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CLAY COUNTY 2015 CHA EXECUTIVE SUMMARY
Purpose and Process
The Community Health Assessment (CHA) is a process in which data on the current health of
Clay County is analyzed and published for the community, partners, and stakeholders. The
process involves the collection of a wide range of data and includes demographics,
socioeconomic and health statistics, personal self-reports, and public and key informant
opinions. This information is analyzed and published so that it may be used to define health
priorities on which to focus for the next four years until the next health assessment is done.
WNC Healthy Impact is a partnership between hospitals and local health departments in
Western North Carolina for the purpose of improving the health of the region. WNC Healthy
Impact was instrumental in the collection and dissemination of secondary data to its partners
so the CHA process could be completed.
Key Partners instrumental in the success of the 2015 CHA include the Clay County Health
Department, the Clay County Partnership for Healthy Carolinians, Murphy Medical Center, and
WNC Healthy Impact.

Data Summary
Community

Clay County has the distinction of being the smallest county by landmass in all of North Carolina
and is located in the Appalachian Mountain range. We are bordered to the south by the state of
Georgia, by Cherokee County, NC to the west and Macon County, NC to the north. Clay County
was formed in 1861 from portions of both Cherokee and Macon counties and is named after
Henry Clay. The county seat is Hayesville, and is named in honor of George Hayes, the
Representative from Cherokee County who was instrumental the formation of the county.
The 2010 Census conducted by the US Census Bureau shows 10,587 residents in Clay County
and a total land mass of total area of 221 square miles, of which 215 square miles is land and
5.9 square miles (2.7%) is water. The population of Clay County is predominantly Caucasian at
96.6%; the next largest ethnic group is the Hispanic population at 2.4%.
Clay County is still considered an agricultural community whose members still value a good
day’s work and helping their neighbors. Clay County offers many venues for outdoor recreation
from the Appalachian Trail and world class mountain bike trails on Jack Rabbit to the 7,000 acre
Lake Chatuge which we share with Towns County, Georgia.
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Health Outcomes

The data collected for the 2015 Community Health Assessment showed many trends among
county residents such as the need for mental health. The excessive rate of smoking mothers in
Clay County constitutes the highest rate in NC. The data also showed high mortality rates for
heart disease, cancer, and chronic lower respiratory disease. The increased need for access to
healthcare is highlighted by the large population of uninsured, along with a high rate of adults
and children living in poverty in our county.
Since the 2012 Community Health Assessment Clay County’s accomplishments include:






Providing free access to a state of the art recreation facility
Building a new Health Department and increasing the number of exam rooms and
primary care providers.
Adding a Registered Dietitian to the Health Departments pay role allowing for expanded
services
Adding a Diabetes Prevention Program to the already successful Diabetes SelfManagement Program
Passed a resolution making all of Clay County’s parks, playgrounds, recreational
facilities, and campgrounds smoke free.

Ongoing challenges for Clay County will be to reduce the number of smoking mothers, and
tobacco users as a whole, lower the rates of heart disease, obesity, cancer rates, and those
living in poverty. A major challenge will be preparing to provide services for the increasingly
older population.

Populations at risk

The high percentage of our population living in poverty, and/or unemployed and uninsured are
the groups who are at risk in our county. These “at-risk” populations have limited access to
needed medical care and screenings to both prevent and treat the chronic diseases that
challenge our citizens.
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Health Priorities
A variety of methods were utilized to identify and prioritize health issues for Clay County.
Community input was obtained through surveys and organized meetings. Key informant
surveys were analyzed along with stakeholder involvement through the Healthy Carolinians
Partnership. The Health Carolinians Partnership is a diverse group made up of partners and
stakeholders within the community. Review of primary and secondary data, analysis of facts
and figures, and a realistic look at our county and our people provided the information
necessary to agree on our top three priorities:


Chronic Disease Control and Prevention



Access to Healthcare



Cancer Control and Prevention

Next Steps
Clay County’s Community Health Assessment will be disseminated using several methods:




For the public:
 Clay County Health Department website
 Printed copies in Health Department Lobby and Moss Memorial Library
 Printed copies will be available upon request
For Partners and Stakeholders:
 Clay County Board of Health and Clay County Commissioners will receive
electronic copies along with a formal presentation,
 Clay County Partnership for Healthy Carolinians shall receive electronic copies
and printed copies upon request for further distribution

The community stake holders and partners instrumental in the development of the 2015
Community Health Assessment will re-convene in the Spring of 2016 to establish and set goals
to “move the needle” on the priorities established in 2015 CHA.
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CHAPTER 1 – COMMUNITY HEALTH ASSESSMENT PROCESS
Purpose
The Community Health Assessment (CHA) is an important part of improving and promoting the
health of county residents.
Community-health assessment is a key step in the ongoing community health improvement
process.
The CHA, which is both a process and a
product, investigates and describes the
current health indicators and status of the
community, what has changed, and what still
needs to change to reach a community’s
desired health-related results.
Definition of Community
Community is defined as "county" for the
purposes of the North Carolina Community
Health Assessment Process. Clay County is
included in Murphy Medical Center’s
community for the purposes of community health improvement, and as such they were key
partner in this local level assessment.

WNC Healthy Impact
WNC Healthy Impact is a partnership between hospitals and health departments in western
North Carolina to improve community health. As part of a larger and continuous community
health improvement process, these partners are collaborating to conduct community health
(needs) assessments across western North Carolina www.WNCHealthyImpact.com. Our county
and partner hospitals are involved in this regional/local vision and collaboration. Participating
counties include: Buncombe, Cherokee, Clay, Graham, Haywood, Henderson, Jackson, Macon,
Madison, McDowell, Mitchell, Polk, Rutherford, Swain, Transylvania and Yancey.

