AGENDA
PUBLIC HEALTH ADVISORY BOARD

July 11, 2024, 3:00-4:30 pm

Join ZoomGov Meeting
https://www.zoomgov.com/j/1603086166?pwd=aGgvUIFENXdadzZvl zZZZStWKz
R6QT09

Meeting ID: 160 308 6166
Passcode: 955876

One tap mobile
+16692545252,,1603086166#

Meeting objectives:
e Approve June meeting minutes
e Discuss health issues, assets and challenges in rural areas of Oregon
e Plan for a fall in-person retreat

3:00-3:10 Welcome, board updates, shared
pm agreements, agenda review
e Welcome, board member introductions

e Share group agreements and the Health Veronica Irvin,

Equity Policy and Procedure PHAB Chair
e OHA staff updates
e ACTION: Approve June meeting minutes
3:10-4:00 Public health in rural areas of Oregon
pm e Learn about health issues, assets and Mike Baker,
challenges in rural areas of Oregon and PHAB member
complexities of providing public health
services All

e Discuss opportunities for PHAB to
incorporate this information into priorities
and decisions



https://www.zoomgov.com/j/1603086166?pwd=aGgvUlFENXdadzZvLzZZZStWKzR6QT09
https://www.zoomgov.com/j/1603086166?pwd=aGgvUlFENXdadzZvLzZZZStWKzR6QT09

4:00-4:15 PHAB retreat planning

pm e Finalize date and location Sara
e Discuss goals and agenda Beaudrault,

OHA

4:15-4:25 Public comment Veronica Irvin,
pm PHAB Chair

Next meeting agenda items and adjourn
e Tribal public health modernization
e Public health accountability metrics Veronica Irvin,
e Public health modernization cost and PHAB Chair
capacity assessment
e Member-identified topics

Everyone has a right to know about and use Oregon Health Authority (OHA)
programs and services. OHA provides free help. Some examples of the free help
OHA can provide are:
e Sign language and spoken language interpreters.
Written materials in other languages.
Braille.
Large print.
Audio and other formats.
If you need help or have questions, please contact Sara Beaudrault: at 971-645-

5766, 711 TTY, or publichealth.policy@odhsoha.oregon.gov at least 48 hours
before the meeting.



mailto:publichealth.policy@odhsoha.oregon.gov

PHAB Public Health Modernization
Funding Workgroup Group agreements

 Learn from previous experiences and focus on moving forward
« Slow down to support full participation by all group members
« Stay engaged

« Speak your truth and hear the truth of others

« EXpect and accept non-closure

« EXxperience discomfort

« Name and account for power dynamics

« Move up, move back

« Confidentiality

« Acknowledge intent but center impact: ouch / oops

* Hold grace around the challenges of working in a virtual space

« Remember our interdependence and interconnectedness

» Share responsibility for the success of our work togetheroe]_[lélth

Authorit y



Updated July 8, 2024

Public Health Advisory Board
2024 Workplan Priorities and Calendar

This document provides a framework for PHAB priorities and meeting agendas in 2024.

2024 PHAB Priorities

Oregon’s public health system demonstrates and acts on its commitment to health equity
m Public health system improvements and funding
Statewide population health priorities
OHPB and health system alignment
m PHAB structure, business and member support

Go to the last page of the work plan for a list of topics related to each priority.

PHAB Workplan Calendar | 2024 Page 1 of 4



Meeting calendar

Updated July 8, 2024

M:::;ng Agenda items Priority Action
January 11 Cancelled
New member orientation and member connections ] Discuss
Legislative update Discuss
February 8 . . TS
Evaluation of public health modernization investments for 2023-25 ] Inform
2024 work plan and subcommittee/workgroup assignments ] Discuss
Discussion with OHA Director, Dr. Sejal Hathi ] Discuss
Public health modernization funding for community-based organizations = Discuss
March 14 CCO incentive metrics ] Discuss
Public Health Director recruitment Inform
PHAB Chair appointment ] Decide
Workgroup and subcommittee updates ] Discuss
) Oregon Health Policy Board 2024 priorities ] Discuss
April 11 . TS . :
Public health modernization implementation (placeholder) ] Discuss
PHAB public health modernization priorities for 2023-25 ] Discuss
Preventive Health and Health Services Block Grant, 2023-24 work plan Discuss
May 9 Public health modernization funding formula ] Approve
OHPB Health Equity Committee overview and connections ] Discuss
Public health modernization implementation ] Discuss
Preventive Health and Health Services Block Grant, 2024-25 work plan Approve
Public health modernization implementation: OHA budget and COVID-19 = Discuss
June 13 impacts
Public health modernization funding formula ] Approve
Public Health System Workforce Report, Milestone #1 ] Inform
July 11 Public health in rural Oregon Discuss

PHAB Workplan Calendar | 2024

Page 2 of 4



Updated July 8, 2024

PHAB Workplan Calendar | 2024

Retreat planning ] Inform
Meeting cancelled — summer break

August 8 &
Public health accountability metrics, process measure data Approve

September Public health modernization cost and capacity assessment results Discuss

12 Tribal public health modernization Discuss
Health Equity Framework workgroup, Milestone #2 Inform

October 10 PHAI?» Strategic Data l?lan.annual gpdate Discuss
Public Heath Modernization Funding Report, 2024 Approve
Health Equity Framework workgroup, Milestone #3 and role map Approve
deliverable

November

14
Public Health System Workforce Report, Milestone #2, findings and Approve
recommendations

December

12

EEEE

Page 3 of 4



Priorities and topics (* Indicates decision or deliverable)

Updated July 8, 2024

m Public health system improvements and funding

Make recommendations related to future public health
modernization investments *

Hear about implementation of current investments
Update public health modernization funding formula for
LPHAs *

Approve the 2024 Public Health Modernization Funding
Report *

Approve Public Health Equity Framework *

Approve Public Health System Workforce
recommendations *

Approve Public Health Accountability Metrics Report,
and use of accountability metrics *

Inform Public Health Modernization Evaluation

Discuss community-led data initiatives, including PHAB
Strategic Data Plan

Member-initiated topics

Statewide population health priorities

State Health Assessment

Healthier Together Oregon

Legislative policy impacts

Public health and education

Preventive Health and Health Services Block
Grant *

Member-initiated topics

OHPB and health system alignment

- Opportunities for health system and public health
alignment

- CCO metrics program

- Opportunities for aligned work with OHPB

- Member-initiated topics

m PHAB structure, business and member support

Update Charter and Bylaws *

Elect a Chair for a two-year term or postpone
election until 2025 *

Ensure use of PHAB HE P&P throughout
development of deliverables

Trainings

Annual retreat

PHAB Workplan Calendar | 2024

Page 4 of 4
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Public Health Advisory Board meeting minutes
June 13th, 2024, 3:00-5:00 pm

Attendance

Board members present: Tameka Brazile Miles, Veronica Irvin, Ana Gonzalez,
Heather Kaisner, Jackie Leung, Mike Baker, Jenny Withycombe, Mary Engrav,
Meghan Chancey, Sarah Present, Kelly Gonzales, Brenda Johnson, Cara
Biddlecom, Kelle Little.

Board members excused: Dean Sidelinger, Nic Powers, Jawad Khan, Bob
Dannenhoffer, Rya Petteway, Dianna Hansen, Marie Boman-Davis

OHA Staff for PHAB: Sara Beaudrault, Tamby Moore, Steven Fiala

Introductions; board updates
Presented by Sara Beaudrault

e Public health director recruitment process update: it was projected that
OHA leadership would be conducting interviews with the final candidates
by the end of June.

e OHA strategic plan update: OHA has submitted their strategic plan to the
governor’s office for review.

1 Public Health Advisory Board
Meeting minutes — June 13



e Policy option package update: OHA is continuing to work on funding
requests for public health modernization.

e PHAB retreat update: a survey will be sent out on June 14" to gather
potential dates and locations.

e An update was given on a previous meeting (May 9'") agenda item with
Alex Freedman and Maria Castro, regarding collaboration between PHAB
and the OHPB Health Equity committee

e |t was noted that the meeting discussion highlighted some areas where
PHAB and the Health Equity committee could collaborate on such as
alignment on work for the Health Equity Framework.

e There was mention that at the end of this meeting, there would be an ask
through email for a PHAB member to potentially join a Health Equity
committee meeting.

April and May meeting minutes vote

e April and May meeting minutes were review with corrections being made
to the April meeting minutes.

e Jackie Leung made a motion to approve both meeting minutes with
corrections; Heather Kaisner seconded the motion.

e Both April and May meeting minutes were approved by vote.

Public health modernization funding formula vote
Presented by Steven Fiala

2 Public Health Advisory Board
Meeting minutes — June 13



e Anupdate on the PHAB Incentive and Funding Subcommittee was
provided. This presentation is available on page 27-44 of the meeting
packet.

e This presentation highlighted the finalized recommendations for the public
health modernization funding formula. It was noted that at the end of the

presentation there would be a vote to approve the recommendations put
forth.

e Base Component (Floor Funding) Recommendations:

o The subcommittee recommends not changing the base component
funding for the 2025-2027 biennium.

o Rationale: The floor funding was increased in the last biennium to
$400,000 for all local public health authorities, ensuring equitable
distribution.

o It was noted that survey results indicated positive outcomes from the
increase.

e Matching Funds Recommendations:

o Implement matching funds only if there is an increase in funding
going to local public health authorities (5% or an additional $2.35
million).

o Counties will receive matching funds if they maintain their local
investment (not requiring an increase).

o Redistribution of “left-on-the-table” funds based on population.

e Incentive Funds Recommendations:

Public Health Advisory Board
Meeting minutes — June 13



o Maintain at 1% total funds (about $470k at current funding level).

o Implement the incentive component of the funding formula
regardless of funding increase.

o Proportional allocation based on population size and number of
process measures met.

o “Left-on-the-table” funds redistributed based on counties above
average process measures met. The funded are to be allocated to
gualifying counties based on the proportion of the population among
qualifying counties.

After the presentation, a vote to approve the recommendations was called.

Sarah Present motioned to approve all recommendations; Jackie Leung
seconded the motion.

