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Douglas County Communities’ Network of Care is pleased to present its 2020 Community Health Assessment (CHA) 
and Community Health Improvement Plan (CHIP) . This report provides an overview of the methods and processes 
used to identify and prioritize significant health needs in the Douglas County health service area . The Network of 
Care partnered with Conduent Healthy Communities Institute (HCI) to conduct the 2020 CHA/CHIP .
 
The goal of this report is to offer a meaningful understanding of the most pressing health needs across Douglas 
County, as well as to guide planning efforts to address those needs . Special attention has been given to the needs 
of vulnerable populations, unmet health needs or gaps in services, and input from the community . Additionally, a 
section has been added to this report that focuses on the COVID-19 pandemic and its impact on Douglas County .

Findings from the CHA have been utilized to develop the Community Health Improvement Plan (CHIP) for Douglas 
County that includes strategies and activities that will provide and connect residents with resources to address 
health challenges in the community . The CHA and CHIP processes were informed by Oregon Legislature House 
Bill 2675 requirements for coordinated care organizations (CCOs), which calls for collaborative community-based 
initiatives to purposefully integrate key services within the delivery system and ultimately within the programs 
addressing the social determinants of health . The CHIP development summary and outline are included at the 
end of this report . 

On March 16, 2022, the CHI Mercy Health Board of Directors reviewed and approved this document . Written 
comments were invited through social media channels . The report is widely available to the public on the hospital’s 
web site, and a paper copy is available for inspection upon request at CHI Mercy Medical Center by contacting 
Nancy Lehrbach at 541 .677 .2467 or nancylehrbach@chiwest .com . 

Executive Summary
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Service Area

The service area for the Network of Care is defined as the 
geographical boundary of Douglas County, OR . The geography 
of Douglas County, stretching from the Pacific Ocean to the 
Umpqua National Forest, is a diverse landscape located in the 
southwestern portion of Oregon . The county seat is the City of 
Roseburg and is made of many sub-communities spread across the area .

Demographics

Douglas County has a population of approximately 109,114 . The age 
distribution of Douglas County skews older than the population of 
Oregon overall . The racial makeup of Douglas County is somewhat 
homogenous, with 92 .4% of the population identifying as white . Those 
community members who identify as two or more races represent the second largest proportion of all races in 
Douglas County and almost 6% of the population identifies as Hispanic or Latino .
 
Methods for Identifying Community Health Needs

Secondary Data:
The secondary data used in this assessment were primarily obtained and analyzed from the Network of Care 
community health dashboard https://douglas.or.networkofcare.org/ph/index.aspx. This dashboard includes 
a comprehensive set of more than 200 community indicators covering 17 topics in the areas of health, social 
determinants of health, and quality of life . The data are derived from state and national public secondary data 
sources . The value for each of these indicators is compared to other Oregon communities, nationally or locally set 
targets, and to previous measurement periods when available . Additional data sources utilized for the secondary 
data review included County Health Rankings, United States Census Bureau, Oregon  Health Authority, and 
Oregon Department of Human Services .
 
Primary Data–Community Input:
The assessment was further informed by (1) interviews with community members who have a fundamental 
understanding of Douglas County’s needs and represent the broad interests of the community, and (2) a community 
survey distributed to residents throughout Douglas County .

Summary of Findings

The CHA findings are drawn from an analysis of an extensive set of secondary data and in-depth primary data from 
community leaders, non-health professionals, and organizations that serve the community at large, vulnerable 
populations, and/or populations with unmet health needs .

Through a synthesis of the primary and secondary data, the following top health needs were determined:
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8 . Crime and Neighborhood Safety
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Disparities:
Identifying disparities along race/ethnicity, gender, age, and geographic lines is essential for
informing and focusing on strategies that will address the prioritized health needs . Primary and
secondary data revealed unique challenges and barriers based on resident geographic location,
particularly for those who live outside of the Roseburg metro area . The Hispanic or Latino population
was also identified as a group whose needs may be underserved, particularly for those whose first
language is not English . Furthermore, the data show that a growing aging population faces increased
health issues and challenges .

Prioritized Areas

On December 17, 2020, The Network of Care partners and members of the community, including the Umpqua 
Health Community Advisory Committee, came together to learn about the significant health needs identified 
through primary and secondary data analysis in a virtual session led by consultants  from HCI . This session was 
followed by virtual ranking exercises and group discussions . The Network of Care leadership team met to review the 
rankings and participant feedback to narrow the final prioritized areas . The following three areas were identified as 
priorities to address:
 

COVID-19 Impact Snapshot

At the time that the CHA process began, Douglas County was in the midst of dealing with the COVID-19 pandemic . 
The CHA project team utilized additional data sources and gathered primary data to provide a snapshot of the 
impact of COVID-19 on Douglas County . More details of these findings are found in the “COVID-19 Impact Snapshot” 
section and incorporated throughout report’s findings .
 
Conclusion

This report describes the process and findings of a comprehensive health assessment for Douglas County residents . 
The prioritization of the identified significant health needs will guide the community health improvement efforts . 
To begin to address the top three prioritized needs in Douglas County, the CHIP framework is included at the end 
of this report . The Network of Care is dedicated to serving Douglas County residents by providing exceptional care, 
services, and promoting wellness for all .

