
 

 

  

 

Jackson County 2015 
Community Health 
Assessment 

  

  

 

12/7/15 



    

2 

 

 JACKSON COUNTY COMMUNITY HEALTH ASSESSMENT 
 

ACKNOWLEDGEMENTS 

This document was developed by the Jackson County Department of Public Health in 

collaboration with the Healthy Carolinians of Jackson County Partnership and other key partners 

as part of a local community health assessment process.  We would like to thank and 

acknowledge several agencies and individuals for their contributions and support in conducting 

this health assessment:  

Name Agency Role/Contribution 

Anetra Jones Harris Regional Hospital CHA Steering Committee 

Anna Lippard 
Jackson County Department 

of Public Health 
CHA Work Team 

Bob Cochran 
Jackson County Department 

of Social Services 
CHA Steering Committee 

Charles Easton Community member CHA Steering Committee 

Dianne Cauley 
Jackson County Department 

of Social Services 
CHA Steering Committee 

Doug Keskula Western Carolina University CHA Steering Committee 

Eddie Wells 
Jackson County Department 

on Aging 
CHA Steering Committee 

Ginger Hill Family Resource Center CHA Steering Committee 

Jenifer Pressley 
Jackson County Parks and 

Recreation Department 
CHA Steering Committee 

Kae Livesy Western Carolina University CHA Work Team 

Kate Glance Smoky Mountain LME/MCO CHA Steering Committee 

Katie Peterson Community member CHA Work Team 

Laura Cabe 
Jackson County Public 

Schools 
CHA Steering Committee  

Marilynn Davis Community member CHA Steering Committee 



    

3 

 

Matthew Impagliatelli Community member 
CHA Steering 

Committee/CHA Work Team 

Melanie Batchelor Harris Regional Hospital CHA Work Team 

Melissa McKnight 
Jackson County Department 

of Public Health 
CHA Facilitator 

Patti Tiberi Mountain Projects, Inc. CHA Steering Committee 

Paula Carden 
Jackson County Department 

of Public Health 
CHA Steering Committee 

Preston Jackson Community member CHA Work Team 

Rebecca Mathis Good Samaritan Clinic CHA Steering Committee 

Sara Melton Area Agency on Aging CHA Steering Committee 

Sur Ah Hahn Western Carolina University CHA Work Team 

Zara Sadler Community member CHA Work Team 

 

Our community health assessment process and product were also supported by technical 

assistance, financial support, and collaboration as part of WNC Healthy Impact, a partnership 

between hospitals, health departments, and their partners in western North Carolina to improve 

community health.      



    

4 

 

TABLE OF CONTENTS 

Acknowledgements ........................................................................................................................................................ 2 

Table of Contents ................................................................................................................................................... 4 

Jackson County 2015 CHA Executive Summary .................................................................................................. 8 

Purpose and Process ................................................................................................................................................. 8 

Data Summary ............................................................................................................................................................. 8 

Community ............................................................................................................................................................... 8 

Health Outcomes ................................................................................................................................................... 9 

Populations at risk .............................................................................................................................................. 10 

Health Priorities ........................................................................................................................................................ 10 

 Physical Activity and Nutrition .............................................................................................................. 10 

 Injury and Substance Abuse Prevention ........................................................................................... 10 

 Chronic Disease .......................................................................................................................................... 10 

Next Steps .................................................................................................................................................................. 10 

Chapter 1 – Community Health Assessment Process ..................................................................................... 11 

Purpose ....................................................................................................................................................................... 11 

Definition of Community ................................................................................................................................. 11 

WNC Healthy Impact.............................................................................................................................................. 11 

Data Collection ......................................................................................................................................................... 11 

Core Dataset Collection .................................................................................................................................... 11 

Additional Community-Level Data ............................................................................................................... 12 

Health Resources Inventory ............................................................................................................................ 12 

Community Input & Engagement ..................................................................................................................... 12 

At-Risk & Vulnerable Populations..................................................................................................................... 13 

Chapter 2 – Jackson County ..................................................................................................................................... 14 

Location and Geography ...................................................................................................................................... 14 

History .......................................................................................................................................................................... 14 

Population .................................................................................................................................................................. 15 

Chapter 3 – A Healthy Jackson County ................................................................................................................ 16 



    

5 

 

Elements of a Healthy Community ................................................................................................................... 16 

Community Assets .................................................................................................................................................. 17 

Chapter 4 – Social & Economic Factors ............................................................................................................... 18 

Income ......................................................................................................................................................................... 18 

Employment .............................................................................................................................................................. 19 

Education .................................................................................................................................................................... 20 

Community Safety ................................................................................................................................................... 20 

Housing ....................................................................................................................................................................... 21 

Family & Social Support ....................................................................................................................................... 21 

Chapter 5 – Health Data Findings Summary...................................................................................................... 23 

Mortality ................................................................................................................................................................. 23 

Health Status & Behaviors ............................................................................................................................... 25 

Clinical Care & Access ....................................................................................................................................... 29 

At Risk Populations ............................................................................................................................................ 31 

Chapter 6 – Physical Environment ......................................................................................................................... 32 

Air Quality ................................................................................................................................................................... 32 

Water ............................................................................................................................................................................ 33 

Access to Healthy Food & Places ...................................................................................................................... 33 

Chapter 7- Health Resources ................................................................................................................................... 35 

Health Resources ..................................................................................................................................................... 35 

Process .................................................................................................................................................................... 35 

Findings .................................................................................................................................................................. 35 

Resource Gaps .......................................................................................................................................................... 36 

Chapter 8 – Identification of Health Priorities ................................................................................................... 37 

Health Issue Identification .................................................................................................................................... 37 

Process .................................................................................................................................................................... 37 

Identified Issues ................................................................................................................................................... 37 

Priority Health Issue Identification .................................................................................................................... 39 

Process .................................................................................................................................................................... 39 

Identified Priorities ............................................................................................................................................. 40 



    

6 

 

Priority Issue #1: Physical Activity & Nutrition .................................................................................................. 41 

Data Highlights ......................................................................................................................................................... 41 

Health Indicators ................................................................................................................................................. 41 

Specific Populations At-Risk ........................................................................................................................... 44 

Health Resources available/needed ............................................................................................................. 44 

Priority Issue #2: Injury & Substance Abuse Prevention ............................................................................... 47 

Data Highlights ......................................................................................................................................................... 47 

Understanding the Issue .................................................................................................................................. 50 

Specific Populations At-Risk ........................................................................................................................... 51 

Health Resources available/needed ............................................................................................................. 52 

Priority Issue #3: Chronic Disease .......................................................................................................................... 54 

Data Highlights ......................................................................................................................................................... 54 

Health Indicators ................................................................................................................................................. 54 

Specific Populations At-Risk ........................................................................................................................... 58 

Health Resources available/needed ............................................................................................................. 58 

Chapter 9 - Next Steps ............................................................................................................................................... 60 

Sharing Findings ...................................................................................................................................................... 60 

Collaborative Action Planning ............................................................................................................................ 60 

Works Cited .................................................................................................................................................................... 61 

Appendices ..................................................................................................................................................................... 67 

Appendix A - Data Collection Methods & Limitations .................................................................................. 68 

Secondary Data from Regional Core ................................................................................................................ 68 

Secondary Data Methodology ....................................................................................................................... 68 

Data limitations .................................................................................................................................................... 71 

Gaps in Available Information ........................................................................................................................ 71 

WNC Healthy Impact Survey (Primary Data) ................................................................................................. 71 

Survey Methodology ......................................................................................................................................... 71 

Benchmark Data .................................................................................................................................................. 73 

Survey Administration ....................................................................................................................................... 74 

Information Gaps ................................................................................................................................................ 76 



    

7 

 

Key Stakeholder Interviews (Primary Data) .................................................................................................... 76 

Listening Sessions (Primary Data) ..................................................................................................................... 77 

Appendix B - Secondary Data Profile 

Appendix C - Jackson County Maps 

Appendix D - Survey Findings 

WNC Healthy Impact Survey Instrument 

Community Health Survey Results 

Appendix E - Key Stakeholder Interview & Listening Session Findings 

Key Stakeholder Interview Questions 

Key Stakeholder Interview Responses  

Listening Session Prompts 

Seven Dimensions of Health Handout 

Do More, Do Less Handout 

Photos of Listening Session Feedback  

 

  



    

8 

 

JACKSON COUNTY 2015 CHA EXECUTIVE SUMMARY 

Purpose and Process  

During the 2015 Community Health Assessment (CHA), the Jackson County Department of 

Public Health (JCDPH) partnered with WNC Healthy Impact to complete the process. WNC 

Healthy Impact is a partnership between 16 counties of hospitals and health departments in 

Western North Carolina (WNC), working towards a vision of improved community health.  This 

partnership consisted of working together locally and regionally on a community health 

improvement process to assess the health needs, develop collaborative plans, take coordinated 

action, and evaluate progress and impact. (WNC Healthy Impact, 2015) 

 

Throughout 2015, a variety of data collection took place for the CHA.  JCDPH, in partnership 

with WNC Healthy Impact, collected both primary and secondary data to not only determine the 

health status of Jackson County but also see how its status relates to that of the region.  In 

working with WNC Healthy Impact, the CHA Work Team and Steering Committee of Jackson 

County collected data through a Core Survey of 200 residents, 13 key stakeholder interviews, 

and five listening sessions.  Further, secondary data from the NC State Center for Health 

Statistics, US Census Bureau, CDC’s Behavioral Risk Factor Surveillance System, and more was 

collected to supplement the primary data, filling in any data gaps.  All collected data was 

analyzed and prioritized with the input of the community via a prioritization process based on 

the Rating/Ranking Key Health Issues (Health Resources in Action) and the Hanlon Method for 

Prioritizing Health Problems (NACCHO).  Three health priorities were selected for the community 

to focus efforts on, aiming to make a collective impact over the next three years. 

 

Many key partners participated in this process.  Partners included JCDPH, WNC Healthy Impact, 

Western Carolina University, Jackson County Parks and Recreation Department, Jackson County 

Department on Aging, Jackson County Department of Social Services, Mountain Projects Inc., 

Harris Regional Hospital, Jackson County Government, Town of Sylva, and Jackson County Public 

Schools.  All entities and organizations provided great insight into this process, offering opinions 

on the health status of this community.  It is through their partnership and collaboration that we 

were able to make this a product about the community, by the community, and for the 

community. 

 

Data Summary  

Community 

Jackson County is a rural, Tier 1 county in the southwestern mountains of North Carolina.  The 

county has four main townships, additional residential areas, and the Qualla Boundary—a tribal 

reservation for the Eastern Band of Cherokee Indians.  In 2014, Jackson County had 40,981 

residents.  The majority of residents are Caucasian (85.2%) with minorities represented as 

follows: American Indian/Alaskan Native (9.6%), Hispanic/Latino (5.1%), African Americans 

(2.3%), and Asian (1.0%). (QuickFacts, Jackson County, North Carolina, 2014)  Additionally, 

Jackson County has a rapidly growing older adult population.  By 2030, projections estimate that 
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there will be more than 9,500 persons age 65+ in Jackson County—approximately 25% of the 

total population.  (US Census Bureau, Profile of General Demographic Characteristics: 2000 (DP-

1), SF1, 2000) 

As a result of geographic isolation and a lack of resources and employment opportunities in the 

area, 21.8% of the population lives below the poverty level. (QuickFacts, Jackson County, North 

Carolina, 2014)  Jackson County is located closer to three other state capitols (Atlanta, GA; 

Knoxville, TN; and Columbia, SC) than its own state capitol.  This geographic distance lends to a 

feeling of disconnect and often isolation from both state lawmakers and resources.  This 

separation also supports the characteristic of “rugged individualism” that many Jackson County 

residents possess—residents here take care of themselves and their families, priding themselves 

on not asking for help.  While rugged individualism can be an asset, it can also be a downfall as 

many do not know who to turn to and how to ask for help when they truly need it. 

Health Outcomes  

In 2011, the CHA process identified Healthy Eating, Physical Activity, and Substance Abuse 

Prevention as health priorities.  The community devoted much effort to each priority area, 

making some progress and highlighting areas that are still in need of attention.  To begin, the 

three leading causes of death (cancer, diseases of the heart, chronic lower respiratory disease) in 

Jackson County have not changed—they are on par with the region and the state.   A long-

standing and wide-spread problem involves males faring poorly compared to females in terms 

of mortality.   In five (cancer, diseases of the heart, chronic lower respiratory disease, 

unintentional injuries, diabetes mellitus) of the seven leading causes of death, the rate of 

mortality of males is much higher than that of females. (NC SCHS, 2009-2013 Race-Specific and 

Sex-Specific Age-Adjusted Death Rates by County (CD21B), 2009-2013)   

Our community noticed a spike in unintentional injuries (both falls and poisonings) that requires 

additional attention.  In 2015, 37.8% of seniors age 65+ reported a fall within the past year; this 

is an increase from 22.9% in 2012.  (Professional Research Consultants, Inc, 2015)  Additionally, 

from 2009-2013, 34 residents died as a result of unintentional poisoning with 76% of these 

deaths due to medication or drug overdoses.  (Injury and Violence Prevention Branch, 2015)  

Unfortunately high mortality rates due to unintentional poisoning (especially by medication and 

drug overdose) is becoming a general characteristic of WNC. 

Both adult diabetes and obesity prevalence continues to rise in Jackson County and WNC.  The 

average self-reported prevalence of Jackson County adults with diabetes was 10.7% in the 

period of 2005-2011.  (CDC, County Level Estimates of Diagnosed Diabetes- of Adults in NC, 

2005 [and other years as noted], 2005)  Additionally, the self-reported prevalence of pre-

diabetes for 2015 was 10.0%.  This apparent rising of both pre-diabetes and diabetes may be 

correlated with the high prevalence of adult overweight and obesity.  In 2015, 68% of adults 

were overweight or obese with 36.3% of adults self-reporting as obese. (Professional Research 

Consultants, Inc, 2015) 
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Populations at risk  

Jackson County in its entirety is a Tier 1, economically distressed community indicating that all 

of its residents are at-risk for developing health issues.  Digging deeper, it is important to focus 

our efforts on those who are most vulnerable, underserved, and facing disparities to ensure 

health equity among our residents.  Those at-risk populations in Jackson County include low-

income residents, the un- or under-insured, residents with limited educational attainment, 

and minorities (ex: Native Americans and Hispanics). 

Health Priorities  

The Jackson County CHA Work Team worked to gather both primary and secondary data as 

described above.  Once gathered, the Team analyzed the data and narrowed it down to 10 

health issues.  The issues were presented during a Community Meeting.  From there, the 

community prioritized the issues, selecting three health priorities.  The CHA Facilitator presented 

these priorities to the CHA Steering Committee for confirmation.  The three health priorities 

selected by our community members include: 

 Physical Activity and Nutrition 

 Injury and Substance Abuse Prevention 

 Chronic Disease 

 

Next Steps  

The 2015 CHA will be disseminated in a variety of ways.  To begin, the document will be made 

available online at http://health.jacksonnc.org/community-health-data-1.  Hard copies will also 

be available at the Health Department, local library, and printed upon request.  The CHA 

Facilitator will present the CHA data during a Board of Health Meeting, Healthy Carolinians 

Steering Committee meeting, JCDPH staff meeting, School Health Advisory Council (SHAC) 

meeting, and upon request. 

 

Next steps include the development of a community health improvement plan based on the 

findings from the CHA.  The CHA Facilitator will convene community members and partners 

interested in “moving the needle” on the selected health priorities.  Action teams will emerge 

from the selected health priorities and the teams will begin brainstorming evidence-based 

strategies.  While much work has already been done to improve the health of our community’s 

residents, much work is left to do to ensure that Jackson County is the healthiest place to live, 

learn, work, and play. 

  

http://health.jacksonnc.org/community-health-data-1
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CHAPTER 1 – COMMUNITY HEALTH ASSESSMENT PROCESS  

Purpose  

Community health assessment (CHA) is an important part of improving and promoting the 

health of county residents.  Community-health assessment is a key step in the ongoing 

community health improvement process.  

A community health assessment (CHA), which is both a 

process and a product, investigates and describes the 

current health indicators and status of the community, 

what has changed, and what still needs to change to 

reach a community’s desired health-related results.   

Definition of Community 

Community is defined as "county" for the purposes of 

the North Carolina Community Health Assessment 

Process.   Harris Regional Hospital serves the residents 

of Jackson County as a for-profit hospital.    Regardless, 

Harris Regional Hospital was a partner in the local level assessment though it did not have to 

complete a community health (needs) assessment as required of not-for-profit hospitals. 

