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 IŀǊǊƛŜǘΩǎ CƛƴƎŜǊǎ 
 
 I listen to the voices 
 Of those who need to speak 
 Their stories 
 Are part of our stories 
 Whether we know them to be ours or not 
 

  
 Harriet is working her shift at the Waffle House 
 She shuffles along as if in a dream or maybe a daze 
 Wearing the Waffle House uniform 
 That she has worn for over thirteen years 
 
 ά²Ƙȅ ŀǊŜ ȅƻǳ ǿŜŀǊƛƴƎ ǘƘƻǎŜ ƎƭƻǾŜǎΚέ L ŀǎƪ ƘŜǊ 
 She tells me she has just had three of her fingers amputated 
 άL ŀƳ ŀ ŘƛŀōŜǘƛŎέ ǎƘŜ ǎŀȅǎ 
 ά!ƴŘ ƛǘ ƛǎ ƎŜǘǘƛƴƎΩ ǘƘŜ ōŜǎǘ ƻŦ ƳŜΣέ ǎƘŜ ŀŘŘǎ ǿƛǘƘ ŀ ƭƻƻƪ ƻŦ ǊŜǎƛƎƴŀǘƛƻƴ 
 
 ά²Ƙŀǘ ǿƻǳƭŘ ƘŜƭǇ ȅƻǳ ǿƛǘƘ ȅƻǳǊ ŘƛǎŜŀǎŜΚέ L ǘŜƴǘŀǘƛǾŜƭȅ ŀǎƪ 
 IŀǊǊƛŜǘ ǊŜǎǇƻƴŘǎΣ άōŜǎƛŘŜǎ ǿƛƴƴƛƴΩ ǘƘŜ ƭƻǘǘŜǊȅέ 
 ά²ŜƭƭΣ L ŦƛƎǳǊŜ ƛŦ L ŎƻǳƭŘ Ƨǳǎǘ ƎŜǘ ŀ ƎƻƻŘ ŜƛƎƘǘ ƘƻǳǊǎ ƻŦ ǊŜǎǘ 
 L ƳƛƎƘǘ ōŜ ŀōƭŜ ǘƻ Řƻ ǘƘŀǘ ǘƘŜ ŘƻŎǘƻǊ ǘŜƭƭǎ ƳŜ ǘƻ Řƻέ 
 
 άLǘ ŀƛƴΩǘ Ŝŀǎȅ ǿƻǊƪƛƴƎ ǘǿƻ jobs and trying to take care                                             
 ƻŦ Ƴȅ ƎǊŀƴōŀōȅ ōƻȅǎέ ǎƘŜ ǊŜǎǇƻƴŘǎ 
 άL ŀƳ Ƨǳǎǘ ǎƻ ǘƛǊŜŘ ŀƭƭ ǘƘŜ ǘƛƳŜέ 
 άWǳǎǘ Ǉƭŀƛƴ ǘƛǊŜŘέ 
 ά{ƻ ǘƛǊŜŘέ 
 
 As I walk in to facilitate a diabetes workshop that morning 
 I think about HarǊƛŜǘΩǎ ŦƛƴƎŜǊǎ 
 The crowd shuffles in 
 !ƴŘ L ǿƻƴŘŜǊ Ƙƻǿ ǘƻ ƘŜƭǇ ǘƘŜ IŀǊǊƛŜǘΩǎ ƻŦ ǘƘŜ ǿƻǊƭŘ ƎŜǘ ŀǎ ƎƻƻŘ ƴƛƎƘǘΩǎ ǎƭŜŜǇ 
 

 
 I listen to the voices 
 Of those who need to speak 
 Their stories 
 Are part of our stories 
 Whether we know them to be ours or not 
 
 YŜǾƛƴ ά5ƻŎέ YƭŜƛƴ 
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Executive Summary 

How do we prevent disease, save lives, and 

save dollars?  How do we make serious changes 

in our community so that all residents have the 

opportunity to make healthy choices?  What 

will it mean to create a bold health vision that 

community partners can work towards instead 

of simply listing the problems we want to get 

rid of?  The Buncombe County Community 

Health Assessment process of 2009-2010 has 

focused on answering these questions.   

In the challenging times in which we find 

ourselves at the end of 2010, one stark fact 

about community health is clear:  the health 

sector will simply not be able to accomplish 

overarching health improvement on its own.  

Now more than ever, public health and health 

care providers must develop innovative 

partnerships to achieve success.   High school 

graduation, urban planning and design, and air 

and water quality likely have as much or 

greater impact on health than seeing a doctor 

when you are sick.   

A diverse team of community leaders has 

worked together to chart a course for 

.ǳƴŎƻƳōŜΩǎ ƘŜŀƭǘƘƛŜǊ ŦǳǘǳǊŜΦ  ¢ƘŜ ǇǊƛƻǊƛǘƛŜǎ 

outlined in this report focus on helping all of 

our people stay healthy.  Gathering a wealth of 

information, reviewing data, and setting 

priorities are only the first steps.  Now we 

begin the search for strategies that can push 

our community forward and reduce death and 

disease.  Our health and well-being depend    

on it.  

America leads the world in medical research and 

medical care, and for all we spend on health care, 

we should be the healthiest people on Earth.  Yet 

on some of the most important indicators, like 

Ƙƻǿ ƭƻƴƎ ǿŜ ƭƛǾŜΣ ǿŜΩǊŜ ƴƻǘ even in the top 25, 

behind countries like Bosnia and WƻǊŘŀƴΦ  LǘΩǎ ǘƛƳŜ 

for America to lead again on health, and that 

means taking three steps.   

The first is to ensure that everyone can afford to 

ǎŜŜ ŀ ŘƻŎǘƻǊ ǿƘŜƴ ǘƘŜȅΩǊŜ ǎƛŎƪΦ   

The second is to build preventive care, like 

screening for cancer and heart disease, into every 

health care plan and make it available to people 

who otherwiǎŜ ǿƻƴΩǘ ƻǊ ŎŀƴΩǘ Ǝƻ ƛƴ ŦƻǊ ƛǘΦ  

(Example: have available in malls and other public 

ǇƭŀŎŜǎΣ ǿƘŜǊŜ ƛǘΩǎ Ŝŀǎȅ ǘƻ ǎǘƻǇ ŦƻǊ ŀ ǘŜǎǘΦύ 

The third is to stop thinking of health as 

something we get at the doctƻǊΩǎ ƻŦŦƛŎŜ ōǳǘ 

instead as something that starts in our families, in 

our schools and workplaces, in our playgrounds 

and parks, and in the air we breathe and the 

water we drink.  

The more you see the problem of health this way, 

the more opportunities you have to improve it.  

Scientists have found that the conditions in which 

we live and work have an enormous impact on 

our health, long before we ever see a doctor.   

LǘΩǎ time we expand the way we think 

about health to include how to keep it, 

not just how to get it back. 

Excerpt from Robert Wood Johnson Foundation:           

A New Way to Talk about the Social Determinants of 

Health, 2010 
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BuÎÃÏÍÂÅ #ÏÕÎÔÙȭÓ ςπρρ-2014 Health Priorities 

After examining the data that was generated during the Community Health Assessment (CHA) 

process and listening to input from community members, six priority areas have been chosen 

by community leaders.  By focusing on these six areas during 2011-2015, Buncombe County 

residents and organizations will move forward toward our long-term goal of improving health. 

 

9ŀŎƘ ƻŦ ǘƘŜǎŜ ƘŜŀƭǘƘ ǇǊƛƻǊƛǘƛŜǎ ƛǎ ŀƭǎƻ ŎƻƳǇƭŜƳŜƴǘŜŘ ōȅ ŦƛǾŜ ƎǳƛŘƛƴƎ ǇǊƛƴŎƛǇƭŜǎ ƻǊ άƻǾŜǊŀǊŎƘƛƴƎ 

ǘƘŜƳŜǎέ ǘhat will shape the development of specific strategies to address each of the priorities.  

Å Equity / parity:  Focus on addressing racial, ethnic, income, and other disparities.   

Å Access to resources:  Focus on strategies that enable access to various kinds of 

resources.  

Å Prevention:  Focus on creating opportunities to help people stay well. 

Å Assets-based approaches:  Build on existing strengths and assets.  

Å Results, impact, and outcomes:  Seek to be strategic about which interventions or 

combination of interventions are more likely to achieve the most impact and create 

positive health outcomes.  

In the remainder of this report, you will find detailed data and analysis, input from community 

members and much more.  The priorities for the next four years have been identified.  Now the 

strategic work begins.  Your ideas, energy, and creativity are welcome.   

 

  

 
Buncombe County Health Director 
2010 Chair, Health Partners 

 
Dr. Richard Oliver, DMV 
Chair, Buncombe County Board of Health 
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Introduction  

Strategic alignment to improve health 

Buncombe County is a vibrant place to live and is well known for its rural beauty, small town charm of 

the many municipalities, and the splendor of downtown Asheville.  Many leaders in Buncombe County 

are committed to improving health and wellbeing as a critical strategy for attracting new residents and 

businesses as well as improving the quality of life for current residents.   

Throughout 2010, a team of 68 community leaders from Buncombe County came together to chart a 

course for making our community a healthy, vibrant, high-quality place to live, work, and play. Many of 

the leaders involved with the Community Health Assessment (CHA) process asked the fundamental 

question, ά²Ƙŀǘ ƎƻƻŘ ƛǎ ƘŜƭǇƛƴƎ ǇŜƻǇƭŜ ƭƛǾŜ ƭƻƴƎŜǊ ƛŦ ǘƘŜȅ Ŏŀƴƴƻǘ lead high quality livesΚέ By creating a 

community health vision to focus our effort, leaders now draw our attention to the issues that we care 

enough about to want to create improvements in our community.  