Roll call votes:

Tameka Brazile Miles: Yes
Veronica Irvin: Yes

Ana Gonzalez: Yes
Heather Kaisner: Yes
Jackie Leung: Yes

Mike Baker: Yes

Jenny Withycombe: Yes
Mary Engrav: Yes
Meghan Chancey: Yes
Sarah Present: Yes

O O O O O 0O 0o o o o o

Kelly Gonzales: Yes

Public Health Advisory Board
Meeting minutes — June 13



Preventive Health and Health Services Block Grant vote
Presented by Sara Beaudrault

e The proposed October 2024 — September 2025 workplan for the Preventive
Health and Health Services Block Grant was presented to members.

e |t was noted that there would be a vote to approve the workplan at the end
of the presentation.

e The key areas of focus for the work plan are:

o Supporting SHIP development and implementation.
o Supporting public health modernization.
o Sexual violence primary prevention.

e A public hearing was held to gain additional feedback on the workplan.
Members who joined the hearing asked about funding for CBOs and LPHAs.
There were also comments related to the role of volunteers, long term
planning challenges and the need to shift from data collection to data
usage.

e Overall, it was noted that members of the public who joined the hearing
had no concerns about the workplan and block grant.

e After the presentation, a motion to approve the workplan and proposed
allocations of funds from the block grant was called.

e Roll call votes:

o Tameka Brazile Miles: Yes
o Veronica Irvin: Yes

5 Public Health Advisory Board
Meeting minutes — June 13



Ana Gonzalez: Yes
Heather Kaisner: Yes
Jackie Leung: Yes

Mike Baker: Yes

Jenny Withycombe: Yes
Mary Engrav: Yes
Meghan Chancey: Yes
Sarah Present: Yes

© 0O O O 0O 0O 0O O O

Kelly Gonzales: Yes

Public Health System Workforce Report updates
Presented by Wendy Polulech

e A small presentation about the progress of the Public Health System
Workforce Report and the Public Health Workforce Workgroup was shared.
This presentation is available on pages 51-65 on the meeting packet.

e This presentation highlighted the purpose of the workgroup and the
deliverables that the workgroup has been working on. A project timeline
highlighting these deliverables was shared

e Additionally, the workgroup has compiled a report based on existing
assessments, evaluations, and additional reports related to the public
health system workforce.

e This report was a collaborative effort between WYSAC (Wyoming Survey
and Analysis Center) and the workforce workgroup to help identify gaps
and needs which were then prioritized by the workgroup. It was noted that
WYSAC'’s need assessment recommendations were available in the meeting
packet.

e The presentation concluded with a promise of future updates in the fall
after community engagement meetings.

6 Public Health Advisory Board
Meeting minutes — June 13



PHAB Health Equity Framework Workgroup updates
Presented by Larry Hill, Vanessa Cardona

e An update on PHAB’s Health Equity Framework Workgroup was presented.
This presentation is reflected on pages 66-68 of the meeting packet

e The work group aims to develop resources that describe how all parts of
the public health system (both governmental and community partners) can
collectively work to eliminate health inequities. Challenges faced by the
work group included common understanding of government entities,
terminology, and acronyms used in public health.

e Deliverables include a companion document and recommendations for
incorporating health equity into decision-making.

e |t was noted that the workgroup is not rewriting the public health
modernization manual but aims to create a complementary document that
allows community input.

e PHAB members were invited to join the workgroup. It was also mentioned
that the workgroup is seeking members to help present the Health Equity
Framework to the OPHB’s Health Equity Committee.

e A small discussion about how this work engages with tribes and addresses
colonialism and settler colonial ideologies concluded the presentation.

OHA Budget and Impacts of COVID-19 funding
Presented by Nadia Davidson

e A presentation on OHA’s budget was shared. This presentation is reflected
on pages 69-78 of the meeting packet.

7 Public Health Advisory Board
Meeting minutes — June 13



e The legislatively approved budget is approximately $1.5 billion, with 51%
federally funded, less than 20% from general funds, and a little over 20%
from other funds. General funds have seen significant increases over the
past biennium, with a focus on community-specific strategies.

e New investments for the biennium included POP’s investigation into the
consumption of contaminated fish, JUUL settlement funds, and SB1530
(Healthy Homes repair funds). Some potential funding for the 2025-27
biennium included additional funds for the Lead Service Line Replacement
and Emerging Contaminants for Drinking Water Services.

e Funding drivers included federal categorical funding for poly-substance use,
climate change, and public health infrastructure. Some risks that were
mentioned were core public health infrastructure sustainability challenges,
COVID-19 funding cliffs, and worsening health outcomes.

e Specific challenges included decreased state and federal funding for
sexually transmitted infection prevention and TB programs, flat funding for
immunization despite increased vaccination efforts, and sustainability

issues for various programs.

e Adiscussion around the impact of funding changes on core public health
services and programs concluded the presentation.

Public Comment

e No public comment

Meeting adjourned at 5:00PM

8 Public Health Advisory Board
Meeting minutes — June 13



Public health in rural areas of Oregon

1. How can PHAB use information shared today Into its
decision-making and deliverables?

2. What actions can PHAB take to ensure that its decisions and
recommendations support a public health system that works
for all people in Oregon, including those in rural and urban

areas?

ealth
Authority




C Oregon’s Rural

PublicHealth

Prevent. Promote. Protect.

Public Health
H@ ah_h Advisory Board

Thursday, July 11, 2024




Today’s Objectives

1) Level Settings

2) Public Health 101

3) Oregon Public Health System

4) Barriers for Rural Public Health

5) Opportunities for Rural Public
Health

6) Rural Health Outcomes and
Public Health

Public Health

Frevent. Promote . Protect.



If you’ve seen one Public Health agency... You’ve seen one Public Health agency!

4> MORROW COUNTY
- HEALTH DISTRICT

.( Excellence in Healthcare
KLAMATH COUNTY
PUBLIC HEALTH 1 ea]-
- Jefferson County PIEIIPCHL p!-'t}

S Public Health

Prevent. Promote. Protect. Lin{_’ﬂl‘” Cﬂunt.})

NORTH CENTRAL PUBLIC HEALTH DISTRICT

-ﬂ' Center for Human
DOUGLAS H n .
PUBLIC HEALTH Public Health | s Development, Ine

NETWORK

yV VYV VN
Coos Health & Wellness

Together, Inspiring Healthier Communities

W

ey Prblcklealth Harney County m
Public Health HEAILTH PublicHealth

Frevent. Fromote, Frotect. Building a Healthy Community Frevent. Promote, Protect.
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https://forum.unity.com/threads/how-to-simulate-physics-of-stone-skipping-in-water-unity-3d.928146/ Pllblic Health
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Common Definitions Currently in Use by Federal Programs

RUCA Adjustment to OMB Metropolitan
and Nonmetropolitan Definition

US Department of Agriculture Economic
Research Service Urban Influence Codes

ERS’'s Economic Typology of
Nonmetropolitan Counties

Census Bureau Rural and Urban
ERS’'S Rural-Urban Commuting Areas

ERS's Rural-Urban Continuum Codes (RUCAS)

OMB Metropolitan and "Frontier Areas”
Nonmetropolitan Taxonomy

ERS'S Urban Influence Codes Public Health

Frevent. Promote, Protect.



ORH DEFINED URBAN, RURAL,
AND FRONTIER AREAS

CLATSOP
CoLuMBIA
WASHINGTON.
TG
tamoos  Hillsboro: po'g-’"!’ e
ton S = Gresham
Beaverton
Tigard | jxe Oswego
VARG CLACKAMAS
Salem
e
POLX
MARION
LINCOLN \
{ = Albany
Corvallis ©
LINN
BENTON™

Eugene 00 Springfield

LANE

DOUGLAS

JACKSON

CURRY Médférd
{50
10SEMIINE

www.ohsu.edu/ruraldata

Rural
Geographic areas
in Oregon that are

UMATILLA

L - ten or more miles
I8 from a population
center of 40,000

; people or more.

ORH Rural (>10 miles from

center of 40,000 or more)

sl Frontier (counties with 6 or fewer
people per square mile)

] ORH Urban Areas (<10 miles from

center of 40,000 or more)

©  Centroids of cities w/40,000
of mare people
Interstate/Primary Roads

KLAMATH

OREGON OFFICE

of RURAL HEALTH

Public Health
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The art and science of preventing disease, prolonging
life, and promoting health through the organized
efforts and informed choices...of society,
organizations, public and private, communities, and
individuals. The focus of public health is to
prevent disease rather than treating it.

— Charles Edward A. Winslow (1920) i

ENVIRONMENT

Activities that society undertakes to assure the
conditions in which people can be healthy. These
include organized community efforts to prevent,
identify, and counter threats to the health of the public.

- Bernard Turnock, (2004)

Public Health

Frevent. Promote, Protect.



Public Health/MedicallCaneé

Public Health
Air

Water Immunizations

Toxins STDs Medical Care
Epidemiology | RH Program Clinics

Sanitation NHV Hospitals

Vital Statistics \Screenings
Communicable Labs

Disease

Public Health

Prevent. Promote, Protect.




Brief History of Oregon

1870 1922
Quarantine of lUARANTINE First county-based
Astoria, Coos Bay, Public Health 1935
Gardiner, and Department founded
Yaquina. Health 1905 in Coos County Title V-
Officer Approval. Establishment of A Maternal/Child Health
4 a bacteriology
laboratory and a
P 177 : 1893 system for vital
- |nt{0\d}.llctl ¢ Office of State Dairy statistigs. 1915
; 8 0X, | and Food City water and
; Commission sewer authority

1862

Portland ordinance
placed health
matters under the
supervision of
health and police

Portlago 7 A
(increase \ 881
Scarlet Fever)

e

) \ 1938
1903 1914 Regulate pollution of rivers,
_ Ability to quarantine vessels, trains, streams, lakes, watersheds
Cn;:lailon IOf State  stages & passenger vehicle during and coastal areas
and Loca

epidemic

Boards of Health

B Vimennt o Benpitel Portiand. Ovagun

“*‘Hospitals; sanitosia,
poor farms, institutions

subjected to inspection
and certification ~

Public Health
J Prevent. Promote. Protect.



Brief History of Oreg

1945
Regulations for food 1971
and drink service Creation of
the Health
Divjsion

1965

Committee on Public Health
*Mental Health Division*

S .

Department of
Environmental
Quiality Created

1993

Office of the Oregon Health
Plan Administrator (OHPA)

A

1994

Oregon Death

with Dignity Act

2006

DHS reorganized by
Public Health Division

)0
Oregon Department
1999 of Human Services Public Health Modernization

Department of Human Services HB 3100

1

2009 2020
February 28, 2020.
Creation of Oregon Health Authority First confirmed case of
] [( Jregon lt] COVID-19 reported for Oregon
a Authority

1998

Oregon Medical Marijuana Act

Public Health

Frevent. Promote, Protect.
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Ten Great Public Health Achievements - United States
~From CDC, Morbidity and Mortality Weekly Report, May 20, 2011.

Top 10 Achievements in Public Health

Lol -
=@ 3«

Hi-On

1.