WNC Healthy Impact 

WNC Healthy Impact is a partnership between hospitals and health departments in western 

North Carolina to improve community health.  As part of a larger, and continuous, community 

health improvement process, these partners are collaborating to conduct community health 

assessments across western North Carolina.  Learn more by visiting: 

www.WNCHealthyImpact.com.  Our county and partner hospitals are involved in this 

regional/local vision and collaboration.  Participating counties include: Buncombe, Cherokee, 

Clay, Graham, Haywood, Henderson, Jackson, Macon, Madison, McDowell, Mitchell, Polk, 

Rutherford, Swain, Transylvania and Yancey.  

Data Collection 

The set of data reviewed for our community health assessment process is comprehensive, 

though not all of it is presented in this document.  Within this community health assessment 

product we share a general overview of health and influencing factors then focus more on 

priority health issues identified through this collaborative process.  Our assessment also 

highlights some of our community strengths and resources available to help address our most 

pressing issues.  

Core Dataset Collection 

The data reviewed as part of our community’s health assessment came from the WNC Healthy 

Impact regional core set of data and additional local data compiled and reviewed by our local 

http://www.wnchealthyimpact.com/
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CHA Team.  WNC Healthy Impact’s core regional dataset includes secondary (existing) and 

primary (newly collected) data compiled to reflect a comprehensive look at health.  The 

following data set elements and collection are supported by WNC Healthy Impact data 

consulting team, a survey vendor, and partner data needs and input: 

 A comprehensive set of publically available secondary data metrics with our county 

compared to the sixteen county WNC region as “peer” 

 Set of maps accessed from Community Commons and NC Center for Health Statistics 

 Telephone survey of a random sample of adults in the county 

See Appendix A for details on the regional data collection methodology. 

Additional Community-Level Data 

Additional community-level data was collected beyond the core data set collection.  The CHA 

Work Team conducted 13 interviews with a variety of key stakeholders throughout Jackson 

County.  Further, the CHA Work Team implemented five listening sessions with the following 

community groups—older adults, adults who rely on the local free health clinic, Western 

Carolina University students who live on campus, Western Carolina University nutrition students, 

and high school students.   

All qualitative data collected by the CHA Work Team was coded and analyzed as a group, 

looking for key themes.  Many patterns arose from the key stakeholder interviews and listening 

sessions.  This qualitative data was presented with the core data set to community members 

during the prioritization process to select health priorities.  

Health Resources Inventory  

An inventory of available resources of our community was conducted through reviewing a 

subset of existing resources currently listed in the 2-1-1 database for our county as well as 

working with partners to fill in additional information.  Where gaps were identified, we partnered 

with 2-1-1 to fill in or update this information when applicable.  See Chapter 7 for more details 

related to this process.  

Community Input & Engagement  

Including input from the community is an important element of the community health 

assessment process.  Our county included community input and engagement in a number a 

ways: 

 Partnership on conducting the health assessment process via the CHA Work Team and 

CHA Steering Committee  

 Through primary data collection efforts (survey, listening sessions, and key stakeholder 

interviews)  

 In the identification and prioritization of health issues. 

In addition, community engagement is an ongoing focus for our community and partners as we 

move forward to the collaborative action planning phase of the community health improvement 

process.  Partners and stakeholders with current efforts or interest related to priority health 



    

13 

 

issues will continue to be engaged.  We also plan to work together with our partners to help 

assure programs and strategies in our community are developed and implemented with 

community members and partners.   

At-Risk & Vulnerable Populations  

Throughout our community health assessment process and product, our team was focused on 

understanding general health status and related factors for the entire population of our county 

as well as the groups particularly at risk for health disparities or adverse health outcomes.  In 

particular, for the purposes of the overall community health assessment, we aimed to 

understand variability in health outcomes and access of medically underserved, low-income, 

minority, and others experiencing health disparities.   

To assist in data analysis, reporting, prioritization and health improvement planning, we came up 

with the following definitions and examples for underserved, at-risk, and vulnerable populations. 

 The underserved are community members who do not access health care either 

because there is a lack of services or providers available or because of limitations of 

income, literacy, or understanding on how to access services.  Jackson County has high 

Health Professional Shortage Area (HPSA) scores (Mental Health: 12, Primary Care: 17, 

and Dental Health: 18) proving that all residents in Jackson County are underserved. 

(HRSA, 2015 )  More specific examples of underserved populations in Jackson County 

include the un- or under-insured, residents living below the poverty level, residents with 

limited educational attainment, etc.  

 Those at-risk are community members of a particular group who are likely to, or have 

the potential to, get a specified health condition. Examples of at-risk populations in 

Jackson County include residents who are low income, minorities, who are un- or under-

insured, who smoke, who abuse substances, are obese/overweight, who are sedentary, 

do not eat the recommended amount of fruits and vegetables, etc.  

 The vulnerable are community members that may be more susceptible than the general 

population to risk factors that lead to poor health outcomes. Examples of vulnerable 

populations in Jackson County include residents living below the poverty level, residents 

using WIC/FNS services, older adults, etc. 
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CHAPTER 2 – JACKSON COUNTY  

Location and Geography 

Jackson County is a Tier 1, rural county located in the heart of 

Western North Carolina (WNC), surrounded by the Great Smoky 

Mountains and the Blue Ridge Parkway.  Jackson County consists of 494 square miles of 

mountains, rolling hills, and fertile valleys.  Elevations in this community range from 2,000 to 

6,000 feet. (Hotaling, 2015)  Because of the pleasant climate and scenic beauty, Jackson County 

attracts not only many tourists but also many retirees to the area.   

Jackson County is home to four main towns (Sylva as the county seat, Dillsboro, Webster, and 

Cashiers), many residential areas (Cullowhee, Forest Hills, and Tuckaseigee), and the Qualla 

Boundary—a tribal reservation for the Eastern Band of Cherokee Indians.  Notable geographic 

features of Jackson County include Richland Balsam (the county’s tallest peak at 6,410 ft.), 

Whitewater Falls (411 ft.), and Panthertown in Cashiers, which has been described as the 

“Yosemite of the East.”  Additionally, the picturesque Tuckaseigee River flows 40 miles through 

the county. (Hotaling, 2015) There are many lakes and streams, ideal for 

water activities such as rafting, kayaking, and fishing.  Jackson County is a 

perfect place for those seeking the adventure of recreational activities or 

those seeking the peace and tranquility of the mountains.  

Jackson County is considered centrally located to surrounding 

metropolitan areas, many of which are out-of-state.  It is 150 miles from 

Atlanta, GA; 111 miles from Knoxville, TN; and 195 miles from Columbia, 

SC.  Coincidently, Jackson County is 292 miles from Raleigh, NC—its own 

state capital.  This distance from the capital lends to a feeling of isolation 

from state lawmakers and inaccessibility to state resources at times.  

Adding to the feelings of isolation and inaccessibility, Jackson County has 

mountainous terrain, rough roads, and can experience harsh winters.   

History 

Named for President Andrew Jackson, Jackson County was founded in 1851. (Martin, 2015) This 

county was formed from parts of Haywood and Macon Counties.  Jackson County is shaped by 

the unique identities of its several towns and residential areas, each having its own rich history.  

Webster, the original county seat of Jackson County, was created in the mid-1800s and 

incorporated in 1859.  During the construction of the Western NC Railroad (now the Great 

Smoky Mountain Railroad), Webster’s residents expected the railroad to run through their 

town’s center.  However, the railroad was built through the town of Sylva instead.  Cullowhee is 

an unincorporated township comprised mostly of Western Carolina University and the 

surrounding businesses/residences designed to serve faculty and students.  Dillsboro is a small 

village of shops and crafters.  During the 1880s when the Western NC Railroad was built, 

Dillsboro was a center of railway activity.  Finally, Sylva is the county’s retail and professional 

Picture courtesy of UNC School of Social Work. 

 Photo courtesy of 

main.nc.us/jackson/  
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center.  Named for William D. Sylva, Sylva’s development rose 

with the construction of the Western NC Railroad.  The 

railroad’s route through Sylva made it a prime location for the 

county’s seat but the issue of relocation resulted in years of 

bitter dispute between representatives of Sylva and Webster.   

The state legislature settled the dispute, giving Sylva 

permission to construct a courthouse and to pay the moving 

costs to relocate. (Martin, 2015).  To this day, that courthouse 

(now home to the Jackson County Public Library Complex) is 

touted to be the most photographed courthouse in the state. 

Population 

In 2014, 40,981 residents lived in Jackson County—a 1.8% increase from 2010.  The majority of 

residents are Caucasian (85.2%) with minorities represented as follows: American Indian/Alaskan 

Native (9.6%), Hispanic/Latino (5.1%), African Americans (2.3%), and Asian (1.0%). (QuickFacts, 

Jackson County, North Carolina, 2014) Jackson County has a significantly higher proportion of 

American Indians and significantly lower proportion of African Americans (and other minority 

groups) than the WNC region and NC as a whole.  The median age of Jackson County residents 

is 36.3 years—8.4 years younger than the WNC regional average and 1.1 years younger than the 

NC average.   Nevertheless, Jackson County has a lower proportion of younger persons and a 

higher proportion of older persons than NC. 

In fact, the population in each major age group age 65 years and older in 

Jackson County will increase between 2010 and 2030.  The proportion of the 

population age 85 years and older will more than double in that period—a 

predicted increase of 87%.  By 2030, estimates project that there will be more 

than 9,500 persons age 65+ in Jackson County.  (US Census Bureau, Profile of 

General Demographic Characteristics: 2000 (DP-1), SF1, 2000)  This aging 

population begs the 

question—are there 

sufficient health and 

human service resources 

(such as adult day care, 

respite care, congregate 

meals, and more) 

adequate to meet the 

needs of 9,500+ seniors in 

2030?  

 

 

 

Photo courtesy of The Sylva Herald. 

Source: US Census Bureau and NC State Office of Budget and 

Management 
Source: Community Commons 

Percent of the Population 

of Older Adults (age 65+) in 

Jackson County 
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CHAPTER 3 – A HEALTHY JACKSON COUNTY  

Elements of a Healthy Community 

When key stakeholders were asked to describe what elements they felt contributed to a healthy 

community, they reported:   

 Access to healthcare to include preventative care 

 Keeping health at the forefront in all policies 

 More and better health education at all ages  

 Access to affordable, healthy foods 

 Plentiful, safe places to recreate 

During our collaborative action planning efforts and next steps, 

we will further explore these concepts and the results our 

community has in mind.  

In Jackson County, a community health improvement coalition 

exists called the Healthy Carolinians of Jackson County Partnership.  Founded in the early 1970s, 

this coalition has grown and developed to become a community-based advocacy group of 

volunteer agencies and individual community members, working to improve the quality of 

health for all residents of Jackson County through: 

 Improved health services 

 Increased efficient utilization of health services 

 Community empowerment 

Healthy Carolinians of Jackson County works through a 

Steering Committee and three Action Teams to: 

 Build and promote collaborative partnerships 

 Identify critical needs in the community 

 Guide local planning efforts to improve health 

 Support innovative health programs 

 Advocate for health-promoting policies 

Additionally, Healthy Carolinians of Jackson County 

plays a large role in the CHA process.  Members of the 

Steering Committee act as the CHA Steering Committee, advising the process, providing input, 

and confirming the identified health priorities.  Action Teams are formed around selected health 

priorities and charged with developing strategies to address each health priority.  See 

http://health.jacksonnc.org/healthy-carolinians for more information on the Partnership, Action 

Teams, and notable accomplishments. 

“I moved here, like many 

others, for a job.  But what I 

like most about this place is 

the opportunities available for 

me to help out, the challenges 

set forth that I can make an 

impact on.  That’s what 

drives me.  That’s what I find 

cool.”  

Members of the Healthy Carolinians of Jackson County 

Partnership work to select health priorities for the 2015 CHA. 

Photo courtesy of Melissa McKnight 

http://health.jacksonnc.org/healthy-carolinians
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Community Assets 

We also asked key stakeholders to share some of the assets or “gems” they thought were 

important in our community.  They shared the following information and ideas:   

 The natural resources, environment, and geography all lead to recreation opportunities  

 Compassionate community members 

 Tourism 

 Access to and collaboration with educational institutions like Western Carolina University 

(WCU) and Southwestern Community College (SCC) 

 Proactive approach to services offered 

to residents 

 Strong connection with the outdoors—

community gardens, farmers markets, 

farm-to-school programs 

 Peaceful culture 

 Synergies and collaborative 

relationships between agencies allows 

much to be done with little resources 

 Self-reliant community, prideful in their 

sense of “rugged individualism” 

 Caring, compassionate leaders who truly 

care for the residents of Jackson County  

 Outstanding health and educational 

system  

 

  
Photo courtesy of @cynematravels on Instagram 
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CHAPTER 4 – SOCIAL & ECONOMIC FACTORS  

Income  

Income provides economic resources that shape a variety of choices—choices about housing, 

education, child care, food, medical care, and more.  Further, income allows residents to not only 

purchase health insurance and medical care but also make choices that support healthy 

lifestyles.  While the starkest difference in health is between those in the highest and lowest 

income brackets, the relationship of income affecting health persists throughout all brackets.  

Additionally, the ongoing challenges associated with low income leads to cumulative health 

damage—physical, mental, chronic, and more.  (CDC, CDC Community Health Improvement 

Navigator, 2015) 

Jackson County is a Tier 1, economically distressed county. (NC Department of Commerce, 2015) 

According to the NC Department of Commerce, Jackson County earned this Tier 1 designation 

based on its unemployment rate, median household income, percentage growth in population, 

and adjusted property tax base per capita.  For the 2009-2013 aggregate period, the median 

household income in Jackson County was $36,951.  This is a $239 decrease from the 2006-2010 

aggregate period and is both lower than the WNC region (by $1,936) and NC (by $9,383) 

average. (QuickFacts, Jackson County, North Carolina, 2014). 

County Percent Total Population Below 100% Poverty Level 

2006-2010 2007-2011 2008-2012 2009-2013 

Jackson County 20.4 19.5 19.5 21.8 

WNC Region 15.7 16.1 16.9 18.0 

State of NC 15.5 16.1 16.8 17.5 

(FactFinder, Poverty Status in the Past 12 Months. 2006-2010 [and other years as noted], 2015) 

 

In the WNC region and the state of NC, 

the total poverty rate has increased in 

each period cited from 2006-2010 to 

2009-2013.  Though often increasing, the 

rate in Jackson County is more variable.  

Of note, however, the total poverty rate 

in Jackson County is higher than the 

regional and NC rates in each period 

cited. 

 

In much of NC, children suffer 

disproportionately from poverty.  In our 

community, this disparity is less obvious.  
Source: US Census Bureau 
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Referring to the graph above, the estimated poverty rate among children under age 18 was 

similar to the overall poverty rate in every year cited except 2009-2013.  During the aggregate 

period of 2009-2013, the poverty rate for children exceeded the overall rate by 33%.  

(FactFinder, Poverty Status in the Past 12 Months. 2006-2010 [and other years as noted], 2015) 

Employment 

Employment provides income and benefits that can support healthy lifestyle choices.  

Conversely, unemployment and under-employment can limit these choices.  With adults 

spending nearly half of their waking hours at work, it is ideal to work in a supportive workplace 

that provides benefits such as health insurance, paid sick leave, and even workplace wellness 

programs.  Unfortunately, the “working poor” do not see many of these opportunities—they 

may not be able to afford quality child care and can lack paid leave to care for their families and 

themselves.  Further, the unemployed face challenges such as low income, lack of health 

insurance, and greater risk of increased stress, high blood pressure, heart disease, and 

depression.  (CDC, CDC Community Health Improvement Navigator, 2015) 

As of 2013, the three employment sectors in Jackson County with the largest proportions of 

workers (and average weekly wages) were: 

 Educational Services: 22.43% of workforce ($790) 

 Accommodation and Food Service: 16.10% of workforce ($271) 

 Health Care and Social Assistance: 14.86% of workforce ($711) (LEAD, 2013) 

Take note of the gap in average weekly wages between the Educational Services sector and the 

Accommodation and Food sector (a difference of $517 per week).  Persons working in the 

Accommodation and Food sector tend to lack employment benefits like health insurance and 

retirement programs.  Additionally, many in this sector work part-time and often at multiple 

jobs.  This is a sector whose relative poverty leaves them vulnerable to emotional stress and 

poor health outcomes. 