Data Collection
The set of data reviewed for our community health assessment process is comprehensive,
though not all of it is presented in this document. Within this community health assessment
product we share a general overview of health and influencing factors then focus more on
priority health issues identified through this collaborative process. Our assessment also
10

highlights some of our community strengths and resources available to help address our most
pressing issues.
Core Dataset Collection

The data reviewed as part of our community’s health assessment came from the WNC Healthy
Impact regional core set of data and additional local data compiled and reviewed by our local
CHA team. WNC Healthy Impact’s core regional dataset includes secondary (existing) and
primary (newly collected) data compiled to reflect a comprehensive look at health. The
following data set elements and collection are supported by WNC Healthy Impact data
consulting team, a survey vendor, and partner data needs and input:





A comprehensive set of publically available secondary data metrics with our county
compared to the sixteen county WNC region as “peer”
Set of maps accessed from Community Commons and NC Center for Health Statistics
Telephone survey of a random sample of adults in the county
Electronic key-informant survey

See Appendix A for details on the regional data collection methodology.
Additional Community-Level Data

The Clay County Health Department collected data from several sources in order to better
understand the needs of our citizens. We reviewed data on NC Detect, as well as information
collected from the Robert Woods Johnson Foundation’s County Health Rankings and Road
Maps website.
Data collected by the state of NC that is published by the N.C. State Center for Health Statistics
was reviewed. We used an open forum to collect surveys during the Health Department’s Open
House.
Electronic surveys were created and distributed to Clay County Citizens through the Health
Department’s Facebook Page; these surveys were also distributed to Employees of Clay County
and included the Health Department staff and the Department of Social Services. Similar
surveys were sent to Clay County Healthy Carolinians Partnership, and to Clay County’s Board of
Health.
Health Resources Inventory

An inventory of available resources of our community was conducted through reviewing a
subset of existing resources currently listed in the 2-1-1 database for our county as well as
working with partners to fill in additional information. Where gaps were identified, we
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partnered with 2-1-1 to fill in or update this information when applicable. See Chapter 7 for
more details related to this process.

Community Input & Engagement
Including input from the community is an important element of the community health
assessment process. Our county included community input and engagement in a number a
ways:
 Partnership on conducting the health assessment process
 Through primary data collection efforts (survey and key informant interviews)
 In the identification and prioritization of health issues
In addition, community engagement is an ongoing focus for our community and partners as we
move forward to the collaborative action planning phase of the community health
improvement process. Partners and stakeholders with current efforts or interest related to
priority health issues will continue to be engaged. We also plan to work together with our
partners to help assure programs and strategies in our community are developed and
implemented with community members and partners.

At-Risk & Vulnerable Populations
Throughout our community health assessment process and product, our team was focused on
understanding general health status and related factors for the entire population of our county
as well as the groups particularly at risk for health disparities or adverse health outcomes. In
particular, for the purposes of the overall community health assessment, we aimed to
understand variability in health outcomes and access of medically underserved, low-income,
minority, and others experiencing health disparities.






The Elderly
Young Children
Non-Native English Speakers
Residents living in poverty
Uninsured Adults
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CHAPTER 2 – CLAY COUNTY
Location and Geography
There are five counties adjacent to Clay County; Macon County, NC to the northeast; Rabun
County, Georgia, to the southeast; Towns County, Georgia, to the south; Union County, Georgia
to the southwest; Cherokee County, NC to the northwest.
Communities and Townships: Hayesville, with a 2010 population of 311, is the only
incorporated town in the county. Hayesville is the county seat and the center of economic
activity for Clay County. Warne, Brasstown, Elf, Tusquittee, and Shooting Creek are all
unincorporated communities of Clay County.
The county is divided into six townships: Brasstown comprises the westernmost township,
Hayesville is centrally located and home to the county seat, Hiwassee is the smallest and
surrounds Lake Chatuge, Shooting Creek is the westernmost township, Sweetwater is a small
township northwest of Hayesville Township, and Tusquittee, one of the larger townships, is
most northern.
According to the U.S. Census Bureau, the county has a total area of 221 square miles (572.4
km2), the smallest county in North Carolina, of which 215 square miles (556.8 km 2) is land and 6
square miles (15.5 km2) (2.67%) is water. Clay County is bordered to the south by the state of
Georgia and the Chattahoochee National Forest. The Nantahala River forms part of its
northeastern border. The county is drained by the Hiwassee River. In the southern part of Clay
County is Lake Chatuge which runs along the North Carolina–Georgia border. Much of Clay
County exists within the Nantahala National Forest. Fires Creek Bear Reserve is north of the
township of Tusquittee. The eastern portion of the county is preserved as part of the Nantahala
National Forest.

History
Before settlement, Clay County was home to the Cherokee Indians, a tribe of Native Americans
that made their home in Southeastern United States (principally Georgia, the Carolinas and
Eastern Tennessee) They were one of the "Five Civilized Tribes" because of their assimilation of
European-American cultural and technological practices. During the late 1700s, the first
European-American settler, John Covington Moore, settled here in what was then part of
Macon County. The first emigrants moved to this area in the early 1830s.
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In 1837, General Winfield Scott was hired to gather all the Native Americans in the region and
detain them in improvised stockades before transporting them into Oklahoma Territory.
Captain Hembree was sent to an area about a mile southwest of Hayesville to construct a
stockade to hold the Native Americans until they had all been gathered up. This marks the
beginning of the Trail of Tears. The stockade was named after Captain Hembree as “Fort
Hembree” and served as a center of business.
In the fall of 1860, George Hayes, who was running for Representative from Cherokee County,
promised his southeastern constituents to introduce legislation to form a new county. In
February 1861 the legislation was introduced and passed by the North Carolina General
Assembly.
Clay County was formed primarily from Cherokee County, North Carolina; however a small area
was taken from Macon County, North Carolina. In honor of Mr. Hayes, the new county's seat
was appointed as Hayesville, and the newly formed county was named in honor of Henry Clay,
famous American statesman, and member of the United States Senate from Kentucky.
Despite having been created in 1861, Clay County lacked an organized, formal government until
1868. Later that year, the first post office opened in Hayesville and the first county courthouse
was built in 1888. The courthouse is currently listed on the National Register of Historic Places.