Creating the community health vision and priorities detailed here are not the work of any one 

organization or neighborhood group. Indeed, no one organization will ever be able to accomplish the 

goals outlined here. What this vision and these priorities do is help us align in the same strategic 

directions.  These are the common goals we can work towards together to improve health.  Each of the 

priorities is itself a puzzle with numerous pieces ς many of them yet undefined.  Where do your energy, 

passion, and commitment fit in these puzzles? 
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Reframing our understanding of health improvement 

In the spring of 2010, a new health statistic posed a challenge for Buncombe County.  A 

nationwide health ranking process called Mobilizing Action Toward Community Health (MATCH) 

indentified four categories of health factors that together impact rates of death and disease.  

The MATCH ranking specified measures in each category:  health behaviors, clinical care, social 

and economic factors, and physical environment.  Buncombe County was ranked as the 25th 

healthiest of the 100 counties in North Carolina based on over thirty health measures.  

Here was our challenge:  even though Buncombe County was ranked 3rd healthiest of the North 

Carolina counties on medical care availability and quality, our rates of death and disease still 

put us at only 25th healthiest overall.  Ability to go to the doctor and receive high quality care is 

one critical piece of the puzzle of good health.  However, the MATCH rankings made it clear 

that if Buncombe County wants to truly improve the health status of our residents, we will need 

to seriously address the other factors that contribute to good health ς or the lack of it.    

Mobilizing Action Toward Community Health - MATCH Framework 
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Community Health Assessment Process 

In the summer of 2009, the Buncombe County Department of Health began to look seriously at our 

Community Health Assessment (CHA) process.  A number of critical assumptions about how the data 

would be used and what data was most critical were tested.  Early in 2009, over 200 community 

partners completed a brief survey that helped the Department of Health determine ways to make the 

2010 Community Health Assessment even more useful to community members and partners.  The goal 

was to create a process that could be used to inform the planning and strategic impact of not only the 

Department of Health but of various organizations throughout the community. 

It became clear that collecting more data and information that primarily described the current health 

status of residents would not be particularly useful ƛŦ ƛǘ ǿŀǎ ƴƻǘ ƎǊƻǳƴŘŜŘ ƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅΩǎ Ǿƛǎƛƻƴ ŦƻǊ ŀ 

healthier Buncombe County.  With the aid of Uncharted Territories, a health systems analysis firm, the 

Department of Health undertook a more ambitious plan.     The prime objective for the 2009-2010 

Community Health Assessment process was to have an on-going strategic alignment and action 

planning process for health improvement that engaged a diverse set of stakeholders in decision-

making.   

This on-going process consists of the following four phases: 
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Phase One ɀ Strategic Questions (2009 / early 2010) 

The first step in this action learning process was to become clear about what health-related questions 

community leaders cared about.  Creating a pathway to engage partners in an exploration of the critical 

strategic questions opened up the doors for the partners to have a higher degree of ownership and 

investment in the Community Health Assessment work.   By using a systems thinking perspective, the 

CHA team began to see how the different components impacted our overall health.  Systems thinking is 

a discipline that is new to many.  Yet, as our health problems become so complex, it is necessary to use 

tools that help us understand all the parts and how they relate to the whole.  

The initial inquiry into generating strategic questions began to help CHA leadership better understand 

where there were opportunities to create action and build momentum through this process.  Leaders 

were asked what improvements they cared enough about to personally and/or organizationally commit 

energy and resources.  For example, a principal of a school may want to know about why his/her 

students are absent so often.  A minister may want to know who in her congregation is most likely to get 

diabetes or how to best help members who already have the disease to manage it well.  A business 

leader may want to know who in his company is most likely to struggle with chronic disease and how he 

can most effectively reduce health insurance premiums.  We found this challenging as many partners 

were not used to asking these types of questions. hƴŜ ǇŀǊǘƴŜǊ ƛƴŘƛŎŀǘŜŘ ǇǊƛǾŀǘŜƭȅ ǘƘŀǘ άǿŜ ƘŀǾŜ ƎƻǘǘŜƴ 

quite used to the experts giving us the information and reacting to it in some form or fashion.έ   These 

questions went far beyond the types of health information/data we typically gather through the CHA.  

As expected, much of this data was not readily or yet available.   

The new Healthy Living Network is one such example that emerged through this process. Questions 

were identified using a systems thinking approach.  Partners then identified areas of focus for improving 

their impact with a number of key health outcomes. For more details about the Healthy Living project, 

see page 111. 

 

Phase Two ɀ Collecting and Analyzing Data/Information 

Phase Two involved a number of the traditional processes used in previous Community Health 

Assessments including surveys, listening sessions, key informant interviews, and data collection from a 

number of reliable sources such as MATCH County Ranking Report, the Behavioral Risk Factory 

Surveillance Survey, and the Census Bureau. 

The strategic questions helped to focus the data collection wherever possible.  It became clear, 

however, that our surveillance efforts would need to be expanded or refined greatly to collect some of 

the data necessary to address some of the new questions generated.  Much of the data that partners 

wished to see is not yet available. 

In addition, we found much of the data is presented in terms of what we wished to rid ourselves of 

versus what we wished to create.  For example, we know that teenage pregnancies in some populations 
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are higher than others. This data steers us towards reducing what we do NOT want, in this case teenage 

pregnancies, versus helping us create what we DO want such teenage young women postponing 

pregnancy until later years.  This is an area we hope to be able to address in years to come through our 

surveillance efforts.  By focusing on an assets-based approach, health leaders are more likely to engage 

the community to create positive and meaningful changes. 

The Community Health Assessment Steering Committee created a number of guiding principles to use 

when analyzing data and for future groups to use when creating action plans around the defined 

priorities. These guiding principles provide the context or frame for data analysis so that all decisions 

made would incorporate a strategic focus on the following principles: 

Å Equity / Parity 

Å Access to resources   

Å Prevention   

Å Assets-based approaches  

Å Results, impact, and outcomes   

More details about these guiding principles are listed in this report on page 12. 

 

Phase Three ɀ Priorities, Vision, Goals, and Strategy 

This Phase involves setting clear priorities and then working with Strategic Action Teams to develop 

clear vision, goals, and strategies for each particular priority area.  This work will move at different paces 

over the course of the next three to four years. Six key priorities were identified by the Steering 

Committee. A pilot strategic action planning and implementation process began with the Healthy 

Weight priority in fall of 2009.  For more information on action planning and activity for that priority, see 

the Strategic Innovation section beginning on page 111. 

The Department of Health will work with community teams to further focus data needs using data that 

was generated as part of CHA as a starting point for each action team. The intention is for the 

Department of Health to continue to refine this data so that it is more useful in identifying which 

populations may benefit from a more targeted approach than others.   

 

Phase Four ɀ Action, Evaluation, and Learning 

Focused efforts will be designed and targeted at some of the key high leverage points.  A high leverage 

point is an area where a little effort is likely to yield large results.  Sometimes these places are not 

always immediately obvious.  The tough question each Strategic Action Team will wrestle with is ά²ƛƭƭ 

doing more of what we are currently doing improve our results or are new actions required to achieve 

ǘƘŜ ŘŜǎƛǊŜŘ ƛƳǇŀŎǘΚέ   
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The key is to work with partners to make strategic decisions up front and then test our theories of action 

through evaluation efforts designed to answer the fundamental question άLǎ ǿƘŀǘ ǿŜ ŀǊŜ ŘƻƛƴƎ 

ǿƻǊƪƛƴƎΚέ 

Evaluation is most effective if we can examine results and learn from them in order to refine our process 

and/or make mid-course corrections in strategy.  Learning happens continually. To truly reflect on how 

to improve performance takes a disciplined approach and the collective wisdom of the partners involved 

in the work. We will therefore explore a number of evaluation efforts, ƛƴŎƭǳŘƛƴƎ άƭŜŀǊƴƛƴƎ ƘƛǎǘƻǊƛŜǎ,έ ǘƘŀǘ 

capture more than just the events undertaken but also the learning that occurred along the way. 

 

Timeline of activities 

 Summer 
2009 

Fall / 
Winter 
2009 

Spring 
2010 

Summer 
2010 

Fall 2010 Winter 
2010 and 
beyond 

Activities:       
Early planning, community partner meetings 
 
 

Developing in-depth community health survey, creating sample methodology, interviewing 
randomly selected community residents   
 
 

Strategy team with focus on Healthy Living Opportunities (Obesity Prevention Action Planning) 
 
 

Steering Committee, broad community input, analysis, looking for leverage points 
 
 

Healthy Living Network moving into action, creating tools to facilitate innovation 
 
 

Data analysis including GIS mapping 
  
 

Setting priorities 
 
 

Creating report, making assessment available to the public, posting on-line 
 
 

Moving into action on priority health issues 
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Community Engagement & Leadership 

The .ǳƴŎƻƳōŜ /ƻǳƴǘȅ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘ ŀƴŘ IŜŀƭǘƘ tŀǊǘƴŜǊǎΣ .ǳƴŎƻƳōŜ /ƻǳƴǘȅΩǎ IŜŀƭǘƘȅ 

Carolinians community health coalition, facilitated the assessment process throughout 2009 and 2010. 

We used an intentional strategy of engaging community members and leaders at every stage.  

Community members helped to decide what kinds of information to gather and from whom, 

participated in designing surveys and actually gathering data, reviewed primary and secondary data 

collected, and selected priorities.  A team of community members and leaders also participated in an 

additional strategic innovation, the Healthy Living project (see page 111).  In total, over 700 community 

residents participated in this community health assessment.  Over one hundred and fifty community 

members and organizational partners helped guide this Community Health Assessment.  An additional 

228 residents offered between 20 and 40 minutes of their time to complete an in-person, in-depth 

Community Health Survey and another 401 county residents completed a short health opinions survey.  

