuals and
communities.

•

Access and Timeliness refers to the ability of health care providers to provide access to
medical care quickly when it is needed.

A. Coverage and Services : According to America’s Health Rankings, the unmet health needs of the
uninsured population in the United States is estimated to result in a 25% higher risk of mortality
among the uninsured population in comparison to the insured population and 18,000 excess deaths
each year. According to America’s Health Rankings, 2015, Georgia ranked 7th highest out of 50
states for percentage of population lacking health insurance with 1.8 million uninsured or 22% of
Georgians lacking health insurance.
In the SRMC’s service area, there is a critical high percentage of closed/full primary care providers
(65%) and internal medicine (45%). Additionally the new patient wait time of over three (3) weeks is
a concern for new patient appointment access as well.
Additionally, 40% of mental health psychiatrists are closed/full to new patient appointments. Other
providers average three (3.0) weeks for a new patient appointment.
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There is a range of primary care, medical and surgical specialists available in the Southern Regional
Medical Center’s service area. Some practices are open to all patients while others are either
closed/full or do not accept or limit Medicare and Medicaid new patient appointments.
B. Workforce:
Clayton County is a designated HPSA as a Primary Care Health Professional Shortage Area. It is
estimated that there is 34.8 medical providers per 100,000 population compared to US ratio of 48.0
medical providers per 100,000 population.
The dental provider ratio of 25.6 dentists per 100,000 population or one per every 3,906
population, is comparatively less that the dental provider ration in the state of Georgia with 1
dentist per every 3,153 population.
Overall, it is estimated that there is a 2020 forecasted deficit (shortage) of 68 primary care and
specialty care FTE physicians in the greater Southern Regional Medical Center service area.
Mental Health providers account for those physicians, psychiatrists, psychiatric nurse practitioners,
therapists and clinical social workers who see patients with mental health issues. The state of
Georgia states that they have one mental health worker per every 3,509 population, whereas
Clayton County has one mental health provider per every 15,334, considerable lower that the state.
C. Access and Timeliness:
The 2016 Physician Community Needs Analysis demonstrated that there is a concern for timely new
patient appointments with various primary care physicians and non-physician providers.
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V11. KEY COMMUNITY STAKEHOLDER INTERVIEWS
A. Purpose: A key component in the community health needs assessment is a survey of community
stakeholders. These stakeholders included a mix of internal and external representatives to SRMC,
pastors, public health officials, health care providers, social service agency representatives,
government leaders, and board members.
Due to their profession, tenure, and/or community involvement, community stakeholders offer
diverse perspectives and information to the community health needs assessment. They are
individuals at the front line that can best identify unmet social and health needs of the community.
There were two data sets obtained. Each was comprised of interviews with two separate and
distinct groups. Group one was comprised of interviews with the general public with a goal of
reaching demographic profiles representing the community population segment mix. These
interviews were attained through random interviews at various public venues.
Group two was comprised of key community leaders from multiple sectors of public life.

Representatives included members from national, state and local government, church
leaders, school leaders from administrative and classrooms and business leaders. Each
interview was conducted by Blake Keller, Director Marketing Southern Regional Medical
Center.
Participants from each group were asked about their observations on the health data
presented in the Community Profile. In addition, participants were requested to provide
input as to needs that may not have been identified in the Profile. Questions and exchange
were encouraged, with the objective that participants would increase their understanding
of what the data meant in terms of the burden of chronic diseases, the impact of the
demographics of the population on health services, and health status, health behaviors, as
well as, access to health care. As the group discussed the health problems or health issues,
the facilitator made a list of the health problems the community participants said were
important. At the end of the discussion priority issues were identified.
202 individual community stakeholders were interviewed and one focus group of nine Patient and
Family Advisors (PFA) was conducted by the Strategic Planning Office. Stakeholders were given a
succinct description of the project and purpose of interview before being asked the following seven
questions:
1. What do you feel are the greatest social needs or issues current NOT BEING MET in our
community? (e.g., elder care, food assistance, transportation, unemployment, etc.)
2. What do you think are the causes of these social problems?
3. What are the greatest health needs or issues NOT BEING MET within our community? (e.g.
access to appropriate health care services, access to healthy food (nutrition, immunizations,
mental health programs/services, preventive health, etc.)
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4. What do you think are the causes of these health problems?
5. How can these problems be reduced or eliminated in our community?
6. Which one of these problems do you feel is the most important in our community?
7. Do you have any additional comments you would like to offer regarding the health of our
community
See Appendix for individuals that participated and shared their perceptions with SRMC. It is not
assumed that these are the only community leaders in the assessment area, but rather were those
individuals who were available and willing to participate in the interview within the allotted time
frame. This section discusses the main themes which emerged from the community stakeholder
interviews and the results are based on their perceptions.
B. Identified Community Health Needs: The majority of community stakeholders mentioned access
to primary and mental health care, in some capacity, as a community health need. Several of the
other more commonly identified patient needs are listed below:






Access to healthy food
Obesity
Cardiovascular Disease
Hospice
Intra agency communication

Primary Care
Access to primary care is a strong theme which emerged from the interviews. There are many
problems contributing to the lack of care including: shortage of providers, transportation, fees
associated with centers, appointments, etc. Some of these issues also lead to the inappropriate
use of ER services, further hindering access. Various innovative solutions were discussed to
improve access. Stakeholders suggested telemedicine and mobile clinics in order to reach the
underserved populations.
Mental Health
Several community stakeholders identified mental health especially in geriatric units as an
unmet need in the SRMC community. Mental illness affects all ages, but the community
stakeholders feel it is especially prevalent in veterans and children. Post-traumatic stress
syndrome (PTSD) and children’s mental health services are perceived to be in high demand but
with little resources and/or availability. The current employment rate and stress from personal
relationships can also increase mental health issues. Increased attention on mental health can
assist in meeting this unmet health need. Also, partnerships were again suggested to help
make services available to those in need.
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VIII. CHNA IMPLEMENTATION STRATEGY PLAN
Using the qualitative data and input from community stakeholders, the health needs of the overall
communities served by SRMC were identified by the Steering Committee. The health needs were
prioritized through a discussion among the Steering Committee members. The SRMC priority
health needs were utilized to develop the priority needs for the community served. SRMC
identified the following priority health needs for the community it serves:






Psych/Mental Health
Geri-Psych
Working with the community to establish a stabilization unit
Eldercare access
Physician access to primary care

Implementation strategies were developed to outline how SRMC plans to address the identified
health needs of the community it serves. The implementation strategies were developed by SRMC
leadership with input from the Steering Committee. The community health need assessment and
implementation strategies for SRMC were approved and adopted by SRMC Board on December 13,
2016.
The following priority health needs for the community served by Southern Regional Medical Center
(SRMC) have been identified based on the data in the Community Health Needs Assessment (CHNA)
and feedback from the CHNA Steering Committee and SRMC leadership:

Priority #1. Improve the mental health of the community by creating new facilities for
geriatric psychiatry, psychiatric holding rooms and partner with community programs and
leader to develop a Crisis Stabilization Unit (CSU).

Priority #2. Improve access to care in the community and collaborate with community
partners to lessen the barriers to obtaining care. Specifically by addressing the shortage of
health professionals, insurance, and eldercare.

The following implementation strategies outline actions SRMC will take over the next three years to
address the identified priority health needs of its community.
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Priority #1. Improve the mental health of the community by creating new facilities for
geriatric psychiatry, psychiatric holding rooms and partner with community programs and
leader to develop a Crisis Stabilization Unit (CSU).