• Behavioral Health 
• Access to Health Care Services
• Healthy Food, Nutrition, and Physical Activity

Douglas County Prioritized Needs
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Accomplishments from the 2019-2022 Community Health Improvement Plan

Mercy Medical Center’s (MMC) 2016-2019 Community Health Needs Assessment identified five priorities: Mental 
Health and Mental Disorders; Children’s Health; Access to Health Services; Education; and Substance Abuse .  We next 
identified existing resources and partnerships and then expanded our vision to include new ideas and collaborations 
in order to address these needs . As a result, our strategies were able to achieve results across multiple focus areas .
 
Increasing health equity requires information, inclusion, leadership and action . By adapting an open and fluid 
approach to addressing the challenges and barriers to health, we identified connections and applied strategies that 
addressed multiple needs as illustrated in the following table .

Table: Applied Strategies to Addressed Needs

Retrospective
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This report provides an overview of the Network of Care and the methods and processes used to identify and 
prioritize significant health needs in the Douglas County service area .
 
About Douglas County Communities’ Network of Care

Vision and Values
“The mission of Douglas County Communities’ Network of Care is to coordinate the necessities of our 
community’s most vulnerable populations through empowering, compassionate care . The members of our 
stakeholder group operate as a unified force of transformation, by advocating for those at-risk, and using 
technology to illuminate the pathway between serving organizations and those individuals with needs .  The 
overall goal is to contribute to the overall wellness of individuals, families, neighborhoods, and communities by 
making awareness of healthcare resources .”

Partner Agencies
The Network of Care is a multi-sector coalition of organizations that provide health care and social services to 
residents across Douglas County .

 

Introduction

 Founding Partners
 • Adapt Oregon–Compass Behavioral Health
 • Aviva Health
 • CHI Mercy Helath–Mercy Medical Center
 • Cow Creek Band of Umpqua Tribe of Indians
 • Douglas Education Service District
 • Douglas Public Health Network
 • Evergreen Family Medicine
 • Umpqua Health Alliance

 Affiliated Partners
 • Advantage Dental from DentaQuest
 • Blue Zones Project
 • Head Start
 • Chadwick Clubhouse
 • Children’s Institute
 • Creating Community Resilience
 • Department of Human Services, Child Welfare Program
 • Douglas County Juvenile Department
 • Family Development Center
 • Health Care Coalition of Southern Oregon
 • NeighborWorks Umpqua
 • Peace at Home Advocacy Center
 • Phoenix School of Roseburg
 • South-Central Early Learning Hub
 • United Community Action Network (UCAN)
 • Umpqua Community College
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Mobilizing for Action through Planning and Partnerships (MAPP) and Community 
Health Improvement Planning for Integrated Care Framework

Mobilizing for Action through Planning and Partnerships (MAPP) is a community-driven strategic planning process for 
improving community health developed by the National Association of County and City Health Officials (NACCHO; 
www.naccho.org) . The Network of Care partner agencies leveraged the MAPP framework to complete the CHA 
process . This framework helps communities apply strategic thinking to prioritize public health issues and identify 
resources to address them . MAPP is not an agency-focused assessment process; rather, it is an interactive process that 
can improve the efficiency, effectiveness, and ultimately the performance of the local health system . The Oregon 
Health Authority’s CCO care integration assessment was incorporated into the MAPP process which included a 
planning and preparation phase, a brainstorming phase, and an identification of resources and opportunities phase in 
accordance with Oregon House Bill 2675 . Conduent HCI facilitated the MAPP and CCO assessment process . A timeline 
of assessments and activities is outlined in Figure 1 .
 

Figure 1. Timeline of CHA Activities

Consultants

The Network of Care commissioned Conduent Healthy Communities Institute (HCI) to conduct its 2020/21 CHA 
and CHIP . HCI works with clients across the nation to drive community health improvement outcomes by assessing 
needs, developing focused strategies, identifying appropriate intervention programs, establishing monitoring sys-
tems, and implementing performance evaluation processes . To learn more about Conduent Healthy Communities 
Institute, please visit https://www.conduent.com/community-population-health/

Report authors from HCI Include:
 • Courtney Kaczmarsky, MPH, Public Health Consultant
 • Maudra Brown, MPH, Public Health Consultant
 • Era Chaudhry, MPH, Public Health Research Associate
 • Zack Flores, Project Coordinator

September 2020                                                                                                                                 January 2021
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Service Area & Geographic Description

Covering 5,034 .3 square miles, Douglas
County, Oregon is the 5th-largest county in
Oregon by area (Figure 2) . Douglas County is
bordered by Josephine County, Lane County,
Curry County, Jackson County, Klamath
County, and Coos County . Douglas County
extends from the Pacific Ocean to the
Cascade Range . The seat of Douglas County is
the City of Roseburg . The Roseburg
community developed along both sides of the
South Umpqua River and is traversed by
Interstate 5 . A portion of the Umpqua
National Forest is in Douglas County .
 