Throughout the period cited in the graph to the right (2007-2014), the unemployment rate in 

Jackson County was lower than the 

comparable rates in the WNC region and NC 

as a state.  (LAUS, 2014) It is important to note 

that a person is defined as unemployed if 

they: 

 Had no employment during the week 

that includes the 12th of the month but 

were available to work 

 Had made specific efforts to find 

employment during the four weeks 

prior  

 Were waiting to be recalled to a job 

from which they had been laid off 
Source: NC Department of Commerce 
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 Were waiting to report to a new job within 30 days 

Persons who have given up on finding employment are not included in this rate. 

Education 

Studies show that better educated individuals live longer, healthier lives than those with less 

education.  Further, children of better educated individuals are more likely to thrive as well, even 

when factors like income are taken into account.  More schooling is linked to many important 

factors that influence health—higher income, better employment options, increased social 

support, increased support opportunities for healthier choices.  Higher levels of education can 

lead to a greater sense of control over one’s life, which is linked to better health, healthier 

lifestyle decisions, and fewer chronic conditions.  Perhaps the greatest evidence for continuing 

education is connected to lifespan—on average, college graduates live nine more years than 

high school dropouts.  These benefits of education trickle down to children as well; children 

whose mothers graduate from college are twice as likely to live past their first birthday, have 

decreased risk of cognitive development, decreased risk of tobacco and drug use, and lower risk 

of many chronic conditions. (CDC, CDC Community Health Improvement Navigator, 2015) 

Compared with the WNC region, Jackson County has: 

 13% lower percentage of persons in the population over age 25 having only a high 

school diploma or equivalent (2009-2013 estimate) (US Census Bureau, Educational 

Attainment 2006-2010 [and other years as noted] American Community Survey 5-Year 

Estimates (S1501), 2015) 

 32% higher percentage of persons in the population over age 25 having a Bachelor’s 

degree or higher (2009-2013 estimate) (US Census Bureau, Educational Attainment 2006-

2010 [and other years as noted] American Community Survey 5-Year Estimates (S1501), 

2015) 

 5% higher overall high school graduation rate (for a 4-year cohort of 9th graders 

entering the school in SY2010-2011 and graduating in SY2013-2014 or earlier) (Public 

Schools of North Carolina, 2015) 

Community Safety 

Injuries through accidents or violence are the third leading cause of death in the United States.  

Accidents and violence affect health and quality of life in both the short- and long-term for both 

those directly and indirectly affected.  Community safety includes not only violent acts in 

neighborhoods and homes but also injuries caused unintentionally.  Many injuries are 

preventable—car accidents, poisonings, falls, fires, assaults, rape, robbery, and more.  The 

chronic stress of living in an unsafe neighborhood can lead to accelerated aging, anxiety, 

depression, higher rates of pre-term births, etc. (CDC, CDC Community Health Improvement 

Navigator, 2015) 

The index crime (the sum of all violent and property crime), property crime (burglary, arson, and 

motor vehicle theft), and violent crime (murder, forcible rape, robbery, aggravated assault) rates 
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were higher in Jackson County than in WNC for most years from 2001-2012. (NC Department of 

Justice, 2003) 

Housing 

Housing options shape our community; the choices we make about housing and the 

opportunities to make these choices affect our health.  Housing structures protect residents 

from weather while providing safe environments for families to live, learn, grow, and more.  

Unfortunately, houses and apartments can be unhealthy and unsafe.  Exposure to lead paint, 

improper insulation, the growth of mold and other indoor allergens all lead to unhealthy 

conditions.  (CDC, CDC Community Health Improvement Navigator, 2015) 

Further, housing is a substantial expense.  In fact, a measure of economic burden in a 

community is the percent of housing units spending more than 30% of household income on 

housing.  In Jackson County, larger proportions of both renters and mortgage holders spend 

>30% of household income on housing than in the WNC region or NC average.  (US Census 

Bureau, Gross Rent as a Percentage of Household Income in the Past 12 Months, 2006-2010 

American Community Survey 5-Year Estimates (B25070) [and other years as noted], 2015) 

Family & Social Support 
People with greater social support, less isolation, and greater interpersonal trust live longer lives 

than those who are socially isolated.  Therefore, neighborhoods richer in social capital provide 

residents with greater access to support and resources than those with less social capital.  Social 

support stems from relationships—relationships with family members, friends, colleagues, 

neighbors, acquaintances.  All of these relationships protect physical and mental health while 

facilitating healthy behaviors and choices.  Conversely, those without social support are at 

increased risk for poor health outcomes such as increased vulnerability to the effects of stress, 

cardiovascular disease, overeating in adults, smoking in adults, and obesity in children. (CDC, 

CDC Community Health Improvement Navigator, 2015) 

Social associations are a way to measure family and social support.  Social associations are the 

number of membership associations (civic organizations, bowling centers, golf clubs, fitness 

centers, sports organizations, religious organizations, and more) per 10,000.  In Jackson County, 

Source: US Census Bureau 
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the social association rate is 12.4 for 2012, higher than the rate in the state of NC.  (County 

Health Rankings, Health Factors: Social Associations in Jackson County , 2015). 

Another measure of family and social support is the percentage of children in family households 

that live in a household headed by a single parent.  Adults and children in single-parent 

households are at risk for adverse health outcomes such as mental health problems (substance 

abuse, depression, suicide) and unhealthy behaviors (smoking, excessive alcohol use).  In 

Jackson County, 41% of children live in single parent-households, greater than that of the state 

of NC. (County Health Rankings, Health Factors: Children in Single-Parent Households, 2015) 
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CHAPTER 5 – HEALTH DATA FINDINGS SUMMARY  

Mortality  

The overall life expectancy for residents in Jackson County is 78.6 years.  This is both higher than 

that of WNC (77.7 years) and NC (78.2 years).  For persons born in 2011-2013, life expectancy 

among comparator jurisdictions is longest among women. (NC SCHS, 2011-2013 State-Level Life 

Expectancies by Age, Sex, Race, and Race by Sex, 2014) 

Life Expectancy at Birth for Persons Born in 2011-2013 

 
Source: NC State Center for Health Statistics  

The leading causes of death in Jackson County mirror both those of WNC and NC.  Total cancer, 

diseases of the heart, and chronic lower respiratory disease (CLRD) are the top three leading 

causes of death in our community.  (NC SCHS, 2013 North Carolina Vital Statistics, Volume 2: 

Leading Causes of Death, 2013) 

Leading Causes of Death: Overall 

Age-Adjusted Rates (2009-13) Jackson No. 

of Deaths 

Jackson 

Mortality Rate 

Rate Difference 

from NC 

1. Total cancer 420 177.8 +2.6% 

2. Diseases of the heart 362 163.0 -4.1% 

3. Chronic lower respiratory disease 107 47.9 +3.9% 

4. All other unintentional non-motor 

vehicle injuries 

82 41.2 +40.6% 

5. Alzheimer’s disease 62 29.9 +3.8% 

6. Cerebrovascular disease 66 29.8 -31.8% 

7. Pneumonia and influenza 41 19.2 +7.3% 

8. Diabetes mellitus 42 17.0 -21.7% 

9. Nephritis, nephrotic syndrome, nephrosis 34 16.0 -9.1% 

10. Suicide 31 16.0 +31.1% 

11. Septicemia 24 10.8 -31.7% 

12. Chronic liver disease and cirrhosis 23 10.4 +9.5% 

13. Unintentional motor vehicle injuries 20 9.5 -30.7% 

14. Homicide* 4 1.5 -74.1% 

15. AIDS* 1 0.6 -79.3% 
*: Rate unstable 

Source: NC State Center for Health Statistics 

Male Female White
African-

American

Jackson 78.6 76.7 80.6 78.9 n/a

WNC (Regional) Arithmetic Mean 77.7 75.3 80.2 77.9 75.2

State Total 78.2 75.7 80.6 78.8 75.9

County Overall

Sex Race
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According to the above data, people in Jackson County have lower mortality than the 

population statewide for six of the thirteen leading causes of death for which county rates are 

stable.  Mortality rates in Jackson County are higher than the comparable state rates for cancer, 

CLRD, unintentional non-motor vehicle injuries, Alzheimer’s disease, pneumonia and influenza, 

suicide, and liver disease. (NC SCHS, 2013 North Carolina Vital Statistics, Volume 2: Leading 

Causes of Death, 2013)   

 

When compared by gender, the leading causes of death differ greatly among males and females 

in Jackson County. 

Leading Causes of Death: Gender Comparison 

Jackson County 

Rank by Descending Overall Age-Adjusted 

Rates (2009-13) 

Rate Among 

Males 

Rate Among 

Females 

% Male Rate 

Difference from 

Females 

1. Total cancer 219.2 146.6 +49.5% 

2. Diseases of the heart 196.9 130.8 +50.5% 

3. Chronic lower respiratory disease 60.0 40.5 +48.1% 

4. All other unintentional injuries 58.7 25.3 1.3X 

5. Alzheimer’s disease 25.7 32.3 -20.4% 

6. Cerebrovascular disease 27.8 30.6 -9.2% 

7. Pneumonia and influenza n/a 18.2 n/a 

8. Diabetes mellitus 19.5 15.1 +29.1% 

9. Nephritis, nephrotic syndrome, nephrosis n/a n/a n/a 

10. Suicide 28.5 n/a n/a 

11. Septicemia n/a n/a n/a 

12. Chronic liver disease and cirrhosis n/a n/a n/a 

13. Unintentional motor vehicle injuries n/a n/a n/a 

14. Homicide 5.4 n/a n/a 

15. AIDS n/a n/a n/a 
Source: NC State Center for Health Statistics 

 

Note how poorly males in Jackson County fare compared to females in terms of mortality due to 

five of the seven gender-stratified leading causes of death for which there are stable rates for 

both males and females.  This is not a new observation, neither is it unique to WNC.  This is a 

long-standing and wide-spread problem that remains unsolved. (NC SCHS, 2011-2013 State-

Level Life Expectancies by Age, Sex, Race, and Race by Sex, 2014)  Potential reasons as to why 

females fare better on these gender-stratified leading causes of death include utilization of 

preventative care, medical check-ups, and participation in screening events generally is higher 

among women while participation in risky behaviors (smoking, substance abuse, poor diet, lack 

of exercise) is generally higher among men. 
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Health Status & Behaviors 

Overall Health Status 

 

According to American’s Health Rankings, the state of NC ranked 35th overall out of 50 United 

States of America (where #1 is “best”).  Bringing this closer to home, the 2015 County Health 

Rankings ranked Jackson County 24th overall among 100 NC counties. (County Health Rankings, 

Jackson: Overall Rank, 2015)  In terms of health outcomes, Jackson County ranked: 

 28th in length of life (Includes premature death) 

 26th in quality of life (Includes poor or fair health, poor physical health days, poor mental 

health days, low birthweight) 

In terms of health factors, Jackson County ranked: 

 34nd in health behaviors (Includes adult smoking, adult obesity, physical inactivity, access 

to exercise opportunities, alcohol-impaired driving deaths, and more) 

 65th in clinical care (Includes uninsured, primary care physicians, dentists, mental health 

providers, mammography screenings, and more) 

 36h in social and economic factors (Includes high school graduation, unemployment, 

children in poverty, social associations, violent crime, and more) 

 93rd in physical environment (Includes air pollution-particulate matter, drinking water 

violations, severe housing problems, and more) 

Though ranked in the top quartile of all counties in North Carolina, there is still much area to 

improve upon, especially in terms of health factors.   

Much data was collected throughout the CHA process 

on self-reported health status.  Only 13% of Jackson 

County residents that were surveyed stated that this 

county is a fair/poor place to live. Additionally, only 

14.8% of residents stated that they experience “fair” 

or “poor” overall health.  Finally, of those who reported 

that they were limited in activity in some way due to 

physical, mental, or emotional problems, most listed 

difficulty walking, back/neck problems, and “other” as 

the types of problems that limit activity. (Professional 

Research Consultants, Inc, 2015) 

Maternal & Infant Health 

 

The pregnancy rate in Jackson County for women aged 15-44 years appears to have fallen 

overall since 2006.  This downward trend is mirrored in that of the WNC and NC rates, with rates 

being 46.9 (Jackson), 63.4 (WNC), and 70.8 (NC) in 2013.  The teen pregnancy rates in Jackson 

County, WNC, and NC have fallen significantly since 2007 and appear to be falling still in Jackson 

County. Among Jackson County women age 15-44 years, the highest pregnancy rates appear to 

occur among Hispanics.  Further, among teens age 15-19 years in Jackson County, the highest 

Source: Professional Research Consultants, Inc. 

Source: Professional Research Consultants, Inc. 
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pregnancy rates appear to occur almost frequently among Hispanics or the group identified as 

“Other.”  Up until recently, “Other” would have included Native Americans—in 2013, pregnancy 

rates for Native Americans were reported separately for the first time.  (NC SCHC, 2008-2013) 

  

A few pregnancy risk factors are of note in Jackson County and WNC women.  To begin, the 

WNC region in general has very high percentages of women who smoke during pregnancy.  

Jackson County is one of the many counties in the region where the percentage of women who 

smoked during pregnancy exceeds 20% (24% in 2013).  In the past, the percent of Jackson 

County women accessing early prenatal care has been expecially high (76% of women received 

prenatal care in the first trimester), so pregnant women should have received messages from 

materinity care providers about the hazards of smoking while pregnant.  (NC SCHS, Selected 

Vital Statistics, Volume 1- 2008 and 2004-2008 [and other years as noted], 2008-2013) (NC 

SCHS, County Resident Births for 2008 [and other years as noted] By Month Prenatal Care Began 

and Age of Mother For All Women (Table 6), 2008-2013)  Despite the percentage of women in 

the county getting early prenatal care being the highest among comparators after 2011, the 

percentage of women who smoked while pregnant actually rose.  

 

County Percent of Births to Mothers Who Smoked While Pregnant 

 2011 2012 2013 

Jackson County 22.3 21 24 

WNC Region 20.1 19.2 19.4 

State of NC 10.9 10.6 10.3 
Source: NC SCHS, Vital Statistics Volume I 

County Percent of Pregnancies Receiving Prenatal Care in 1st Trimester 

 2011 2012 2013 

Jackson County 75.9 78.2 76.0 

WNC Region 75.6 76.5 75.5 

State of NC 71.2 71.3 70.3 
Source: NC SCHS, Baby Book 

*Minority rates unstable in 2013 and therefore not graphed 

Source: NC State Center for Health Statistics 
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The infant mortality rate in Jackson County 

appears to be rather variable.  Until recently, 

infant mortality was lower in Jackson County 

than in NC as a whole.  The overall infant 

mortality rates of the county are unstable or 

suppressed, as are all the racially stratified rates.  

Additionally, the NC SCHS suppressed infant 

mortality rates based on small numbers of infant 

deaths in 12 of the 16 WNC counties for the 

2009-2013 reporting period.  The regional rate is 

based on the stable rates from only Buncombe, 

Henderson, and Rutherford counties.  (NC SCHS, 

Infant Death Rates per 1,000 Live Births, 2007-2011 [and other years as noted], 2013-2015) 

Chronic Disease 

Chronic disease is a notable issue in Jackson 

County, especially diabetes, cancer, 

cardiovascular disease, and CLRD.  The 

average self-reported prevalence of Jackson 

County adults with diabetes was 10.7% in 

the period from 2005-2011.  Over the same 

period, the WNC average was 9.0%.  Both 

jurisdictions have seen a rise in diabetes 

over time. (CDC, County Level Estimates of 

Diagnosed Diabetes- of Adults in NC, 2005 

[and other years as noted], 2005)  Further, 

10.0% of Jackson County residents self-

report that they have been diagnosed with borderline or pre-diabetes, a condition that will lead 

to diabetes if lifestyle changes are not adopted.  

(Professional Research Consultants, Inc, 2015) 

Cancer is the leading cause of death in Jackson 

County.  Lung, prostate, breast, and colorectal 

cancers all lead in terms of site-specific cancers for 

this community.  Jackson County mortality rates 

have decreased over time for three of the four 

major site-specific cancers, the exception being lung 

cancer.  Incidence rates, however, have increased for 

all four of the major site-specific cancers.  Three of 

these site-specific cancers—prostate, breast, and 

colorectal cancers—are subjects for periodic 

community screening efforts.  Jackson County may 

work to assess the pattern and frequency of screening 

efforts in the community to understand if increased 

Source: NC State Center for Health Statistics 

Source: Centers for Disease Control and Prevention, via BRFSS 

Source: Sheila Pfaender, Public Health Consultant; based 

on data from NC SCHS 
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surveillance may be contributing to an increase in incidence.  Lung cancer, however, is not a 

cancer usually subject to routine screening.  While there are many possible contributors to 

increase lung cancer incidence in Jackson County (smoking, air pollution, radon), we are not able 

to establish a cause/effect relationship.  (NC SCHS, 2009-2013 Race-

Specific and Sex-Specific Age-Adjusted Death Rates by County 

(CD21B), 2009-2013) (NC SCHS, 2008-2012 NC Incidence Rates per 

100,000 Population Age-Adjusted to the 2000 US Population, 2008-

2012) 

Additionally, cardiovascular disease is a leading cause of death in 

Jackson County.  Over 5% of Jackson County residents have been 

diagnosed with heart disease (to include heart attack, angina, or 

coronary disease). This prevalence is less than that of WNC (6.5%) 

and NC (6.1%). (Professional Research Consultants, Inc, 2015)  

According to maps developed by the NC State Center of Health 

Statistics, heart disease mortality is clustered geographically in the 

Sylva/Balsam area of Jackson County with a rate of 200.7-

283.2/100,000 in 2009-2013.  Higher pockets of heart disease are 

just over the county border (near Highlands in the south and 

Maggie Valley in the east).   