 

Early planning, Health Partners volunteers,  

And designing the Community Health Survey 

The 2010 Buncombe County Community Health Assessment process kicked off with an initial session 

that was offered as part of the 2009 Health Partners annual meeting.  A variety of community and 

organizational volunteers donated their time, opinions, and expertise for six months, from the spring to 

the fall of 2009.  This team helped frame the overall focus on the process and created the survey 

instrument for the in-depth Community Health Survey.   

The entire Health Partners ς Healthy Carolinians coalition membership of 325 community volunteers 

and organizational representatives was invited to participate in the Community Health Assessment.  

Over 60 people volunteered on the early planning team in varying capacities.  See a list of team 

members in Appendix A.  Participation at most meetings was approximately 25-30 people.  

Much of the very early planning and discussion focused on how to make the Community Health 

Assessment process as beneficial to the local community as possible.  Volunteers also wanted to create 

the CHA itself to serve as a tool that could truly drive health improvement.  The group, along with CHA 

staff, decided early on to frame the process and report around issues such as primary prevention, 

looking for ways to measure well-being, reducing disease, engaging residents in making healthy choices, 

and measuring health improvement so that our community would know what strides we were making as 

well as where we needed additional efforts.  Team members also asked for a CHA report that they could 

more easily use.  They offered suggestions such as making specific data pieces available on-line in 

numerous small chunks instead of simply offering one huge file of the full report.  Based on this 

feedback, a downloadable fact sheet for each section of data will be posted on-line on the Department 

of Health website in early 2011. 
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Many members of this early planning team also participated in creating the survey tool for the 

Buncombe County Community Health Survey.  For more information about the survey, see Appendix B.  

For a copy of the survey tool, see Appendix F. 

 

Strategy Team 

From fall 2009 to spring 2010, a smaller group invested significant time and energy learning a new 

process and applying it to one of the health issues that the early planning team felt sure would arise as 

ƻƴŜ ƻŦ .ǳƴŎƻƳōŜ /ƻǳƴǘȅΩǎ ƘŜŀƭǘƘ ǇǊƛƻǊƛǘƛŜǎΥ  obesity.  This small group was able to test out a different 

way of long-term problem solving called health systems analysis.  The Department of Health and Health 

Partners engaged Doc Klein, founder and CEO of Uncharted Territories, a national systems analysis 

consulting firm based in Asheville.  Klein led the Strategy Team through a six month interactive process 

to identify all of the key pieces or systems that play a role in whether or not community members 

became overweight or obese.  An organizational development grant was secured from the Community 

Foundation of Western North Carolina in late 2009 that enabled Klein to transition from a volunteer to a 

paid consultant.  

Midway through the process, the group made an intentional decision to shift from organizing their 

efforts to react to the problem (obesity) to focusing their attention on creating the good health they 

were striving towards.  In addition, based on input from wellness coaches and nutritionists, the Strategy 

Team changed to a process that would strive to create a community where all residents could live a 

healthy life ς and not to simply focus on weight.  The effort was renamed the Healthy Living project. For 

a full description of the Healthy Living project, see the Strategic Innovation ς Healthy Living project 

section of this report on page 111.   

 

Community Health Assessment Steering Committee 

A Steering Committee was created to review information, determine what additional data was needed 

in order to be strategic about creating well-being in the Buncombe community, and to set priorities for 

the Community Health Assessment.  The Buncombe County Health Director (also current Board Chair of 

Health Partners) extended the invitation to participate in the CHA Steering Committee to over 200 

community leaders.  Invitees included, for example: leaders in the faith community, business 

community, non-profit community, schools and higher education, medical and health community, and 

local government and elected officials.  Sixty-eight leaders joined the Steering Committee.  Each of the 

four meetings in 2010 engaged about 20-30 participants.  

Instead of creating a list of priorities that were problems to address, this CHA process has focused 

instead on identifying what pieces of a healthy community we want to CREATE.  For this reason, the 

Steering Committee also identified a list of overarching themes ς frames to be applied to each of the six 

priority health issues identified.  The Steering Committee has requested that each of these themes be 
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addressed in the action planning to take place around each of the priority health issues.  This will serve 

to focus the efforts of the future planning groups on equity, prevention, large-scale impact, and more.  

For more information about the overarching themes, see page 12.  

See Appendix A, page121, for a list of Community Health Assessment 2010 Steering Committee 

members. 

 

Listening Sessions and Community Health Opinion Survey 

Once the Steering Committee had narrowed a list of potential priorities down to approximately 10-12 

issues, staff created a survey to use for gathering broad public input.  The intent was to engage many 

community residents in the process of narrowing the priorities down to a short list.  Over 400 county 

residents completed the survey either on line or in person during listening sessions.  For more details on 

the listening sessions and opinion survey, see Appendix C. 
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2010 ɀ 2014 Health Priorities 

The six priorities were chosen by a diverse group of community stakeholders who drew from data and 

information gathered during the Community Health Assessment to make their decisions.  The priorities 

selected do not negate the importance of other areas of contribution.  Yet, these priorities offer 

opportunities for dramatically improving health impact based on the data that was collected and 

analyzed.  The Community Health Assessment ς Steering Committee engaged 68 community leaders 

ŦǊƻƳ ǘƘǊƻǳƎƘƻǳǘ .ǳƴŎƻƳōŜ /ƻǳƴǘȅ ǘƻ ǊŜǾƛŜǿ ǘƘŜ ŜǾƛŘŜƴŎŜΣ ƭƛǎǘŜƴ ǘƻ ŎƻƳƳǳƴƛǘȅ ƳŜƳōŜǊǎΩ ƛƴǇǳǘΣ ŀƴŘ 

select priorities that will help us attain our community health vision.  

The priorities are described in some detail.  As community members enter into the next phase of 

Strategic Action Planning, each priority will become more focused as strategies are selected and 

outcomes are further defined.   

 

Each of these health priorities is also complemented by five guiding principles or άƻǾŜǊŀǊŎƘƛƴƎ ǘƘŜƳŜǎΦέ  

These themes will shape the development of specific goals and strategies in 2011. 

Å Equity / parity:  Focus on addressing racial, ethnic, income and other disparities.  Equity is 

created by focusing extra attention and assistance for groups of people that have worse health 

outcomes or who face greater barriers to making choices that lead to good health. 

Å Access to resources:  Focus on strategies that enable access to resources such as medical care, 

safety, healthy foods, and environmental supports for activity. 

Å Prevention:  Focus on creating opportunities to help people stay well instead of focusing only 

on healing once they are sick or are in a health crisis. 

Å Assets-based approaches:  Building on natural strengths of residents and organizations, 

developing community networks, linking into existing groups. 

Å Results, impact, and outcomes:  Seek to be strategic about which interventions or 

combination of interventions are more likely to achieve the most impact and create positive 

health outcomes.  
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Healthy Weight:  A range of weight that is appropriate for an individual based on height, bone 
structure, and other body physiology. 

 

Healthy Living:  Behaviors that support healthy weights, emotional/physical well-being, productivity, 
and longevity.  These include eating healthy foods, portion sizes, leisure and work levels of physical 
activity, managing stress, etc. 

 

Data Insights:  Among Buncombe County children, 28% of Kindergarteners are overweight (>85th 
percentile), increasing each year to 39% of 5th graders.  È  57% of Buncombe adults are either 
overweight or obese; and 1 out of 4 is obese.  È   80% of Buncombe non-white adults are either 
overweight or obese.  È  1 out of 10 adults reported NO exercise in past week, and 3 out of 10 
adults earning <$50,000 reported NO exercise in past week.  È  Slightly more than 25% of adults got 
exercise 1 or less times a week; and for Buncombe non-whites, 68% got exercise 1 or less times per 
week. È 1 out of 4 adults ate <1 servings of vegetables per day, and 2 out of 3 non-white adults ate 
<1 servings of vegetables per day. È  Improving healthy weight (preventing obesity) was one of the 
top 5 health concerns people cared most about.  

 

Potential Strategic Focus Areas:  Improve networking and coordination of nutrition and physical 
activity initiatives and services; Increase access to opportunities to be active and eat well.  

 

Potential Long-term Impacts:  Increase number of adults reporting healthy weights (BMI ); Increase 
number of children at healthy weights for their age, height, and bone structure; Increase number of 
adults  and children entering and maintaining healthy weight category for at least two years; 
Increase the number of obese adults and children reaching a healthy weight; Increase the percent of 
Buncombe County adults and children who participate in recommended amounts of physical 
activity. 

 

 Note:  ǎƻƳŜ ŦƻŎǳǎ ŀǊŜŀǎ ŀƴŘ ǇƻǘŜƴǘƛŀƭ ƛƳǇŀŎǘǎ ŘǊŀǿƴ ŦǊƻƳ ǘƘŜ b/Ωǎ 9ŀǘ {ƳŀǊǘΣ aƻǾŜ aƻǊŜ Ǉƭŀƴ ǘƻ 
prevent overweight and obesity.  For the full plan, link here: 

http://www. eatsmartmovemorenc.com/ESMMPlan/Texts/ESMMPlan_Desktop.pdf  

  

http://www.eatsmartmovemorenc.com/ESMMPlan/Texts/ESMMPlan_Desktop.pdf
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²ƻƳŀƴΩǎ IŜŀƭǘƘΥ  The ability to nurture and care for the female body in ways that effectively 

optimizes well-being, prevents disease, and / or manages chronic conditions, especially among those 

in high risk categories.  