Douglas County Zip Codes

Demographics

The following section explores the demographic profile of Douglas County . The demographics of a
community significantly impact its health profile . Different race/ethnic, age, and socioeconomic groups
may have unique needs and require varied approaches to health improvement efforts . All demographic
estimates for Douglas County are sourced from the 2019 American Community Survey 5-Year Population
Estimates, unless otherwise indicated . 

Community Overview

Population
The population of Douglas County is 109,114 . 46% of
the population of Douglas County lives in the two zip
codes that make up the Roseburg area, 97470 and
97471ii . Compared to the overall Oregon population, the
population of Douglas County is older and there is a
higher percentage of the population that are veterans .
5 .2% of the population are under 5 years old, 80 .6% are
18 years and older, and 25 .2% are 65 years and older .
91 .0% of veterans are male and 9 .0% are female .

Median Age
Douglas County: 47.1 years old

Oregon: 39.7 years old

Veteran Population
Douglas County: 13.8%

Oregon: 7.9%

97471
97470
97424
97457
97479

97496
97467
97462
97469
97495

97499
97417
97443
97493
97486

97416
97442
97447
97435
97410

97453
97733
97436
97490
97429

97473
97731
97484
97441
97604

97494
97428
97432
97481

Figure 2. Map of Service Area - Douglas County
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Population (continued)

The population of Douglas County is predominately white (Figure 3) and 5 .8% of the population are
Hispanic or Latino (Figure 4) . 4 .3% of the population speak a language other than English in the home, of
which 2 .2% speak Spanish in the home .

Figure 3. Population by Race

Figure 4. Population by Ethnicity - Hispanic or Latino
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Social Determinants of Health

The median household income is $47,267 in Douglas County which is lower than the median household income 
overall in Oregon ($67,058) . The employment rate in Douglas County is 47 .7% . Fulltime male workers median earnings 
are higher than female fulltime workers (Figure 5) . There are 7,843 business firms in Douglas County, of which 2,321 
are owned by women and 545 are minority owned (Figure 6) . 16 .2% of the population in Douglas County live in 
poverty which is higher than in Oregon overall (11 .4%) . In addition, 22 .1% of children under 18 live in poverty in 
Douglas County which is also higher than children in poverty overall in Oregon (13 .1%) . Based on data from the Small 
Area Income and Poverty Estimates program (2014-2018 Estimates)iii, Hispanic and American Indian/Alaska Native 
children under 18 are more likely to live in poverty than other race/ethnic groups (Figure 7) . 

Figure 5. Median Earnings by Sex

Figure 6. Business Firms by Demographic Ownership

Employment, 
Income, and Poverty

Figure 7. Children under 18 in Poverty by Race

VALUE
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Housing

There are 50,332 housing units in Douglas County and the median housing value is $199,200 . 68 .2% of the residents 
in Douglas County own their home . The 2019 median gross rent is $824 which is higher than the previous 2018 
estimates and has continued to increase year to year . The median gross rent in Douglas County is similar to the 
counties to the east and west but slightly lower than in the adjacent counties to the north and south (Figure 8) .

Education

A higher level of education is associated with higher income and greater wealth which are also correlated with 
better health outcomes . 89 .6% of residents in Douglas County have a high school degree or higher, which is only 
slightly lower than Oregon overall (91 .4%) . 10% of residents that live in Douglas County have an associate’s degree 
and 17 .3% have a bachelor’s degree or higher (Figure 9) . It is notable that 30 .0% of residents have attended some 
college but have not completed a degree program .

Figure 8.  Median Gross Rent

Figure 9. Education Attainment
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Health Insurance

Health

In the United States, 8 .8% of the population do not have health insurance . In comparison, 6 .3% of residents in 
Douglas County are without health insurance in Douglas County which is slightly lower than in Oregon overall (7 .2%) 
and the surrounding counties (Figure 10) .

Figure 10. Uninsured Population

Disability

20 .8% of the population in Douglas County lives with a disability which is higher than in the overall Oregon 
population (14 .7%) . Ambulatory difficulty, or having serious difficulty walking or climbing stairs, is the most common 
disability (10 .3%) amongst the disabled population followed by hearing difficulty (8 .5%) and cognitive difficulty (7 .3%) 
(Figure 11) . To see the full definition of each disability type go to: 

https://www.census.gov/topics/health/disability/about/glossary.html.

Figure 11. Types Of Disability
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The overall life expectancy in Oregon is 79 .8 years with a range between 76 .1 and 82 .8 across counties . The life 
expectancy in Douglas County is 77 .2 years . White residents in Douglas County have a lower life expectancy 
compared to other race/ethnic groups in the community (Figure 12) . The leading cause of death for residents under 
age 75 in Douglas County is malignant neoplasms, or cancerous tumors, (99 .9 deaths per 100,000 residents, adjusted 
by age) followed by diseases of the heart (Figure 13) . 