Injury & Violence 

 

For age groups 00-19, 20-39, and 40-64 years, injuries (whether 

motor vehicle or intentional) are a leading cause of death for 

residents in Jackson County. (NC SCHS, 2013 North Carolina Vital 

Statistics, Volume 2: Leading Causes of Death, 2013) The main 

injuries that lead to death or debilitation in our community include falls, unintentional 

poisonings, and motor vehicle crashes.   

 

Mental Health & Substance Abuse 

 

Between 2006 and 2013, the number of Jackson County residents served by the Area Mental 

Health Program decreased overall from 1,629 to 1,410 (a 13% decrease).  Over the same 8-year 

period, the number of Jackson County residents served in State Psychiatric Hospitals decreased 

from 24 to 2 (a 92% decrease).  It is doubtful that the decrease in Jackson County utilization of 

state psychiatric hospitals means decreased need for psychiatric services for the most severely 

impaired mental health patients.  (NC Office of State Budget Management, 2006-2013)   Rather, 

this decrease in utilization begs the question—where are those in need being treated? 

Emergency rooms? Jails? Not at all? When asked if they got needed social/emotional support, 

20% of residents in Jackson County indicated that they did not.  (Professional Research 

Consultants, Inc, 2015)  It is of note that mental health and substance abuse services came up as 

a need over and over again during listening sessions and key stakeholder interviews.  In fact, a 

lack of mental health services in our area is defined as a Resource Gap below.  

Source: NC SCHS 2009-2013 

Jackson County Heart 

Disease Mortality Rates, 

2009-2013 
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Oral Health 

 

Only 59.6% of residents in Jackson County indicate that they have visited a dentist or dental 

clinic within the past year.  This percentage is lower than the comparator jurisdictions of WNC 

and NC (63.7% and 64.9% respectively).  (Professional Research Consultants, Inc, 2015)  A lower 

percentage of residents visiting a dentist could be attributed to the closing of the Health 

Department’s dental clinic in 2012 and community partners no longer offering the Missions of 

Mercy free dental clinic annually—both due to financial constraints.  East Carolina University 

School of Medicine opened a Community Service Learning Center in Sylva in 2015 with the 

hopes of bridging this gap.  This dental clinic is committed to offering comprehensive general 

dental services for adults, children, and special needs patients. 

Clinical Care & Access  

With the passage of the Affordable Care Act in 2010 

and it being upheld in 2012, many looked forward to 

the opportunity of increased coverage by health 

insurance.  However, in NC a few factors made this 

increased coverage less accessible.    To begin, NC did 

not develop its own insurance exchange system, relying 

on the exchange developed by the federal government.  

Further, NC did not expand Medicaid, leaving many in a “hole” of making too much to qualify 

for Medicaid under the current guidelines but not enough for private insurance.  Though many 

insurance navigators work tirelessly to assist those seeking insurance through the exchange and 

helping them qualify for subsidies, many are still unable to afford policies.  In fact, the percent 

uninsured adults aged 18-64 years in Jackson County, WNC, and NC increased between 2009 

and 2010.  It has since decreased, but only slightly.  Jackson County has the highest percent 

uninsured among comparators in both age groups in every year cited.  Note that the age group 

0-18 years has a significantly lower percentage of uninsured than the adult age group, due at 

least partly to their inclusion in NC Health Choice. (US Census Bureau, Small Area Health 

Insurance Estimates, 2009 [and other years as noted], 2009) 

Percent of Population without Health Insurance, by Age Group 

County 

 

2009 2010 2011 2012 2013 

0-18 18-64 0-18 18-64 0-18 18-64 0-18 18-64 0-18 18-64 

Jackson 

County 

11.7 25.2 10.2 31.4 11.7 30.7 12.1 30.1 10.0 29.0 

WNC 9.9 24.2 9.7 26.0 9.1 25.2 9.3 25.4 8.6 25.0 

NC 8.7 21.9 8.3 23.5 7.9 23.0 7.9 23.4 6.9 22.5 

Source: US Census Bureau 

“With an overall poverty level of 

22% in Jackson County, we have 

to expand Medicaid.  This is a 

huge need in our community.” 
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A Health Professional Shortage Area (HPSA), is a geographic area, population group, or health 

care facility that has been designated by the federal government as having a shortage of health 

professionals.  Three categories of HPSAs exist—primary care, dental, and mental health.  HPSAs 

are designated and provided a score (0-26) using several criteria, one of which is a population-

to-clinician ratios; the population-to-clinician ratios for each area are as follows: primary care: 

3,500 to 1, dental health: 5,000 to 1, and mental health: 30,000 to 1.  Jackson County has high 

HPSA scores (Mental Health: 12, Primary Care: 17, and Dental Health: 18). (HRSA, 2015 )   

Number of Active Health Professionals per 10,000 Population 

Source: Cecil G. Sheps Center for Health Services Research, US Census Bureau, and US Bureau of Labor Statistics 

From the chart above, one can glean that Jackson County 

has a higher ratio of active health professionals than the 

WNC region in all provider categories except pharmacists.  

The ratio of primary care physicians in Jackson County 

was higher than the WNC and NC average for this same 

time period.  (Cecil G Sheps Center for Health Services 

Research, 2009-2012) Despite this difference among 

comparators, Jackson County still qualifies as a HPSA and 

experiences a variety of access to healthcare issues.  Residents may have difficulties scheduling 

appointments with providers if providers are not 

accepting new patients or if providers do not accept 

patient’s insurance (ex. Medicaid).  A 2011 study 

indicated that 31% of physicians said they would not 

accept new Medicaid patients, 17% wouldn’t accept new 

Medicare patients, and 18% would not accept new 

privately insured patients.  (Decker, 2012)  In NC, 18% of 

residents are on Medicaid, 14% on Medicare, and 57% 

are privately insured (to include Employer, Non-Group, 

and Other Public insurances).  (The Henry J. Kaiser Family Foundation, 2014)  Research indicates 

that physicians are more willing to accept Medicaid if payment rates increase which ideally will 

occur with the implementation of the Affordable Care Act and Medicaid expansion.  (Decker, 

2012)  However, NC has not yet expanded Medicaid. 

Additional factors that inhibit access to healthcare include lack of reliable transportation, 

financial constraints, lack of childcare, being un- or under-insured, and lack of knowledge about 

available resources, etc.  Specific care and services were noted by key stakeholders as lacking 

during the CHA interview process.  They are: 

Jackson 19.37 7.85 3.92 88.51 7.36

WNC (Regional) Arithmetic Mean 14.29 6.84 3.61 76.94 7.97

State Total 22.31 7.58 4.51 99.56 10.06

National Ratio (date) 23.0 (2011) 8.1 (2011) 5.3 (2012) 91.6 (2012) 9.1 (2012)

Registered 

Nurses
Pharmacists

Primary Care 

Physicians*
Dentists

County

2012

Physicians

“The biggest problem our 

county has experienced over 

the past three years?  Well, 

that’d be access to healthcare.  

Either folks don’t have it or 

they can’t afford it.” 

“There’s been a 47% increase in 

the need for food pantry services 

this past year.  If people can’t 

afford food, how can we expect 

them to be able to afford 

insurance? “ 
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 Subspecialty care (Endocrinology, neurology) 

 Mental health care 

 Substance abuse treatment services 

At Risk Populations  

At-risk populations in Jackson County include (but are not limited to) those that are minorities, 

un- and under-insured, and low-income.  Often times, these populations are likely to, or have 

the potential to, get a specified health condition.   

At-risk population Health condition/consequence  

Minorities (Native Americans) Diabetes, substance abuse, cancer, heart 

disease, smoking, violence (OWH, 2012) 

Un- and under-insured  Premature death, poorer quality of 

healthcare, lower rates of preventative care, 

uncontrolled chronic conditions, lower rates 

of early stage diagnosis (National 

Immigration Law Center, 2014) 

Low-income Premature death, poor nutrition, inadequate 

preventative care, poor access to medical 

care, increased death from injuries (Starfield, 

1992) 

Residents who smoke Cancer, CLRD, stroke 

Residents abuse substances Overdose, death 

Residents who are obese/overweight Diabetes, heart disease, hypertension, stroke, 

cancer 

Residents who are sedentary Obesity, overweight, heart disease, cancer  

Residents who consume poor nutrition  Obesity, overweight 

Older adults Falls 
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CHAPTER 6 – PHYSICAL ENVIRONMENT  

Air Quality 

Clean air is a prerequisite for health.  To build on this idea, poor air quality can be particularly 

detrimental to vulnerable populations like the very young, the elderly, and those with chronic 

health conditions like asthma (Jackson County prevalence: 9.7%) and chronic obstructive 

pulmonary disorder (Jackson County prevalence: 13.5%)  (Professional Research Consultants, Inc, 

2015).  Air pollutants such as fine particulate matter, ground-level ozone, sulfur oxides, nitrogen 

oxides, and more can harm our health. (CDC, CDC Community Health Improvement Navigator, 

2015)  In 2014, the Air Quality Index (AQI) measurement for Jackson County were as follows: 

 71/80 days with good air quality 

 9/80 days with moderate air quality 

 Small particulate matter was present at the level of pollutant on 80 of 80 monitored days 

(EPA, 2014) 

Major concerns for human health from exposure to particulate matter are effects on breathing 

and respiratory systems, damage to lung tissues, and premature death.  Small particulate matter 

in air pollution has the best chance of reaching the lower respiratory tract. 

Exposure to radon is perhaps the most significant 

undervalued health problem in WNC.  While the 

current average indoor radon level in Jackson 

County is 2.8 pCi/L (2 times the national average), 

there are counties in WNC with much higher 

levels.  For reference, a screening level over 4 

pCi/L is the EPA’s recommended action level for 

radon exposure.  Radon is the number one cause 

of lung cancer among non-smokers.  Overall, 

radon is the second leading cause of lung 

cancer.  People who smoke have an even higher 

risk of lung cancer from radon exposure than 

people who don’t smoke. (NC Radon 

Information, 2015) 

Additionally secondhand smoke, or 

environmental tobacco smoke (ETS), is a known 

human carcinogen with more than 7,000 

chemical compounds, 250 of which are known to 

be harmful and 69 of which cause cancer. (ACS, 

2014)  Over one-fourth of residents in Jackson 

County indicate that they have breathed 

someone else’s cigarette smoke at work in the 

past week. (Professional Research Consultants, Inc, 

Source: NC Radon Information 

Source: Professional Research Consultants, Inc. 
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2015)  Secondhand smoke is a “hot topic” in our community—65.2% 

believe it is important that public walk/biking trails should be 100% 

smoke-free. (Professional Research Consultants, Inc, 2015)  Further, 

Jackson County high school students who participated in a listening 

session for the 2015 CHA believe banning tobacco use in public places 

as the best way to improve the health of Jackson County.  Students 

took this idea one step further, adding that designated smoking areas 

should be in inconvenient places to further discourage tobacco use. 

Water  

Clean water is also a prerequisite for health.  Having access to clean 

water supports healthy brain and body function, growth, and 

development.  While drinking water safety is improving, many contaminants still pollute our 

water sources—pharmaceuticals, chemicals, pesticides, and microbiological contaminants.  In 

Jackson County, only 21,541 (or 54%) of the county’s 2010 population was served by community 

water systems.  (SDWIS, 2014) The remainder of the population accesses water from wells, 

directly from a body of surface water, or from bottled water.   

Beyond drinking, poor surface water quality can make lakes and streams unsafe for swimming 

and fish unsafe for consumption.  In an area that prides itself on outdoor water sports, water 

quality is of utmost importance in Jackson County.  In 2015, the Jackson County Department of 

Public Health informed residents of an advisory not to eat some fish in Lake Glenville.  Based on 

a findings of high levels of mercury by the NC Department of Environment and Natural 

Resources (DENR), residents were advised not to eat walleye and largemouth bass fish.  

Toxicologists believed aerial deposition to be the cause for the mercury, which rises into the air 

from fossil fuels burning and over time settles to the bottom of the waterway where fish feed off 

algae.  No change in the mercury levels is expected, barring human or weather changes.  

Access to Healthy Food & Places  

Access to healthy foods and places to recreate 

are both indicators of health.  Without access 

and the financial means to purchase healthy 

foods, residents do not have the environmental 

supports to live a healthy lifestyle.  In Jackson 

County, seven grocery stores and three farmers 

markets exist to serve approximately 40,000 

residents.  Close to 5% of residents live in a food 

desert, meaning that they live below the poverty 

level, have no car, and low access to a grocery 

store.  (USDA ERS, Access and Proximity to 

Grocery Store, 2012)  Close to 30% of surveyed 

residents say that they find it very or somewhat 

difficult to access fresh produce at an affordable 

price.  In 2015, 27.5% of surveyed residents 

Photo courtesy of Melissa McKnight 

Source: Professional Research Consultants, Inc. 
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indicated that they have worried in the past year about food running out before having money 

to buy more—an increase from 21.4% in 2012. (Professional Research Consultants, Inc, 2015) 

Additionally, if residents do not have access to a safe place to recreate—whether that is a park, 

greenway, walking trail, playground, etc., they are less likely to live an active lifestyle.  Research 

indicates that proximity to parks and recreational resources affects the development of 

childhood obesity— a significant inverse relationship exists between children who live within 

500 meters of a park and BMI. (Wolch, et al., 2011).  In Jackson County, there are two public 

recreation and fitness facilities to serve approximately 40,000 residents—less than the arithmetic 

mean of WNC (4 facilities). (USDA ERS, Health and Physical Activity, 2014) 
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CHAPTER 7- HEALTH RESOURCES  

Health Resources  

Process 

To compile a Health Resource List, the CHA Work Team began by reviewing the Health Resource 

List developed during the 2011 CHA.  Any outdated or incorrect information was edited and 

saved for future reference.  The Team split the list into three categories: 

 Health resources 

 Supportive services  

 Needed resources 

Additionally, the CHA Facilitator met with the local Community Resource Coordinator (CAC) at 

the Department on Aging to compare our Health Resource List with her Resource List.  Further 

additions and edits were made.  Finally, the CHA Facilitator compared all data gathered to the 2-

1-1 dataset provided by WNC Healthy Impact.  Further additions and edits were made and sent 

to the 2-1-1 coordinator so that the 2-1-1 online directory could be updated.  In lieu of a 

printed directory, the CHA Work Team opted to focus on updating the 2-1-1 online directory for 

a number of reasons.  The reasons are as follows:  

 2-1-1 is an easy to remember, three-digit telephone number that connects people with 

important community services to meet every day needs and the immediate needs of 

people in crisis. 

 2-1-1 is free, confidential, and available 24 hours a day. 

 2-1-1 can be accessed through the internet (www.nc211.org) or by calling 2-1-1 from 

any home, office or cell phone or the toll-free number of 1-888-892-1162. 

 2-1-1 can be updated in real-time, by sending updates to the 2-1-1 coordinator out of 

Asheville, NC. 

Online/telephone directories such as 2-1-1 have an advantage over printed directories as they 

are accessible remotely, can be updated easily, and do not require printing costs. 

Findings 

In working with the 2011 Community Resource List and the CAC from the Department on Aging, 

the CHA Work Team updated the 2-1-1 Directory for Jackson County.  Resources available to 

our residents can be found by visiting www.nc211.org or by calling 2-1-1 or 1-888-892-1162.  

During this updating process, much was found in terms of available health resources and 

supportive services. 