Population
As of the census of 2010 there were 10,587 people, 4,431 households, and 7,167 housing units
in Clay County with a homeownership rate of 80.7%. The population density was 49.3 people
per square mile. The racial makeup of the county was 96.9% White, 1% Black or African
American, 0.4% Native American, 0.02% Asian, 0.07% Pacific Islander, 0.15% from other races,
and 1.4% from two or more races. 3.1% of the populations were Hispanic or Latino of any race.
The 4,431 households have an average of 2.37 people per household. The median value of
owner occupied housing was $154,700, and home ownership rate was 80.7%. The median
household income was $38,828, and 24.3% live below the poverty level. The per capita money
income in the past 12 months was $22,081.
The population of Clay County consists of 48.9% male, and 51.1% female. The median age is
estimated to be 50.1 years old, and 27.5% of our population is over 65 years old compared to
NC with 14.3%. The percentage of individuals with a High School diploma or higher is 86.9%, the
percentage with a bachelor’s degree or higher is 20.6%
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“Environment...mountains, lake, clean air and water…”
It is certainly apparent that the beauty of our home is paramount to the well-being of our
community.
Sense of Community
“There are so many. The population size and rural setting is amazing, but probably our history
and culture. Clay County has such a rich historic culture that, though it seems to be fading in
some instances, is still very much alive and can help direct our future generations.”
“The closeness of the community.”
“The home town aspect…”
People
“The people (volunteers, churches, service providers, etc.) are giving, caring, individuals that will
step up to help in any situation!”
Personalized Care with Physicians
“Personal care with the physicians that are available.”
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CHAPTER 4 – SOCIAL & ECONOMIC FACTORS
Income




2009-2013 Median Household Income = $38,828
– ^$3,719 since 2006-2010
– $59 below WNC average
– $7,506 below NC average
2009-2013 Median Family Income = $46,528
– ^$7,122 since 2006-2010
– $23 below WNC average
– $10,400 below NC average

Household: all people in a housing unit sharing living arrangements; may or may not be related
Family: householder and people living in household related by birth, marriage or adoption.

All families are also households; not all households are families.
Employment
As of 2013, the three employment sectors in Clay County with the largest proportions of
workers (and average weekly wages) were:
– Retail Trade: 24.91% of workforce ($468)
– Health Care and Social Assistance: 18.88% of workforce ($470)
– Educational Services: 13.85% of workforce ($740)
Region-wide in 2013 the largest employment sector was Health Care and Social Assistance
(18.37%) at an average weekly wage of $655 per employee. Statewide the largest employment
sector also was Health Care and Social Assistance (14.48%) at an average weekly wage of $859.
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Maternal & Infant Health

Pregnancies per 1,000 Women Age 15-44
 The total pregnancy rate in Clay County was the lowest among the comparators in every
year cited except 2009 and 2013.
 Since 2006 the total pregnancy rate has fallen overall in WNC and NC, but has risen
recently in Clay County.

Smoking during Pregnancy


Clay County has the second highest percentage of mothers who smoked while pregnant
in WNC, and the second highest in all of North Carolina for the year 2013 (the last year
data is available).

Percentage of Mothers Who Reported Smoking While Pregnant in Far Western NC, 2013

NC AVG.

10.60%
27.00%

Swain
20.40%

Macon

34.10%

Graham

28.70%

Clay

25.60%

Cherokee
0.00%

10.00%

20.00%

30.00%

40.00%

(NC SCHS Pocket Guide, 2015)
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CHAPTER 6 – PHYSICAL ENVIRONMENT
The World Health Organization considers physical environment as an important determinant of
health. The Robert Woods Johnson Foundation’s County Health Rankings and Roadmaps
program ranks Clay County as 98th out of 100 for Physical Environment.
http://www.countyhealthrankings.org/app/northcarolina/2015/rankings/clay/county/outcomes/overall/snapshot

Air Quality
Although Clay County’s Air Quality is higher than most metropolitan areas the average density
of fine particulate matter is high in our area. Fine Particulate matter is matter that is 2.5
micrometers in diameter (PM2.5) in size or less. This size is considered the most dangerous
because it can become lodged deep into the lungs.
Clay County’s Average Density of Fine Particulate Matter (as seen in the graph below) was
measured at 13.4 in 2011(the newest data available) whereas the top U.S. Performers were at
9.5, and NC as a whole was at 12.3.

This fine particulate matter may come from many sources including:





Wood Smoke
Motor Vehicles
Manufacturing Plants
Any Combustion Process
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Access to Healthy Food & Places
Clay County is fortunate to have multiple options for healthy food options and recreation. This
is an area of improvement on which the Health Department has worked and was a priority in
the previous Community Health Assessment.
Citizens of Clay County have access to:







Free Gym Access at the Rec. Department
Jack Rabbit Walking and Mountain Bike Trails
Walking paths between Chatuge Dam, and the Clay County Rec. Park
Multi-use walking paths and ball fields at the Rec. Department and Rec. Park
Multiple hiking trails such as the Appalachian Trail, and Rim Trail at Fires Creek
The Quanassee Path in downtown Hayesville

Sources of Healthy Foods, Access to Healthier Food Options










Evening Harvest
Brasstown Farmers Market
Mountain Valley Farmers Market
Warne Kwik Stop-Healthy Corner Store
Ingles Super Market
Misty’s Produce
SMM Farms Produce Stand
Community Garden
Other Roadside Produce Stands
31

CHAPTER 7- HEALTH RESOURCES
Health Resources
Process
WNC Healthy Impact provided a 2-1-1 dataset for mental health and substance abuse resources
available to the citizens of Clay County. This data set was reviewed by the Clay County Health
Department, along with our CHA partners, to ensure that it was complete and up to date. The
Clay County Health Department maintains an updated list of resources available on the Health
Department website which is available in print format by request.
Findings
Clay County has basic services available, some of which may be underutilized. The Health
Department offers several programs such as dental care, and diabetes education as well as a
walk-in primary care clinic. Clay County citizens also have several Primary Care Providers that
can be utilized. Clay County offers a free gym membership to the Citizens of Clay County and
Clay County employees which provides an excellent value and service to our county. Jackrabbit
Mountain bike and walking trails, along with walking trails between the Clay County Recreation
Park and Chatuge Dam, offer options for families and individuals to stay active and healthy.
Additional walking paths may be found at the Recreation Center as well as the Quanassee Path.
Resource Gaps