Figure 12. Life Expectancy by Race/Ethnicity

Figure 13. Leading Causes of Death Under Age 75

Length of Life and Leading 
Causes of Death

    

Value Error Margin

Life Expectancy 77.2 76.6-77.7

    American Indian & Alaska Native 80 .4 76 .5-84 .4

    Hispanic 84 .9 79 .7-90 .0

    White 76 .8 76 .2-77 .4

    

Deaths Age-Adjusted Rate 
per 100,000

Malignant neoplasms 539 99 .9

Diseases of heart 294 55 .8

Chronic lower respiratory diseases 158 28 .2

Accidents 147 46 .7

Diabetes melitus 105 21 .3
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COVID-19 Impact Snapshot

At the time that the Network of Care began the CHA, and throughout this process, Douglas County and
the state of Oregon were in the midst of dealing with the novel coronavirus (COVID-19) pandemic . The
process for conducting the assessment remained fundamentally the same, however, there were
adjustments made during the data collection and assessment processes to ensure the health and safety
of those participating .

Community Impact
Upon completion of this report in early 2021, the pandemic was still very much a health crisis across the
United States and in most countries . The Oregon Health Authority announced the first presumptive case
in Oregon in February 2020 . On March 8, 2020, Oregon declared a state of emergency “due to the public
health threat posed by the novel infectious coronavirus .” At this point, there were 14 presumptive or
confirmed coronavirus cases in Oregon . Officially named COVID-19 by the World Health Organization
(WHO) in February, WHO declared COVID-19 a pandemic on March 11, 2020 . On March 13, 2020, a U .S .
national emergency was declared .

Oregon Governor Kate Brown issued closure of all K-12 schools in March 2020 and in-person classes
were canceled for the remainder of the school year . All public school districts, private schools, and state
sponsored charters were required to make Operational Blueprint(s) for all of their schools in order to
take steps to reopen in Fall 2021 . According to the U .S . Bureau of Labor Statistics, there was a sharp
increase in the unemployment rate in Douglas County at the start of the pandemic between March and
April 2020 . 

As of February 1, 2021, according to the New York Times Covid Case and Risk Tracker, cases remained high but 
had decreased over the previous two weeks . The number of hospitalized COVID-19 patients had begun to fall in the 
Douglas County area, though deaths remained at about the same level . The test positivity rate in Douglas County 
was relatively low, suggesting that testing capacity was meeting current demand . Since the beginning of the 
pandemic, at least 1 in 60 residents have been infected, a total of 1,850 reported cases . January 2021 was the worst 
month for cases since November 2020 (Figure 14) . The Oregon Office of the Governor classified Douglas County at a 
‘High Risk Level’, meaning spread was still considered substantial, on a scale of ‘Lower Risk’ to ‘Extreme Risk’ based on 
the data available in January of 2021v .

Recommended Data Sources
As local, state, and national data are updated and become available, these data can continue to help inform 
approaches to meeting existing and developing needs related to the pandemic . Recommended data sources for 
Douglas County are included in Appendix A.

Figure 14. March 2020 to January 2021



 19Community Health Needs Assessment | 

Adhering to the MAPP process, two types of data were collected and analyzed for this CHA to identify top need 
issues in the community: primary and secondary data . Each type of data was analyzed using a unique methodology 
and were organized by health topics . These findings were then synthesized for a comprehensive overview of the 
health and social needs in Douglas County . Finally, through a prioritization process the significant needs in the 
community were narrowed to a shortened list of priority focus areas .

Secondary Data Review
 
The MAPP Community Health Status Assessment identifies priority community health and quality of life
issues . The Community Health Status Assessment was conducted utilizing quantitative secondary data to
support an understanding the health of residents in Douglas County and the health status of the overall
community .
 
Overview
Secondary data used for this assessment were collected and analyzed with Douglas Counties’ Community of 
Care Dashboard — a web-based community health platform developed by Trilogy Integrated Resources . The 
Community Dashboard brings non-biased data, local resources, and a wealth of information to one accessible, 
user-friendly location . It includes over 200 community indicators covering 17 topics in the areas of health, social 
determinants of health, and quality of life . The data are derived from state and national public secondary data 
sources . The value for each of these indicators is compared to other Oregon communities, nationally or locally set 
targets, and to previous time periods when available . Additional data sources utilized for the secondary data review 
included County Health Rankings, United States Census Bureau, Oregon Health Authority, and Oregon 
Department of Human Services .

Data Review Process
A feature of the Douglas Counties’ Community of Care Dashboard data platform is the “Filter by Priority” function . 
The “Filter by Priority” color range is a standardized measure to help compare the health status of Douglas County 
against all relevant data . Each Health Indicator includes a five-color “Filter by Priority” index . The “Filter by Priority” 
index compares all counties in the state that have the same indicator in the same timeframe . It then calculates 
where the selected county falls in that range and displays the color that best reflects how the county is doing in 
comparison to the other counties in the filtered group . In general, counties in the green range are ranked higher 
than other counties in the filtered group, while counties in the red are ranked lower (Figure 15) .

Leveraging the ‘Filter by Priority’ function, all topics areas with red or ‘very poor’ performing indicators were 
identified . Those topics were then reviewed for a high number of orange or ‘poor’ performing indictors (Figure 16) . 
Topic areas with the highest number of red and orange indicators were included in the final significant needs list 
(Table 1) .
 