To begin, Jackson County has many health and supportive services in place for older adults.  The 

CAC at the Department on Aging works closely with older adults, identifying their needs—

whether they be housing-, insurance-, medical-, or else-related—and assists the older adults in 

accessing these services.  Our community has access to many support groups (such as 

http://www.nc211.org/
http://www.nc211.org/
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Alcoholics Anonymous, Appalachian Community Services, Leukemia and Lymphoma Society, 

Memory Care, and more).  Further, our community provides resources for those who are 

uninsured or under-insured (Blue Ridge Free Dental Clinic, Mountain Area Pro Bono PT Clinic, 

Good Samaritan Clinic, Nurse Family Partnership, and more).  Finally, Jackson County offers a 

plethora of county services to its residents (Health Department, Animal Shelter, Department on 

Aging, Recreation Department, Department of Social Services, Emergency Management, and 

more). 

Resource Gaps 

Though many resources are available, there are gaps that need to be filled so that Jackson 

County residents have adequate access to services.  The following is a list of gaps identified 

through reviewing available resources, key stakeholder interviews, and listening sessions: 

 Affordable childcare: High-quality, affordable childcare is a huge need in the 

community.  Many parents have difficulty balancing work with childcare costs. 

 Affordable housing: Few affordable housing options are available for residents, 

especially seniors. 

 Communication channels: Living in a remote and isolated community, there needs to 

be more communication channels (newspapers, internet connectivity, radio stations, etc.). 

 Greenway system/sidewalks: An extended, connected greenway would increase 

physical activity and active living opportunities for residents. 

 Healthy food options: Healthy food options in the form of grocery stores, farm stands, 

etc. are needed to meet the needs of residents. 

 Homeless shelter: A plan for a homeless shelter, not a handout, is recommended for 

those in need in the community. 

 Medicaid expansion: A large number of residents would benefit from Medicaid 

expansion. 

 Mental health services: Services such as housing and treatment facilities would help 

those suffering from mental health issues.  Helping our residents avoid incarceration or 

ED admittance is vital. 

 Protection for renters: Many feel that renters have no rights or protection.  Increased 

protection is needed as there are many renters (especially among older adults) in this 

community. 

 Access to health care (including subspecialty care): Residents have difficulty accessing 

healthcare due to a lack of providers, financial constraints, and more.  Further, many 

residents travel out of county for subspecialty care (neurology, endocrinology, etc.) 

Often, residents don’t have the means to travel and go without care. 
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CHAPTER 8 – IDENTIFICATION OF HEALTH PRIORITIES 

Health Issue Identification  

Process 

To identify the significant health issues in our community, our key partners reviewed data and 

discussed the facts and circumstances of our community.  We used the following criteria to 

identify significant health issues:    

 County data deviates notably from the region, state or benchmark 

 Significant disparities exist 

 Data reflects a concerning trend related to burden, scope or severity  

 Surfaced as a priority community concern via listening sessions or key stakeholder 

interviews 

Identified Issues 

The following health issues were surfaced through the above process:  

 

 Falls: Jackson County has an increasing aging population.  It is vital that we plan for this 

aging population in terms of health and human services—long-term care facilities, 

services for persons with Alzheimer’s, services that support aging-in-place, 

transportation systems, special needs registries, and more.  Further, with an aging 

population comes an increased risk of falls and fall-related deaths among adults age 65+ 

years. 

 Substance Abuse/Overdose: Unintentional injuries, including overdose, are a leading 

cause of death in Jackson County.  We have expanded this to include substance abuse to 

account for the high tobacco use and other drug use rates our community is 

experiencing. 

 Prevalence of Diabetes: Similar to the US rates, the prevalence of diabetes is rising in 

Jackson County.  Our community’s rate of diabetes is greater than that of WNC and NC 

as a whole. 

 Food Insecurity: Close to one-third of residents in Jackson County have stated that they 

experience difficulty accessing fresh produce at an affordable price.  Further, a similar 

percentage of residents state that they have worried in the past year about food running 

out before having money to buy more. 

 Fruit and Vegetable Consumption: The USDA recommends that adults eat five servings 

of fruits and vegetables daily.  In Jackson County, residents are eating closer to two 

serving of fruits and vegetables daily (6.8 servings of fruit/week and 8.2 servings of 

vegetables/week). 

 Physical Inactivity: To experience health benefits, it is recommended that adults 

exercise for 150 minutes/week.  In Jackson County, only 52.2% of residents meet this 

recommendation—less than that of WNC. 
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 Obesity: The prevalence of obesity (residents with a BMI of 29.9 or greater) in Jackson 

County is increasing and is higher in Jackson County than in WNC. 

 Access to Healthcare: Access to healthcare can refer to many things—the presence or 

absence of resources that facilitate healthcare (having health insurance, having a primary 

care provider, having an adequate ratio of providers to patients), how easily a patient can 

gain access to that care (transportation, financial means), successful receipt of needed 

services, and more.  Time and time again, access to healthcare was listed as an issue in 

Jackson County by key stakeholders and during listening sessions. 

 Affordable Housing: One measure of economic burden in a community is the percent 

of housing units spending more than 30% of household income on housing.  In Jackson 

County, larger proportions of both renters and mortgage holders spend >30% of 

household income on housing than the WNC or NC average. 

 Insurance Coverage: With the implementation of the Affordable Care Act, many 

communities saw a decrease in the percent of population without health insurance.  In 

Jackson County, the percent of uninsured adults age 18-64 increased between 2009 and 

2010 but has decreased since.  However, Jackson County has the highest percent 

uninsured among WNC and NC in all age groups from 2009-2013.  
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Priority Health Issue Identification  

Process 

During our group process, the following criteria were used to select priority health issues for our 

community to focus on over the next three years:  

 

 Criteria 1 – How important or relevant is this issue? 

o In answering this question, community members were asked to consider the 

following: 

 Size of the problem (ex. Percent of the population affected) 

 Severity of the problem (ex. Cost to treat, lives lost, etc.) 

 Urgency to solve the problem; community concern 

 Focus on equity 

 Linked to other important issues 

 Criteria 2 – What will we get out of addressing this issue or how impactful is it? 

o In answering this question, community members were asked to consider the 

following: 

 Availability of solutions/proven strategies 

 Builds on or enhances current work 

 Significant consequences of not addressing issue now 

 Criteria 3 – Can we adequately address this issue or how feasible is it? 

o In answering this question, community members were asked to consider the 

following: 

 Availability of resources (staff, community partners, time, money, 

equipment) to address the issue 

 Political capacity/will 

 Community/social acceptability 

 Appropriate socio-culturally 

 Ethical  

 Can identify easy, short-term wins 

 

Community members reviewed data from the previously 

mentioned identified health issues during a community 

meeting.    A summarized list of common themes 

identified through the key stakeholder interview and 

listening session process was also made available for 

those in attendance at the meeting.  After a question 

and answer session on the data provided, community 

members ranked the identified issues using the criteria 

(relevancy, impact, and feasibility) explained above and 

a tool developed by WNC Healthy Impact, adapted from 

Rating/Ranking Key Health Issues (Health Resources in 

Action) and the Hanlon Method for Prioritizing Health Rating & Prioritization Worksheet 
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Problems (NACCHO).  Community members then voted on the issues that scored the highest 

leading to the following identified priorities.   

Identified Priorities 

The following priority health issues were selected through the process 

described above:   

 

 Physical Activity and Nutrition – Healthy eating and physical 

activity emerged as health priorities during the 2011 

Community Health Assessment.  Much progress has occurred 

in these areas but much is still to be done, based on our 

fruit/vegetable consumption rates, physical inactivity rates, and 

overweight/obesity rates.  During the prioritization process, 

many community members voted for the following identified 

health issues: 

o Fruit and vegetable consumption 

o Physical inactivity 

o Obesity 

The CHA Steering Committee opted to combine these similar health issues to form one 

health priority (Physical Activity and Nutrition) with hopes of addressing all aspects of 

this priority.  This health priority is also in line with the NC Healthy People 2020 

objectives: 

o Increase the percentage of high school students who are neither overweight nor 

obese (from 72% to 79.2%) 

o Increase the percentage of adults getting the recommended amount of physical 

activity (from 46.4% to 60.6%) 

o Increase the percentage of adults who consume five or more servings of fruits 

and vegetables daily (from 20.6% to 29.3%) 

 Injury and Substance Abuse Prevention – Substance abuse emerged as a health priority 

during the 2011 CHA.  During the prioritization process for the 2015 CHA, the 

community decided to expand this health priority to include injury prevention based on 

notable rates of not only substance abuse (to include illicit drugs, prescription drugs, and 

tobacco) but also falls in our elderly population.   

 Chronic Disease – Prevalence of diabetes emerged as the highest ranked health issue 

during the prioritization process.  To encompass many diseases affecting Jackson County 

residents, chronic disease was selected as the final health priority.  Further,  chronic 

disease is in line with the NC Healthy People 2020 objectives: 

o Reduce the cardiovascular disease mortality rate (from 256.6 to 161.5) 

o Decrease the percentage of adults with diabetes (from 9.6% to 8.6%) 

o Reduce the colorectal cancer mortality rate (from 15.7 to 10.1) 

 

 

Photo courtesy of Melissa McKnight 
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PRIORITY ISSUE #1: PHYSICAL ACTIVITY & NUTRITION  
Physical Activity and Nutrition has been a priority 

issue in Jackson County for many years, going by a 

variety of names.  In the 2011 CHA, two priorities and 

action teams emerged (Healthy Eating and Physical 

Activity) to address this health priority.  Action teams 

worked diligently to increase the percentage of Jackson 

County residents consuming five or more one-cup 

servings of fruits and vegetable daily and increasing the 

percentage of Jackson County residents exercising 150 

minutes or more weekly.   The Health Department 

partnered with a variety of agencies and organizations to 

tackle these health issues—Jackson County Parks and 

Recreation Department, Jackson County Department on Aging, Harris Regional Hospital, Jackson 

County Public Schools, Jackson County Department of Social Services, and more.  With a 

collective effort, we were able to “move the needle,” increasing the physical activity of Jackson 

County residents while keeping consumption of fruits and vegetables among Jackson County 

residents the same.  Much work has been completed in this area but much work is still to be 

done based on both primary and secondary data collected during the 2015 CHA process.  The 

CHA Work Team and CHA Steering Team, using input from the community, decided that 

Physical Activity and Nutrition was still a prominent health issue in Jackson County and 

deserved to be tackled further as a priority issue. 

Data Highlights 

Health Indicators 

When asked about their consumption of fruits and vegetables within the past week, Jackson 

County residents indicated that they ate significantly less than the recommended 35 

servings/week (or 5 servings per day).  In fact, Jackson County residents ate only 6.8 servings of 

fruit and 8.2 servings of vegetables within the past week. (Professional Research Consultants, Inc, 

2015) 

Photo courtesy of Melissa McKnight 

Source: Professional Research Consultants, Inc. 
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As one can see from the graphs on the previous page, despite Healthy Eating being selected as 

a priority issue in the 2011 CHA, no significant increase in fruit and vegetable consumption 

occurred from 2012 to 2015.  Further, Jackson County residents eat fewer servings of fruits and 

vegetables than WNC residents.  (Professional Research Consultants, Inc, 2015) 

Over half (52.2%) of Jackson County residents indicate that they meet physical activity 

recommendations, exercising 150 minutes or more per week.  When split among moderate, 

vigorous, and strengthening physical activity, Jackson County residents participate in these 

activities as follows: 

 Moderate activity at least 5 times per week: 36.2% 

 Vigorous at least 3 times per week: 42.3% 

 Strengthening at least 2 times per week: 40.8% 

Jackson County residents exceed comparator jurisdictions for all above mentioned activities.  

(Professional Research Consultants, Inc, 2015) 

As poor nutrition and physical inactivity 

often go hand-in hand, the outcome of 

both can be overweight/obesity.  The 

Healthy People 2020 Target for healthy 

weight (percent of adults with a body 

mass index between 18.5 and 24.9) is 

33.9% or higher.  In Jackson County, 

only 30.3% of residents are at a self-

reported healthy weight.  This is a 

decrease from what was reported in 

2012 (37.6%).  Consequently, 68% of 

residents are classified as 

overweight/obese, and 36.3% as obese.  

More residents in Jackson County self-

report as being obese than in WNC, 

NC, or the US. (Professional Research 

Consultants, Inc, 2015) 

 

Understanding the Issue 

Digging a little deeper into this issue, we know that it is difficult to adopt healthy behaviors if we 

do not live in an environment that supports these behaviors.  To begin, 22% of residents in 

Jackson County live below the poverty level.  This, combined with the fact that 29.9% of 

residents stated that it is somewhat or very difficult to access fresh produce at an affordable 

price could explain the low fruit and vegetable consumption rates in Jackson County.  

(Professional Research Consultants, Inc, 2015)  In 2015, 27.5% of residents stated that they 

worried in the past year about food running out before having money to buy more—up from 

21.4% in 2012. (Professional Research Consultants, Inc, 2015)  When 27% of WNC children are 

Source: Professional Research Consultants, Inc. 
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food insecure—that’s 1 in 4 children—many are looking for any food to feed their families and 

are less concerned with the nutritional quality of that food.  (The Community Table, 2014) 

 

Food deserts are defined as urban 

or rural areas without ready access 

to fresh, healthy, and affordable 

food.  To qualify as a food desert, a 

census tract must be low income 

(have a poverty rate of 20% or 

greater) and have low access (500 

persons and/or at least 33% of the 

census tract’s population live more 

than 10 miles from a grocery store).  

Jackson County has only seven 

grocery stores and three farmers 

markets that serve the whole 

community.  (USDA ERS, Access and 

Proximity to Grocery Store, 2012)  As 

compared to other counties in NC, Jackson County experiences both low income and low access 

to grocery stores, explaining why many may have difficulties purchasing and consuming fruits 

and vegetables.  (USDA ERS, Food Environment Atlas, 2010) 

 

Again, without the proper supportive environment, it is difficult if not impossible to adopt 

healthy lifestyle changes.  While approximately 50% of residents meet the physical activity 

recommendations, much of our community is without environmental provisions to support an 

active lifestyle.  Jackson County has only two recreation facilities serving the community.  (USDA 

ERS, Health and Physical Activity, 2014)  Further, the county has one greenway that serves the 

entire community.  This greenway, located in Cullowhee, is used frequently indicating that 

residents are looking for places to recreate but may not have adequate access. 

 

Monteith Greenway Traffic Data, July-Oct 2015 

*ADT: Average Daily Traffic 

Source: Jackson County Parks and Recreation Department 

 

Throughout the listening session and key stakeholder interview process, access to places to 

recreate came up.  Residents in the south end of the county (Cashiers) spoke at length on the 

need for a community pool.  Cashiers is a community of primarily older adults who believe that 

they would benefit from a pool as a means of gentle exercise.  Other stakeholders identified the 

northwest end of the county (Whittier) as in dire need of any recreation facilities.  And finally, 

Year Site July Aug Sept Oct ADT*  ADT x 

365 

2015 Greenway 

Monteith 

1316 1355 1331 926 42.5241 15527 

Source: USDA ERS 

Low Income & Low Access to Store (%), 2010 
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many spoke of the need to expand out county’s sidewalk and 

greenway system in general.  This expansion would help connect our 

community and support an active lifestyle in general.  

Specific Populations At-Risk 

While all residents in Jackson County can benefit from strategies that 

focus on physical activity and nutrition, the lives of at-risk populations 

may be improved even greater.  Food insecurity and obesity often co-

exist.  Both food insecurity and obesity can be consequences of 

poverty, resulting in the lack of access to enough nutritious food and 

from the stresses of poverty. (FRAC, 2015)  Low income and food 

insecure residents often deal with a lack of full-service grocery stores, are less likely to have 

their own vehicle for regular food shopping, have greater availability of fast food restaurants, 

and cycle between deprivation and over-eating.  Further, low income residents often live in 

neighborhoods with fewer physical activity resources, are less likely to participate in organized 

sports, and students of lower-income schools spend less time being active during physical 

education than students of higher-income schools.  (FRAC, 2015)   

Health Resources available/needed  

As Healthy Eating and Physical Activity were noted as health priorities from the 2011 CHA, many 

health resources are available in our community.  Further, many health resources are still 

needed.   