A major resource gap for the citizens of Clay County is the lack of an Urgent Care Clinic or
Hospital in our County. Citizens must travel to surrounding Counties to access Hospital services
sometimes up to a two hour drive. Although Clay County offers transportation services those
services are being underutilized, or may be cost prohibitive to some of our citizens. Affordable
dental care for adults without insurance continues to be a need for our county.
Clay County offers little in the form of entertainment for youth such as bowling allies, skating
rinks or movie theaters, although those services are offered in some neighboring counties.
Other gaps include:
 Public heated pool for year around use
 Water aerobics activities for seniors
 Pediatric care
 Sidewalks connecting downtown Hayesville to the County Buildings on Courthouse drive
i.e. Health Department, Social Services, etc.
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CHAPTER 8 – IDENTIFICATION OF HEALTH PRIORITIES
Health Issue Identification
Process
To identify the significant health issues in our community, our key partners, Board of Health,
and the Clay County Healthy Carolinians Partnership reviewed data and discussed the facts and
circumstances of our community. We used the following criteria to identify significant health
issues:
 County data deviates notably from the region, state or benchmark
 Number of people affected
 The degree in which the issue affects health, and/or leads to death
 The effectiveness and feasibility of the intervention
 Surfaced as a priority community concern
 The importance of the issue to Clay County citizens.
Meetings were conducted with other key partners such as Murphy Medical Center, and the
Primary Care Providers at Chatuge Family Practice, along with the Health Departments in
Graham and Cherokee Counties to discuss and identify significant health issues in our county
and the region.
Identified Issues

The following health issues were identified through the above process:


Access to Health Care: Clay County Citizens do not have access to after-hours care in our
county, and must travel to other counties to utilize hospitals or urgent care clinics. We
also have a significant uninsured/underinsured adult population.



Chronic Disease Control and Prevention: Heart disease, chronic lung diseases, and
diabetes continue to have high mortality rates in Clay County as well as North Carolina.



Radon: Clay County Homes have some of the highest tested rates of Radon in NC.



Smoking While Pregnant: Clay County has the highest rate of mothers that smoked
while pregnant in the State of NC, and the second highest percentage.



Cancer (all forms): Lung Cancer continues to be the second leading cause of death of
men and women in our county, with prostate and breast cancer a close second.
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Mental Health/Substance Abuse: Mental health service is suffering state wide and was
described as an issue in multiple surveys along with substance abuse.



Oral Care: Affordable oral care for uninsured adults is needed in our area.



Physical Activity/Nutrition: Despite access to healthy food options, and multiple outlets
for physical activity, these resources continue to under-utilized possibly due to having to
travel outside the county for employment.

Priority Health Issue Identification
Process

In order to identify the significant health issues of our county; the Clay County Partnership for
Healthy Carolinians, the Clay County Health Department, and other key partners from Murphy
Medical Center and the community met to review all the data compiled during the CHA
process. Data utilized included data from PRC, the Key Informant Survey, and data from the
North Carolina State Center for Health Statistics.
Once data priorities were identified, surveys were conducted for Clay County Citizens, Clay
County Employees including the Health Department staff and Social Services, and the Clay
County Board of Health to help narrow down our health priorities to the top three. Some of the
other priorities were consolidated when possible.
During our group process, the following criteria were used to select priority health issues of
focus for our community over the next three years:





Criteria 1 – The degree in which the issue affects health and/or leads to death.
Criteria 2 – The effectiveness or feasibility of the intervention
Criteria 3 – The degree in which the county data deviates notably from the region, state,
or benchmark.
The importance of the issue to Clay County citizens as identified through surveys.

Identified Priorities
The following priority health issues are the final community-wide priorities for our county that
were selected through the process described above:


Chronic Disease Control and Prevention – The major mortality and morbidity causes in
Clay County can be consolidated under chronic diseases. By selecting the broad priority
of Chronic Disease, we are able to take full advantage of programs and evidence based
strategies available to address these issues.
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Health Resources available/needed

The Clay County Health Department prides itself in the quality of care we provide our citizens;
however, many remain unaware of the services we provide, some of which are available on a
sliding scale fee system. The Health Department has added a second Nurse Practitioner in an
effort to increase healthcare accessibility. Chatuge Family Practice has added a Mid-level
provider to its practice for a total of four primary care providers, and just recently Murphy
Group Practice has added a full time Physician to their practice for a total of two providers. Clay
County also has Hayesville Family Practice that staffs two Nurse Practitioners.
Clay County is still in need of an after-hours Urgent Care Clinic, and would certainly benefit
from a free clinic to serve those in financial need.

PRIORITY ISSUE #2 –CHRONIC DISEASE CONTROL AND PREVENTION
The World Health Organization (WHO) defines chronic
diseases as diseases that are not communicable, develop
slowly, and persist for long periods of time. Chronic
Disease is a major issue for Clay County, North Carolina,
and the United States as a whole. All of the top three
causes of death for Clay County citizens--Heart Disease,
Cancer, and Chronic Lower Respiratory Disease--are
considered to be chronic diseases by WHO. This is a
continual priority for Clay County and has been addressed
in the 2008 and 2012 Community Health Assessments.

Data Highlights
As noted above, two out of the three leading causes of death for the citizens of Clay County are
Chronic Diseases. Chronic diseases have a huge impact on quality and length of life. 19.3% of
Clay County citizens reported fair or poor overall health when asked by PRC for their 2015
Community Survey. That is slightly higher than the WNC, and NC rate and moderately higher
than the US as a whole.
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Specific Populations At-Risk

Populations at the highest risk for chronic disease are those over the age of 65, the uninsured
population in our county, the unemployed, and those living in poverty. Those lacking health
coverage are less likely to seek medical attention until the symptoms are exacerbated, and
those living in poverty or unemployed may not have the ability to have yearly physicals
performed to catch some of the symptoms that lead to chronic disease such as high blood
pressure, or the beginning stages of emphysema.
Health Resources available/needed

Clay County has access to a state of the art Health Department with two providers who will see
patients 5 days a week. The Health Department also offers diabetes and pre-diabetes education
programs along with Medical Nutritional Therapy for those suffering from chronic diseases that
could use dietary help. Clay County Transportation provides public transportation both inside
and outside of the county at minimum cost. Clay County also offers free access to a modern
recreation facility that includes a gym for the citizens of Clay County.

PRIORITY ISSUE #3- CANCER CONTROL AND PREVENTION
Cancer is the second leading cause of death for the citizens of
Clay County, and the US as a whole, claiming over 584,000
lives per year nationwide. Clay County has continued to have
significant cancer diagnosis and death rates for several years
now. With the trend continuing unabated and despite the fact
that cancer is considered a chronic disease by the WHO, it was
identified as needing its own priority.