Methodology

Figure 15. Data Indicator Ranking

Excellent                         Very Poor
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Figure 16. Secondary Data Review Process

Table 1. Secondary Data Indicators - Top Need Areas
    

Primary Topic Sub-topic # Red & Orange 
Indicators

% Red & Orange
Total Indicators

Physical Environment Built Environment 19 58 %
Health Behaviors Physical Activity 9 41 %

Mental Health & Substance Abuse Substance Abuse 9 41 %
Health Risk Factors Illicit Drug Use 8 53 %

Social Determinants of Health Education 8 35 %
Social Determinants of Health Food Access & Quality 8 73 %

Health Risk Factors Tobacco 7 32 %
Health Behaviors Healthy Food/Food Security 7 50 %

Social Determinants of Health Poverty 6 40 %
Health Behaviors Nutrition 6 50 %

Mental Health & Substance Abuse Mental Health 6 75 %

Primary Data Collection and Analysis
 
Community input was also collected to expand upon the information gathered from the secondary data . Primary 
data complements the secondary data and also provides new discoveries . The CHA process was conducted during 
the COVID-19 pandemic; therefore, primary data collection methods were conducted virtually to maintain social 
distancing and protect the safety of participants by eliminating in-person data collection . Primary data included 
quantitative and qualitative data collected through the following assessment methods and tools . 

Forces of Change Assessment
The MAPP Forces of Change Assessment (FoCA) focuses on identifying forces such as legislation, technology, and 
other impending changes that affect the context in which the community and health system operate . The FoCA 
helps to capture qualitatively what is occurring or might occur that affects the health of the community and threats 
or opportunities that are generated by these occurrences . Representatives from multi-sector partner organizations 
of the Network of Care participated in two discussion sessions to complete this assessment . A full summary of 
the FoCA discussion is included in Appendix B and key findings have been incorporated throughout the section 
‘Community Health Needs’ below .
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Care Integration Assessment
The Oregon Health Authority’s CCO care integration assessment complements the MAPP FoCA and allows 
communities to assess the efforts to provide comprehensive services through care integration and coordination . 
The ultimate goals of integration are improved patient outcomes, improved patient experience, improved provider 
experience, and reduced total cost of care . House Bill 2675 calls for collaborative community-based initiatives to 
purposefully integrate key services within the delivery system and ultimately within the programs addressing the 
social determinants of health . The care integration assessment provides critical information to the planning process 
that maximizes the effectiveness of cross-sector community projects and programs . Representatives from the multi-
sector partner organizations of the Network of Care participated in a care integration brainstorming session and 
virtually completed the ‘Care Integration Grid’ to accomplish this assessment . A full summary of the Care Integration 
discussion and ‘Care Integration Grid’ are included in Appendix B and key findings have been incorporated 
throughout the section ‘Community Health Needs’ below . 

Community Themes and Strengths Assessment
The MAPP Community Themes and Strengths Assessment provides a deeper understanding of the issues that 
residents in a community feel are important including: the most important community health and social issues, 
quality of life in the community, and assets that can be used to improve community Figure 18. Sex of Survey 
Respondents health . Two primary data collection tools were utilized to collect this information .

Community Survey Demographics
One tool used for community input collection was a 50-question online community survey available in English and 
Spanish (see Appendix B) . SurveyMonkey1 was used to distribute, collect, and analyze responses for the commu-
nity survey . The community survey was promoted across Douglas County through Network of Care partners for six 
weeks from September to October 2020 . A total of 701 responses were collected from residents representing 21 zip 
codes in Douglas County . While the community survey sample was substantial and significant effort was made to 
reach the broadest audience possible, it must be noted that this was a convenience sample, which means results 
may be vulnerable to selection bias and make the findings, on their own, less generalizable .

Figure 18. Sex of Survey Respondents

1SurveyMonkey Inc ., web application for designing and distributing online surveys (1999-2021) . San Mateo, California, USA; www .surveymonkey .com

Figure 17. Age of Survey Respondents
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Figure 19. Race of Survey Respondents

Figure 20. Ethnicity of Survey Respondents - Hispanic or Latino

Figure 21. Income of Survey Respondents
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Figure 23. Community Survey - Top Health and Social Issues

Figure 22. Community Survey - Health of the Community

Community Survey Health and Social Needs
Survey participants were asked to rate the health of their community and 45 .7% ranked theircommunity as 
‘somewhat healthy’ (Figure 22) . Participants were also asked to select the most important health issues in the 
community and the community issues they would most like to see addressed (Figure 23) . Additionally, questions 
were included to get feedback about the impact of COVID-19 and the results are included in the section ‘Community Health 
Needs’ below .

*To ensure that the unique geographic areas of the Douglas County populations’ interests were represented in the 
survey, top health issues were analyzed by zip code groups (Roseburg metro area vs . rural areas) . When the data was 
sorted by zip code groups, tobacco use came up as a top health issue for those living in the Roseburg metro area 
and was also included in the final list of community health issues .