Strategies
Geriatric Psychiatry

Psychiatric holding
unit in ER

Crisis Stabilization Unit (CSU)

Tele-psych Services

Recruit Mental Health
Techs & Sitters for
1013’s
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Actions


























Apply for Certificate of Need (CON) for Geriatric Psych Unit
GAIN Community/Professional Support
Approval for A & E
Design and Engineering by A & E firm/Gain bids from Contractors
Once CON Approval:
Build out Geri-Psych Unit
Recruit nurses
Contracts for Psychiatrists
Open Unit
Create Community Awareness
Outline Plan
Provide financial pro-forma to launch. A & E project funding; A & E Design
Bids to Contractors
Develop Operational Plan
Implementation
Assess need (Work with County to gain Community Support from County and City
Police/Sheriff)
Work with County Public health to develop Plan
Lobby for State Funding by County
Support County in Development
Assess Opportunity
Contract for Professional Staffing and Psychiatrist
Develop Operational Plan and Training
Implementation
Assess need
Recruit
Train
Implementation

Priority #2. Improve access to care in the community and collaborate with community
partners to lessen the barriers to obtaining care. Specifically by addressing the shortage of
health professionals, insurance, and eldercare.
Strategies
Address shortage of
health professionals

Expand and Enhance
Cardiovascular Disease
& Stroke
Awareness and
Education









Increase access to care






Collaborate with
Community partners to
reduce barriers to care
including:
 Schools
 Business
 Public
Health/Health
 Police/Fire/EMS
 Churches
 Government
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Actions
Recruit additional primary care physicians over the next 3 years in accordance with the
SRMC CNA Medical Staff Development plan.
Partner with local academic institutions to offer nursing externships, health career internships, and
educational programs to address the shortage within the healthcare workforce. Partner with
nursing, 4-year graduates to recruit nurses in a collaborative workforce.
Provide hospital work experience and hospital retention of graduates.
Continue heart outreach and screening program to religious sector to create awareness of health
behaviors and risk factors.
Maintain certifications which drive clinical excellence through implantation of best practice clinical
protocols including: Chest Pain Center and Primary Stroke Center. Provide community education
regarding risk factors and signs of stroke.
Provide educational opportunities to community EMS providers to enhance pre-hospital care for
stroke and chest pain patients.
Focus on reducing re-admissions for CHF and COPD patients by enhancing discharge education,
ensuring post discharge care is initiated and collaborating with community partners.
Participate in collaborative community-wide health fairs and post on public hospital website and
encourage all businesses, clinics, and services to access information.
Build community access for mental health services, and support Federally Qualified Health Center
clinics.
Increase community awareness regarding “Hospital Happenings” to address senior services and
hospital entrance location and Psych CSU.
Have a Health Page on the hospital Website as a “go-to: listing of all community health resources,
emphasize nutrition, and gardening tips. Hospital RD could author a weekly column in local media.
Set up quarterly physician speaker’s bureau to service groups.
Provide physician availability on website (payors, etc.).
Hospital partner with community professionals (police, Fire, EMS, Business, etc.) to set up training
(semi-annually) for community health issues including trauma and get them to the right place for
help. Consider support for the EMS/Fire Home Care model as model to reduce transport to
hospital for non-acute patients. Partner with various community stakeholders to assist patients
who have no transportation to get to the pharmacy to pick up their medications by working
together to support a home dispensing program.
Partner with the area churches to ensure residents have the resources they need.
Partner with clinics/business/government/civil entities to support student intern programs.
Highlight resources to the many churches in the community and Southside.
Outreach to school partnerships with pathways for (1) career path (2) and health education.
Continue to support a student hospital volunteer program with the current auxiliary.
Link with the Fall 2016 – Nursing programs.
Work together with church & schools to identify and support “Safe places to play.”
Meet annually to share names, resources, health education and speaking opportunities (email or in
person).
Include Henry County in collaborative partnership alliances, when possible.