Data Highlights
The second leading cause of death in Clay County, North Carolina, and the United States is
cancer. The data collected by the Health Department and PRC showed that cancer was a major
concern for the citizens of Clay County which shows in the mortality and morbidity rates for
total cancer. There could be several reasons why cancer is so prevalent in our region. On the
Key Informant survey one participant is quoted as saying that our high cancer rates could be
caused by “a significant history of tobacco use, but also because Clay County was traditionally a
farming community, it is thought that the use of pesticides and other environmental factors
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New Cases
per 100,000 Population

Although lung cancer has a higher mortality rate, breast cancer and prostate cancer have a
higher incidence rate as shown on the graph below.
Cancer Incidence by Site
Lung/Bronchus

Female Breast

Prostate

Colon/Rectum
134.0

122.9

81.5
30.3
2008-2012

Specific Populations At-Risk

Populations at most risk for developing cancer include smokers, factory workers who have been
exposed to carcinogenic chemicals, those who have homes that have a high rate of radon gas
present, exposure to radiation, sun exposure, and asbestos exposure. The uninsured and those
living in poverty may not have the means to get diagnosed until the disease is in its later stages,
increasing the mortality rates among these individuals.
Health Resources available/needed

The Clay County Health Department offers services and screenings to help with the diagnosis
and treatment of some types of cancer. The NC Breast and Cervical Cancer Control Program
(BCCCP) helps the women who qualify get the screenings they need, and may help with
treatment cost. The Health Department also offers newer types of testing for colon cancer, and
has laboratory diagnostic testing available for some types of cancers. Clay County does not have
a Cancer Treatment facility inside its borders, which forces its residents to travel for treatment-sometimes several hours away.
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CHAPTER 9 - NEXT STEPS
Sharing Findings
Clay County’s Community Health Assessment will be disseminated using several methods:




For the public:
 Clay County Health Department website
 Printed copies in Health Department Lobby and Moss Memorial Library
 Printed copies will be available upon request
For Partners and Stakeholders:
 Clay County Board of Health and Clay County Commissioners will receive
electronic copies along with a formal presentation,
 Clay County Partnership for Healthy Carolinians shall receive electronic copies
and printed copies upon request for further distribution

The community stake holders and partners instrumental in the development of the 2015
Community Health Assessment will re-convene in the Spring of 2016 to establish and set goals
in an effort to “move the needle” on the priorities established in 2015 CHA.

Collaborative Action Planning
Collaborative action planning with hospitals and other community partners will result in the
creation of a community-wide plan that outlines what will be aligned, supported and/or
implemented to address the priority health issues identified through this assessment process.
The collaborative action planning process will start in the spring of 2016 when the CHA team
will host a meeting with partners to develop strategies to improve the priority areas selected.
The Community Health Assessment process is an ongoing process and must be adaptable. The
Clay County Health Department is dedicated to the citizens of Clay County and will use this
information obtained from the CHA process to continue to improve the health and well-being
of this fine county.
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APPENDIX A - DATA COLLECTION METHODS & LIMITATIONS
Secondary Data from Regional Core
Secondary Data Methodology

In order to learn about the specific factors affecting the health and quality of life of residents of
WNC, the WNC Healthy Impact data workgroup and consulting team identified and tapped
numerous secondary data sources accessible in the public domain. For data on the
demographic, economic and social characteristics of the region sources included: the US Census
Bureau; Log Into North Carolina (LINC); NC Office of State Budget and Management; NC
Department of Commerce; Employment Security Commission of NC; NC Department of Public
Instruction; NC Department of Justice; NC Division of Medical Assistance; and the Cecil B. Sheps
Center for Health Services Research. The WNC Healthy Impact consultant team made every
effort to obtain the most current data available at the time the report was prepared. It was not
possible to continually update the data past a certain date; in most cases that end-point was
August 2015.
The principal source of secondary health data for this report was the NC State Center for Health
Statistics (NC SCHS), including its County Health Data Books, Behavioral Risk Factor Surveillance
System, Vital Statistics unit, and Cancer Registry. Other health data sources included: NC
Division of Public Health (DPH) Epidemiology Section; NC Division of Mental Health,
Developmental Disabilities and Substance Abuse Services; National Center for Health Statistics;
NC DPH Nutrition Services Branch; UNC Highway Safety Research Center; and NC DETECT.
Because in any CHA it is instructive to relate local data to similar data in other jurisdictions,
throughout this report representative county data is compared to like data describing the 16county region and the state of NC as a whole. The WNC regional comparison is used as “peer”
for the purposes of this assessment. Where appropriate and available, trend data has been
used to show changes in indicators over time.
Environmental data was gathered from sources including: US Environmental Protection Agency;
US Department of Agriculture, and NC Radon Program.
It is important to note that this report contains data retrieved directly from sources in the
public domain. In some cases the data is very current; in other cases, while it may be the most
current available, it may be several years old. Note also that the names of organizations,
facilities, geographic places, etc. presented in the tables and graphs in this report are quoted
exactly as they appear in the source data. In some cases these names may not be those in
current or local usage; nevertheless they are used so readers may track a particular piece of
information directly back to the source.
Data Definitions
Reports of this type customarily employ a range of technical terms, some of which may be
unfamiliar to many readers. Health data, which composes a large proportion of the information
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included in this report, employs a series of very specific terms which are important to
interpreting the significance of the data. While these technical health data terms are defined in
the report at the appropriate time, there are some data caveats that should be applied from
the onset.
Error
First, readers should note that there is some error associated with every health data source.
Surveillance systems for communicable diseases and cancer diagnoses, for instance, rely on
reports submitted by health care facilities across the state and are likely to miss a small number
of cases, and mortality statistics are dependent on the primary cause of death listed on death
certificates without consideration of co-occurring conditions.
Age-adjusting
Secondly, since much of the information included in this report relies on mortality data, it is
important to recognize that many factors can affect the risk of death, including race, gender,
occupation, education and income. The most significant factor is age, because an individual’s
risk of death inevitably increases with age. As a population ages, its collective risk of death
increases; therefore, an older population will automatically have a higher overall death rate just
because of its age distribution. At any one time some communities have higher proportions of
“young” people, and other communities have a higher proportion of “old” people. In order to
compare mortality data from one community with the same kind of data from another, it is
necessary first to control for differences in the age composition of the communities being
compared. This is accomplished by age-adjusting the data. Age-adjustment is a statistical
manipulation usually performed by the professionals responsible for collecting and cataloging
health data, such as the staff of the NC State Center for Health Statistics (NC SCHS). It is not
necessary to understand the nuances of age-adjustment to use this report. Suffice it to know
that age-adjusted data are preferred for comparing most health data from one population or
community to another and have been used in this report whenever available.
Rates
Thirdly, it is most useful to use rates of occurrence to compare data. A rate converts a raw
count of events (deaths, births, disease or accident occurrences, etc.) in a target population to a
ratio representing the number of same events in a standard population, which removes the
variability associated with the size of the sample. Each rate has its own standard denominator
that must be specified (e.g., 1,000 women, 100,000 persons, 10,000 people in a particular age
group, etc.) for that rate.
While rates help make data comparable, it should be noted that small numbers of events tend
to yield rates that are highly unstable, since a small change in the raw count may translate to a
large change in rate. To overcome rate instability, another convention typically used in the
presentation of health statistics is data aggregation, which involves combining like data
gathered over a multi-year period, usually three or five years. The practice of presenting data
that are aggregated avoids the instability typically associated with using highly variable year-by49