Key Informant Interviews
HCI conducted Key Informant Interviews via phone in order to collect additional qualitative community input . 
Interviewees invited to participate were recognized as having expertise in public health, special knowledge of 
community health needs, representing the broad interests of the community, and/or being able to speak to the 
needs of medically underserved or vulnerable populations . 31 individuals agreed to participate as key informants 
representing organizations including social services, chronic disease management, education, family and child 
services, health care and mental health services, community wellness and wellbeing, abuse prevention, food 
access/insecurity, local business, and youth programming (Table 2) .
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The 31 Key Informant Interviews took place between September and November 2020 via phone . The questions 
focused on the interviewee’s background and organization, biggest perceived health needs and barriers of concern 
in the community, and the impact of health issues on the populations they serve and/or vulnerable populations in 
the community . Additionally, questions were included to gather feedback about the impact of COVID-19 on their 
community . A list of the questions asked in the Key Informant Interviews can be found in Appendix B .

Transcripts captured from the Key Informant Interviews were uploaded to the web-based qualitative data analysis 
tool, Dedoose2 . The transcripts were coded according to health and social determinants of health topics . Key 
findings from the Key Informant Interviews were utilized to validate the findings from the Community Survey and 
secondary data findings . Themes from the analysis and direct participant quotes were organized by topic and are 
included throughout the section ‘Community Health Needs’ below .

2Dedoose Version 8 .0 .35, web application for managing, analyzing, and presenting qualitative and mixed method research data (2018) . Los
Angeles, CA USA: Sociocultural Research Consultants, LLC; www .dedoose .com

 
 

Table 2. Key Informant Interview Organizations



 25Community Health Needs Assessment | 

Data Considerations

Several limitations of the data should be considered when reviewing the findings presented in this report . Although 
the topics by which data are organized cover a wide range of health and health-related areas, within each topic 
there is a varying scope and depth of secondary data indicators and primary data findings .

Regarding the secondary data, some health topic areas have a robust set of indicators, but for others there may be 
a limited number of indicators for which data is available . For the primary data, the breadth of findings is dependent 
upon who was selected to be a key informant . Additionally, the Community Survey was a convenience sample, 
which means results may be vulnerable to selection bias and make the findings less generalizable . For all data, 
efforts were made to include a wide a range of secondary data indicators and inclusion of community member 
expertise .

Data Synthesis

Primary and secondary data were analyzed and synthesized to identify the significant community health needs in 
Douglas County . For the purposes of this analysis, secondary data were treated as one data source, while primary 
data included both Key Informant Interviews and online survey results . The top health needs identified from each 
of the data sources were analyzed for areas of overlap . Primary data from Key Informant Interviews and Community 
Survey were compared to secondary data topic areas and 11 topic areas with significant need were identified (Table 
3) . The topics below are listed alphabetically and are not presented in order of importance or need .

Table 3. Significant Health Needs
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Prioritization

In order to narrow the collaborative focus for the next few years and better target activities to address the most 
pressing health needs in the community, Network of Care partner representatives and community members 
participated in a presentation of data on significant health needs facilitated by HCI . Following the presentation, 
participants completed a two-part virtual voting process to identify the community needs that were the most 
pressing and that Network of Care partners were best positioned to address . Participants from 25 organizations 
participated in the voting activities between December 2020 and January 2021 (Table 4) . The process was 
conducted virtually to maintain social distancing and safety guidelines related to the COVID-19 pandemic . Ultimately, 
the Network of Care leadership decision-making team reviewed the final scoring results to determine the prioritized 
community needs .

Prioritization Process & Criteria
On December 17, 2020, representatives from the Network of Care partner organizations and community members 
convened virtually to participate in a data synthesis presentation . The group reviewed the results of HCI’s primary 
and secondary data analyses leading to the preliminary significant health needs list discussed in detail in the 
Community Health Needs section of this report . From there, participants utilized the presentation materials and 
accessed an online link to score each of the significant health needs by how well they met the criteria decided on by 
the group in November 2020 .

 The final criteria for prioritization were:

   • Alignment with collaborative strengths/priorities/mission
   • Alignment with local, state, or federal priorities
   • Importance of problem to the community
   • Economic burden on the community
   • Consequences of not intervening
   • Solution could impact multiple problems
   • Opportunity to intervene at prevention level

Table 4. Prioritization Organization Participation
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Prioritization

A detailed description of the criteria is provided in Appendix D . Participants scored each topic area against each 
criterion on a scale from 1-3 with 1 meaning it did not meet the given criterion, 2 meaning it met the criterion, and 
3 meaning it strongly met the criterion . In addition to considering the data presented by HCI in the presentation, 
participants were encouraged to use their own judgment and knowledge of the community in considering how 
well a topic met the criteria .

Completion of the online exercise resulted in a numerical score for each topic that correlated with how well each 
topic met the criteria for prioritization . HCI downloaded the online results, calculated the scores, and then ranked the 
significant health needs according to their topic scores, with the highest scoring health need receiving the highest 
priority ranking . 22 individuals participated in the criteria ranking and the aggregate ranking results can be seen in 
Appendix D .