10. Recognition of tobacco use as a health hazard

0 oo~ ;0 Mmoo = W R

YWaccination

Motar-vehicle safety

Safer workplaces

Control of infectious diseases

Decling in deaths fram caronary heart disease and stroke
Sater and healthier foods

Healthier mothers and babies

Family planning

Fluoridation of drinking water

https://hpa.princeton.edu/sites/g/files/toruqf2006/files/public_health.pdf Pu:blic Health

Frevent., Promote, Frotect.



“Essential Service

Assess and
monitor
Bulld and maintain a population
strong organizational health Investigate,
Infrastructure for diagnose, and
public health address health
T H E hazards and root

causes
Improve and innovate
through evaluation,
research, and quality

improvement

PUBLIC el

HEALTH ==

3
SERVICES ‘ﬁl Enable
To protect and promote the i
health of all people in all UJ:ES':‘}',,
communities

https://[debeaumont.org/10-essential-services/
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Public Health
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https://www.cdc.gov/publichealthgateway/sitesgovernance/index.html

Q00z=20

Legend

Il Centralized

M Largely Centralized
Decentralized

I Largely Decentralized

M Mixed

M Shared

" Largely Shared

As of September 2020






Oregon Public Health G

From Oregon Coalition of Health Officials (CLHO)

Local Public Health
Authority in Oregon

[7] County Government

[l Public-Private Partnership
[] Health District

[I] Oregon Health Authority

Public Health

Frevent. Promote, Protect.



Local Public He

Oregon statute gives the authority of local

Secretary of State public health to the local governing body,
] e - usually Board of County Commissioners or
Oregon Administrative Rules Database COU nty Court
Y 97 Counties
v" 5 Public/Private Partnerships
v" 1 District (2 Counties)
v 20HA

v' Wallowa ( May 1, 2018)
v' Curry ( May 2, 2021)

As identified by the Coalition of Local
Health Officials (2014), while counties are
granted this authority by statute, Countles
remain agents of the state and ¢ — =
must carry out duties imposed
upon counties by state laws”.

Public Health

Frevent. Promote, Protect.




.
Bridging Local and State Public Health

(ORS 431.330) The Oregon Health Authority shall
solicit input from the Conference of Local Health
Officials and local public health authorities in:

a) Establishing the foundational capabilities and
programs

b) Adopting and updating a statewide public
health modernization assessment

COALITION OF LOCAL HEALTH OFFICIALS

c¢) Developing and modifying a statewide public
health modernization plan under subsection

d) Developing and modifying plans for the
distribution of funds

Public Health

Frevent. Promote, Protect.



Oregon’s Public Hee

Local Public Health Authority
Statutory Responsibilities

(b) Isolation and quarantine orders
(c) Review of immunization records and exclusions | T\ = &\
(d) Making immunizations available .
(e) The Indoor Clean Air Act

(f) Access to family planning and birth control
(g) License tourist accommodations

(h) License pools and spas

(i) Restaurant licensure and inspections

(j) Regulation of public water systems

(k) Enforcement of public health laws under ORS 431.150.
(I) The duties specified in ORS 431.413.

s i
- H
i Y B 3

ttps://www.boardeffect.com/blog/common-501c3-rules-regulations/

Public Health
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“Local publlc health authorlty means:

(a) A county government;

(b) A health district; or

(c) An intergovernmental entity that provides
public health services by an agreement

Public Health

Frevent. Promote, Protect.



R
Health Administrato

Duties of the administrator (ORS 431.418(3):

* Appoint staff

» Supervise the officers and employees appointed

» Update the LPHA (BoCC) information concerning the LPHA’s activities,
« Submit an annual budget for the approval of the LPHA (BoCC)

 Act as the agent of OHA in enforcing state public health laws and rules
» Perform any other duty required by law.

admlnlsbrabor

£)
w ‘J -' - workplaoei‘. -x*oowpa bUSlness
w p wodfao, /2 lce 3 ME E *;;‘;"' peoftesons
A cotumegatsechnolog s 8 “F g .:‘i:”"_‘:'_q’“__:
ol
iF < Public Health

© CanStockPhoto.com Prevent. Promote. Protect.



R
Health Office

Duties of the Health Officer
(ORS 431.045):

* Reviewing and signing standing orders
and protocols, and

* Providing medical direction and
consultation to Public Health programs

« Providing medical guidance during
outbreaks.

Public Health

Frevent. Promote. Protect.




Barriers for R

https://medcitynews.com/2022/07/5-actionable-steps-health-care-professionals-can-take-right-now-to-remove-barriers-improve-patient-care/

Public Health
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Healthcare EX[

1.5%- 2.5%

Public Health/ —
Prevention Services

— $3.6 Trillion

Healthcare/Clinical Care Pll]l I-Iealﬂl
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97.5%- 98.5%



Dellars
Missouri I 57

Nevada - $14

North carotina [ <5

Arizona - 515

indiana [ s

Mississippi - Mississippi: 316
Pennsylvania -sws
Wisconsin - 517
Texas - 518
Montana - 518
Florida [ s20
Michigan -szu

ohio - 524

New Hampshire - s25

South Carolina

Wyoming -527

Kentucky -

Georgia

I

South Dakota

Connecticut - 3537
Nebraska [ s+
Louisiana _s‘ﬂ

Virginia _ 542
Arkansas _ $43
coorace || IEGG-
Alabama _ s52
Vermont _ 356

north pakota || =

Tennessee

Alaska

West Virginia |N/A

Rhode Island N/A

Public Health
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Behavior Health Reserve
Fund - Fund 253
18%
Smoke Management - Fund
236
4%

Mental Health Tax from
State of Oregon (2145)-

Fund 244
1%

Federal Funds From OHA -
Fund 239/101-113
Mental Health Indirect from 12%
grants for 101-113/253

8%

Federal Funds From
Other Agencies - Fund
239

1%

Early Learning
Initiative - Fund 247
3%

Transfers - indirect/other

\
from county Fund 101-
113/239
5% Third Party
Insurance Fund
239
0%
Other Funds - Fund . .

Client Contributions Fund 101-113/239 Licenses/Permits/Fees Pllblic Healﬂl
239 1% - Fund 101-113 Prevent. Promote. Protect.

0% 2%
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Opportunities for Rural

Dictionary

Definitions from Cxford Languages - Learn more

opportunities

op-por-tu-nity

/ apar tiy)oonadal

o)

nour
plural noun: epportunities

a set of circumstances that makes it possible to do something.

"we may see increased opportunities for export”

Similar: = chance good time time occasion w

+ a chance for employment or promotion.
"career opportunities in our Mew York headquarters”

Origin
LATIN LATIN OLD FREMCH
opportunus opportunitas opportunite
ENGLISH opporiunity
opportune e Middle Engl

late Middle English: from Old French opportunite, from Latin opporfunitas, from opporfunus (see
opportune).
Translate opportunities to ~ Spanish

1. oportunidades

Use over time for: opportunities

Public Health
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INSTITUTE OF MEDICINE

In 1988, the Institute of
Medicine (IOM) report
The Future of Public Health
highlighted governmental
public health infrastructure that
was (and remains) In disarray.

Y

Public Health
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Communicable
Disease Protection
C]

SCREENINGS

~

IMMUNIZATIONS

Equ_itable Access

: Health Promotion,
to Health Services Health Disease and

Ensure preventive services

widely avaiable Within Reach RISl

B

CARI

Environmental Health
Limiting environmental risks to
human health.

4 Foundational Programs:
1) Communicable disease control,
2) Prevention and health promotion,
3) Environmental health, and
4) Access to clinical preventive services

7 Foundational Capabilities:
 Leadership and organizational competencies

-« Health equity and cultural responsiveness

« Community partnership development
* Emergency preparedness and response
» Assessment and epidemiology
« Policy and planning
« Communications

Public Health
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NEWS!P FRONT WIC

Kepa'a appointed
to national board

JCPH employee 10
chair WIC Assoc.
Western Region

Tami Kepa'a, Women,
Infants, and Children coor-
dinator for Jefferson Coun-
tv Public Health has bheen
;{ppuinrv(l to be the Oregon
rcpl'v\'cnl:ﬂi\‘t' to l‘hv Na-

tional WIC association unld

has been elected the chair
of the Western region.

The National WIC As-
sociation 18 @ national or-
ganization that focuses
on providing tools and
leadership to expand and
sustain effective nutrition
services for mothers and
voung children. They offer
programming and support
for expecting mothers and
those with young children.

Kepaa's role includes
managing and interfacing

with the western region
and national level to ad-
Iress the region’s issues.

\F YO
LIKE
2275

|

Staff Kudos!

| Tami Kepa'a, WIC Coordinator, named
- as National WIC Association’s Local
| o Agepcy Representative for the Western
\ Region (Alaska, Hawai'i, Idaho, Nevada
. Oregon, Washington, Guam, American |

Samoa) }
u
55 ay

_ Q
O Y 7
L

T

TAMI KEPA'A '.| "

The chair is chosen by \
the other members, and '\
Kepa'a was elected last |
Friday. She will represent
the Western region which
includes health services in
Alaska, American Samoa,
California, Guam, Hawaii,
Idaho, the Mariana Islands,
Nevada, Oregon and Wash-
ington.

“I am honored to partici-
pate in NWA as the Prima-
ry NWA Representative for
Oregon and look forward to
meeting the Western Re-
gion team,” said Kepa'a.

o
o
L - B

-

G
4 P Cg)so
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Nurse connects Nurse connects Parent connects
with family family to
community resources

Public Health
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AND THE

A PRIMER ON GOOD PARENTING

Dr. Leland “Bud” Beamer
Jefferson County Health Officer

LELAND “BUD” BEAMER, MD

M straions PublicHealth

Kirk Charlton Frevent. Promote., Protect.
Portraits by Paul Lanquist



A PUBLIC HEALTH LENS ON RURAL HEALTH
Challenges and Opportunities, pp. 1277-1290

Resources, pp. 1291-1324

Health Outcomes, pp. 1325-1339

Equity, pp. 1340-1343

COVID-19 ;
Structural Impact on Public Health, pp.nu-hvs

MARLJUANA USE AFTER LEGALIZATION A :
Justice-involved Youths in California, PP vzss 1271 m;ss ./

FOQD INSECURITY 7 i
In Emerging Adults, pp, 1264 dz?f"

FIRST' US SODA TAX ‘ +
tessons From Berkeley 2015—2019 pp 12 esand 42.9 =

& APHA

Research focus on

Rural Public Health

and not exclusively
Rural Health.

Data systems that allow
cross-sector sharing of
real-time local data.

Public Health

Frevent. Promote, Protect.