 

Childbearing Years:  Age 12 - 45 years.  

 

Data Insights:  62% of females in Western NC reported unintended pregnancy compared to 61% in 

NC and 55% in US.  È  82% of WNC black females reported unintended pregnancy compared to 43% 

of WNC white females.  By comparison, 64% of NC black females and 37.5% NC white females 

reported unintended pregnancies.  È  Overall, since 2004, the rate of teen pregnancies has 

increased.  Among teen pregnancies in 2008, 6 out 10 were non-white and 4 out of 10 were white.  

È  Among pregnancies that ended in abortion, 10 % occurred among Buncombe white females 

compared to 26% of Buncombe black females. È The highest prevalence of Chlamydia in Buncombe 

occurs among teens ages 13 ς 19.  È  Nearly 7 out of 10 women (over age 18) get annual ǿƻƳŜƴΩǎ 

health exams and among Buncombe non-ǿƘƛǘŜ ŦŜƳŀƭŜǎ сн҈ ƎŜǘ ŀƴƴǳŀƭ ǿƻƳŜƴΩǎ ƘŜŀƭǘƘ ŜȄŀƳǎ 

(local health survey). È  ²ƻƳŜƴΩǎ ƘŜŀƭǘƘ ƛǎǎǳŜǎ ǿŜǊŜ ƻƴŜ of the top health issues that people listed 

in the Opinion Survey.  

 

Potential Strategic Focus Areas:  Improve the health of women of childbearing age through a 

ŎƻƭƭŀōƻǊŀǘƛǾŜ ŦƻŎǳǎ ƻƴ ǿƻƳŜƴΩǎ ǿŜƭƭƴŜǎǎΤ  Improve the knowledge, attitudes, and behaviors of 

women and men related to preconception health; Increase the number of woman and girls of 

childbearing age who have the support and wisdom to care for themselves during the years before 

pregnancy as well as during pregnancy; Engage men and boys in healthy decision making regarding 

sexual activity and parenting; Develop support systems for parents of infants and toddlers; Focus on 

increasing thoughtful decisions about having children, especially in populations who have high rates 

of unintended pregnancies; Reduce risks associated with previous negative pregnancy outcomes; 

Assure that all women of childbearing age receive preconception healthcare services.  

 

Potential Long-term Impacts:  Increase number of pregnancies that are intended; Decrease 

premature births; Increase babies that are born at a healthy weight; Increase interval between 

pregnancies; Increase entry into prenatal care in first trimester; Decrease number of children living 

in poverty; Increase number of women and specifically mothers who do not smoke or use tobacco; 

Increase number of women living at a healthy weight and/or free from chronic or infectious disease. 

 

Note:  some focus areas and potential impacts drawn from the North Carolina Preconception Health 

Strategic Plan, 2008-2013. Read the full plan here:  

http://www.nchealthystart.org/downloads2/preconception_health_strategic_plan.pdf  

http://www.nchealthystart.org/downloads2/preconception_health_strategic_plan.pdf
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/ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘ hǳǘŎƻƳŜǎ:  Emotional and physical wellbeing, healthy weight, safety, stress, 
sleep, school readiness.  
 
Family Support:  Not only services offered to the family but their connection to a caring 
knowledgeable community.  
 
Education:  Knowledge, skills, and experiences. 
 
Data Insights:  Among Buncombe children, 28% of Kindergarteners are overweight (>85th 
percentile), increasing each year to 39% of 5th graders.  È  Percent of people living in poverty 
continues to increase, staying above US percentages for last 4 years and in 2009 rising above NC 
percentage.  Poverty among Hispanics was higher than among black and white residents in 2008 and 
2009.  È  1 in 5 children in Buncombe live in poverty, higher than US average but slightly lower than 
NC.  È  High school dropout rates for Asheville City Schools (4.8%) and Buncombe County Schools 
(4.65%) are slightly higher than NC (4.27%), although there is a slight downward trend during the 
past 5 years.  È  Percent of residents with a college degree is higher among Buncombe County 
residents than both US and NC, although fewer than 1 in 3 Buncombe residents have a 4 year 
college degree or higher.  È  Buncombe ranks the highest in NC for kindergarten children (3.81%) not 
immunized due to religious exemptions (compared to 0.68% of NC kindergarteners).      
 
Potential Strategic Focus Areas:  Increase support and education of mothers, fathers, and 
caregivers, especially focusing on early childhood development; Improve parenting and healthy 
living skills among families; Promote opportunities to make healthy choices for families; Increase the 
percent of children ever breastfed; Make positive health information easier to access and 
understand.  
 
Potential Long-term Impacts:  Increase percent of children at healthy weight; Increase parental 
engagement in creating and maintaining healthy and safe homes; Increase the percent of children 
who are fully immunized; Decrease number of missed school days per child per school year; Increase 
percent of families living above the poverty level.  
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Readiness:  Students have the physical and emotional wellbeing necessary to learn at all grade 
levels in school 
 
School:  Pre-kindergarten through college (cradle to college)  
 
Data insights:  Among children age 0 ς 5 who are enrolled in regulated children - 54% are enrolled in 
άп ƻǊ р ǎǘŀǊέ care centers.  È  High school dropout rates for Asheville City Schools (4.8%) and 
Buncombe County Schools (4.65%) are slightly higher than NC (4.27%), although there is a slight 
overall decrease during the past 5 years.  È  Percent of residents with a college degree is higher 
among Buncombe County residents than both US and NC, although fewer than 1 in 3 Buncombe 
residents have a 4 year college degree or higher.  
 
Potential Strategic Focus Areas:  9ƴƘŀƴŎŜ ŦŀƳƛƭƛŜǎΩ ŀƴŘ ŎŀǊŜƎƛǾŜǊǎΩ ŀōƛƭƛǘȅ ǘƻ ǎǳǇǇƻǊǘ ǘƘŜ 
development of children from birth to kindergarten; Increase early childhood learning opportunities; 
Decrease absenteeism from school; Increase family support for educational success; Increase 
student motivation to learn; Improve opportunities for physical activity and nutrition during school 
day as a strategy to increase academic achievement; Increase the involvement of families, care 
givers, and the community in the academic success of all children; Strengthen the social and basic 
life skills that youth need for success 
 
Potential Long-term Impacts:  Increase kindergarten readiness; Increase appropriate promotion 
throughout grade levels; Increase percent of students performing at or above grade level; Increase 
high school graduation rate; Increase percent attending post-high school education.  
 
Note: some focus areas and potential impacts drawn from the United Way of Asheville and 
.ǳƴŎƻƳōŜ /ƻǳƴǘȅΩǎ LƴǾŜǎǘƳŜƴǘ Strategy for 2010-2011.  Read more here: 
http://www.unitedwayabc.org/your_dollars/index.php  

 

 

 

 

 

 

 

http://www.unitedwayabc.org/your_dollars/index.php
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Mental Health Home:  a mental health provider who works with patients and their primary care 
providers on an ongoing basis to provide optimal care.  
 
Access:  represents capacity, affordability, transportation, and proximity.  
 
Continuity:  represents consistent care over time.  
 
Data Insights:  1 out of 3 local health survey respondents reported depression in past year.  The 
percentage increases slightly among non-whites and those with lower income.  The biggest disparity 
is among those with high school or less education (41% reported being depressed in the past year 
compared to 30%).  È  Non-whites and Hispanics were twice as likely to report wanting mental 
health care but not able to get it compared to other subpopulations.  Over 60% reported lack of 
insurance or cost as the main reason they did not get mental health care. È  Suicide rates for white 
adults are equal to the homicide rates among non-white adults in Buncombe.  È  Access to mental 
health care or counseling is among the top priorities listed in the Health Opinion Survey.  
 
Potential Strategic Focus Areas:  Improving both the capacity and access to mental health services 
outside of the Emergency Departments; Educating families and caregivers on how to support those 
with mental illness; Addressing the root causes of depression and stress; Coordination of care 
among care-providers; Patient-centered care.  
 
Potential Long-term Impacts:  Reduce level of depression; Reduce level of stress; Increase capacity 
of the mental health care system; Increase level of insurance coverage for mental health care; 
Increase the percent of residents practicing positive mental health behaviors; Increase the level of 
social support for people with mental health challenges. 
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Primary Care Home:  patients have a primary-care provider on an ongoing basis that works closely 
with their other providers to provide optimal care.  
 
Access:  represents capacity, affordability, transportation, and proximity.  
 
Continuity:  represents consistent care over time.  
 
Data Insights:  17% of Buncombe adults have NO health insurance.  The percentage is higher among 
young people, non-whites, and those with less education and income.  60% of Hispanics report no 
health insurance.  The target NC insurance coverage rate is 14%.  È  Among those with high school 
or less education, 4 in 10 report having no personal doctor.  È  Nearly 1 in 5 reports wanting 
medical care but not getting it within past year.  70% of those reported the main reason as lack of 
insurance or cost.  Among those not getting medical care, disparities exist among non-white, 
Hispanic, less education, and less income. The largest disparity is among those 18 ς 44 years of age. 
È  Over twice as many Hispanic and non-white adults wanted medication but did not get it within 
past year, due mostly to lack of insurance or cost.  È  Making sure everyone has a doctor to go to 
when they are sick was the #1 issue listed in the health opinion survey. 
 
Potential Strategic Focus Areas:  Improving both the capacity of and access to primary care services; 
Developing an effective referral system for primary care providers; Developing patient-centered 
care pilots that engage patient families, community, and other key stakeholders in the health of 
patients.  
 