year data, especially for measures consisting of relatively few cases or events. The calculation is
performed by dividing the sum number of cases or deaths in a population due to a particular
cause over a period of years by the sum of the population size for each of the years in the same
period. Health data for multiple years or multiple aggregate periods is included in this report
wherever possible. Sometimes, however, even aggregating data is not sufficient, so the NC
SCHS recommends that rates based on fewer than 20 events—whether covering an aggregate
period or not—be considered unstable. In fact, in some of its data sets the NC SCHS no longer
calculates rates based on fewer than 20 events. To be sure that unstable data do not become
the basis for local decision-making, this report will highlight and discuss primarily rates based
on 20 or more events in a five-year aggregate period, or 10 or more events in a single year.
Where exceptions occur, the text will highlight the potential instability of the rate being
discussed.
Regional arithmetic mean
Fourthly, sometimes in order to develop a representative regional composite figure from 16
separate county measures the consultants calculated a regional arithmetic mean by summing
the available individual county measures and dividing by the number of counties providing
those measures. It must be noted that when regional arithmetic means are calculated from
rates the mean is not the same as a true average rate but rather an approximation of it. This is
because most rates used in this report are age adjusted, and the regional mean cannot be
properly age-adjusted.
Describing difference and change
Fifthly, in describing differences in data of the same type from two populations or locations, or
changes over time in the same kind of data from one population or location—both of which
appear frequently in this report—it is useful to apply the concept of percent difference or
change. While it is always possible to describe difference or change by the simple subtraction
of a smaller number from a larger number, the result often is inadequate for describing and
understanding the scope or significance of the difference or change. Converting the amount of
difference or change to a percent takes into account the relative size of the numbers that are
changing in a way that simple subtraction does not, and makes it easier to grasp the meaning of
the change. For example, there may be a rate of for a type of event (e.g., death) that is one
number one year and another number five years later. Suppose the earlier figure is 12.0 and
the latter figure is 18.0. The simple mathematical difference between these rates is 6.0.
Suppose also there is another set of rates that are 212.0 in one year and 218.0 five years later.
The simple mathematical difference between these rates also is 6.0. But are these same simple
numerical differences really of the same significance in both instances? In the first example,
converting the 6 point difference to a percent yields a relative change factor of 50%; that is, the
smaller number increased by half, a large fraction. In the second example, converting the 6
point difference to a percent yields a relative change factor of 2.8%; that is, the smaller number
increased by a relatively small fraction. In these examples the application of percent makes it
very clear that the difference in the first example is of far greater degree than the difference in
the second example. This document uses percentage almost exclusively to describe and
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highlight degrees of difference and change, both positive (e.g., increase, larger than, etc.) and
negative (e.g., decrease, smaller than, etc.)
Data limitations
Some data that is used in this report may have inherent limitations, due to the sample size, its
geographic focus, or its being out-of-date, for example, but it is used nevertheless because
there is no better alternative. Whenever this kind of data is used, it will be accompanied by a
warning about its limitations.

WNC Healthy Impact Survey (Primary Data)
Survey Methodology
Survey Instrument

To supplement the secondary core dataset, meet additional stakeholder data needs, and hear
from community members about their concerns and priorities, a community survey, 2015 WNC
Healthy Impact Survey (a.k.a. 2015 PRC Community Health Survey), was developed and
implemented in 16 counties across western North Carolina. The survey instrument was
developed by WNC Healthy Impact’s data workgroup, consulting team, and local partners, with
assistance from Professional Research Consultants, Inc. (PRC). Many of the questions are
derived from the Centers for Disease Control and Prevention (CDC) Behavioral Risk Factor
Surveillance System (BRFSS), as well as other public health surveys; other questions were
developed specifically for WNC Healthy Impact to address particular issues of interest to
communities in western North Carolina. Each county was given the opportunity to include
three additional questions of particular interest to their county, which were asked of their
county’s residents.
Professional Research Consultants, Inc.

The geographic area for the regional survey effort included 16 counties:
Buncombe, Cherokee, Clay, Graham, Haywood, Henderson, Jackson, Macon, Madison,
McDowell, Mitchell, Polk, Rutherford, Swain, Transylvania and Yancey counties.
Sample Approach & Design
To ensure the best representation of the population surveyed, a telephone interview
methodology (one that incorporates both landline and cell phone interviews) was employed.
The primary advantages of telephone interviewing are timeliness, efficiency and randomselection capabilities.
The sample design used for this regional effort consisted of a stratified random sample of 3,300
individuals age 18 and older in Western North Carolina, with 200 from our county. All
administration of the surveys, data collection and data analysis was conducted by Professional
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The following chart outlines the characteristics of the survey sample for our county by key
demographic variables, compared to actual population characteristics revealed in census data.
Note that the sample consisted solely of area residents age 18 and older.
General Population Characteristics
2010 US Census
County

Clay
WNC (Regional) Total
State Total

Total
Population
(2010)