Available Health Resources 

Resource Lead Agency 2014-15 Highlights 

Eat Smart, Move More, 

Weight Less 

JCDPH 21 participants 

BlastOff Harris Regional Hospital ~15 participants 

Worksite Wellness Programs Jackson County Government, 

Jackson County Public 

Schools, Harris Regional 

Hospitals, MountainWise 

Working to create healthy, 

supportive work 

environments with our 

largest employers 

Living Healthy: Chronic 

Disease Self-Management 

Area Agency on Aging More trainers needed and in 

the pipeline to be trained in 

2016 

5-2-1-Almost None 

campaign 

Healthy Carolinians of 

Jackson County 

Shared throughout the 

community annually through 

various venues 

Food of the Month Campaign Healthy Carolinians of 

Jackson County 

Food highlighted monthly; 

Cooking demos; Press 

releases 

Food relief agencies The Community Table, United 

Christian Ministries, MANNA 

Assist those in need, reaching 

~30% suffering from food 

insecurity 

Photo courtesy of Melissa McKnight 
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School-based gardens Cullowhee Valley School, 

WCU 

Teach students the 

importance of gardening and 

where food comes from 

Community gardens Cullowhee Community 

Garden, Sylva Community 

Garden 

Half of harvest donated to 

food relief agencies as a 

means of plot rental; 530 lbs 

donated from one garden 

alone 

Cooking Matters at the Store JCDPH Grocery store tours 

Healthy Snack Competition School Health Advisory 

Council 

13 participants  

Community Eligibility 

Program  

Jackson County Schools Free lunch and breakfast for 

all students at schools that 

qualify based on federal 

guidelines (Smokey Mt. High 

School, Blue Ridge School, 

Blue Ridge Early College, The 

School of Alternatives) 

Summer Feeding Program Jackson County Schools Feeding sites set up annually 

to help students and families 

in need throughout the 

summer 

Annual Healthy Living Festival Healthy Carolinians of 

Jackson County 

43 vendors, 153 participants 

Home delivered meals Jackson County Department 

on Aging 

Reach seniors who are unable 

to leave their homes easily 

Arthritis Foundation Exercise 

Program 

Jackson County Department 

on Aging 

1193 participants 

Walk with Ease  Jackson County Department 

on Aging 

423 participants 

Tai Chi for Arthritis Jackson County Department 

on Aging 

525 participants 

WNC Get Fit Challenge Healthy Carolinians of 

Jackson County 

539 participants 

Senior Games Jackson County Parks and 

Recreation  

Large participation from 

older adults throughout the 

community 

 

Needed Health Resources 

Resource Potential Lead Agency(ies) 

Greenways/sidewalks Public Works, NC DOT, Planning Commission, Department of 

Parks & Recreation 
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Additional recreation centers Department of Parks & Recreation 

Sliding scale recreation 

resources  

Department of Parks & Recreation 

Healthy food options Planning Commission, Chamber of Commerce 

Cooking classes JCDPH, Cooperative Extension 

Nutritious food donations Food relief agencies 

Additional health education 

for youth 

JCDPH, Harris Regional Hospital, Cooperative Extension 

Additional health education 

for parents 

JCDPH, Harris Regional Hospital, Cooperative Extension 
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PRIORITY ISSUE #2: INJURY & SUBSTANCE ABUSE PREVENTION  

 The 2011 CHA identified substance abuse 

prevention as a health priority.  An action team 

emerged and worked diligently to reduce the 

percentage of 12-19 year old students that 

report the use of illicit drugs, alcohol, and 

tobacco within the past 30 days.  Over the 

course of four years, our action team saw a 

new health priority arise in this field and 

responded.  We incorporated the Project 

Lazarus model into our action plan, working 

persistently to increase knowledge and 

awareness about prescription drug abuse, 

reduce the presence of unwanted medication 

in our community, educate the public about 

naloxone, and reduce prescription drug 

overdose in Jackson County.  During data collection for the 2015 CHA, we learned unintentional 

injuries (to include overdose, falls, and more) were a leading cause of death in our community.  

To continue the work we had begun in 2011 but account for all unintentional injuries, we 

expanded this health priority to Injury and Substance Abuse 

Prevention. 

Data Highlights 

Health Indicators 

Unintentional injuries are injuries that are unplanned yet predictable and 

preventable when proper safety precautions are taken.  These injuries 

are not accidents.  Often, these injuries occur in a short period of time 

and the harmful outcome was not sought.  The most common 

unintentional injuries result from motor vehicle crashes, suffocation, 

drowning, poisoning, fires/burns, falls, and sports/recreation. (CDC, 

Protect the Ones You Love: Child Injuries are Preventable, 2012) 

In Jackson County, unintentional injuries (especially falls and overdoses) 

are notable.  Unintentional injuries (both from and not from motor 

vehicle injures) are a leading cause of death for residents aged 00-64 

years.  (NC SCHS, 2009-2013 Race-Specific and Sex-Specific Age-Adjusted 

Death Rates by County (CD21B), 2009-2013)  When mapped by census 

district, “pockets” of mortality from unintentional injuries emerge—

residents in Glenville, Cashiers, and Balsam experience higher 

unintentional injury mortality rates that other communities in Jackson 

County.   
Source: NC State Center for Health 

Statistics, 2009-2013 

Photo courtesy of Melissa McKnight 

Jackson County Other 

Unintentional Injuries Mortality 

Rate 2009-2013 
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For seniors age 65+, 38.7% have fallen in the past year.  This is an increase from 22.9% in 2012 

and greater than the comparator jurisdiction of WNC (25.2% in 2012 and 33.0% in 2015). 

(Professional Research Consultants, Inc, 2015)  Further, from 2011 through 2013, 13 Jackson 

County residents died as a result of an unintentional fall.  Of those 13 fall-related deaths 54% 

occurred in the population 65 years and older while 31% occurred in the population 85 years 

and older.  From this data, one can glean that older adults are not only at greater risk for falls 

but also at greater risk of dying from a fall-related injury. 

A general characteristic of WNC is high mortality rates due to unintentional poisoning, especially 

by medication and drug overdose.  Jackson County is one of the WNC counties with higher than 

state average poisoning and drug overdose mortality rates.  In the period 2009-2013, 34 Jackson 

County residents died as a result of unintentional poisoning.  Of the 34 unintentional poisoning 

deaths in the county in that period, 76% were due to medication or drug overdoses—

significantly higher than the NC average but lower than the WNC average. (Injury and Violence 

Prevention Branch, 2015) 

 
Source: NC State Center for Health Statistics and NC DPH, Chronic Disease and Injury Section, Injury and Violence Prevention Branch 

 

The following medications/drugs were used in drug overdose deaths in Jackson County: 

 Other opioids: Examples include hydrocodone (Vicodin), oxycodone (OxyContin, 

Percocet), morphine (Kadian, Avinza), codeine, and related drugs 

 Methadone: A synthetic opioid usually associated with treatment for drug abuse 

 Other synthetic narcotics: Examples include bath salts, synthetic marijuana, incense, air 

fresheners, things known as “designer drugs” 

 Benzodiazepines: Anti-anxiety medications such as sleeping pills, anti-seizure drugs, 

and muscle relaxers (Xanax, Klonopin, Valium, Rohypnol, Ativan)  

 Alcohol 

 Cocaine 

 Heroin 

#
Rate per 100,000 

NC Residents

% that are 

Medication/Drug 

Overdoses

#
Rate per 100,000 

NC Residents

Jackson 34 17.1 76.5 26 13.1

WNC (Regional) Total 560 14.8 90.0 506 13.3

Non-WNC (Regional) Total 4,749 10.7 91.0 4,320 9.7

State Total 5,309 11.0 90.9 4,826 10.0

Rate of Unintentional Medication/Drug 

Overdose Deaths (2009-2013)**

County

Unintentional Poisoning Deaths for Select Locations and 

Percent that are Medication/Drug Overdoses (2009-2013)*
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“Other” opioids 

contributed to the 

highest percent of 

drug overdose 

deaths (38.7%) in 

Jackson County in 

the period 2009-

2013—the highest 

among all 

comparator 

jurisdictions.   

(Injury and 

Violence 

Prevention Branch, 

2015)  Other 

medications of note include synthetic narcotics (25.8%) and benzodiazepines (16.1%). 

Unintentional injuries like falls and overdose/poisonings often result in residents utilizing 

hospital services.  When broken down by category, 9% of all hospital discharges in Jackson 

County in 2012 were due to injuries and poisonings.  (NC SCHS, Inpatient Hospital Utilization 

and Charges by Principal Diagnosis, and County of Residence, North Carolina 2012 (Excluding 

Newborns & Discharges from Out of State Hospitals), 2014)  By working on preventative 

measures, we could have a large impact on inpatient hospital utilization and healthcare cost 

overall. 

Jackson County Inpatient Hospital Utilization, 2012 

Diagnostic Category Overall Percent 

Cardiovascular and circulatory diseases 

 Heart disease (10%) 

 Cerebrovascular disease (2%) 

14% 

Respiratory diseases 

 Pneumonia and influenza (4%) 

 COPD, excluding asthma (2%) 

 Asthma (0.4%) 

14% 

Pregnancy and childbirth 11% 

Digestive system diseases 

 Chronic liver disease and cirrhosis (0.5%) 

10% 

Injuries and poisonings 9% 
Source: NC State Center for Health Statistics 

 

While overdose and poisonings are significant in Jackson County, other abused substances 

(tobacco and alcohol) should not be ignored.  These substances are often the gateway to illicit 

drugs and can lead to unintentional injuries as they can inhibit the user’s faculties.  In Jackson 

County, 22% of residents are current smokers—greater than the Healthy People 2020 target of 

12%.  More residents in Jackson County are smokers than that of all comparator jurisdictions—

Source: NC DPH, Chronic Disease and Injury Section, Injury and Violence Prevention Branch 
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WNC, NC, and the US.  Further, 4.3% of residents use smokeless tobacco—again, greater than 

the Healthy People 2020 target of 0.3% or lower.  Finally, the newer phenomena of e-cigarettes 

has reached the residents of Jackson County.  Currently, 6.6% of residents state that they are e-

cigarette users.  Finally, over one-fourth (25.5%) of residents surveyed indicate that they have 

breathed someone else’s cigarette smoke at work in the past week (Professional Research 

Consultants, Inc, 2015) 

 

Intervening early, before drug use or excessive alcohol use progresses to addiction, is among 

the most cost-effective ways to address substance abuse, reduce cost to society, and improve 

public health.  (Office of National Drug Control Policy, 2012)  Through data collected in 2013, we 

learned that drug use increases with age among high school students.  Further, as student age, 

their perception of risk of cigarettes, alcohol, marijuana, and prescription drugs decreases 

dramatically.  (Pride Surveys, 2013) 

 

 

 

 

 

Understanding the Issue 

Jackson County has a growing older adult population.  In fact, the US Census Bureau predicts 

that the population in each major age group age 65 years and older in Jackson County will 

increase between 2010 and 2030.  The proportion of the population age 85 years and older will 

more than double in that period and the population age 75-84 years will increase by 87%.  By 

2030, projections estimate that there will be more than 9,500 persons (roughly 25% of the total 

population) age 65+years in Jackson County.   (US Census 

Bureau, Profile of General Demographic Characteristics: 2000 

(DP-1), SF1, 2000)  With a growing aging population, it is 

pertinent that we plan with sufficient health and human service 

resources—resources such as long-term care facilities, services 

for persons with Alzheimer’s, adult day care, respite care, 

congregate feeding sites, transportation systems, special needs 

registries, and programs that support the medical needs of 

residents as they age (balance programs, fall support groups, 

aging-in-place support, home modification, etc.).  As residents age, they are more likely to 

experience a fall and die from a fall-related injury.  We as a community need to assist our aging 

population to not only help seniors recover from falls but put measures in place to prevent falls 

Source: Pride Survey 

“Seniors are so concerned with 

how they can stay in their 

homes after a loved one dies 

or after a medical issue like a 

fall... Anything we can do to 

help people age gracefully.  ” 
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from happening.  By partnering with local senior centers, assisted living facilities, EMS, 

environmental health and more, we can develop a multi-pronged community approach to 

address falls through fall risk identification, home assessments, balance classes, and more.   

It is evident from the data shown above that Jackson County, in line with the rest of the United 

States, is dealing with a drug overdose and poisoning epidemic.  Since 1999, the amount of 

prescription painkillers prescribed and sold in the US has nearly quadrupled yet there has not 

been an overall change in the amount of pain that Americans report.  (CDC, Injury Prevention 

and Control: Prescription Drug Overdose, 2015) Addressing this epidemic will require the multi-

faceted approach of Project Lazarus: 

 Community education 

 Provider education  

 Hospital ED policies 

 Diversion control 

 Pain patient support 

 Harm reduction 

 Addiction treatment 

 

However, talking about drugs is still viewed as taboo in this community.  Residents don’t know 

who to turn to if their loved ones are battling addiction.  Many do not believe their loved ones 

are at risk or do not understand the risk of overdose.  To clarify, 99.5% of Jackson County 

residents said that they had not taken a prescription drug that was not prescribed to them in the 

past month.  Additionally, 97.5% of residents stated that they had never shared a prescription 

with someone else. (Professional Research Consultants, Inc, 2015)  Finding an effective way to 

communicate the severity and change the “not in my backyard” mentality of this public health 

issue to our residents coupled with other spokes of the Project Lazarus wheel will prove effective 

at reducing drug/poisoning overdose and death.  

Finally, all injury and substance abuse interventions should begin 

in the early years of life.  Intervening early is not only a cost-

effective way to address these issues but also works to vastly 

improve public health in the long run.  Fall prevention programs 

(such as Otago Exercise Program, Stepping On) can have a 

return-on-investment (ROI) ranging from $1.36-2.27. (CDC, 

Preventing Falls: A Guide to Implementing Effective Community-Based Fall Prevention Programs, 

2015)  Programs that prevent drug abuse and other problem behaviors also produce benefits 

for the community that outweigh monetary costs; for every dollar spent, up to a $10 ROI results. 

(Ingebrigtsen) 

Specific Populations At-Risk 

While all residents in Jackson County can benefit from strategies that focus on injury and 

substance abuse prevention, the lives of at-risk populations may be improved even greater.  

Older adults, those 65+ years, are at greater risk of not only falling but of dying from a fall-

Source: Project Lazarus 

“Education and prevention are 

key—the only way we can get 

a handle on health issues like 

drug abuse.” 
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related injury.  Seniors may be secluded, without social support, putting them at greater risk.  

Implementing programs and environmental changes that target this population is vital to 

address this health priority.  Further, minorities (like Native Americans) and white males are at 

greater risk of both substance abuse and overdose in our community.  (OWH, 2012)  (Paulozzi, 

2012)  Additionally, anyone who has a history of substance abuse,  history of chronic pain, or 

is living with mental health problems is also an at-risk population for this health behavior.  

Finally, low-income residents are at greater risk for all unintentional injuries, including 

overdose.  

Health Resources available/needed  

As Substance Abuse was noted as a health priorities from the 2011 CHA, many health resources 

have been developed in our community.  Further, many health resources are still needed to 

address both substance abuse and injury prevention.   

Available Health Resources 

Resource Lead Agency 2014-15 Highlights 

Arthritis Foundation Exercise 

Program 

Jackson County Department 

on Aging 

1193 participants 

Walk with Ease  Jackson County Department 

on Aging 

423 participants 

Tai Chi for Arthritis Jackson County Department 

on Aging 

525 participants 

Senior Games Jackson County Parks and 

Recreation  

Large participation from 

older adults throughout the 

community 

Safe Kids Jackson County JCDPH Coalition of active members 

focused on injury prevention 

of residents 0-19 years 

Project Alert Mountain Projects, Inc. Substance abuse prevention 

curriculum for 7th-8th graders 

WNC Teen Institute Mountain Projects, Inc. High school student club 

focused on empowering 

students to make positive 

decisions 

Prescription Drug Take Back 

Events 

Healthy Carolinians of 

Jackson County 

2 events  

Permanent Drop Box Jackson County Sheriff’s 

Office 

Installed in 2011 and emptied 

almost daily 

Prescription Drug Abuse 

Lunch and Learn 

Healthy Carolinians of 

Jackson County 

1 lunch and learn held 

Smoky Mountain LME/MCO Smoky Mountain LME/MCO Support and services for 

mental health, developmental 

disabilities, and substance 

Naloxone distribution Mountain Projects, Inc. Free naloxone  
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Needed Health Resources 

Resource Potential Lead Agency(ies) 

Aging-in-place services Department on Aging, JCDPH 

Fall prevention team Department on Aging, JCDPH, EMS, Harris Regional Hospital 

Substance abuse prevention 

programs for youth 

Mountain Projects, Inc. 

Increased naloxone 

distribution 

Mountain Projects, Inc.; JCDPH 

More local in-patient 

treatment centers 

Hospital, Smoky Mountain LME/MCO 

Increase community 

awareness about available 

substance abuse/mental 

health resources 

Smoky Mountain LME/MCO; JCDPH 
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PRIORITY ISSUE #3: CHRONIC DISEASE 

 The 2011 CHA identified healthy eating, 

physical activity, and substance abuse 

prevention as health priorities for Jackson 

County.  Today, these priorities are still relevant.  