Potential Long-term Impacts:  increase appropriate use of emergency rooms; Increase percent of 
residents with insurance coverage; Reduce prevalence of chronic diseases; Reduce costs associated 
with chronic diseases; Increase early detection of disease; Increase longevity for those with chronic 
diseases; Increase quality of life for residents (i.e. Number of Healthy Days per Month per 1000 
People).  
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Data Sources 

Local Health Survey ɀ Primary Data 
A 104 point questionnaire was developed with input from a team of volunteers and a broadly 

distributed online survey inviting input on questions to be included.  Survey topics included health 

status, health care access, health insurance coverage, personal health behaviors, physical activity and 

nutrition behaviors, data to calculate BMI, a food label interpretation activity, preparedness and health 

communication preferences.  Demographic information such as age, gender, race, ethnicity, income, 

and level of education was also assessed.  Many of the questions included in the 2010 Survey were 

carried over from the 2000 and 2005 local surveys so that responses could be compared over time.   

 

For detailed information about sampling method and specific technology used to conduct and analyze 

the survey results, please see Appendix B.    

A total of 228 adults, ages 18 

and over, from randomly 

selected households 

participated in the local health 

survey.  Teams of two trained 

volunteers (college students 

and community partner 

volunteers) visited each 

household.  One interviewed 

and the other entered 

responses into a handheld 

computer device at the time of 

the survey.  The surveys took 

approximately 20 ς 30 minutes  

to complete and a GPS point 

was collected at the location 

surveyed.  Surveys were conducted on Fridays and Saturdays between 9:00 am ς 6:00 pm on selected 

weeks in October and November 2009, and March, April, and May 2010.   

 

As survey teams were finding households and conducting surveys, the Buncombe County Sherriff 

Department provided Sheriff Reserve Deputies who patrolled the neighborhoods where interviews were 

being conducted.  All teams were issued walkie-talkies and regularly communicated with their assigned 

deputy.  The deputies advised teams of safety issues, assisted with driving directions, and helped teams 

gain access to communities.  A specific procedure was followed to select alternate households if 

ǎƻƳŜƻƴŜ ǿŀǎƴΩǘ ƘƻƳŜ ƻǊ ǿŀǎ ƴƻǘ ǿƛƭƭƛƴƎ ǘƻ ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ ǘƘŜ ǎǳǊǾŜȅΦ  {ǳǊǾŜȅ ǇŀǊǘƛŎƛǇŀƴǘǎ ǿŜǊŜ ƻŦfered 

small gift certificates and invited to enter a prize drawing as an incentive for their participation in the 

survey.   

     38 x 6 Double Cluster Random Selection:  6 points in 38 Census Block Groups 
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Listening Sessions & Opinion Surveys ɀ Primary Data 
The Steering Committee used a two-step process to select health priorities.  The first step involved a 

review of local survey results and secondary data to identify a broad list of Health Concerns. This 

analysis process resulted in a list of 26 health concerns.  Then an Opinion Survey was created which 

listed the concerns.  Community members were then invited to rank these concerns in order of 

importance as well as list additional concerns they may have had that did not appear on the list. 

 

Community members were invited to share their opinions in several ways:  1) Listening Sessions ς 15 

minute, small group sessions with a variety of key groups that were already convened (such as local 

Boards of Directors, groups of senior adults, ESL classes); 2) Email distribution of an on-line link to the 

survey (using Survey Monkey); and 3) Spanish interpreters to reach Spanish-speaking community 

members  in health care settings.   A total of 401 surveys were completed in October 2010.  The results 

of the Opinion Survey were then shared with the Steering Committee. That way, Steering Committee 

members had the input about health concerns of over 400 community members when they decided on 

priorities.   

 

MATCH - County Ranking Data ɀ Secondary Data 
The County Health Rankings are a key component of the Mobilizing Action Toward Community Health 

(MATCH) project, a collaboration between the Robert Wood Johnson Foundation and the University of 

Wisconsin Population Health institute.  This past spring, states and counties received the first County 

Health Ranking data and state-level reports, equipping communities with information around which to 

mobilize their efforts.  The MATCH data set includes county-level data on over 30 indicators that is now 

available for every county in America.  .ǳƴŎƻƳōŜ /ƻǳƴǘȅ ǳǎŜŘ a!¢/I Řŀǘŀ ŀǎ ǘƘŜ άōŀŎƪōƻƴŜέ ŦƻǊ 

organizing the quantitative and qualitative Community Health Assessment data.   

 

Additional Secondary Data 
A variety of data from reliable sources was gathered and reviewed during the assessment process.  We 

gathered a majority of trend and comparison data from BRFSS (Behavior Risk Factor Surveillance 

System).  BRFSS is a randomized telephone survey (landline only telephones) conducted annually at the 

county, state, and national level.  Questions are standardized and comparable.   

 

Additional data were available from American Community Survey ς Census Bureau, Youth Risk Behavior 

Surveillance Survey (YRBS), and more sources found at the North Carolina State Center for Health 

Statistics (i.e. Vital statistics, Pregnancy Risk Assessment Monitoring System, NC CATCH ς data 

warehouse). 
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Population Demographics 

Buncombe County Demographic Data 
Census Quick Facts (2009 estimates) 

Buncombe 
County 

North Carolina 

Population, 2009 estimate 231,452 9,380,884 

Population, percent change, April 1, 2000 to July 1, 2009 12.2% 16.6% 

Population estimates base (April 1) 2000 206,270 8,046,406 

Persons under 5 years old, percent, 2009  6.1% 7.1% 

Persons under 18 years old, percent, 2009  20.8% 24.3% 

Persons 65 years old and over, percent, 2009 15.9% 12.7% 

Female persons, percent, 2009 52.0% 51.1% 

White persons, percent, 2009 (a) 90.0% 73.7% 

Black persons, percent, 2009 (a) 7.1% 21.6% 

American Indian and Alaska Native persons, percent, 2009 (a)  0.4% 1.3% 

Asian persons, percent, 2009 (a) 1.1% 2.0% 

Native Hawaiian and Other Pacific Islander, percent, 2009 (a) 0.1% 0.1% 

Persons reporting  two or more races, percent, 2009 1.2% 1.3% 

Persons of Hispanic or Latino origin, percent, 2009 (b) 4.6% 7.7% 

White persons not Hispanic, percent, 2009 85.6% 66.8% 

Living in same house in 1995 and 2000, pct 5 yrs old & over 53.0% 53.0% 

Foreign born persons, percent, 2000  3.9% 5.3% 

Language other than English spoken at home, pct age 5+, 2000  5.9% 8.0% 

Mean travel time to work (minutes), workers age 16+, 2000  21.1 24.0 

Homeownership rate, 2000  70.3% 69.4% 

Housing units in multi-unit structures, percent, 2000  15.5% 16.1% 

Median value of owner-occupied housing units, 2000  $119,600 $108,300 

Land area, 2000 (square miles)  655.99 48,710.88 

Persons per square mile, 2000  314.5 165.2 

 
Source:  http://quickfacts.census.gov/qfd/states/37/37021.html 
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Buncombe County Population Change  

 

 

 

 

 

 

 Source:  NC CATCH at http://www.ncpublichealthcatch.com 

 

Spatial Analysis of Population Change ς Buncombe County 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Year County Peer Avg. State 

2003 213,353 126,989 8,411,092 

2004 214,588 126,612 8,489,064 

2005 216,059 127,330 8,570,234 

2006 219,446 128,026 8,719,727 

2007 223,155 129,033 8,877,950 

 

Population Change ς Raw Values 

 

Spatial analysis uses color variations to represent the areas of the county with the greatest 

change in population.  The areas in yellow experienced a decrease in population during 2000 - 

2005, whereas the areas with bright red have experienced between 13.3% - 24% growth in 

population during the same period.   

Source:  Maps created by Buncombe County Information Technology Department, GIS Unit. 
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Buncombe County Population Breakdown by Race and Ethnicity 

 

 

 

 

 

 

 

 

 

  

 

 Number 

Hispanic 8,813 

Non Hispanic 214,312 

 

 

  
 

Number 

White 196,747 

Black 16,162 

American Indian 965 

Other 9,281 

 

¦ǎƛƴƎ /Ŝƴǎǳǎ ǇƻǇǳƭŀǘƛƻƴ ŜǎǘƛƳŀǘŜǎΣ ƛǘ ŀǇǇŜŀǊǎ ǘƘŀǘ .ǳƴŎƻƳōŜ /ƻǳƴǘȅΩǎ ǇƻǇǳƭŀǘƛƻƴ Ƙŀǎ ƛƴŎǊŜŀǎŜŘ ōȅ 

nearly 10,000 people during 2003 to 2007, representing an increase of 4.9%, similar to an increase of 

рΦр҈ ƛƴ bƻǊǘƘ /ŀǊƻƭƛƴŀΩǎ ǇƻǇǳƭŀǘƛƻƴ ŘǳǊƛƴƎ ǘƘŜ ǎŀƳŜ ǇŜǊƛƻd.  By comparison, Peer county averages 

(Burke, Randolph and Davidson) indicate a very slight growth of 1.6% during 2003 ς 2007.   

¦ǎƛƴƎ .ǳƴŎƻƳōŜΩǎ нллф ǇƻǇǳƭŀǘƛƻƴ ŜǎǘƛƳŀǘŜ ƻŦ номΣпрнΣ ƛǘ ŀǇǇŜŀǊǎ ǘƘŀǘ ǘƘŜ ŎƻǳƴǘȅΩǎ ǇƻǇǳƭŀǘƛƻƴ 

increased by another 3.7% between 2007 and 2009.  If similar growth continues, population 

estimates for 2010 could exceed 235,000. 