Higher Educ

' CENTRAL OREGON

community college
MADRAS CAMPUS

1iad

2 Extension Service

Public Health
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OHSU Knight Scholars Program

Youth Career Connects

STUDENTS

Public Health

Frevent. Promote., Protect.



Engaging Yout

Youth Advisory Council

The Youth Advisory/Teen Health Liaisons:

v’ Interacts with peers to inform them of relevant health concerns, inspire healthy decision-making,

educating on regional health care service providers.

v" Supporting public health staff during outreach, events, meeting trainings, or other department activities.

v Showing initiative in identifying new, or improving strategies for youth health promotion, prevention, Pllblic Health

. . . Frevent. Promote., Protect.
and service introduction.



AN OUNCE OF
PREVENTION IS WORTH A

POUND IN CURE

Benjamin Franklin

1 4.1 to 1 ratio for ROI at the local level
] 27.2 to 1 ratio at national level

PublicHealth



Jefferson County

Public Health
Prevent. Promote. Protect.
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Jefferson County

@

/ PublicHealth II II

St%haﬂ Mosaic
HEALTH SYSTEM ey V Medical

o2 .l. d
.
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MADRAS MEDICAL GROUP

U

Public Health
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Jefferson County
o

NON PROFIT :

W Public Health
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Public Hea

Collaboration with community partners to
ensure that public health programs are
effective.

v Schools, churches, businesses,
nonprofits, and medical professionals
are all partners who have a fundamental
interest and role in maintaining a healthy
community.

v" Local Public Health serves at the core of
coordinating these collaborations.

v' Continued commitment from every level
of government to support the mission of
local public health.

v’ Strong support and coordination must
be prioritized if local public health is to
continue providing many of the
programs and services that are needed
in our community.

Neighborhood
and Built
Environment

Health and

Health Care Education

Social and

Community
Context

) () ey

Public Health

Frevent. Promote, Protect.



COMMUNITY ROOM
CUARTD SE LA COMUNIDAD

Public Health

ent. Promote, Frotect.
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Health and Wel

Regional Regional Public
Hospital System FQHC Health
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Where we live matters
to our health

— Geography is destiny
One of the greatest
disparities in the US is
the variation of health
between communities

There has been little
attention to these
disparities... now is the
time to change that!

)

7] Five healthiest counties in state Il Five loast healthy counties in state

County Health Rankings

Mobilizing Action Toward Community Health

Public Health
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ZIp Code as Health

Yakima

A LEGEND
! Oregon Life Expectancy
Lewist
2l At Birth By Census Tract,
Kennewick 2010-2015

Life expectancy at birth
(in years)

I >81.4-89

by >799-81.4
by >782-799
[y >766-782

[ e6-76.6

[™ Not calculated

Boise

W - .4! - Twin Falls
4.;».;__/1/ &5 ’ | 2

viediprd!
W‘\/ ‘&

Zip codes are a better predictor of health outcomes than genetic code!

Average life expectancies in certain communities can be 20—-30 years
shorter than those just miles away.

Where you live affects how you live.

It impacts whether you have access to healthy food, places to exercise m&lﬁﬁ,ﬂﬁﬂ}
or health services when needed.




Rural Health L

An estimated 80% of rural America is “medically underserved,” (AHA, 2023)

- Overall physical, social, and
mental health status

* Disease prevention

* Detection, diagnosis, and
treatment of illness

e Quality of life

* Avoiding preventable
deaths

eLife expectancy

Public Health
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Rural Health

Rural Poverty Rates

Poverty rate

Child poverty rate
(under 18)

Elderly poverty
rate (65+)

mRural, Non-Core
m Rural, Micropolitan
m Nation as a Whole

Disparities

Education Rates & Income

Annual Median Earnings, Age 25 and Older, by Education Level

Rural
All education levels $45,851
Less than high school graduate $30,984
High school graduate $38,363
Some college or associate's degree $44,151
Bachelor's degree $59,469
Graduate or professional degree $75,137

Nation as a Whole
$48,747
$29,706
$36,931
$43,988
$64,982
$85,680

Source: Table B20004, 2018-2022 American Community Survey 5-Year Estimates

Public Health

Frevent. Promote, Protect.



Rural Health Disp

 Lowest rate of
private insurance
coverage,

* Highest rates of
public coverage, and

* Highest uninsured
status.

Public Health

Frevent. Promote., Protect.



Rural Health Dispar

Prevalence of Health-Related Behaviors Among Adults, 2013

Behavior Large metro center Large fringe metro Medium metro Small metro Micropolitan Noncore
Current nonsmoking 83.9% 82.3% 80.5% 77.5% 76.5% 74.9%
Non- or moderate drinking 61.1% 59.9% 63.3% 64.3% 67.3% 68.6%
Maintaining ncrmal body weight 36.5% 35.3% 33.3% 32.9% 30.6% 28.9%
Meeting aercbic activity recommendations 51.4% 51.4% 51.1% 50.7% 49.2% 46.7%
Sufficient sleep 62.4% 61.7% 62.4% 62.1% 61.1% 61.5%
Reported 4 or 5 of these health-related behaviors 31.7% 30.2% 30.5% 29.5% 28.8% 27.0%

Source: Health-Related Behaviors by Urban-Rural County Classification — United States, 2013, CDC Morbidity and Mortality Weekly Report

Rural areas are recognized as a health disparity population
because the prevalence of disease and rate of premature death
are higher than for the overall population of the United States.

Public Health

Frevent. Promote, Protect.




15% OF ALL AMERICANS
LIVE IN RURAL AREAS

Rural Americans are at greater risk of death
from 5 leading causes thanurban Americans
* Heart Disease

*» Cancer

Unintentional Injury

Chronic Lower Respiratory Disease
Stroke

PROTECT YOURSELF
Be physically active | Eatright | Don’t smoke
Wear your seat'belt | See your doctor regularly

The percentages of
deaths that were
potentially preventable
were higher in rural areas
than in urban areas.

Residents of rural areas
tend to be older and
sicker.

Residents of rural areas
have higher rates of
cigarette smoking, high
blood pressur

and obesity.

Public Health

ent. Promote, Frotect.




R

ural

15% OF ALL AMERICANS et of Health Behavic
LIVE IN RURAL AREAS e o

ONLY 1IN 14 ).

rural adults practice at least 4 of 5 U U
health-related behaviors

D%
« Not smoking ,
* Maintaining normal body weight 4 DY%0
* Being active N0/

* Nondrinking or moderate drinking
» Sufficient sleep

PRACTICE HEALTH-RELATED BEHAVIORS THAT
CAN PREVENT CHRONIC DISEASE.

(g Pul




Centers for Disease Control and Prevention

CDC 24/7: Saving Lives, Protecting People™

ral Heal

Drug Overdose Suicide

in Rural America in Rural America

\

Drug overdoses are the leading cause In the United States, suicide was

of injury death in the United States, responsible for nearly 46,000 deaths in
resulting in approximately 52,000 2020, which is approximately one
deaths in 2015. suicide every 11 minutes.

A-Z Health Topics Impacting Rural Americans

Antibiotic Use Drug Overdose
Arthritis Health Behaviors
Cancer Motor Vehicle Safety
Child Health Suicide
Chronic Obstructive Seatbelt Use
Pulmonary Disease (COPD)

Vaccination in Rural
Death (Leading Causes) Communities
Diabetes Zoonotic Diseases

U.S. Department of Health & Human Services Accessibiity External Links Privacy

@ @ ==

Policies No FearAct FOIA

Leading Causes of Death
in Rural America

Jo}

Rural Americans are at greater risk of
death from 5 leading causes than
urban Americans.

Science on About
Rural Rural
Health Health

Rural Emergency Preparedness and
Response Toolkit
(K

60

Nondiscrimination OIG Vuinerabiity Disclosure Policy

Success Featured
Stories Resources
‘ n

d

usagov

To lead CDC's rural public health
strategy and coordinate across
agency programs and with
partners to improve the health
and well-being of rural
communities throughout the U.S.

Public Health
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Place
Places v | Blg AboutUs Q

Together, we can make Oregon |
a healthier place for all ¢

Where we Live

We live in homes, neighborhoods and communities. We also live in our own

skin, each of us a unique mix of attributes: Gender, age, ability, race,

ethnicity, sexual orientation, among others. Based on these factors, society
Asafe place to sleep may treat us differently—making it easier for some people to live a healthy

Healthy food Space to move and play

life and harder for others.

Today in Oregon, these fundamental parts of a healthy life are out of reach for too many
people. At the same time, we are surrounded by unhealthy products—from e-cigarettes and
tobacco to alcohol and sugary drinks—and nonstop marketing messages that urge us to

use them.

As a result, some groups of Oregonians live sicker and die younger than others. They
experience more chronic diseases, like cancer, heart disease, diabetes and addiction.

It's about more than personal choices.

The causes of these health disparities run deeper than personal choices. These differences
are driven by inequities that are woven into every place and part of our lives. mﬁc Hemm

Frevent. Promote, Protect.
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ORH DEFINED URBAN, RURAL,
AND FRONTIER AREAS

CLATSOP
CoLuMBIA
WASHINGTON.
TG
tamoos  Hillsboro: Portland :
p e i O Gresham
Beaverton P
Tigard | jxe Oswego
VAR CLACKAMAS
Salem
or
POLX
MARION
LINCOLN \
{ = Albany
Corvallis ©
LINN
BENTON™

Eugene 00 Springfield

LANE

DOUGLAS

JACKSON

CURRY Médférd
{50
10SEMIINE

www.ohsu.edu/ruraldata

HOOD RIVER

KLAMATH

UMATILLA

MORROW

SHERMAN GILLIAM

WASCO

JEFFERSON

Bend

MALHEUR

DESCHUTES

ORH Rural (>10 miles from
center of 40,000 or more)

sl Frontier (counties with 6 or fewer
people per square mile)

] ORH Urban Areas (<10 miles from

center of 40,000 or more)

©  Centroids of cities w/40,000
of mare people
Interstate/Primary Roads

OREGON OFFICE

of RURAL HEALTH

Rural
Geographic areas
in Oregon that are
ten or more miles
from a population

center of 40,000
people or more.