After reviewing the results, the Network of Care leadership decision-making team participated in a group discussion 
on January 4, 2020 to conduct an initial narrowing of the list of topics and decided on holding a second round of 
voting . The second round of voting included having participants select up to three topics that the Network of Care 
should focus efforts over the next few years . 58 participants voted in this round and the topic areas were ranked as 
follows (see also Appendix D):

  1) Behavioral Health - Mental Health and Substance Abuse
  2) Economy and Poverty (includes housing and job development)   
  3) Access to Health Care Services (includes social factors for accessing 
      services andccare coordination)
  4) Healthy Food, Nutrition, and Physical Activity (includes access to healthy foods and
      food insecurity) - incorporates Diabetes indicators
  5) Education (includes education promotion and work force training)
  6) Built Environment (includes transportation and infrastructure)
  7) Domestic Violence
  8) Crime and Neighborhood Safety
  9) Tobacco Use

Ultimately, the Network of Care leadership decision-making team selected three priority health areas
that were considered for CHIP implementation planning . The top priorities are:
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The following section dives deeper into each of the prioritized and non-prioritized health needs to understand 
how findings from secondary and primary data led to the topic becoming a priority issue for Douglas County . The 
needs are presented in the order of how they were ranked in the final prioritization process .

Prioritized Significant Health Needs

From the secondary data, Mental Health and Substance Abuse were identified to be top health needs in Douglas 
County . A total of 15 indicators were identified as ‘very poor’ or ‘poor’ performing by the ‘Priority Filter’ . Further 
review was done to identify specific indicators of concern across the county  .Individual indicators with high data 
scores within a topic area were categorized as indicator of concern and are listed below .

Secondary Data – Warning Indicators

Community Health Needs

    

Douglas County Oregon

Adults reported, on average, 4 .8 poor mental health days in 
past 30 daysvi

4 .8 days

15% of adults report frequent mental distressvii 16 %

27 .8% of adults have depression (age-adjusted)viii 25 .6 %

Mental Health Provider Ratio is 360:1ix Ratio 190:1

18 .6% of 8th grade students who drank alcohol in past 
30-daysx

11 .3%

9 .4% of 8th graders binge drank in past 30-daysxi 4 .7%

12 .2% of 8th grade students used marijuana in the past 
30-daysxii and 22 .5% have ever used marijuanaxiii

7 .8%/15 .4%

58 .8% of 11th grade students have ever drank alcoholxiv 53 .7%

6 .2% of 11th grade students who are current prescription 
drug users without doctor’s orderxv

4 .8%

Prioritized Health Topic #1A: 
Behavioral Health – Mental Health and Substance Abuse
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Primary Data – Community Survey and Key Informant Interviews

Mental health was ranked as the 1st highest health issue and alcohol 
and other substance abuse was ranked 2nd by Community Survey 
participants . 30% of respondents disagreed and 23% strongly disagreed 
that mental health services or alcohol/substance abuse treatment is 
available to people if and when they need it (Figure 24) . In addition, 
participants were asked whether support for gambling addiction is easy 
to access and almost 60% were not sure (Figure 24) . 13 .5% of respondents 
(n=80) expressed that they needed mental health services or alcohol/
substance abuse treatment in the past 12 months but did not get the 
services that they needed . The top three reasons they selected for why 
they did not get these services were (presented in order):

  • Wait is too long
  • Cost- too expensive/can’t pay
  • No doctor is nearby

For those survey respondents with children in the home, the top health 
issue that children have is behavior challenges/mental health (n=17)3 . For 
those survey respondents whose children were not able to get health 
services in the past 12 months when they needed them, the top
service mental health services (n=8)3 .
 .

Community Survey: 
COVID-19 Considerations

The biggest challenges survey 
respondents indicated during  
the COVID-19 pandemic 
focused on mental health 
and social isolation:

     • 77.8% of respondents 
       selected “not knowing  
       when the pandemic will   
       end/not feeling in control”
     • 54.6% of respondents 
       (n=271) selected “feeling  
       nervous, anxious, or on edge”
    • 49.8% of respondents 
       (n=247) selected “feeling 
       alone/isolated, not being   
       able to socialize with other 
       people”

Figure 24. Behavioral Health Access - Community Survey

3Data from the Community Survey on children is limited and may not be generalizable to the broader community
but still may be taken into consideration as part of the overall topic assessment .
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Mental health was a top issue that came up during almost all of the Key Informant Interviews . While people shared
that progress has been made to address the mental health needs in Douglas County, there are also many 
opportunities to work across organizations to support those residents with complex needs . The primary themes in 
the key informant interview included:
  • A need for improved referral processes across organizations and comprehensive case   
    management throughout the continuum of care
  • There have been successes with school-based behavioral health programs for youth; 
    however, programs have been impacted by COVID-19
  • Community interest in exploring best practices and solutions for leveraging Telehealth 
    options especially for people living in remote locations; education and outreach is essential 
    to ensure use by residents
  • The stigma and fear related to seeking mental health services is getting better but persists
    especially amongst certain populations (ex . older veteran population) .
  • Mental Health is a top opportunity for cross-sector organizational partnerships to improve
    mental health outcomes

Substance abuse was also a topic raised by most key informants as a top issue in the community . The
key themes raised included:
  • Substance abuse is impacting many systems and organizations across the community, 
    not just health care (ex . education system, economy, and other social services)
  • There is a need to address substance abuse within families and the impact on children 
    (short and long-term impact)
  • Observation that there is a strong connection between mental health and substance 
    abuse in the community; both have an impact on other health behaviors and outcomes
  • Individual organizations are challenged by serving homeless/unstably housed 
    population with both mental health and substance abuse issues
  • There are concerns about the COVID-19 impact on increases in substance use 
    across the community