.ǳƴŎƻƳōŜ /ƻǳƴǘȅΩǎ 

2007 population 

estimate is 223,155.  

Percent population by 

Race: 

   White = 88% 

   Black = 7% 

   Other = 5% 

Estimated Hispanic 

population in 2007 is 

3.9% and in 2009 is 

estimated to be 4.6%.   
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Spatial Analysis of Black population in Buncombe County by Census Block Group  

 

 

 

 

 

 

 

 

 

 

 

 

  

2000 ς 2005 composition of Black population by Census Block Group:  

 

Legend: 
Aqua = 0 - 10.56% 
Lt Blue = 10.56% - 30.80% 
Med Blue = 30.80% - 53.73%  
Dark Blue = 53.73% - 93.44% 

 
Spatial analysis uses color variations to represent the percentage of Black population living in census 

block groups.  The Medium and Dark Blue represent census block groups with higher percentages, 

with the greatest concentration of Black population living in more urban areas, mostly in the city of 

Asheville, NC.    

Source:  Maps created by Buncombe County Information Technology Department, GIS Unit. 
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Spatial Analysis of Hispanic population in Buncombe County by Census Block Group  

 

 

 

 

 

 

 

 

 

 

 

 

 

  

2000 ς 2005 composition of Hispanic population by Census Block Group:  

 

Spatial analysis uses color variations to represent the percentage of Hispanic population living in 

census block groups.  The deeper the color becomes the higher the percent Hispanic population is, 

with the highest percent appearing in Red.  In comparison to the Black population living in 

Buncombe, the spatial analysis indicates that Hispanic population lives in many census block groups 

throughout the county, primarily concentrated in West/Northwest areas of the county and within 

the city of Asheville, NC.     

 
Source:  Maps created by Buncombe County Information Technology Department, GIS Unit. 
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Spatial Analysis of Median Income in Buncombe County by Census Block Group 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2000 ς 2005 Median Income levels by Census Block Group:  

 

 
Using median income per census block group is the best way to map income.  The very lightest green indicates 
the census block groups with the lowest median income levels, primarily located in the most urban area of the 
county (Asheville).  A majority of the block groups have median incomes that fall within $20,000 - $50,000. 
 
 
 
Source:  Maps created by Buncombe County Information Technology Department, GIS Unit. 
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Buncombe County Employment Data 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Employers and Occupations  

Among the most common types of employee industries were educational services, health care 

and social assistance, 25%; Retail,13%; Leisure and hospitality, 12%; and Manufacturing, 12%.   

Common types of occupations were Professional and business, 35%; Sales and office 

occupations, 25%; Service occupations, 20%; Production, transportation, and material moving, 

11%; and Construction, maintenance, and repair occupations, 8%.  

76% of the people employed were Private wage and salary workers; 16% were Federal, state, 

or local government workers; and 8% were Self-employed in own-not incorporated 

businesses. 

 

Employment by type of Industry 
% working 
population 

Education services, health care and social assistance  25% 

Retail Trade   13% 

Arts, entertainment, recreation, food and accommodation services  12% 

Manufacturing 12% 

Professional, scientific, administration, waste management  10% 

Financial, insurance, real estate, rental / leasing 5% 

Source:  American Community Survey (US Census, 2009 population estimates)  

 

Largest Employment Categories 
% working 
population 

Management, professional and related services 36% 

Sales and office  25% 

Service occupations 20% 

Production and transport of goods 11% 

Construction, extraction, maintenance and repair services 8% 

Source:  American Community Survey (US Census, 2009 population estimates)  
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Data and Analysis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

This section of the report comprises graphs, charts, tables and written descriptions of 

various health indicators.   

This section of the report begins with a Table of Comparison Data and Trends from local 

health surveys (1995, 2000, 2005 and 2010).  Trends are indicated where comparable data 

over time is available. 

Data is categorized according to those used by MATCH County Ranking Reports.  Each 

section begins with data from the MATCH County Rankings, followed by additional, relevant 

data from the local health and opinion surveys, and regional, state and national sources.   

 

MATCH County Ranking Categories: 

Health Outcomes          Health Factors 

Mortality (death)   Health Behaviors 

Morbidity (disease)   Clinical Care and Access 

Social and Economic Conditions 

       Physical Environment 
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Local Health Survey Data for Buncombe County 

Comparison of Select Trends Over Time 

          

Topic Area Indicator (all data is listed in percent format) 2010 2005 2000 1995 Trend 
Health Status tŜǊŎŜƛǾŜŘ ǇƘȅǎƛŎŀƭ ƘŜŀƭǘƘ ǎǘŀǘǳǎ άŦŀƛǊέ ƻǊ άǇƻƻǊέ 32.9 19.24 15.38 13.76 WORSE 
Health Care 

Access & 
Utilization 5ƻƴΩǘ ƘŀǾŜ ŀ ǇƭŀŎŜ ǊŜƎǳƭŀǊƭȅ Ǝƻ for heath care 4.5 5.31 2.88 

-- 
 

    aŀƛƴ wŜŀǎƻƴ ŘƻƴΩǘ ƘŀǾŜ ǇƭŀŎŜ ǘƻ Ǝƻ ƛǎ ƴƻ 
   ƛƴǎǳǊŀƴŎŜΣ ŎŀƴΩǘ ŀŦŦƻǊŘ 27.0 30.00 26.09 --  

 bŜŜŘŜŘ ƘŜŀƭǘƘ ŎŀǊŜ ōǳǘ ŘƛŘƴΩǘ ƎŜǘ ƛǘ όǇŀǎǘ ȅŜŀǊύ 18.2 14.56 11.38 -- WORSE 
    aŀƛƴ ǊŜŀǎƻƴ ŘƛŘƴΩǘ ƎŜǘ ŎŀǊŜ ƛǎ ƴƻ ƛƴǎǳǊŀƴŎŜΣ  

   ŎŀƴΩǘ ŀŦŦƻǊŘ 69.8 51.82 44.09 -- WORSE 
 Routine check-up received in past year 75.0 77.05 65.88 69.00  

Health Care 
Affordability 

 
No health insurance 17.5 14.67 13.75 8.63 WORSE  

    aŀƛƴ ǊŜŀǎƻƴ ŘƻƴΩǘ ƘŀǾŜ ƘŜŀƭǘƘ ƛƴǎǳǊŀƴŎŜ ƛǎ  
   too expensive 71.8 49.11 -- -- WORSE 

Medication bŜŜŘŜŘ ƳŜŘƛŎŀǘƛƻƴ ōǳǘ ŘƛŘƴΩǘ ƎŜǘ ƛǘ όǇŀǎǘ ȅŜŀǊύ 12.00 9.88 6.38 -- WORSE 
    aŀƛƴ ǊŜŀǎƻƴ ŘƛŘƴΩǘ ƎŜǘ ƳŜŘƛŎŀǘƛƻƴ ƛǎ ƴƻ  

   ƛƴǎǳǊŀƴŎŜΣ ŎŀƴΩǘ ŀŦŦƻǊŘ 71.9 69.89 61.54 -- WORSE 
Mental Health Report feeling depressed for two or more weeks 

(past year) 30.00 26.99 21.88 20.63 WORSE 
 bŜŜŘŜŘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŎƻǳƴǎŜƭƛƴƎ ōǳǘ ŘƛŘƴΩǘ ƎŜǘ ƛǘ 

(past year) 10.00 5.63 4.70 -- WORSE 
    aŀƛƴ ǊŜŀǎƻƴ ŘƛŘƴΩǘ ƎŜǘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŎŀǊŜ  

   ƛǎ ƴƻ ƛƴǎǳǊŀƴŎŜΣ ŎŀƴΩǘ ŀŦŦƻǊŘ 61.50 56.60 28.95  WORSE 
    aŀƛƴ ǊŜŀǎƻƴ ŘƛŘƴΩǘ ƎŜǘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŎŀǊŜ 

   is embarrassed/nervousness about getting 11.50 13.21 7.8 --  
Dental Health Visited dentist in past year 64.00 67.06 64.13 --  

 bŜŜŘŜŘ ŘŜƴǘŀƭ ŎŀǊŜ ōǳǘ ŘƛŘƴΩǘ ƎŜǘ ƛǘ όǇŀǎǘ ȅǊύ 24.00 17.11 13.13 -- WORSE 
Screenings & 

Preventive Care Mammogram in past two year (2010) *78.90 61.61 45.05 38.73 BETTER 
 aŜƴΩǎ ŘƛƎƛǘŀƭ ǊŜŎǘŀƭ ŜȄŀƳ όǿƛǘƘƛƴ Ǉŀǎǘ р ȅŜŀǊǎύ 61.50 -- -- --  
 Flu shot in past year 50.00 30.39 38.38 29.25 BETTER 
 Had cholesterol checked (within past year) 65.3 76.74 63.63 56.13 BETTER 

Health 
Behaviors 

Currently smoke every day (excludes smoke on 
some days) 19.00 17.11 19.5 --  

 Live or work around a smoker 24.4 21.04 28.38 32.00 BETTER 
 Drank 5+ drinks on one occasion (past mo.) 13.6 12.75 15.07 16.07 BETTER 
 Adult BMI (overweight or obese) 57.50 -- -- --  
 Kindergarten BMI (combined overweight & obese) 28.2 -- -- --  
 Got no moderate exercise (past week) 11.2 -- -- --  

 

  

Sources:  Randomized telephone surveys: 1995, 2000 and 2005; Randomized ƘƻǳǎŜƘƻƭŘ ǎǳǊǾŜȅΥ нлмлΤ /ƘƛƭŘǊŜƴΩǎ ǿŜƛƎƘǘ 
status assessment data (ALL children in grades K ς 5 in Buncombe County and Asheville City schools). 