Public Health
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Health Outcome Ranks

109

10to 18 - 19 to 26 . 2710 35

Public Health
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2024 County

Rankings
Buikding s Culure of Heaith, Cosnty by County
o About Us | For the Media

alth Rankings v Take Action to Improve Health v Online & On Air v ‘What Is Health? Reports Q

Oregon [zz -

| select anatherstate | »

The 2022 Rankings include deaths attributzble to COVID-19 from 2020. See our FAQ for more information on COVID-specific data.

o @ print €2 vep

Overview | Rankings | Measures | Downloads | CompareCounties | [

€ BackToMap Jefferson (JE)

HEALTH OUTCOMES

LesiHety (@EE——f——f— semes  Health Outcomes

o B e e ™ .
Jefferson (JE) is ranked among the least healthy counties in oun Health Rank'n s
Why is my rank hidden? Oregon (Lowest 036-25%) c

Mobilizing Action Toward Community Health

LestHealty  |QEEID————f— Hestbis Health Factors
' o Jeterson JE} s ranked smong the lesst heslthy counties in t h lt h k *
Oregon Lowest 0% 25%9 countynea rankings.org

31 Baker (BA)
Dowinload Oregon Rankings Data
1 Benton (BE)
4 Clackams Showareastoexplore [ Showareas of strength
13 Clatsop (CA)
1 Columbia (CO) County Demographics +
21 Coos (CS)
20 Crook(CR) Jefferson [JE) Error TopUS.
X County Tend @ parcin Pertormers @ O8O0
19 Curry(cu) "
S e Heslth Outcomes 'he Cou nty Health Ra |k|ngs &
30
29 Gilliam (GI) Length of Life - .
2% Grant (GR)
Premature death 0 10700 910012400 5600 £100
23 Hamey (HA)
3 Hood River (HR) Quality of Life .
15 Jackson (14)
Poor or fair health o 20-25% 15% 17%
34 Jefferson (JE)
Poor physical health days e 4 4348 34 39
32 Joseghine (1C) . . . . .
Poor mental health days e <2 4751 40 a6
33 Klamath (KL)
Lowbirthweight ™% 655 6% 7
35 Lake (L&)
12 Lane(LE) Additional Health Outcomes (not included in overall ranking) + .
B Institute
16 Linn (LN) Health Factors
28 Malheur (Ma} n
! Health Behaviors
10 Marion (M
25 Morrowe (MO} Adult smoking e % 17-20% 15% 15%
6 Multnomal Adult chesity o 3% 32-34% 30% 25%
7 Polk (PO} Food environment index 77 88 a1
13 Sherman (SH) Physical inactivity o 29% 27-32% 23% 24%
1 Tillamook (T1) Access to exercise opportunities 495 86% 8%
2 Unnatilla (UM) Excessive drinking o 0% 19-20% 15% 21%
1" Urien (U] Alcohol-impaired driving deaths 3% 2:39% 10% 285
9 Wallowa (WA)
- Waso ) Sexually transmitted infections 6692 ~ 1618 4571
2 Washington (WH) Teen'irths E 236 n =
NR Wheeler (WE) Additional Health Behaviors (not included in overall ranking) + c
8 Vamhill (4}
Clinical Care Prevent. Promote, Protect.

Uninsured 12% ~ 11-14% 3 %%



' County Health

Ramkings &Roadnmaps

Building a Culture of Health, County by County

A Robert Wood Johnson Foundation program

 Physical and
mental well-

Health Outcomes 2020-2024 being of
residents that

represent the

- length of life
and quality of
2 o life.
A snapshot of
health s S
L today:!
11

Crook Deschutes Jefferson
Public Health

Frevent. Promote, Protect.
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Health Factors 2020-2024

35
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Deschutes

Jefferson

" County Health

Rankings & Roadmaps

Building a Culture of Health, County by County

A Robert Wood Johnson Foundation program

The things we can
modify to improve the
length and quality of
life.

What our health status
looks like in the
future.

Public Health
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3,000

2,500

2,000

1,500

1,000

500

Patient to Provider Ratios

3,140

Crook

1000

Deschutes

1780

Jefferson

County Health

Rankings & Roadmaps

Building a Culture of Health, County by County

A Robert Wood Johnson Foundation program

* Oregon Average=
1,060:1
* US Tops= 1,010:1
e 2023 Data
— Crook= 3,140:1
— Deschutes= 100:1

— Jefferson= 1,780:1

Public Health
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200

Crook

(2023)

180

Deschutes

A Robert Wood Johnson Foundation program

400

* Oregon Considered 2"

best in US

* Oregon Average=
190:1

e 2023 Data

— Benton County= 80:1
— Gilliam County= 670:1

Jefferson Public Health
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- *Statistically significantly
83.0 higher than geography-
's' 82.0 - specific male rate
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-
®= 79.0
E 78.0
g??.ﬂ .
o
& 76.0
s |
75.0
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THELEADING CAUSES O©FDEAYE

Jefferson County

Oregon
1. Cancer 1) Cancer
2. Heart Disease 2) Heart Disease
3. COVID-19 3) Unintentional Injuries
4. Chronic Lower Respiratory Disease 4) COVID-19
5. Cerebrovascular Disease 5) Cerebrovascular Disease
6. Unintentional Injuries 6) Chronic Lower Respiratory
7. Alzheimer’s Disease 7) Diabetes
8. Diabetes Chronic li
9. Alcohol Related

10. Suicide



WHAT’S REALLY KILLING

Tobacco —

piet/Activity Patterns ||
Alcohol -
Toxic Agents -

40% of deaths were
Microbial Agent . .

e gens_- directly attributable to
wotor Veticles [ behavioral causes

Firearms -

Sexual behavior JJj

lllicit Use of Drugs F

0 1000 2000 3000 4000 5000 6000 7000 8000 Public Health

Frevent. Promote., Protect.



Public Health & He
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— Rural Public Health
Alcohol & Drug Use

et Actiity Can Support Efforts

P That Impact Local

Quality of Care Health Outcomes

Education

Health Factaor

Family & Soclal Support

Community Safety

Alr & Water Quallty

e Public Health
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Rural Public Health
Health Behaviors

e = S s n
*-L E Hl’.‘l:l:ﬂl:l;:m 1 F

Public Health
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www.valenciachristiancenter.org

Public Health

A Frevent., Promote, Protect.

v.careline.co.uk/common-home-injuries-elderly/



Rural Public Healt

Physical Environment

-

)=
VTS =

d q!" \ r/pagedfind

_canbyfirst:com/wildfire-smoke-brings-record-poor-air-quality-to-oregon/

Public Health
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Rural Public Heal
Clinical Care

“A public health approach that fosters ongoing collaboration
yetween clinical and public health professionals in the face of
“omplex health threats will have greater impact than the sum |
~of the parts.” Choi, et al., 2022

s storlesLZ 6/00|&navm}

ural_i ga/campus ht m-;-*
edi& Utmy gg@ﬁ
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um(ﬂmAEngagement 4
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Central Oregon Prevent. Promote. Protect.
e

4 T ——— o




"Health care matters
to all of us some of
the time, public
= health matters to all
' of us all of the time..”

(Former) Surgeon General C. Everett Koop

Y

Public Health
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————

Objectives Met??

v’ Level Settings

v' Public Health 101

v Oregon Public Health System

v’ Barriers for Rural Public Health

v Opportunities for Rural Public
Health

v" Rural Health Outcomes and
Public Health

Public Health
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Michael Baker

Health Services Director

Jefferson County Public Health

Phone: 541.475.4456

Address: 500 NE A Street, Suite 102, Madras, OR 97741
Website: www.JeffCo.net/PublicHealth

Facebook: JeffersonCountyOrPublicHealth PublicHealth

Frevent. Promote., Protect.



http://www.jeffco.net/PublicHealth
https://www.facebook.com/JeffersonCountyOrPublicHealth
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Abstract

Problem/Condition: A 2019 report quantified the higher percentage of potentially excess (preventable) deaths in U.S.
nonmetropolitan areas compared with metropolitan areas during 2010-2017. In that report, CDC compared national,
regional, and state estimates of preventable premature deaths from the five leading causes of death in nonmetropolitan
and metropolitan counties during 2010-2017. This report provides estimates of preventable premature deaths for
additional years (2010-2022).

Period Covered: 2010-2022.

Description of System: Mortality data for U.S. residents from the National Vital Statistics System were used to
calculate preventable premature deaths from the five leading causes of death among persons aged <80 years. CDC’s
National Center for Health Statistics urban-rural classification scheme for counties was used to categorize the deaths
according to the urban-rural county classification level of the decedent’s county of residence (1: large central
metropolitan [most urban], 2: large fringe metropolitan, 3: medium metropolitan, 4: small metropolitan, 5: micropolitan,
and 6: noncore [most rural]). Preventable premature deaths were defined as deaths among persons aged <80 years that
exceeded the number expected if the death rates for each cause in all states were equivalent to those in the benchmark
states (i.e., the three states with the lowest rates). Preventable premature deaths were calculated separately for the six
urban-rural county categories nationally, the 10 U.S. Department of Health and Human Services public health regions,
and the 50 states and the District of Columbia.

Results: During 2010-2022, the percentage of preventable premature deaths among persons aged <80 years in the
United States increased for unintentional injury (e.g., unintentional poisoning including drug overdose, unintentional
motor vehicle traffic crash, unintentional drowning, and unintentional fall) and stroke, decreased for cancer and chronic
lower respiratory disease (CLRD), and remained stable for heart disease. The percentages of preventable premature
deaths from the five leading causes of death were higher in rural counties in all years during 2010-2022. When
assessed by the six urban-rural county classifications, percentages of preventable premature deaths in the most rural
counties (noncore) were consistently higher than in the most urban counties (large central metropolitan and fringe
metropolitan) for the five leading causes of death during the study period.

During 2010-2022, preventable premature deaths from heart disease increased most in noncore (+9.5%) and
micropolitan counties (+9.1%) and decreased most in large central metropolitan counties (-10.2%). Preventable
premature deaths from cancer decreased in all county categories, with the largest decreases in large central
metropolitan and large fringe metropolitan counties (—100.0%; benchmark achieved in both county categories in 2019).
In all county categories, preventable premature deaths from unintentional injury increased, with the largest increases
occurring in large central metropolitan (+147.5%) and large fringe metropolitan (+97.5%) counties. Preventable
premature deaths from CLRD decreased most in large central metropolitan counties where the benchmark was
achieved in 2019 and increased slightly in noncore counties (+0.8%). In all county categories, preventable premature
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deaths from stroke decreased from 2010 to 2013, remained constant from 2013 to 2019, and then increased in 2020 at
the start of the COVID-19 pandemic. Percentages of preventable premature deaths varied across states by urban-rural
county classification during 2010-2022.