However, data collected during the 2015 CHA 

process indicates that chronic disease is a 

notable health issue and should be treated as a 

priority.  In fact, the prevalence of diabetes was 

selected as the health issue of highest priority 

during the community prioritization process.  

To be more inclusive, the CHA Work Team and 

Steering Committee decided to expand this 

priority issue from solely diabetes to chronic 

disease, to account for the variety of diseases 

that lead to increased morbidity and mortality in Jackson County.  

Data Highlights 

Health Indicators 

Chronic diseases are long-lasting conditions that can be controlled but not cured.  These 

diseases are the leading cause of death and disability in the United States, accounting for 70% 

(1.7 million) of all deaths annually.  Although costly and common, chronic diseases are among 

the most preventable and most can be effectively controlled.  Examples of chronic disease 

include Alzheimer’s disease, asthma, cancer, diabetes, heart disease, overweight/obesity, and 

more.  (The Center for Managing Chronic Disease, 2011)  In Jackson County, the three leading 

causes of death are cancer, diseases of the heart, and chronic lower respiratory disease—in line 

with both WNC and NC.  (NC SCHS, 2013 North Carolina Vital Statistics, Volume 2: Leading 

Causes of Death, 2013)  Another chronic disease of note due to its high prevalence and cost in 

our community is diabetes.   

For almost all age groups (less 20-39), cancer is a leading cause of death.  Lung, prostate, breast, 

and colorectal cancer all have increased in incidence from 1999-2003 to 2006-2012 while only 

lung cancer has increased in mortality from 2002-2006 to 2009-2013.  (NC SCHS, 2013 North 

Carolina Vital Statistics, Volume 2: Leading Causes of Death, 2013). 

 

 

 

 

 

Photo courtesy of Melissa McKnight 
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From the maps above, one can gather that while cancer incidence is higher in Cashiers, cancer 

mortality is higher in the Savannah/Whitter area of the county.  When broken down by type of 

cancer (maps below), lung/bronchus cancer incidence rates are higher in the southeastern 

(Tuckaseigee and Sapphire) part of the county while breast cancer is more often diagnosed in 

the south (Cashiers) end of the county. 

 

 

 

 

 

 

 

 

 

 

 

In Jackson County, 5.6% of residents state that they have been diagnosed with heart disease (to 

include heart attack, angina, or coronary heart disease).  This prevalence is less than that of WNC 

and NC (6.5% and 6.1% respectively).  (Professional Research Consultants, Inc, 2015)  To dig 

Jackson County All Cancer 

Incidence Rates, 2008-2012 

Jackson County All Cancer 

Mortality Rates, 2009-2013 

NC State Center for Health Statistics 

Jackson County Lung and 

Bronchus Cancer Incidence 

Rates, 2008-2012 

Jackson County Breast Cancer 

Incidence Rates, 2008-2012 

NC State Center for Health Statistics 
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deeper into this issue, we surveyed residents about their prevalence of high blood pressure and 

high cholesterol as both can lead to heart disease if left untreated.  Over 30% of Jackson County 

residents have been diagnosed with both high blood pressure and high cholesterol—greater 

than the Healthy People 2020 targets of 26.9% and 13.5% respectively.  While the prevalence 

seems high, many residents are taking action (through change in diet, exercise, and/or 

medication) to control both diagnoses—89.2% are taking action to control hypertension while 

82.8% are taking action to control high cholesterol.  (Professional Research Consultants, Inc, 

2015) 

 

Chronic lower respiratory diseases (CLRD) are diseases that affect the lungs.  These may include 

chronic obstructive pulmonary disease (COPD), emphysema, chronic bronchitis, and asthma.  In 

Jackson County, both asthma and COPD rates are lower than that of WNC while similar to those 

of NC.   

 

In 2012, the highest proportion of hospital discharges in Jackson County was for respiratory 

diseases (14%) to include pneumonia, influenza, COPD, and asthma. (NC SCHS, Inpatient 

Hospital Utilization and Charges by Principal Diagnosis, and County of Residence, North Carolina 

2012 (Excluding Newborns & Discharges from Out of State Hospitals), 2014) 

 

The eighth leading cause of death in Jackson County is diabetes mellitus. Though not listed in 

the top three causes of death, diabetes is of great concern due to increased prevalence of the 

disease and the financial burden the disease has on Jackson County residents.  From 2005-2011, 

the average self-reported prevalence of Jackson County adults with diabetes was 10.7%, higher 

than the WNC average of 9%.  The prevalence of diabetes has been rising (which may be 

correlated with the high prevalence of adult obesity) over time in both Jackson County and 

WNC.   (CDC, County Level Estimates of Diagnosed Diabetes- of Adults in NC, 2005 [and other 

years as noted], 2005) 

Source: Professional Research Consultants, Inc. 
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Source: Centers for Disease Control and Prevention, via BRFSS 

Only two-thirds of residents surveyed indicate that they were tested for diabetes within the past 

year.  An additional 10% of Jackson County residents indicate that they have been diagnosed 

with borderline or pre-diabetes, a condition that will develop into diabetes if not treated with 

lifestyle changes.  And, of those diagnosed with the pre- or diabetes, 13.7% are still not taking 

action to control it.   (Professional Research Consultants, Inc, 2015) 

 

Understanding the Issue 

Nationwide, 162 million Americans are affected by chronic disease with half suffering from two 

or more chronic conditions.  Chronic disease is costly—Americans pay more than $1 trillion 

annually due to chronic conditions, accounting for 75% of total healthcare expenditures.  

Working to both prevent and manage chronic disease through disease management programs 

can prove cost-effective, many programs of which show a 60% reduction in ED visits and acute 

readmissions with a 22% reduction in overall annual medical costs. (Freeman, Lybecker, & Taylor, 

2011) 

 

Taking action to control chronic disease will require a multi-faceted approach.  We cannot 

expect individuals to control chronic disease on their own if environmental, social, and 

community supports are not in place to 

assist them.  The Circles of Influence in 

Self-Management of Chronic Disease 

clearly explains each level of support for 

those dealing with chronic disease: 

 Self-management by the person 

 Family involvement 

 Clinical expertise and systems 

 Work/school support 

 Community awareness and action 

 Environmental measures 

 Policy   

The first step to controlling chronic disease is having a patient put themselves at the center of 

disease control solutions.  From there, health care teams can design patient education, service 

delivery, and payment systems that all focus on supporting that patients’ efforts while building 

Source: The Center for Managing Chronic Disease 
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the capacity of the individuals and their families to manage their disease effectively.  Working in 

concert, disease control increases, healthcare costs go down, and well-being improves.  (The 

Center for Managing Chronic Disease, 2011) 

Specific Populations At-Risk 

While all residents in Jackson County can benefit from strategies that focus on chronic disease 

prevention, the lives of at-risk populations may be improved even greater.  There are many 

health risk behaviors, however, that put one at greater risk for developing a chronic condition—

lack of exercise or physical activity, poor nutrition, tobacco use, and drinking too much 

alcohol.  These health risk behaviors are directly linked to much of the illness, suffering, and 

early death related to chronic diseases and conditions.  Additional vulnerable populations, such 

as low-income, the un- or under-insured, and those of low socioeconomic status, are all at 

greater risk of not only developing a chronic condition but also of not receiving adequate care 

once diagnosed.  Poverty and chronic disease are interconnected in a vicious cycle.  Often, the 

poorest people are at most risk for developing a chronic condition and die prematurely from 

said condition.  These people are at-risk for several reasons: 

 Chronic disease burden in concentrated among the poor. 

 Poor people have increased exposure to risk and decreased access to health services. 

 Chronic disease can cause poverty in individuals and families as they seek treatment, 

continuing the downward spiral. (WHO, 2015) 

These reasons explain why investment in chronic disease management programs are vital 

among low income populations.  

Health Resources available/needed  

Many resources to address chronic disease are already in place in our community.  Yet there are 

opportunities to increase these resources to meet the needs of the population. 

Available Health Resources 

Resource Lead Agency 2014-15 Highlights 

Diabetes Self-Management 

Program (DSME) 

JCDPH, Harris Regional 

Hospital 

Multiple participants; 

Hospital recently acquired 

ADA recognition  

Medical Nutrition Therapy 

(MNT) 

JCDPH, Harris Regional 

Hospital 

Participants seen at no cost 

at JCDPH 

Eat Smart, Move More, Weigh 

Less 

JCDPH 21 participants 

Diabetes Prevention Program 

(DPP) 

JCDPH Pilot program of 8 

participants; Working 

towards CDC recognition 

Living Healthy: Chronic 

Disease Self-Management 

Area Agency on Aging More trainers needed and in 

the pipeline to be trained in 

2016 

ODHDSP grant MountainWise Working on community-

clinical connections for 
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obesity, diabetes,  heart 

disease, and stroke 

Stroke risk screening Healthy Carolinians of 

Jackson County, Harris 

Regional Hospital 

~100 participants screened at 

no cost  

Freshstart JCDPH, Harris Regional 

Hospital  

Free cessation classes offered 

every other month or upon 

request 

Worksite Wellness Programs Jackson County Government, 

Jackson County Public 

Schools, Harris Regional 

Hospitals, MountainWise 

Working to create healthy, 

supportive work 

environments with our 

largest employers 

 

Needed Health Resources 

Resource Potential Lead Agency(ies) 

Expanded Diabetes 

Prevention Program 

JCDPH, MountainWise 

Living Healthy: Chronic 

Disease Self-Management 

Area Agency on Aging 

Strengthen community-

clinical connections for bi-

directional chronic disease 

management 

MountainWise 

Additional Worksite Wellness 

Programs (private sector) 

MountainWise, JCDPH, Harris Regional Hospital  

Breast, colorectal, & prostate 

cancer screening events 

Harris Regional Hospital, JCDPH, Local providers  

Expanded tobacco cessation 

programs 

JCDPH, Harris Regional Hospital  

Expanded tobacco control 

ordinances 

MountainWise 

Weight loss/management 

programs 

JCDPH, Cooperative Extension  
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CHAPTER 9 - NEXT STEPS  

Sharing Findings 

The final Community Health Assessment will be shared specifically with the following 

stakeholders: 

 CHA Steering Committee 

 CHA Work Team 

 Jackson County Board of Heath 

 Jackson County Board of Commissioners 

 Key Stakeholders 

The Jackson County Department of Public Health will make the 2015 Community Health 

Assessment available online to the public via the Health Department’s website at: 

http://health.jacksonnc.org/community-health-data-1.  Further, hard copies will be placed at the 

following locations throughout the community: 

 Jackson County Department of Public Health  

 Jackson County Public Library 

Additionally, data from the CHA will be shared throughout the community via presentations at 

the following meetings: 

 Jackson County Board of Health meeting 

 Healthy Carolinians Steering Committee meeting 

 JCDPH staff meeting 

 Jackson County School Health Advisory Committee (SHAC) meeting 

 Other meetings as requested 

Collaborative Action Planning 

Collaborative action planning with hospitals and other community partners will result in the 

creation of a community-wide plan that outlines what will be aligned, supported and/or 

implemented to address the priority health issues identified through this assessment process.  

During the six months following the completion of the CHA, the CHA Facilitator will convene 

community partners interested in each health priority.  At these meetings, partners will 

brainstorm and develop a community health improvement plan (CHIP) that begins by looking 

outside of the performance of an individual organization serving a specific segment of the 

community to the way in which the activities of many organizations contribute to community 

health improvement. (NACCHO, 2010)  The CHIP will detail an improvement plan to address 

each health priority, including partner responsibilities, evidence-based strategies, timelines, and 

more. 

 

http://health.jacksonnc.org/community-health-data-1
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APPENDIX A - DATA COLLECTION METHODS & LIMITATIONS  

 

Secondary Data from Regional Core 
Secondary Data Methodology 

In order to learn about the specific factors affecting the health and quality of life of residents of 

WNC, the WNC Healthy Impact data workgroup and consulting team identified and tapped 

numerous secondary data sources accessible in the public domain.  For data on the 

demographic, economic and social characteristics of the region sources included: the US Census 

Bureau; Log Into North Carolina (LINC); NC Office of State Budget and Management; NC 

Department of Commerce; Employment Security Commission of NC; NC Department of Public 

Instruction; NC Department of Justice; NC Division of Medical Assistance; and the Cecil B. Sheps 

Center for Health Services Research.  The WNC Healthy Impact consultant team made every 

effort to obtain the most current data available at the time the report was prepared.  It was not 

possible to continually update the data past a certain date; in most cases that end-point was 

August 2015. 

 

The principal source of secondary health data for this report was the NC State Center for Health 

Statistics (NC SCHS), including its County Health Data Books, Behavioral Risk Factor Surveillance 

System, Vital Statistics unit, and Cancer Registry.  Other health data sources included:  NC 

Division of Public Health (DPH) Epidemiology Section; NC Division of Mental Health, 

Developmental Disabilities and Substance Abuse Services; National Center for Health Statistics; 

NC DPH Nutrition Services Branch; UNC Highway Safety Research Center; and NC DETECT.   

Because in any CHA it is instructive to relate local data to similar data in other jurisdictions, 

throughout this report representative county data is compared to like data describing the 16-

county region and the state of NC as a whole.  The WNC regional comparison is used as “peer” 

for the purposes of this assessment.  Where appropriate and available, trend data has been used 

to show changes in indicators over time. 

 

Environmental data was gathered from sources including: US Environmental Protection Agency; 

US Department of Agriculture, and NC Radon Program. 

 

It is important to note that this report contains data retrieved directly from sources in the public 

domain.  In some cases the data is very current; in other cases, while it may be the most current 

available, it may be several years old.  Note also that the names of organizations, facilities, 

geographic places, etc. presented in the tables and graphs in this report are quoted exactly as 

they appear in the source data.  In some cases these names may not be those in current or local 

usage; nevertheless they are used so readers may track a particular piece of information directly 

back to the source. 

 

Data Definitions  

Reports of this type customarily employ a range of technical terms, some of which may be 

unfamiliar to many readers.  Health data, which composes a large proportion of the information 

included in this report, employs a series of very specific terms which are important to 
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interpreting the significance of the data.  While these technical health data terms are defined in 

the report at the appropriate time, there are some data caveats that should be applied from the 

onset.  

 

Error 

First, readers should note that there is some error associated with every health data source.  

Surveillance systems for communicable diseases and cancer diagnoses, for instance, rely on 

reports submitted by health care facilities across the state and are likely to miss a small number 

of cases, and mortality statistics are dependent on the primary cause of death listed on death 

certificates without consideration of co-occurring conditions. 

 

Age-adjusting  

Secondly, since much of the information included in this report relies on mortality data, it is 

important to recognize that many factors can affect the risk of death, including race, gender, 

occupation, education and income.  The most significant factor is age, because an individual’s 

risk of death inevitably increases with age.  As a population ages, its collective risk of death 

increases; therefore, an older population will automatically have a higher overall death rate just 

because of its age distribution.  At any one time some communities have higher proportions of 

“young” people, and other communities have a higher proportion of “old” people.  In order to 

compare mortality data from one community with the same kind of data from another, it is 

necessary first to control for differences in the age composition of the communities being 

compared.  This is accomplished by age-adjusting the data.  Age-adjustment is a statistical 

manipulation usually performed by the professionals responsible for collecting and cataloging 

health data, such as the staff of the NC State Center for Health Statistics (NC SCHS).  It is not 

necessary to understand the nuances of age-adjustment to use this report.  Suffice it to know 

that age-adjusted data are preferred for comparing most health data from one population or 

community to another and have been used in this report whenever available. 

 

Rates 

Thirdly, it is most useful to use rates of occurrence to compare data.  A rate converts a raw count 

of events (deaths, births, disease or accident occurrences, etc.) in a target population to a ratio 

representing the number of same events in a standard population, which removes the variability 

associated with the size of the sample.  Each rate has its own standard denominator that must 

be specified (e.g., 1,000 women, 100,000 persons, 10,000 people in a particular age group, etc.) 

for that rate. 