NOTE:  ¢ǊŜƴŘǎ ƛƴŘƛŎŀǘŜ ƎŜƴŜǊŀƭ ǇŀǘǘŜǊƴǎ ŀƴŘ ŀ ŎƭŀǎǎƛŦƛŎŀǘƛƻƴ ƻŦ άǿƻǊǎŜέ ƻǊ άōŜǘǘŜǊέ ŘƻŜǎ ƴƻǘ ƴŜŎŜǎǎŀǊƛƭȅ 
indicate statistical significance.   

*Changed indicator to % women ages 45+ who have mammogram in past two years due to changes in 
recommendations.  Indicator for previous years asked about women over 40+ ƎŜǘǘƛƴƎ ƳŀƳƳƻƎǊŀƳ άƛƴ Ǉŀǎǘ ȅŜŀǊέΦ 
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MATCH County Ranking Data (Mobilizing Action Toward Community Health) 

MATCH - 2010 Snapshot of Health Outcomes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

MATCH - Buncombe County   
Buncombe 

Value 
NC 

Value 
Target Value 

Health Outcomes  NC County Rank: 25th Healthiest             

    Mortality:              NC County Rank: 25th Healthiest         

Premature death [1] 

7,990 8,174 7,420 
Ď 

Morbidity:             NC County Rank: 30th Healthiest         

Poor or fair health [2] 

17.0% 19.0% 15.0% 
Ď 

Poor physical health days [3] 

3.6 3.6 3.1 
Ď 

Poor mental health days [4] 

3.4 3.2 2.7 
Ď 

Low birth weight [5] 

9.1% 9.0% 7.7% 
Ď 

     Source URL:  http://www.countyhealthrankings.org/north-carolina/buncombe 

 
About the Target Value  
The arrows help us know whether we should be higher or lower than the targeted value in order to 
improve health.  For example, when looking at Adult Smoking, the Buncombe Value is higher than the 
Target Value.  We need to decrease Ď the percentage of adults who smoke in order to meet or 
exceed the Target Value. 

About the Buncombe Value 
The Buncombe Value is calculated using multiple years of data to stabilize the data and offer a good 
άǎƴŀǇǎƘƻǘέ ƻŦ ŀ ǇŀǊǘƛŎǳƭŀǊ ƘŜŀƭǘƘ ōŜƘŀǾƛƻǊΦ   IŜŀƭǘƘ ōŜƘŀǾƛƻǊǎ ǘƘŀǘ ŀǊŜ Ƙighlighted in Red are above č 
the Target Value.   
  

 

Health Outcomes Mortality and Mor bidity  

(Death and Disease) 

 

 

Lƴ ǘƘƛǎ {ŜŎǘƛƻƴΧ 

Find data from Local Health Survey and from other sources about health outcomes. 

· Mortality       · Morbidity 

Premature death             Health Status 

Leading Causes of Death (by Race)          Low birth weight  

Death disparity ratios             Communicable Disease Report  

Infant and Fetal Mortality            

 

 

 

http://www.countyhealthrankings.org/node/2035/1
http://www.countyhealthrankings.org/node/2035/2
http://www.countyhealthrankings.org/node/2035/36
http://www.countyhealthrankings.org/node/2035/42
http://www.countyhealthrankings.org/node/2035/37
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Category 
 

Health Outcomes  

 

Mortality  (how long people are living)  

Indicators Years of Potential Life Lost;  Death disparity ratio 

Why is this 
important? 

Premature death is a key measure of people dying too early.  By 
knowing and comparing premature deaths, it helps our county focus 
on the deaths that can be prevented.  We can target resources to 
high-risk areas and further investigate the causes of death.   

(MATCH ς County Ranking Project) 

 

  Peer Counties:  Burke, Davidson, Randolph     Source:  NC CATCH 

0

2500

5000

7500

10000

2001 2002 2003 2004 2005 2006 2007

Years of Potential Life Lost <Age 75 per 100,000

Buncombe County Peer Rate North Carolina

The concept behind Years of Potential Life Lost (YPLL) involves using the number of years of life (life-

years) lost due to premature death to obtain a total sum of the life-years lost before age 75, for 

example. In contrast to crude death rates, YPLL emphasizes the processes underlying premature 

mortality in a population (MATCH). The YPLL measure allows you to focus not on how many people 

died, but who died early.  

In 2007, Buncombe County had a combined total of over 7,500 years of life lost for every 100,000 

residents. Those years include decades for each infant who died, many years of possibly productive 

work life for adults who died in middle-age, and numerous years for seniors who were then no longer 

able to donate their time, energy, and resources to improving our community.  
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Buncombe County Leading Causes of Death 

2005-2009 Race-specific, age-adjusted death rates 

Standard = Year 2000 Census US population, Rates per 100,000 population 

Source:  NC State Center for Health Statistics, 2010 County Health Data Book 

Note:   2005 ς 2009 rates are used to stabilize the numbers by averaging a five year period of time.  N/A is 

listed where rates have been suppressed due to small numbers.  The data are age-adjusted deaths rates 

and ranked by rates of cause of death, except where N/A is listed.  Ranking by percent of deaths was 

applied to those with N/A.  Listed also are percent of number of deaths (by race) for each of the causes of 

death ǘƘŀǘ ŀǊŜ ǊŀƴƪŜŘΣ ŀǎ ǿŜƭƭ ŀǎ ǘƘŜ ǘƻǘŀƭ ƻŦ άŀƭƭ ƻǘƘŜǊ ŎŀǳǎŜǎέ ƴƻǘ ǊŀƴƪŜŘΦ   

   

 

 

  
 

Buncombe County  
2005-2009 Age-Adjusted Death 
Rates (per 100,000),  
Ranked by rates and percent of 
deaths by race 

Overall Minority  White 

Leading Cause of Death 
Rank Rate 

% of 
deaths Rank Rate 

% of 
deaths Rank Rate 

% of 
deaths 

Diseases of the Heart 1 178.4 23.2% 1 251.7 24.7% 2 174.6 23.1% 
Cancer 2 177.5 22.4% 2 228.3 22.2% 1 175.7 22.4% 
Chronic lower respiratory diseases 3 53.0 6.8% 4 37.0 3.6% 3 54.3 7.1% 
Cerebrovascular disease 4 45.5 6.0% 3 60.8 5.9% 4 44.8 6.0% 
!ƭȊƘŜƛƳŜǊΩǎ ŘƛǎŜŀǎŜ 5 30.8 4.2%  N/A  5 31.7 4.4% 
All other unintentional injuries(no 
MV injuries) 

6 30.7 3.4% 7 N/A 2.2% 6 31.4 3.5% 

Nephritis and kidney diseases 7 17.3 3.4% 5 49.4 4.8% 8 15.3 2.0% 
Pneumonia and influenza 8 17.0 2.2% 9 N/A 1.9% 7 17.1 2.3% 
Unintentional Motor Vehicle Injuries 9 13.6 1.3%  N/A  10 13.6 1.4% 
Suicide 10 13.3 1.4%  N/A  9 13.8 1.4% 
Diabetes Mellitus  12.9  6 31.2 3.1%  11.5  
Chronic liver disease and cirrhosis  10.9   N/A   10.7  
Septicemia  8.3   N/A   8.3  
Homicide  4.5  10 N/A 1.4%  3.4  
AIDS (Acquired Immune Deficiency 
Syndrome) 

 2.7  8 N/A 1.9%  N/A  

All other causes (that are not ranked)   26.8%   28.3%   26.4% 

Heart disease, cancer, chronic lower respiratory disease (COPD), and stroke are leading causes of death 

among both white and minority populations.  Regardless of race, over 5 out of 10 deaths are attributable to 

these leading causes of death.   

Kidney disease, Diabetes, AIDS, and Homicide are leading causes of death for minorities but for whites, only 

kidney disease appears among the ten leading causes of death.  More whites die from Chronic Lower 

wŜǎǇƛǊŀǘƻǊȅ 5ƛǎŜŀǎŜΣ !ƭȊƘŜƛƳŜǊΩǎ ŘƛǎŜŀǎŜΣ {ǳƛŎƛŘŜΣ ŀƴŘ aƻǘƻǊ ǾŜƘƛŎƭŜ ƛƴƧǳǊƛŜǎ ǘƘŀƴ ƳƛƴƻǊƛǘƛŜǎΦ  
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Mortality  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

      2004 - 2008 Age-adjusted Death Rate  

per 100,000 population     

Selected Causes of Death Buncombe NC 

 Cardiovascular 187.2 202.2 

 Pneumonia & Influenza 18.9 20.3 

 Suicide 13.8 11.9 

 Unintentional Motor Vehicle 14 18.6 

Source:  2008 Vital Statistics, Vol.2 

 

Healthy People 2020 at the state, 

national, and local levels compares 

selected causes of preventable 

death.  This helps communities 

monitor how well we are addressing 

those health challenges that 

contribute to these causes of death. 

When comparing Buncombe County 

age adjusted death rates for 2004-

2008, we find that more Buncombe 

residents die from suicide than do 

North Carolinians on average.   

 

 Source:  2008 Vital Statistics, Vol.2  
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OVERALL Buncombe Death Disparity: 
Black vs. White, Ages 0-74, 2000-2008

Using population based death rates, we can compare cause of death of whites and blacks by 

developing a ratio.  The ratio tells us if one race is more likely to die from a specific cause than 

another race.  If there were parity between races, meaning if blacks and whites had equal chances of 

dying, then the death ratio would be 1.0.  