Interpretation: During 2010-2022, nonmetropolitan counties had higher percentages of preventable premature deaths
from the five leading causes of death than did metropolitan counties nationwide, across public health regions, and in
most states. The gap between the most rural and most urban counties for preventable premature deaths increased
during 2010-2022 for four causes of death (cancer, heart disease, CLRD, and stroke) and decreased for unintentional
injury. Urban and suburban counties (large central metropolitan, large fringe metropolitan, medium metropolitan, and
small metropolitan) experienced increases in preventable premature deaths from unintentional injury during 2010-
2022, leading to a narrower gap between the already high (approximately 69% in 2022) percentage of preventable
premature deaths in noncore and micropolitan counties. Sharp increases in preventable premature deaths from
unintentional injury, heart disease, and stroke were observed in 2020, whereas preventable premature deaths from
CLRD and cancer continued to decline. CLRD deaths decreased during 2017-2020 but increased in 2022. An increase
in the percentage of preventable premature deaths for multiple leading causes of death was observed in 2020 and was
likely associated with COVID-19-related conditions that contributed to increased mortality from heart disease and

stroke.

Public Health Action: Routine tracking of preventable premature deaths based on urban-rural county classification
might enable public health departments to identify and monitor geographic disparities in health outcomes. These
disparities might be related to different levels of access to health care, social determinants of health, and other risk
factors. Identifying areas with a high prevalence of potentially preventable mortality might be informative for

interventions.
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Introduction

Premature deaths, all-cause mortality, and poor health outcomes are greater among residents of rural counties than of
urban counties in the United States (1). In 2021, the all-cause age-adjusted death rate in the United States was 841.6 per
100,000 population. The gap in all-cause mortality between rural (nonmetropolitan) and urban (metropolitan) areas of the
United States continues to widen. In 1999, the death rate in rural areas was 7% higher than in urban areas; by 2019, it was
20% higher (2). Describing premature mortality rates from the five leading causes of death (cancer, unintentional injury
[e.g., unintentional poisoning including drug overdose, unintentional motor vehicle traffic crash, unintentional drowning, and
unintentional fall], heart disease, stroke, and chronic lower respiratory disease [CLRD]) and related rural disparities might
help guide public health messaging and interventions.

The risk for premature death is associated with modifiable factors that vary by disease (3). Four of the five leading risk
factors for premature death are more prevalent in rural areas of the United States: using tobacco, obesity, physical inactivity,
and drinking alcohol or drinking in excess (4,5). Extensive literature on social determinants of health has established the
importance of community context in shaping all aspects of health (6). Structural factors (e.g., lower socioeconomic status,
limited access to health care professionals, and limited job opportunities) increase the risk for premature death among rural
residents (/).

Multiple factors influence the rural-urban gap in preventable premature deaths. Because each of the five leading causes of
death is age related, these conditions are more prevalent in rural areas of the United States where residents typically are
older than their urban counterparts. Working-age adults might leave rural areas to seek better economic opportunities
elsewhere (8), and older persons might be more likely to retire in rural areas (9). However, the population’s age structure
alone does not explain the disparity in mortality. Instead, differences in social circumstances, socioeconomic characteristics,
health-related behaviors, and access to health care services affect mortality and potentially contribute to approximately half
of all preventable premature deaths (10). County-level disparities in all-cause premature deaths by rurality, race, and
ethnicity have been documented (11). Data on cause-specific preventable premature deaths from the leading causes of
death by rurality, sex, race, and ethnicity are limited, and direct comparisons accounted for by these factors will be reported
in subsequent analyses.

Rural public health needs and sociodemographic characteristics of rural populations are changing (12). Although the
proportion of the U.S. population that lives in rural areas is gradually declining, any rural population growth can be
attributed to in-migration, which might require sensitivity to cultural differences (13,14). With gradual declines in
population, the wealth and tax bases of rural counties also are decreasing, resulting in reduced funding for social and health
services (15).

In this analysis, mortality data were used to estimate the number and percentage of deaths from each of the five leading
causes of death that could have been prevented if all states had similarly low death rates. Disparities in premature mortality
from the five leading causes of death in rural areas in the United States during 2010-2022 also were estimated. The results
of this analysis are intended to serve as a critical resource for policymakers, public health officials, and researchers striving
to understand and address the root causes of preventable premature deaths.
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Methods

This analysis used mortality data for U.S. residents from the National Vital Statistics System
(https://www.cdc.gov/nchs/index.htm) to calculate preventable premature deaths by urban-rural county classification from
the five leading causes of death during 2010-2022 (heart disease, cancer, unintentional injury, CLRD, and stroke). Deaths
from COVID-19 were excluded to maintain consistency and facilitate the assessment of trends over time. Data for 2022 are
provisional counts from January through June and were annualized for comparability with previous years.

The number of preventable premature deaths for a specific cause (also described as potentially preventable premature or
excess deaths) is equal to the difference in the number of observed deaths among persons aged <80 years and the number
of deaths expected if the mortality rate in all states were equivalent to the average rate of the three states with the lowest
mortality. Rates in the three states define the benchmarks. The benchmark for each cause of death is derived from a unique
set of three states.
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Rural and urban categories were identified using the National Center for Health Statistics 2013 urban-rural classification
scheme for counties (16). County of residence of the decedent was used to determine urban-rural county classification. The
categories are 1: large central metropolitan (most urban), 2: large fringe metropolitan, 3: medium metropolitan, 4: small
metropolitan, 5: micropolitan, and 6: noncore (most rural).

Preventable premature deaths were calculated individually for the two nonmetropolitan categories (micropolitan and
noncore) and the four metropolitan categories (large central metropolitan, large fringe metropolitan, medium metropolitan,
and small metropolitan) as well as for the broader categories of metropolitan and nonmetropolitan. Analyses were
restricted to deaths with an underlying cause of death from the five leading causes of death based on the International
Classification of Diseases, 10th Revision (ICD-10): heart disease (I00-109, 111, 113, and 120-151), cancer (CO0-C97),
unintentional injury (VO1-X59 and Y85-Y86), CLRD (J40-J47), and stroke (160-169). The analysis of preventable premature
deaths during 2010-2022 was restricted to persons aged <80 years at the time of death. The age restriction is consistent
with the average life expectancy for the U.S. population in 2010, which was approximately 79 years (1/).

Age-specific mortality rates for each of the five leading causes of death were used to derive the number of preventable
premature deaths using methods described elsewhere (18). Age groupings varied by cause of death. (Most were 10-year
age groups; however, the size of the youngest age group ranged from 0 to 9 years for unintentional injury to O to 49 years
for CLRD and cerebrovascular disease because deaths from those causes are rare among younger persons.) For each age
group and cause of death, the death rates of the three states with the lowest rates during 2008-2010 (benchmark states)
were averaged to produce benchmark rates (18) (https://stacks.cdc.gov/view/cdc/42342). These benchmarks were chosen to
represent the lowest death rates achievable by states at the beginning of the study period and did not vary by year to allow
for the examination of trends over time. Although using time-varying benchmarks would better account for potential
improvements over time in the benchmark rates, time-varying benchmarks also would make temporal and geographic
comparisons more difficult. The same benchmarks were applied to both nonmetropolitan and metropolitan counties, and
benchmarks were not adjusted for other characteristics that might affect death rates (e.g., race, ethnicity, socioeconomic
status, and urbanicity). Deaths attributed to COVID-19 from 2020 through June 2022 were excluded from this study.

The numbers of preventable premature deaths for each cause of death were assumed to follow a Poisson distribution. SEs
were calculated using standard formulas that incorporated the variance around both the observed and the expected counts
(18), and pairwise z-tests were performed to determine whether the differences during 2010-2022 were statistically
significant (p<0.05). All differences during 2010-2022 are statistically significant unless otherwise noted. The percentage
of preventable premature deaths was calculated by dividing the number of preventable premature deaths by the total
observed number of premature deaths.
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Results

The percentage of preventable premature deaths from cancer decreased from 2010 through June 2022 (from 21% to 0.3%)
(Figure 1). Regardless of urban-rural classification, all county categories experienced decreases (Figure 2). However, the
decreases in urban counties were larger than those in rural counties, which widened the rural-urban disparities in
preventable premature deaths from cancer (Figure 2) (Table). The percentage of preventable premature deaths from cancer
in noncore counties in 2022 (18.1%) was similar to the percentage in large central metropolitan counties in 2010 (17.9%).

The percentage of preventable premature deaths from heart disease decreased from 2010 through 2019 (from 33.5% to
28.8%), followed by a steep increase to 33.6% from 2020 through June 2022 (Figure 1). Increases from 2020 through June
2022 occurred across all rural-urban categories except for large central metropolitan counties, which experienced a
decrease from 32.9% in 2020 to 30.1% in 2021 (Figure 2) (Table). Rural counties had the highest percentage of
preventable premature deaths from heart disease in 2022 (45.8% in micropolitan counties and 49.4% in noncore counties)
(Figure 2) (Table). Most states experienced an increase in preventable early deaths from heart disease and stroke (96% and
88% of states, respectively) from 2019 through June 2022 (Supplementary Table, https://stacks.cdc.gov/view/cdc/147842).

The percentage of preventable premature deaths from unintentional injury increased from 2010 to 2019 (from 38.8% to
53.8%), followed by a steep increase from 2019 to 2021 and a slight decrease through June 2022 to 63.5% (Figure 1).
Increases in preventable premature deaths from unintentional injury during 2010-2022 were statistically significant for all
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metropolitan categories except micropolitan. Rural percentages were higher than in urban areas, but the gap narrowed
(Figure 2). The percentages increased in all states except Wyoming, but the increase varied widely at the state level
(Supplementary Table, https://stacks.cdc.gov/view/cdc/147842).

The percentage of preventable premature deaths from CLRD decreased from 2010 through 2022 (from 38.6% to 25.5%)
(Figure 1). The percentage of preventable premature deaths varied widely when stratified by rural-urban county category,
but all county categories except for noncore counties experienced decreases. Rural-urban disparities widened when large

central metropolitan percentages decreased from 23.4% in 2010 to 0% in 2022, whereas the rural percentages hovered
between 50.7% and 54.8% in 2022 (Figure 2) (Table).

The percentage of preventable premature deaths from stroke decreased slightly from 2010 through 2019 (32.4% to
26.4%), followed by an increase to 33.9% through June 2022 (Figure 1). Each rural-urban category experienced steep
increases from 2019 to June 2022, except for noncore counties that experienced a slight decrease from 2021 to June 2022;
rural counties had the highest percentages from January to June 2022 (42.0% in micropolitan counties and 40.9% in
noncore counties) (Figure 2) (Table). The highest percentages of preventable premature deaths from stroke in 2022 were in
southern states (Supplementary Table, https://stacks.cdc.gov/view/cdc/147842).
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Discussion

Rural residents, particularly those in noncore counties, experienced high percentages of preventable premature deaths
during the study period. The rural-urban disparities in premature deaths varied by cause of death. However, disparities
were not limited to place of residence. Disparities in all-cause premature deaths also were associated with other
demographic factors (e.g., sex, race, and ethnicity) (11). For example, the highest rates of premature deaths were observed
in rural counties where a majority of the population was Black, African American, American Indian, or Alaska Native (11). To
address disparities in preventable premature deaths across rural and urban counties, data on disparities in cause-specific
premature deaths from the five leading causes by rural-urban county category, race, and ethnicity are needed to inform
interventions and health care policies for specific racial and ethnic groups. A follow-up of this analysis stratified by race and
ethnicity will be published in subsequent reports, further contributing evidence to guide existing and new programs and
policies.