% Males

10,587
759,727
9,535,483

% Fem ales

49.3
48.5
48.7

Median
Age*

50.7
51.5
51.3

% Under 5
% 5-19
Years Old Years Old

49.6
44.7
37.4

4.7
n/a
6.6

% 20 - 64 % 65 Years
Years Old and Older

15.8
n/a
20.2

55.8
n/a
60.2

Som e
Other
%

Tw o or
More
%

23.6
n/a
12.9

Population Distribution by Race/Ethnicity
2010 US Census
County

Clay
WNC (Regional) Total
State Total

Total
Population
(2010)

10,587
759,727
9,535,483

White
%

96.6
89.3
68.5

Black or
African
%

0.6
4.2
21.5

Am erican
Indian,
%

0.3
1.5
1.3

Asian
%

0.2
0.7
2.2

Native
Haw aiian,
%

0.0
0.1
0.1

0.8
2.5
4.3

1.4
1.8
2.2

Hispanic
or Latino
%

2.4
5.4
8.4

Poverty descriptions and segmentation used in this report are based on administrative poverty
thresholds determined by the US Department of Health & Human Services. These guidelines
define poverty status by household income level and number of persons in the household (e.g.,
the 2015 guidelines place the poverty threshold for a family of four at $23,050 annual
household income or lower). In sample segmentation: “very low income” refers to community
members living in a household with defined poverty status; “low income” refers to households
with incomes just above the poverty level, earning up to twice the poverty threshold; and
“mid/high income” refers to those households living on incomes which are twice or more the
federal poverty level.
The sample design and the quality control procedures used in the data collection ensure that
the sample is representative. Thus, the findings may be generalized to the total population of
community members in the defined area with a high degree of confidence.
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Benchmark Data

North Carolina Risk Factor Data
Statewide risk factor data are provided where available as an additional benchmark against
which to compare local survey findings; these data are reported in the most recent BRFSS
(Behavioral Risk Factor Surveillance System) Prevalence and Trend Data published by the
Centers for Disease Control and Prevention and the US Department of Health & Human
Services.
Nationwide Risk Factor Data
Nationwide risk factor data, which are also provided in comparison charts where available, are
taken from the 2013 PRC National Health Survey; the methodological approach for the national
study is identical to that employed in this assessment, and these data may be generalized to the
US population with a high degree of confidence.
Healthy People 2020
Healthy People provides science-based, 10-year national
objectives for improving the health of all Americans. The
Healthy People initiative is grounded in the principle that
setting national objectives and monitoring progress can
motivate action. For three decades, Healthy People has
established benchmarks and monitored progress over time
in order to:
 Encourage collaborations across sectors.
 Guide individuals toward making informed health decisions.
 Measure the impact of prevention activities.
Healthy People 2020 is the product of an extensive stakeholder feedback process that is
unparalleled in government and health. It integrates input from public health and prevention
experts, a wide range of federal, state and local government officials, a consortium of more
than 2,000 organizations, and perhaps most importantly, the public. More than 8,000
comments were considered in drafting a comprehensive set of Healthy People 2020 objectives.
Survey Administration
With more than 700 full- and part-time interviewers who work exclusively with healthcare and
health assessment projects, PRC uses a state-of-the-art, automated CATI interviewing system
that assures consistency in the research process. Furthermore, PRC maintains the resources to
conduct all aspects of this project in-house from its headquarters in Omaha, Nebraska, assuring
the highest level of quality control.
Interviewing Protocols and Quality Assurance
PRC’s methods and survey administration comply with current research methods and industry
standards. To maximize the reliability of research results and to minimize bias, PRC follows a
number of clearly defined quality control protocols. PRC uses a telephone methodology for its
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community interviews, in which the respondent completes the questionnaire with a trained
interviewer, not through an automated touch-tone process.
Before going into the field in the latter half of February, PRC piloted 30 interviews across the
region with the finalized survey instrument. After this phase, PRC corrected any process errors
that were found, and discussed with the consulting team any substantive issues that needed to
be resolved before full implementation.
PRC employs the latest CATI (computer-aided telephone interviewing) system technology in its
interviewing facilities. The CATI system automatically generates the daily sample for data
collection, retaining each telephone number until the Rules of Replacement are met.
Replacement means that no further attempts are made to connect to a particular number, and
that a replacement number is drawn from the sample. To retain the randomness of the sample,
telephone numbers drawn for the sample are not discarded and replaced except under very
specific conditions.
Interviewing for this study took place primarily during evening and weekend hours (Eastern
Time: Monday-Friday 5pm-9pm; Saturday 10am-4pm; Sunday 2pm-9pm). Some daytime
weekday attempts were also made to accommodate those for whom these times might be
more convenient. Up to five call attempts were made on different days and at different times
to reach telephone numbers for which there is no answer. Systematic, unobtrusive electronic
monitoring is conducted regularly by supervisors throughout the data collection phase of the
project.
Cell Phones
Cell phone numbers were integrated into the sampling frame developed for the interviewing
system for this project. Special protocols were followed if a cell phone number was drawn for
the sample to ensure that the respondent lives in the area targeted and that (s)he is in a safe
place to talk (e.g., not while driving). Using this dual-mode approach yielded a sample
comprised of 6% cell phone numbers and 94% landline numbers. While this proportion is lower
than actual cell phone penetration, it is sufficient in supplementing demographic segments that
might otherwise be under sampled in a landline-only model, without greatly increasing the cost
of administration.
Minimizing Potential Error
In any survey, there exists some degree of potential error. This may be characterized as
sampling error (because the survey results are not based on a complete census of all potential
respondents within the population) or non-sampling error (e.g., question wording, question
sequencing, or through errors in data processing). Throughout the research effort, Professional
Research Consultants makes every effort to minimize both sampling and non-sampling errors in
order to assure the accuracy and generalizability of the results reported.
Non-coverage Error. One way to minimize any effects of underrepresentation of persons
without telephones is through post stratification. In post stratification, the survey findings are
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weighted to key demographic characteristics, including gender, age, race/ethnicity and income
(see above for more detailed description).
Sampling Error. Sampling error occurs because estimates are based on only a sample of the
population rather than on the entire population. Generating a random sample that is
representative and of adequate size can help minimize sampling error. Sampling error, in this
instance, is further minimized through the strict application of administration protocols. Post
stratification, as mentioned above, is another means of minimizing sampling error.
Measurement Error. Measurement error occurs when responses to questions are unduly
influenced by one or more factors. These may include question wording or order, or the
interviewer's tone of voice or objectivity. Using a tested survey instrument minimizes errors
associated with the questionnaire. Thorough and specific interviews also reduce possible
errors. The automated CATI system is designed to lessen the risk of human error in the coding
and data entry of responses.
Information Gaps
While this assessment is quite comprehensive, it cannot measure all possible aspects of health
in the community, nor can it adequately represent all possible populations of interest. It must
be recognized that these information gaps might in some ways limit the ability to assess all of
the community’s health needs.
For example, certain population groups (such as the homeless, institutionalized persons, or
those who only speak a language other than English or Spanish) are not represented in the
survey data. Other population groups (for example, pregnant women,
lesbian/gay/bisexual/transgender residents, undocumented residents, and members of certain
racial/ethnic or immigrant groups) might not be identifiable or might not be represented in
numbers sufficient for independent analyses.
In terms of content, this assessment was designed to provide a comprehensive and broad
picture of the health of the overall community. However, there are certainly a great number of
medical conditions that are not specifically addressed.
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Online Survey Limitations
The Online Key Informant Survey was designed to gather input from participants regarding their
opinions and perceptions of the health of the residents in the area. Thus, these findings are
based on perceptions, not facts.
To collect this data, purposive sampling (i.e., a type of non-probability sampling which targets a
specific group of people) was used. Unlike the random sampling technique employed in the
telephone survey, the purpose is not to make generalizations or statistical inferences from the
sample to the entire population, but to gather in-depth insights into health issues from a group
of individuals with a specific perspective.
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APPENDIX B – SECONDARY DATA PROFILE
Clay County has a significant population living below the poverty level
In Clay County, WNC and NC the total poverty rate increased in each period cited. The total
poverty rate in Clay County was the highest among the comparators in every period cited.