When looking at overall death rate for African Americans and Whites for 2000 ς 2008, we find a 

general trend upward over these 9 years.  This indicates a broadening racial gap in likelihood to die.  

In 2008, an African American resident under age 75 was 54% more likely to die than was a White 

resident.  

1.00 Would Indicate Parity in Population Death Rate 
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Mortality  
Racial Disparities among causes of death 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  
  Source:  NC State Center for Health Statistics, 2010 County Data Book 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  Population-based death rate* Disparity Ratio 

Cause of Death (under age 75) Blacks Whites   Black : White 

Alzheimer's disease 1.5 2.8 1 to 1.9 

Cancer - breast 12.5 11.1     1.1 to 1 

Cancer - colorectal 16.9 9.4     1.8 to 1 

Cancer - lung 36 48.3 1 to 1.3 

Cancer - pancreas 9.6 7.8     1.2 to 1 

Cancer - pancreas 5.9 3.8     1.6 to 1 

Cerebrovascular disease 24.3 15.6     1.6 to 1 

Chronic lower respiratory disease 19.1 30.4     1 to 1.6 

Diabetes 25.7 9.6     2.7 to 1 

Heart disease 130.2 92.6     1.4 to 1 

HIV disease 25.7 1.9   13.5 to 1 

Homicide 22.8 3.7     6.2 to 1 

Kidney disease 18.4 6.3     2.9 to 1 

Suicide 5.2 15.1 1 to 2.9 

Unintentional injuries (other than MV) 19.9 22.6 1 to 1.1 
* Number of deaths per 100,000 persons in the specified population 

 

¢ƘŜ Řŀǘŀ ŦƻǊ ŎŀǳǎŜ ƻŦ ŘŜŀǘƘ ƛƴŎƭǳŘŜǎ ǘƘŜ ŘŜŎŜŘŜƴǘΩǎ ǊŀŎŜ ŀƴŘ ŀƎŜ ŀǘ ǘƘŜ ǘƛƳŜ ƻŦ ŘŜŀǘƘΦ  ¦ǎƛƴƎ 

county population estimates by age and race, we can estimate and compare population based 

death rates by cause of death and by race, for 2000-2008. 

Higher rates among African Americans 

 HIV disease caused 4.3% of African American deaths among those who died under age 75.  

Blacks were 13.5 times more likely to die of HIV/AIDS than were whites. 

 The homicide death rate was more than 6 times higher for African Americans.  Murder 

accounted for nearly 4% of deaths for Blacks under age 75, less than 1% for Whites. 

 The colorectal cancer death rate was 80% higher for African Americans than Whites. 

 Kidney disease and diabetes were each almost 3 times more likely to be the cause of 

death for African Americans than for Whites. 

Higher rates among Whites 

 Whites were almost 3 times more likely to die of suicide than were African Americans. 

 More than 1 out of 10 deaths for whites under age 75 was due to lung cancer.  Whites 

were one-third more likely to die of lung cancer than were African Americans. 

 Chronic lower respiratory disease accounted for an additional 6.8% of deaths before age 

75 for Whites.  They were 60% more likely to die from chronic respiratory disease than 

were African Americans. 
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Infant Mortality Rate 
(infant deaths per 1,000 live births)

Buncombe 
County

NC

Category  
Health OUTCOMES 

Infant mortality 

Indicators 
Infant mortality rates (number of deaths before age 1 per 
every 1,000 babies born alive) 

Why is this 
important? 

The infant mortality rate is commonly used as the one health indicator 

that best describes the overall status of community-wide health.  Those 

infant deaths caused by prematurity (rather than birth defects or SIDS) are 

often linked to the overall health of the mother before she became 

pregnant or very early in pregnancy.  Improving health of women BEFORE 

they become pregnant (called preconception health) is a key national 

ǎǘǊŀǘŜƎȅ ǘƻ ǊŜŘǳŎŜ ƛƴŦŀƴǘ ƳƻǊǘŀƭƛǘȅ ŀƴŘ ƛƳǇǊƻǾŜ ōƻǘƘ ǿƻƳŜƴΩǎ ŀƴŘ 

ƛƴŦŀƴǘΩǎ ƘŜŀƭǘƘ ƻǾŜǊŀll.  

Variations in the infant death rate are common in communities where a fairly small number of deaths 

might sway the rate up or down significantly from one year to the next.  For example, Buncombe 

County regularly has less than 15 infant deaths a year.  With this relatively small number, the 

premature birth and subsequent death of two sets of twins, for example, could significantly increase 

the infant mortality rate even though only two additional pregnancies may have been impacted.  

For decades, North Carolina has struggled with one of the highest infant mortality rates in the United 

States.  Over half of infant deaths in NC can be attributed to medical issues of the mother, many of 

which existed before the pregnancy (NC Preconception Health Strategic Plan).   

A significant racial disparity exists in Buncombe County Infant deaths.  Black babies are almost twice 

as likely to die as are white babies.  The 2004-2008 infant death rate for Buncombe County whites is 

5.9 compared to 11.3 for blacks (NC Vital Statistics). 
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Mortality  

The following maps indicate the raw number of Buncombe County resident under age 75 who died from 

specific causes of death according to where those residents lived.  Focusing on deaths before age 75 

allows us to use this data to target preventable deaths.  All of us will die.  The question for health 

advocates is which early deaths may have been prevented. 

Looking at deaths according to what area of the County residents had lived in provides information that 

can be used to target prevention services and focus the creation of additional opportunities for 

residents to make healthy choices.  The following maps have been created from a compilation of all 

death certificates to Buncombe County residents from 2000-2008. Maps were generated by the 

Buncombe County Technology Department, GIS Unit.  

 

Heart Disease 

 

  
Legend: 

Light Aqua = 1-8 deaths  Turquoise = 9-17 deaths Purple = 18-35 deaths 
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Mortality  

All Cancers 

 

  

 

Legend: 

Light Aqua = 1-18 deaths  Turquoise = 19-27 deaths  Purple = 28-45 deaths 
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H Local Health Survey  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Category 
 

Health Outcomes  

 

Morbidity (disease) 

Indicators Fair or poor health;   

Why is this 
important? 

Morbidity is the term that refers to how healthy people feel while alive. The 

morbidity focus area aims to capture the health-related quality of life within 

ǘƘŜ ŎƻƳƳǳƴƛǘȅΦ ¢ƘŜ ǘŜǊƳ άƘŜŀƭǘƘ-ǊŜƭŀǘŜŘ ǉǳŀƭƛǘȅ ƻŦ ƭƛŦŜέ (HRQOL) has evolved 

to encompass the aspects of overall quality of life that are most clearly affected 

by either physical or mental health. 

Health-related quality of life is viewed in the County Health Rankings 

framework as an outcome of the health factors included in the Rankings. 

Understanding the HRQOL of the population helps communities identify unmet 

health needs, assess disparities among demographic and socioeconomic 

subpopulations, characterize the burden of disabilities and chronic diseases, 

and track population patterns and trends. [MATCH County Ranking Report] 
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Source:  Buncombe County Health Survey, 2010

Adults Reporting Fair or Poor Health

!ƳƻƴƎ ƭƻŎŀƭ ǎǳǊǾŜȅ ǊŜǎǇƻƴŘŜƴǘǎΣ ƴŜŀǊƭȅ м ƻǳǘ ƻŦ о ŘŜǎŎǊƛōŜŘ ǘƘŜƛǊ ƘŜŀƭǘƘ ŀǎ άŦŀƛǊέ ƻǊ άǇƻƻǊέΦ   hǾŜǊ 

рл҈ ƻŦ ǘƘƻǎŜ ǿƛǘƘ ŀƴ ŜŘǳŎŀǘƛƻƴ ƭŜǾŜƭ ƻŦ ƘƛƎƘ ǎŎƘƻƻƭ ƻǊ ƭŜǎǎ ŘŜǎŎǊƛōŜŘ ǘƘŜƛǊ ƻǾŜǊŀƭƭ ƘŜŀƭǘƘ ŀǎ άŦŀƛǊέ ƻǊ 

άǇƻƻǊέ ŎƻƳǇŀǊŜŘ ǿƛǘƘ ǘƘŜƛǊ ŎƻǳƴǘŜǊǇŀǊǘǎ ǿƛǘƘ ŀǘ ƭŜŀst some college.  Over 40% of non-whites and 

IƛǎǇŀƴƛŎǎ ǊŜǇƻǊǘŜŘ άŦŀƛǊέ ƻǊ άǇƻƻǊέ ƘŜŀƭǘƘ ŎƻƳǇŀǊŜŘ ǿƛǘƘ ŀǇǇǊƻȄƛƳŀǘŜƭȅ ƻƴŜ-third of their white and 

non-Hispanic counterparts.  There were also noticeable differences in self-reported health by gender, 

income, aƴŘ ŀƎŜ όŜŀŎƘ ǊŜǇƻǊǘƛƴƎ ǇƻƻǊŜǊ ƘŜŀƭǘƘ ǘƘŀƴ ǘƘŜƛǊ ŎƻǳƴǘŜǊǇŀǊǘǎύΦ  ¢ƘŜ ƴǳƳōŜǊ ǊŜǇƻǊǘƛƴƎ άŦŀƛǊέ 

ƻǊ άǇƻƻǊέ Ƙŀǎ ƛƴŎǊŜŀǎŜŘ ŦǊƻƳ ǇǊŜǾƛƻǳǎ ȅŜŀǊǎΣ ŀǎ ƛƴŘƛŎŀǘŜŘ ōȅ ƭƻŎŀƭ ǎǳǊǾŜȅ Řŀǘŀ όмо҈ ƛƴ мффрΣ мф҈ ƛƴ 

2005).   