Ccancer

Overall, the decrease in preventable premature deaths from cancer was substantial and was greatest in urban counties
where access to preventive services, treatment, survivor care, and specialty care is much higher than in rural counties (19).
Large central metropolitan and fringe metropolitan areas achieved the benchmark rates in 2019. This is consistent with
overall declines in cancer mortality, which decreased 27% between 2001 and 2020 (20). The decrease in preventable
premature deaths likely reflects multiple factors. Increases in recommended screening for the leading causes of deaths from
cancer (e.g., lung, colon, cervical, and female breast) have led to earlier detection, when treatment is more effective, and
prevention by detecting cellular changes before they turn into cancer, as in the case of colorectal cancer (21). Increases in
vaccination rates for cancer-causing viruses and decreases in prevalence of risk factors (e.g., combustible tobacco use) also
have driven cancer mortality downward (22). Access to these cancer prevention and early detection strategies was
increased with the expansion of Medicaid (23). New cancer treatments and therapies, specifically for lung cancer and
melanoma, also have led to longer survival for those with a cancer diagnosis (24). CDC conducted a demonstration project
on how to best provide care for persons living in rural areas who had cancer diagnosed (25). Although cancer is categorized
as a single disease group in this analysis, each cancer site has different risk factors, has varying treatment methods, and can
manifest itself in different ways among groups by sex, age, race, and ethnicity. Preventable premature death might vary
depending on the cancer site and might not have decreased for cancers with increasing prevalence of risk factors (e.g.,
obesity), no recommended screening modalities, or therapies that have not changed. Lung cancer, the leading cause of
cancer mortality, accounted for 23% of all cancer deaths in 2020 (20). Geographic differences in combustible tobacco use
and use of lung cancer screening likely partially drive differences in lung cancer mortality. Access to lung cancer screening
facilities is more limited in rural counties than in urban counties (26). Despite overall reductions in preventable premature
deaths from cancer, premature deaths surpass the national average in micropolitan and noncore counties, highlighting the
need in rural areas to reduce cancer-related premature deaths. Because more urban areas surpassed the 2010 benchmarks
for cancer death rates in 2019, future updates to the cancer-specific benchmarks using more recent years of data might
better reflect the lowest achievable death rates.
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Unintentional Injury

The worsening and expanding drug overdose epidemic, increases in motor vehicle traffic fatalities, and falls drive the
growth in preventable premature deaths from unintentional injury (27). Narrowing rural-urban disparities in the percentage
of preventable premature deaths from unintentional injury were driven by worsening rates of preventable mortality in more
urban areas, with the percentage more than doubling in large central metropolitan areas over the study period. For drug
overdoses, access to medications for opioid use disorder continues to be more limited in rural counties, as evidenced by low
buprenorphine dispensing rates and reduced treatment capacity (28). For motor vehicle traffic crashes, rural residents have
an increased risk for death and are less likely than urban residents to wear seat belts (29). Evidence-based interventions
reduce rural-urban disparities in seat belt use and motor vehicle death rates (30). Many fall risk factors are modifiable,
implying that many falls can be prevented (31).

Heart Disease and Stroke

Disparities in preventable premature deaths from heart disease and stroke between rural and urban areas existed across
the study period. These gaps increased from 2019 to June 2022, except in large central metropolitan counties where a
decrease of three percentage points was observed from 2020 to 2021. Increases in preventable premature deaths from
heart disease and stroke in 2020 and 2021 were likely associated with COVID-19-related conditions that contributed to
risk-associated increased mortality from heart disease and stroke (32). Increases in systolic and diastolic blood pressure, a
leading risk factor for heart disease and stroke, were observed among all age groups when comparing 2020 with 2019
(33). Inequities in control of hypertension (i.e., systolic blood pressure values of =130 mm Hg, diastolic blood pressure of
>80 mm Hg, or both) were observed during the COVID-19 pandemic and are related to insufficient health care access,
medication adherence, and monitoring (34). Patients might have delayed or avoided seeking emergency care when
experiencing a life-threatening event during the height of the COVID-19 pandemic (35). Emergency department visits for
heart attack and stroke decreased by 20% during the weeks after the declaration of COVID-19 as a national emergency on
March 13, 2020, and hospital admissions for heart attack and stroke decreased during the pandemic (35). In addition,
COVID-19 was associated with an increased risk for stroke and heart disease (36,37).

Chronic Lower Respiratory Disease

Despite the overall decrease during 2010-2020 (because of decreases observed in larger urban areas), the percentage of
preventable premature deaths from CLRD was relatively stable in medium and small urban counties and rural counties
during 2010-2015. During 2010-2022, the sharpest decline in preventable premature death from CLRD in urban areas
occurred from 2019 through 2021 and could be the result of deaths from COVID-19 that otherwise would have been
attributable to CLRD. Persons with CLRD (e.g., chronic obstructive pulmonary disease) are at increased risk for death from
COVID-19 (39).
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Limitations

The findings in this report are subject to at least six limitations. First, applying benchmarks (e.g., the three states with the
lowest rates) to all urban-rural county categories facilitates comparisons but might not represent the lowest death rates
achievable by certain subgroups. For example, large metropolitan areas met the benchmarks for cancer in 2019 and,
therefore, had negative estimates of preventable premature deaths during 2019-2022. In these instances, negative
estimates were truncated at zero to indicate that the 2010 benchmarks had been achieved. Using urban-rural-specific
benchmarks would likely result in larger numbers of preventable premature deaths in certain categories and larger rural-
urban disparities in certain cases. However, using benchmarks specific to state, age, cause, and subgroup (e.g., urban-rural,
sex, race, and ethnicity) also could lead to less stable estimates because of smaller numbers of deaths when stratifying by
multiple demographic and geographic dimensions. Second, the differences cannot be attributed solely to population size
and geographic location because risk factors do not occur randomly in populations and are related to well-known social,
demographic, environmental, economic, and geographic attributes of the neighborhoods in which persons live and work
(39). Third, estimates of preventable premature deaths using historical benchmarks (e.g., 2008-2010) might not reflect
improvements in mortality that could have occurred in a later year. For example, the 2010 benchmarks for cancer are higher
than if benchmarks were based on 2022 data because of decreases in cancer deaths during 2010-2022. Fourth, the
numbers of preventable premature deaths by cause are not necessarily independent, and the numbers of potentially excess
deaths from the five causes cannot be combined to generate a total. For example, the number of preventable premature



deaths from cancer might be lower because persons with cancer died from another cause (e.g., heart disease). Fifth, deaths
from certain causes might have increased partly because of COVID-19 and the pandemic. Specifically, misclassification of
deaths from COVID-19 that were attributed to other causes (because of lack of testing or reporting on the death certificate)
could have contributed to a greater number of deaths across other causes and by rural and urban areas. In addition, certain
causes of death might have increased because of indirect pandemic-related effects (e.g., reduced access to emergency care
or life-saving treatments). Finally, data for 2022 were based on provisional data from the first half of the year, and results
might differ when the final data for the full year are available.

Top

Future Directions

The findings in this report demonstrate the value of analyzing preventable premature deaths according to the six National
Center for Health Statistics 2013 urban-rural county classifications. Reporting trends in preventable premature deaths over
a 12-year period highlights differences over time and might aid in understanding underlying structural, environmental, and
social risk factors. Because of increasing percentages of preventable premature deaths in recent years for specific causes of
death and certain demographic groups, these data might augment traditional rate comparisons and help guide focused
public health interventions. Comparing the findings in this report with data from tools such as the CDC Interactive Atlas of
Heart Disease and Stroke (https:/www.cdc.gov/dhdsp/maps/atlas/index.htm) might help identify social determinants of
health, health care infrastructure, and public policies that could be related to increases or decreases in preventable
premature deaths in specific nonmetropolitan areas. Detailed community-based evaluations might clarify how various risk
factors and social determinants of health relate to premature mortality and related rural-urban disparities. In addition, other
methods for developing benchmark rates might be helpful, including using benchmarks based on the nonmetropolitan
areas with the lowest death rates, or updating benchmarks based on more recent data, especially for causes of death (e.g.,
cancer) that have decreased substantially over time. In addition, more detailed analyses by race, ethnicity, and age, along
with examining preventable deaths among persons aged >80 years, and preventable premature deaths from other causes
(especially causes that are more prevalent in rural counties) might be informative.

Top

Conclusion

Defining preventable premature deaths within the context of the five leading causes of death does not capture the full
spectrum of preventable mortality. The degree to which these deaths could be prevented is related to various factors,
including distinct prevention strategies, varying risk factors, and the availability of effective interventions, all of which vary
by cause. Not all premature deaths are equally preventable among the leading causes or even within each specific leading
cause category, as exemplified by certain types of cancer (40).

Routine tracking of preventable premature deaths by urban-rural county classification might facilitate the identification of
areas with high prevalence of preventable premature mortality along with related geographic and urban-rural disparities in
health outcomes. These disparities might be related to different levels of access to health care, social determinants of
health, and other risk factors. Findings might help guide more focused interventions to reduce premature death from the
five leading causes of death and reduce disparities by rural-urban residence and geographic region.
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FIGURE 1. Percentages of preventable premature deaths* among persons aged <80 years from  retum
the five leading causes of death, by year — National Vital Statistics System, United States,
2010-2022t
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* Preventable premature deaths are defined as deaths among persons aged <80 years in excess of the number that would
be expected if the death rates for each cause in all states were equivalent to those in the benchmark states (i.e., the three
states with the lowest rates).