 

While rates help make data comparable, it should be noted that small numbers of events tend 

to yield rates that are highly unstable, since a small change in the raw count may translate to a 

large change in rate.  To overcome rate instability, another convention typically used in the 

presentation of health statistics is data aggregation, which involves combining like data gathered 

over a multi-year period, usually three or five years.  The practice of presenting data that are 

aggregated avoids the instability typically associated with using highly variable year-by-year 

data, especially for measures consisting of relatively few cases or events.  The calculation is 

performed by dividing the sum number of cases or deaths in a population due to a particular 
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cause over a period of years by the sum of the population size for each of the years in the same 

period.  Health data for multiple years or multiple aggregate periods is included in this report 

wherever possible.  Sometimes, however, even aggregating data is not sufficient, so the NC 

SCHS recommends that rates based on fewer than 20 events—whether covering an aggregate 

period or not—be considered unstable.  In fact, in some of its data sets the NC SCHS no longer 

calculates rates based on fewer than 20 events.  To be sure that unstable data do not become 

the basis for local decision-making, this report will highlight and discuss primarily rates based on 

20 or more events in a five-year aggregate period, or 10 or more events in a single year.  Where 

exceptions occur, the text will highlight the potential instability of the rate being discussed. 

 

Regional arithmetic mean 

Fourthly, sometimes in order to develop a representative regional composite figure from 16 

separate county measures the consultants calculated a regional arithmetic mean by summing 

the available individual county measures and dividing by the number of counties providing 

those measures.  It must be noted that when regional arithmetic means are calculated from rates 

the mean is not the same as a true average rate but rather an approximation of it.  This is 

because most rates used in this report are age adjusted, and the regional mean cannot be 

properly age-adjusted. 

 

Describing difference and change 

Fifthly, in describing differences in data of the same type from two populations or locations, or 

changes over time in the same kind of data from one population or location—both of which 

appear frequently in this report—it is useful to apply the concept of percent difference or 

change.  While it is always possible to describe difference or change by the simple subtraction of 

a smaller number from a larger number, the result often is inadequate for describing and 

understanding the scope or significance of the difference or change.  Converting the amount of 

difference or change to a percent takes into account the relative size of the numbers that are 

changing in a way that simple subtraction does not, and makes it easier to grasp the meaning of 

the change.  For example, there may be a rate of for a type of event (e.g., death) that is one 

number one year and another number five years later.  Suppose the earlier figure is 12.0 and the 

latter figure is 18.0.  The simple mathematical difference between these rates is 6.0.  Suppose 

also there is another set of rates that are 212.0 in one year and 218.0 five years later.  The simple 

mathematical difference between these rates also is 6.0.  But are these same simple numerical 

differences really of the same significance in both instances?  In the first example, converting the 

6 point difference to a percent yields a relative change factor of 50%; that is, the smaller number 

increased by half, a large fraction.  In the second example, converting the 6 point difference to a 

percent yields a relative change factor of 2.8%; that is, the smaller number increased by a 

relatively small fraction.  In these examples the application of percent makes it very clear that 

the difference in the first example is of far greater degree than the difference in the second 

example.  This document uses percentage almost exclusively to describe and highlight degrees 

of difference and change, both positive (e.g., increase, larger than, etc.) and negative (e.g., 

decrease, smaller than, etc.) 
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Data limitations 

Some data that is used in this report may have inherent limitations, due to the sample size, its 

geographic focus, or its being out-of-date, for example, but it is used nevertheless because 

there is no better alternative.  Whenever this kind of data is used, it will be accompanied by a 

warning about its limitations. 

 

Gaps in Available Information 

As is the case in many data gathering processes, there seems to be a gap in available 

information as it pertains to youth (anyone under the age of 18).  Finding ways to supplement 

this data gap could enhance the overall CHA process, helping to identify additional vulnerable 

populations to focus on. 

 

WNC Healthy Impact Survey (Primary Data) 
Survey Methodology 

Survey Instrument 

To supplement the secondary core dataset, meet additional stakeholder data 

needs, and hear from community members about their concerns and 

priorities, a community survey, 2015 WNC Healthy Impact Survey (a.k.a. 2015 

PRC Community Health Survey), was developed and implemented in 16 

counties across western North Carolina.  The survey instrument was 

developed by WNC Healthy Impact’s data workgroup, consulting team, and 

local partners, with assistance from Professional Research Consultants, Inc. 

(PRC).  Many of the questions are derived from the Centers for Disease Control and Prevention 

(CDC) Behavioral Risk Factor Surveillance System (BRFSS), as well as other public health surveys; 

other questions were developed specifically for WNC Healthy Impact to address particular issues 

of interest to communities in western North Carolina.  Each county was given the opportunity to 

include three additional questions of particular interest to their county, which were asked of 

their county’s residents. 

      

The geographic area for the regional survey effort included 16 counties: Buncombe, Cherokee, 

Clay, Graham, Haywood, Henderson, Jackson, Macon, Madison, McDowell, Mitchell, Polk, 

Rutherford, Swain, Transylvania and Yancey counties.   

 

Sample Approach & Design 

To ensure the best representation of the population surveyed, a telephone interview 

methodology (one that incorporates both landline and cell phone interviews) was employed.  

The primary advantages of telephone interviewing are timeliness, efficiency and random-

selection capabilities. 

 

The sample design used for this regional effort consisted of a stratified random sample of 3,300 

individuals age 18 and older in Western North Carolina, with 200 from our county.  All 

administration of the surveys, data collection and data analysis was conducted by Professional 

Professional Research 

Consultants, Inc. 
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Research Consultants, Inc. (PRC). The interviews were conducted in either English or Spanish, as 

preferred by respondents. 

 

Sampling Error 

For our county-level findings, the maximum error rate at the 95% confidence level is ±6.9%).   

 

Expected Error Ranges for a Sample of 200 

Respondents at the 95 Percent Level of Confidence 
 

 
 Note: ● The "response rate" (the percentage of a population giving a particular response) determines the error rate  

      associated with that response.  A "95 percent level of confidence" indicates that responses would fall within the  

      expected error range on 95 out of 100 trials.   

 Examples:  

    ● If 10% of the sample of 200 respondents answered a certain question with a "yes," it can be asserted that between 

       5.8% and 14.2% (10% ± 4.2%) of the total population would offer this response.   
    ● If 50% of respondents said "yes," one could be certain with a 95 percent level of confidence that between 43.1%       

       and 56.9% (50% ± 6.9%) of the total population would respond "yes" if asked this question. 

 

Sample Characteristics 

To accurately represent the population studied, PRC worked to minimize bias through 

application of a proven telephone methodology and random-selection techniques.  And, while 

this random sampling of the population produces a highly representative sample, it is a 

common and preferred practice to apply post-stratification weights to the raw data to improve 

this representativeness even further.  Specifically, once the raw data are gathered, respondents 

are examined by key demographic characteristics (namely gender, age, race, ethnicity, and 

poverty status) and a statistical application package applies weighting variables that produce a 

sample which more closely matches the population for these characteristics.  Thus, while the 

integrity of each individual’s responses is maintained, one respondent’s responses may 

contribute to the whole the same weight as, for example, 1.1 respondents.  Another respondent, 

whose demographic characteristics may have been slightly oversampled, may contribute the 

same weight as 0.9 respondents.  In order to determine WNC regional estimates, county 

responses were weighted in proportion to the actual population distribution so as to 

appropriately represent Western North Carolina as a whole.   
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The following chart outlines the characteristics of the survey sample for our county by key 

demographic variables, compared to actual population characteristics revealed in census data.  

Note that the sample consisted solely of area residents age 18 and older.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Poverty descriptions and segmentation used in this report are based on administrative poverty 

thresholds determined by the US Department of Health & Human Services.  These guidelines 

define poverty status by household income level and number of persons in the household (e.g., 

the 2015 guidelines place the poverty threshold for a family of four at $23,050 annual household 

income or lower).  In sample segmentation: “very low income” refers to community members 

living in a household with defined poverty status; “low income” refers to households with 

incomes just above the poverty level, earning up to twice the poverty threshold; and “mid/high 

income” refers to those households living on incomes which are twice or more the federal 

poverty level. 

 

The sample design and the quality control procedures used in the data collection ensure that 

the sample is representative.  Thus, the findings may be generalized to the total population of 

community members in the defined area with a high degree of confidence. 

 

Benchmark Data 

North Carolina Risk Factor Data 

Statewide risk factor data are provided where available as an additional benchmark against 

which to compare local survey findings; these data are reported in the most recent BRFSS 

(Behavioral Risk Factor Surveillance System) Prevalence and Trend Data published by the Centers 

for Disease Control and Prevention and the US Department of Health & Human Services.   

 

Nationwide Risk Factor Data 

Nationwide risk factor data, which are also provided in comparison charts where available, are 

taken from the 2013 PRC National Health Survey; the methodological approach for the national 
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study is identical to that employed in this assessment, and these data may be generalized to the 

US population with a high degree of confidence.  

 

Healthy People 2020 

Healthy People provides science-based, 10-year national 

objectives for improving the health of all Americans.  The 

Healthy People initiative is grounded in the principle that 

setting national objectives and monitoring progress can 

motivate action.  For three decades, Healthy People has 

established benchmarks and monitored progress over time 

in order to:  

 Encourage collaborations across sectors. 

 Guide individuals toward making informed health decisions. 

 Measure the impact of prevention activities. 

 

Healthy People 2020 is the product of an extensive stakeholder feedback process that is 

unparalleled in government and health.  It integrates input from public health and prevention 

experts, a wide range of federal, state and local government officials, a consortium of more than 

2,000 organizations, and perhaps most importantly, the public.  More than 8,000 comments 

were considered in drafting a comprehensive set of Healthy People 2020 objectives. 

 

Survey Administration 

With more than 700 full- and part-time interviewers who work exclusively with healthcare and 

health assessment projects, PRC uses a state-of-the-art, automated CATI interviewing system 

that assures consistency in the research process. Furthermore, PRC maintains the resources to 

conduct all aspects of this project in-house from its headquarters in Omaha, Nebraska, assuring 

the highest level of quality control.  

 

Interviewing Protocols and Quality Assurance 

PRC’s methods and survey administration comply with current research methods and industry 

standards. To maximize the reliability of research results and to minimize bias, PRC follows a 

number of clearly defined quality control protocols. PRC uses a telephone methodology for its 

community interviews, in which the respondent completes the questionnaire with a trained 

interviewer, not through an automated touch-tone process.  

 

Before going into the field in the latter half of February, PRC piloted 30 interviews across the 

region with the finalized survey instrument.  After this phase, PRC corrected any process errors 

that were found, and discussed with the consulting team any substantive issues that needed to 

be resolved before full implementation.    

 

PRC employs the latest CATI (computer-aided telephone interviewing) system technology in its 

interviewing facilities.  The CATI system automatically generates the daily sample for data 

collection, retaining each telephone number until the Rules of Replacement are met.  

Replacement means that no further attempts are made to connect to a particular number, and 
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that a replacement number is drawn from the sample. To retain the randomness of the sample, 

telephone numbers drawn for the sample are not discarded and replaced except under very 

specific conditions. 

 

Interviewing for this study took place primarily during evening and weekend hours (Eastern 

Time: Monday-Friday 5pm-9pm; Saturday 10am-4pm; Sunday 2pm-9pm).  Some daytime 

weekday attempts were also made to accommodate those for whom these times might be more 

convenient.  Up to five call attempts were made on different days and at different times to reach 

telephone numbers for which there is no answer.  Systematic, unobtrusive electronic monitoring 

is conducted regularly by supervisors throughout the data collection phase of the project.  

 

Cell Phones 

Cell phone numbers were integrated into the sampling frame developed for the interviewing 

system for this project.  Special protocols were followed if a cell phone number was drawn for 

the sample to ensure that the respondent lives in the area targeted and that (s)he is in a safe 

place to talk (e.g., not while driving).  Using this dual-mode approach yielded a sample 

comprised of 6% cell phone numbers and 94% landline numbers.  While this proportion is lower 

than actual cell phone penetration, it is sufficient in supplementing demographic segments that 

might otherwise be undersampled in a landline-only model, without greatly increasing the cost 

of administration.  

 

Minimizing Potential Error  

In any survey, there exists some degree of potential error. This may be characterized as sampling 

error (because the survey results are not based on a complete census of all potential 

respondents within the population) or non-sampling error (e.g., question wording, question 

sequencing, or through errors in data processing). Throughout the research effort, Professional 

Research Consultants makes every effort to minimize both sampling and non-sampling errors in 

order to assure the accuracy and generalizability of the results reported. 

 

Noncoverage Error.  One way to minimize any effects of underrepresentation of persons 

without telephones is through poststratification. In poststratification, the survey findings are 

weighted to key demographic characteristics, including gender, age, race/ethnicity and income 

(see above for more detailed description). 

 

Sampling Error.  Sampling error occurs because estimates are based on only a sample of the 

population rather than on the entire population. Generating a random sample that is 

representative and of adequate size can help minimize sampling error. Sampling error, in this 

instance, is further minimized through the strict application of administration protocols. 

Poststratification, as mentioned above, is another means of minimizing sampling error.  

 

Measurement Error.  Measurement error occurs when responses to questions are unduly 

influenced by one or more factors. These may include question wording or order, or the 

interviewer's tone of voice or objectivity. Using a tested survey instrument minimizes errors 

associated with the questionnaire. Thorough and specific interviews also reduce possible errors. 
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The automated CATI system is designed to lessen the risk of human error in the coding and data 

entry of responses.  

 

Information Gaps 

While this assessment is quite comprehensive, it cannot measure all possible aspects of health in 

the community, nor can it adequately represent all possible populations of interest.  It must be 

recognized that these information gaps might in some ways limit the ability to assess all of the 

community’s health needs.  

 

For example, certain population groups (such as the homeless, institutionalized persons, or 

those who only speak a language other than English or Spanish) are not represented in the 

survey data.  Other population groups (for example, pregnant women, 

lesbian/gay/bisexual/transgender residents, undocumented residents, and members of certain 

racial/ethnic or immigrant groups) might not be identifiable or might not be represented in 

numbers sufficient for independent analyses.   

 

In terms of content, this assessment was designed to provide a comprehensive and broad 

picture of the health of the overall community.  However, there are certainly a great number of 

medical conditions that are not specifically addressed. 
 

Key Stakeholder Interviews (Primary Data) 
The CHA Work Team implemented 13 key stakeholder interviews with the following community 

leaders: 

Key Stakeholder Title Agency 

Represented 

Interviewed by: 

Doug Keskula Dean, Health and 

Human Sciences 

Western Carolina 

University 

Matthew Impagliatelli 

Amy Grimes Executive Director The Community 

Table 

Preston Jackson 

Paige Dowling Town Manager Town of Sylva Melissa McKnight 

Brian McMahan Chairman Board of 

Commissioners 

Melissa McKnight 

Debbi Madill Teacher Jackson County 

Public Schools 

Melissa McKnight 

Bob Cochran Director  Department of Social 

Services 

Melissa McKnight 

Eddie Wells Director Department on Aging Liz Cochran 

Robert Hawk Extension Director Cooperative 

Extension 

Katie Peterson 

Paula Carden Director Jackson County 

Department of Public 

Health 

Melissa McKnight 
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Steve Heatherly CEO Harris Regional 

Hospital 

Melissa McKnight 

Rebecca Mathis Executive Director The Good Samaritan 

Clinic 

Melissa McKnight 

Gerald Green Planning Director Jackson County  Zara Sadler 

Alice -- Community Member -- Melissa McKnight 

 

All stakeholders were interviewed in person by a member of the CHA Work Team using an 

identical list of questions developed as team.  Responses were compiled anonymously and used 

as supplementary data during the Community Prioritization Meeting.  Further, quotes gathered 

during these interviews have been used to enhance the CHA product. 

Listening Sessions (Primary Data) 

The CHA Work Team implemented five listening sessions with the following community groups: 

Location Group Number in 

Attendance 

Led by: 

Jackson County Early 

College 

9-10th graders 10 Anna Lippard 

Cashiers Senior 

Center 

Older adults 12 Liz Cochran 

Good Samaritan 

Clinic 

Uninsured adults 4 Melissa McKnight 

WCU Nutrition Club Juniors and seniors at 

WCU 

3 Preston Jackson  and 

Matthew Impagliatelli 

WCU On-campus 

students 

Freshmen at WCU 5 Katie Peterson  

 
All listening sessions were implemented using the following documents: 

 Scripted prompt 

 Seven Dimensions of Health handout 

 Do More, Do Less handout 

 

During the sessions, participants were led through a series of questions where, after 

brainstorming, they identified one thing that needed to be done to improve the health of 

Jackson County.  The group could refer to the Seven Dimensions of Health handout to assist 

them in the brainstorming process.  From there, participants discussed what could be done to 

solve this problem, how others in the community would react to this problem, and more.  

Finally, the group was led through an anonymous activity called “Do More, Do Less.”  

 

All data collected was analyzed by the CHA Work Team, looking for common themes.  

Responses were compiled anonymously and used as supplementary data during the Community 
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Prioritization Meeting.  Further, quotes gathered during these interviews have been used to 

enhance the CHA product. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 
 

 