Expand effort to reduce
smoking and tobacco
use
Increase access to
weight loss
management program
Expand Cancer
prevention programs
and Access to Care
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Continue to deliver tobacco cessation support for patients and encourage cessation by providing a
healthier supporting environment.
 Improve designation of SRMC as a smoke free campus
 Provide smoking cessation support and education to inpatients
 Expand access and services of SRMC Bariatric Center to address demand for surgical weight loss.
Seek Center of Excellence designation
Expand service offerings to include new surgical solutions and weight loss options
 Provide access to free educational classes, support groups and seminars
 Increase access to breast cancer screening and treatment for uninsured and underinsured
individuals by participating in available grant programs. Apply for and administer grants as
awarded.
 Provide prostate screening education with physician support.
 Support Tumor Board

Other health and socio-economic barriers were identified but not addressed in this plan - Each of the
health needs listed below is important and is being addressed by numerous programs and initiatives
operated by the Hospital, other organizations and other community partners of the Hospital. However, the
Hospital will not address the following health needs identified in the CHNA as part of this Implementation
Plan due to limited resources and the need to allocate significant resources to the three priority health
needs identified above.
The items below were mentioned in some interviews, but more infrequently than the themes above.
• Transportation
• Employment/jobs
• Medication expense
• Health care for uninsured
• Dental Services
• Housing
• Pastoral Care
• Suicide
• Poverty
• Infectious diseases
• Palliative care
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IX APPENDIX
A.

KEY COMMUNITY STAKEHOLDERS

SOUTHERN REGIONAL MEDICAL CENTER, COMMUNITY HEALTH NEEDS ASSESSMENT ADVISORY COMMITTEE.
On Thursday, October 20, 2016 - - 11:30 A.M. – 2:00 P.M. the stakeholders met to review the health care data and set
priorities.
Name
Representing
Charlotte Dupré
SRMC CEO, Committee Chair
Vikram Mandadi, MD
SRMC CMO (Med. Advisor)
Linda McCarthy
SRMC CNO (Clinical Advisor)
Blake Keller
SRMC Marketing Director
Jeremy Stratton
Clayton Chamber CEO
Chief Landry Merkison
Clayton Co. Fire/EMS
Chief Laura Richardson
Battalion Chief of Professional Standards, Clayton Co. Fire/EMS
Capt. Tina Daniel
Clayton Co. Police Dept.
The Honorable Evelyn Winn-Dixon
Mayor, City of Riverdale
Aundria Cheever, PhD
Clayton Center CEO
Rev. Ed Best, Jr.
Religion Sector, Former Bd. Member
Rev. Dallas C. Wilson, Sr.
Religious Sector, Center of Hope Atlanta
Jeff Kunkes, MD
Physician (ENT)
Gregory S. Guhl
Youth Apprenticeship Program Clayton Co. Public Schools
Gerrian Hawes
Publisher, We Are Clayton Magazine
The Honorable Valencia Seay
State Senator
Paul Harvey, MD
Physician (Internal Medicine)
Tim Hynes, PhD
Clayton State University President
Randall Hines, PhD
CEO - Southern Crescent Behavioral Health System
Charlotte Swint
Clayton State University
Kevin Mason, MD
Deputy Dir. Clayton County Board of Health
Mitzi Fears
Wellness Coordinator, Clayton Co. Board of Health
Michael Hamilton
Qual. Assurance Coordinator, Clayton Co. Board of Health
Vincent Parris
Public Information Officer, Clayton County Board of Health
Ellis Mac Knight, MD
CMO, Coker Group
Sandra Champion
VP, Coker Group
Annette Sullivan
Manager, Coker Group
Derrick Sanford
Clayton Co. Chief Operating Officer
Terry Coleman
State (Former Speaker of House)
Dr. Victoria Foster
Director Graduate Program
Dr. Lisa Eichelberger
Dean & Professor, College of Health, Clayton State University

45

B. RESOURCES
1. Data and Data Links
Clayton County Health Rankings 2015
Clayton County Department of Public Health
Georgia Health Data, OASIS
HealthyPeople.gov, http://www.healthypeople.gov/2020
U.S. Census 2010, Rural and Urban Classification, www.census.gov
Truven Health Analytics 2015 CNI Score

2.

Contracted Facilitation

Coker Group provides planning and consulting services to a wide range of health care providers including hospitals and
medical groups in the nation. Specific services provided: planning, assistance with community surveys and development of
interview questionnaires, assistance with facilitation of focus group analysis and priorities. Coker Group prepared a
physician needs analysis (CNA) that determined the current and forecasted access to care for area physicians and advanced
practice providers.

46