"Data for 2022 are provisional counts from January through June and were annualized for comparability with previous
years.
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FIGURE 2. Percentages of preventable premature deaths* among persons aged <80 years from  retum
the five leading causes of death, by rural-urban county classification and year — National Vital
Statistics System, United States, 2010-20221
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TABLE. Numbers and percentages of preventable premature deaths* among persons aged <80 years
death, by rural-urban county classification — National Vital Statistics System, United States, 2010-20



Cause

Heart disease

Large
central
metropolitan

Large fringe
metropolitan

Medium

metropolitan

Small
metropolitan

Micropolitan

Noncore

Cancer
Large

central
metropolitan

Large fringe
metropolitan

Medium

metropolitan

Small
metropolitan

Micropolitan

Noncore

2010
No.
(%)

24,859
(33.5)

13,945

(24.1)

17,781
(31.7)

10,420
(36.9)

12,913
(42.0)

11,509
(45.1)

18,754
(17.9)

16,566
(17.7)

18,252
(21.4)

9,606
(23.6)

11,313
(26.7)

9,806
(28.7)

Unintentional injury$

Large
central
metropolitan

5,924
(25.4)

2011
No.
(%)

23,836
(31.9)

12,360

(21.4)

17,089
(30.3)

10,021
(35.5)

12,320
(40.4)

11,111
(43.9)

16,709
(15.8)

14,208
(15.2)

16,330
(19.2)

8,883
(21.8)

11,254
(26.1)

9,503
(27.7)

6,941
(28.2)

2012
No.
(%)

23,173
(30.8)

11,574

(19.9)

17,130
(29.8)

9,924
(34.7)

12,585
(40.5)

11,132
(43.5)

15,945
(14.9)

12,930
(13.6)

16,337
(18.8)

8,836
(21.3)

10,912
(25.2)

9,192
(26.7)

7,072
(28.2)

2013
No.
(%)

23,344
(30.3)

11,358

(19.0)

17,992
(30.2)

10,147
(34.7)

12,861
(40.5)

11,556
(44.0)

12,844
(12.0)

11,229
(11.7)

14,635
(16.7)

8,263
(19.8)

10,837
(24.7)

8,831
(25.6)

8,024
(30.6)

2014
No.
(%)

22,655
(29.0)

11,261

(18.4)

17,999
(29.6)

10,295
(34.4)

13,139
(40.5)

12,015
(44.0)

11,830
(10.9)

9,870

(10.1)

14,282
(16.0)

7,773
(18.4)

10,060
(23.0)

8,723
(25.1)

9,021
(32.8)

2015
No.
(%)

23,660
(29.4)

11,762

(18.6)

18,951
(30.1)

10,686
(34.7)

14,326
(42.2)

12,384
(45.1)

9,546
(8.7)

8,102

(8.3)

13,232
(14.7)

7,500
(17.6)

10,050
(22.6)

8,563
(24.5)

11,168
(37.3)

2016
No.
(%)

24,515
(29.7)

12,159

(18.7)

19,583
(30.3)

11,089
(35.1)

14,445
(42.1)

12,892
(45.8)

7,693
(7.0)

6,948

(7.0)

11,366
(12.6)

6,798
(15.9)

9,416
(21.3)

8,321
(23.8)

15,900
(45.7)

2017
No.
(%)

23,496
(28.0)

12,399

(18.5)

20,029
(30.1)

11,282
(34.8)

14,611
(41.8)

12,644
(44.9)

3,443
(3.2)

4,000

(4.0)

9,328
(10.3)

5,766
(13.5)

8,819
(19.9)

7,538
(21.7)

17,580
(47.8)

2018
No.
(%)

24,158
(28.1)

11,887

(17.4)

19,963
(29.4)

11,822
(35.2)

14,686
(41.4)

12,399
(43.9)

736
(0.7)

1,112

(1.1)

7,057
(7.8)

5,322
(12.3)

7,758
(17.6)

7,291
(20.9)

17,140
(47.0)

2019
No.
(%)

22,929
(26.6)

11,184

(16.2)

20,148
(29.0)

11,378
(33.8)

14,711
(40.9)

12,577
(43.9)

0 (0)

0 (0)

4,761

(5.3)

4,497
(10.4)

7,438
(16.7)

6,456
(18.8)

19,258
(49.8)

-
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Cause

Large fringe
metropolitan

Medium

metropolitan

Small
metropolitan

Micropolitan

Noncore

Chronic lower respiratory disease

Large
central
metropolitan

Large fringe
metropolitan

Medium
metropolitan

Small
metropolitan

Micropolitan

Noncore

Stroke

Large
central
metropolitan

Large fringe
metropolitan

Medium

metropolitan

2010
No.
(%)

5,765
(28.8)

9,129
(43.1)

4,342
(44.5)

5,865
(53.1)

5,781
(60.9)

3,756
(23.4)

4,546

(29.4)

6,794
(41.1)

4,079
(47.1)

5,203
(53.1)

4,342
(54.3)

4,465
(31.7)

2,494

(22.7)

3,762
(33.3)

2011
No.
(%)

6,645
(31.5)

9,589
(43.9)

4,775
(46.6)

6,293
(54.7)

5,972
(61.6)

3,587
(22.1)

4,717

(29.5)

6,815
(40.4)

4,225
(47.3)

5,284
(52.9)

4,434
(54.3)

4,263
(30.1)

2,227

(20.3)

3,527
(31.3)

2012
No.
(%)

7,059
(32.5)

9,242
(42.8)

4,546
(45.1)

6,263
(54.5)

5,924
(61.4)

3,250
(20.0)

4,244

(26.6)

6,928
(40.1)

4,243
(46.8)

5,413
(53.0)

4,621
(54.9)

3,838
(27.5)

2,209

(19.7)

3,220
(28.9)

2013
No.
(%)

7,229
(32.7)

9,804
(43.9)

4,715
(45.9)

6,107
(53.7)

5,656
(60.2)

3,581
(21.0)

4,357

(26.4)

7,426
(41.0)

4,613
(48.1)

5,906
(54.5)

4,807
(55.3)

3,806
(26.7)

1,732

(15.6)

3,258
(28.4)

2014
No.
(%)

8,049
(34.8)

10,808
(46.0)

5,197
(48.0)

6,375
(54.7)

5,758
(60.6)

2,627
(15.9)

4,136

(24.6)

7,275
(39.6)

4,377
(46.0)

5,843
(53.6)

4,801
(54.7)

3,779
(25.9)

2,009

(17.1)

3,492
(29.2)

2015
No.
(%)

10,236
(40.1)

12,849
(50.1)

5,892
(51.0)

6,973
(56.8)

6,304
(62.8)

2,986
(17.2)

4,472

(25.5)

7,714
(40.3)

4,928
(48.3)

6,355
(55.2)

5,307
(56.8)

4,132
(27.1)

2,333

(18.9)

3,665
(29.0)

2016
No.
(%)

14,422
(48.2)

15,930
(55.2)

6,587
(53.6)

7,786
(59.5)

6,683
(64.2)

2,906
(16.5)

4,237

(23.9)

7,970
(40.4)

4,916
(47.6)

6,441
(55.0)

5,153
(55.8)

4,391
(27.9)

2,345

(18.5)

3,667
(29.1)

2017
No.
(%)

16,118
(50.0)

17,774
(57.6)

7,171
(55.5)

8,376
(61.1)

6,673
(64.1)

2,322
(13.0)

4,314

(23.4)

8,104
(39.8)

5,024
(47.2)

6,538
(54.0)

5,586
(57.1)

4,506
(27.4)

2,209

(17.0)

3,784
(28.9)

2018
No.
(%)

14,814
(48.2)

17,023
(56.2)

7,129
(55.1)

8,007
(59.9)

6,379
(63.0)

1,902
(10.7)

3,787

(20.5)

7,573
(37.3)

5,244
(47.4)

6,394
(53.4)

5,469
(56.1)

4,280
(25.9)

2,406

(17.7)

3,905
(28.8)

2019
No.
(%)

15,219
(48.6)

17,824
(57.1)

7,213
(55.2)

8,418
(61.0)

6,571
(63.6)

977
(5.6)

3,305

(17.9)

6,873
(34.3)

4,777
(44.4)

6,491
(53.2)

5,524
(55.8)

4,412
(26.0)

2,494

(17.8)

3,736
(27.3)

-
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2010 2011 2012 2013 2014 2015 2016 2017 2018 2019

No. No. No. No. No. No. No. No. No. No.
Cause (%) (%) (%) (%) (%) (%) (%) (%) (%) (%)
Small 1,886 1,795 1,623 1,625 1,651 1,817 1,882 1,941 1,760 1,866

metropolitan  (34.9) (33.3) (30.5) (29.9) (29.7) (31.2) (31.4) (31.4) (28.6) (29.3)

Micropolitan 2,393 2,255 2,229 2211 2,183 2251 2212 2201 2287 2155
(405)  (386) (379) (37.1) (363) (365) (358) (350) (353) (33.4)

Noncore 1970 1,939 1,723 1,745 1854 1808 1956 1,906 1,944 1914
(41.6) (408) (3750 (37.3) (383) (37.4) (39.0) (378 (37.8) (37.0)

* Preventable premature deaths are defined as deaths among persons aged <80 years in excess of the number that would
be expected if the death rates for each cause in all states were equivalent to those in the benchmark states (i.e., the three
states with the lowest rates). Estimates of potentially excess deaths that were negative were set to zero. These negative
excess estimates occurred in cases where deaths were fewer than expected (i.e., mortality was lower than benchmark
rates).

"Data for 2022 are provisional counts from January through June and were annualized for comparability with previous
years.

S Includes unintentional poisoning (e.g., drug overdose), unintentional motor vehicle traffic crash, unintentional drowning,
and unintentional fall (https://www.cdc.gov/injury/wisqars/animated-leading-causes.html).

Top

Suggested citation for this article: Garcia MC, Rossen LM, Matthews K, et al. Preventable Premature Deaths from the
Five Leading Causes of Death in Nonmetropolitan and Metropolitan Counties, United States, 2010-2022. MMWR
Surveill Summ 2024;73(No. SS-2):1-11. DOI: http://dx.doi.org/10.15585/mmwr.ss7302al1 [].

MMWR and Morbidity and Mortality Weekly Report are service marks of the U.S. Department of Health and Human Services.

Use of trade names and commercial sources is for identification only and does not imply endorsement by the U.S. Department of Health and Human Services.
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Retreat planning

1. Finalize date and location.

2. Discuss goals for the day.
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Retreat planning — dates and locations

Top locations

1. Portland (9 votes)

2. Central Oregon (7 votes)
3. Salem (7 votes)

Top dates

1.

SR

0 N o O

November 14t PHAB Day
(8 votes)

. October 25" (7 votes)

November 15% (6 votes)

October 10" PHAB Day (6
votes)

October 24t (6 votes)
November 15t (5 votes)
October 11 (5 votes)
October 16 (5 votes)
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Retreat planning — Goals, priorities, topics for the day

 Relationship-building
 Transformative Narratives

« Opportunities to develop and advance strategies in the Health
Equity Policy and Procedure

« Deep dive into deliverables (accountability metrics, workforce
plan, health equity framework,

« Opportunities for health care and cross sector alignment

ecalth
Authority
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