County

Percent Total Population Below 100% Poverty
Level
20062010

20072011

20082012

20092013

Clay County

21.4

21.8

22.6

24.3

WNC Region

15.7

16.1

16.9

18.0

State of NC

15.5

16.1

16.8

17.5

In Clay County the poverty rate increased for children and adults in every period until the most
recent, but at a faster rate among children. In each period cited the estimated poverty rate
among children under age 18 was from 39% to 42% higher than the overall poverty rate.
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The total number of people in Clay County eligible for Medicaid increased between 2009 and
2011 then leveled off.

Mental Health and Substance abuse were brought up on several occasions and is something
that needs to be addressed in Clay County. Methadone caused the highest proportion of drug
overdose deaths (42.9%) in Clay County in the period 2009-2013.
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Over the period 2006 through 2013 an annual average of 7.4% of all traffic crashes in Clay
County were alcohol-related. (Note this percentage is based on small numbers of events each
year.) Region-wide the comparable figure was 6.2%.
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APPENDIX C- COUNTY MAPS
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Question 2
Healthy Carolinians Response
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APPENDIX E-KEY INFORMANT SURVEY FINDINGS

Community Stakeholder Input

2015 PRC Online
Key Informant Survey
Clay County, NC
Prepared for:
WNC Healthy Impact

By:
Professional Research Consultants, Inc.
11326 P Street Omaha, NE 68136-2316
www.PRCCustomResearch.com
2015-0631-02
© October 2016
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informants were also asked to specifically rate the degree to which various health issues are a problem in their
own county; follow-up questions asked them to describe why they identify problem areas as such, and how
these might be better addressed. Results of their ratings, as well as their verbatim comments, are included
throughout this report as they relate to the various other data presented.
NOTE: These findings represent qualitative rather than quantitative data. The Online Key Informant Survey was
designed to gather input from participants regarding their opinions and perceptions of the health of the
residents in the area. Thus, these findings are based on perceptions, not facts.
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Characteristics of a Healthy Community
Key informants characterized a healthy community as containing the following
“What

are the
MOST
IMPORTANT
characteristics
of a healthy
community?”

(number in parenthesis identifies number of total mentions):
Access to Health Care (3)
Variety of Opportunities for Physical Activity's (2)
Access to Medical and Dental Care (1)
Active Arts/Theater Programs (1)
Affordability (1)
Community Resources (1

Key informants
could list up to
3 responses.

Diet/Nutrition (1)
Educational Opportunities (1)
Encouraging Physical Activity (1)
Engaged Community (1)
Families Spending Time Together (1)
Good Education (1)
Good Relationship With Local Health Care Community (1)
Handle on Illegal Drug Problems (1)
Health Education (1)
Leaders Focus on Health and Wellness (1)
Low Rate of Substance Abuse (1)
Low Statistics of Residents With High Risk Behaviors (1)
Outdoor Activities (1)
Patient Responsibility for Their Care (1)
Residents Knowledgeable of What Services are Available (1)
Safety/Protection From Abuse for Children and Elderly (1)

Community’s Greatest Gem/Asset
Key informants characterized Clay County’s greatest “gem” or asset as the following:

Natural Environment
Our location in the mountains
Geographical location contributes to a smaller community which aids in community involvement
and friendliness plus the beauty of where we live is a factor in the quality of life.
It has been our environmental surroundings- mountains, lakes, streams.
Environment...mountains, lake, clean air and water.

Sense of Community
There are so many. The population size and rural setting is amazing, but probably our history
and culture. Clay County has such a rich historic culture that, though it seems to be fading in
some instances, is still very much alive and can help direct our future generations.
The closeness of the community
The home town aspect

People
The people (volunteers, churches, service providers, etc.) are giving, caring, individuals that will
step up to help in any situation.

Personalized Care With Physicians
Personal care with the physicians that are available

Requirements for Quality of Life
“What are the
MOST
IMPORTANT
issues that
must be
addressed to
improve the
quality of
life?”

Key informants characterized the following as issues that must be addressed in order
to improve the quality of life in Clay County. (Number in parenthesis identifies number
of total mentions.):
Employment (4)
More Drug Enforcement (2)
Access to Affordable Healthcare (1)
Access to Healthcare (1)
Affordable Housing (1)
Alcohol/Drug Abuse (1)
Better Paying Jobs (2)

Key informants
could list up to
3 responses.

Culture (1)
Nothing (1)
Parental Involvement (1)
Transportation (1)
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