Forces of Change and Care Integration Assessments

In the Forces of Change Assessment, the primary concern that came up was regarding whether there are enough 
behavioral health resources to meet the needs of the community . Participants shared that strengths included that 
schools in Douglas County are increasingly focusing on mental and behavioral health and that there is increasing 
awareness about the importance of mental health which is reducing the stigma related to seeking support for 
mental health issues . However, participants felt that the community is lacking a single strategy to address mental 
health and groups are working in silos . They indicated that having a single strategy could focus efforts and 
streamline funding while also considering specific needs for each at-risk population (ex . Children, Adolescents, 
Older Adults, etc .) . During the Care Integration Assessment, participants felt that mental health and substance 
abuse services both were minimally to moderately integrated with other community services today . Mental health 
and substance abuse services have the highest level of integration with one another compared to other services . 
The highest value for further integration with behavioral health services were housing, physical health, and 
education services .
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Economy and Poverty rose to the top as a high need in Douglas County in the initial data assessment
with six higher need indicators . Individual indicators with notable data scores within the poverty topic
area were categorized as indicators of concern and are listed below .

Secondary Data – Warning Indicators

Primary Data – Community Survey and Key Informant Interviews

Homelessness and unstable housing ranked as the 1st highest community issue and economy and job availability 
ranked 3rd highest community issue by Community Survey participants . 7 .7% of respondents (n=44) report that 
they are worried or concerned that in the next 2 months they may not have stable housing . 42% of participants 
‘disagreed’ or ‘strongly disagreed’ that there are plenty of jobs for those over 18 years old and 66% ‘disagreed’ or 
‘strongly disagreed’ that there are childcare resources that are affordable and available to those who need them 
(Figure 25) . These data indicators related to limited housing availability, low job availability, and lack of childcare 
options raise economy and poverty as a top need in Douglas County .

Figure 25. Economy and Poverty - Community Survey

Prioritized Health Topic #1B: 
Economy and Poverty

    

Douglas County Oregon

5 .4% of the eligible population is unemployedxvi 4 .2 %

14% of households spend 50% or more of their household 
income on housingxvii

16 %

21% of children in poverty overall and broken down by race/
ethnicityxviii:
• 32% American Indian/Alaska Native
• 7% Asian
• 20% Black
• 39% Hispanic
• 23% White)

16 %

62% of children are eligible for free or reduced-price lunchxix 49 %
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Key Informant Interviews confirmed that the economy and poverty is a top issue in Douglas County .
Specific concerns included:

  • High unemployment although some sectors can’t fill jobs (ex . education, 
    medical services, and technical positions)

  • Loss of segments of the work force - challenges with providing competitive
     wages compared to metro areas

  • Very limited childcare services, especially affordable options

  • Challenges with housing development and investment

Multiple Key Informants noted that the local Community College is a great resource for job training and services . 
However, for younger community members interesting in pursuing secondary education, navigating the financial 
steps may be a barrier without additional outside support and educational resources available to them .

Forces of Change and Care Integration Assessments

In the Forces of Change Assessment, the primary concerns were the transfer of jobs to urban centers and changing 
community demographics (aging), lack of childcare services, and the immediate and long-term economic impact of COVID-19 .

Since the start of the pandemic there have been many business closures and a loss of local business revenue . In 
addition, school closures have impacted residents with children ability to work while also supporting at home 
education . Many individuals have had to leave the job market to provide childcare . An unexpected outcome has 
been the creation of new job opportunities during this time that may shift job market and the population make up 
long term (ex . delivery services, remote work) .

The transfer of jobs to urban centers and changing demographics have been a concern even before the pandemic . 
As the younger population has increasingly attained advanced degrees there has been migration away from the 
community to seek higher wages . The community has had concerns about the unemployment rate; however, 
many sectors have difficulty filling open positions due to a mismatch of job requirements and skill availability in the 
population . Although there is a community-wide effort to improve access to convenient and affordable childcare 
in the area, there continues to be limited availability impacting those who are currently in the work force and those 
wish to enter the work force .

During the Care Integration Assessment, participants felt that economic services were currently minimally to 
moderately integrated with other community services . Economic services have the highest level of integration with 
food security compared to other services . The highest value for further integration with behavioral health services 
were housing, food security, education, and mental health services .
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Access to Health Care Services did not rise to the top as a specific category of need in Douglas County in
the initial secondary data assessment, however, additional data reviews identified several high need
indicators . Individual indicators with notable data scores within a topic area were categorized as
indicators of concern and are listed below .
 

Primary Data – Community Survey and Key Informant Interviews

Access to Health Care Services was ranked the 4th highest health priority by Community Survey participants . Over 
50% of survey respondents, selected that they were either not sure, disagreed, or strongly disagreed that there are 
affordable, good quality health care services in their community (Figure 26) . In the past 12 months, 26 .2% (n=157) 
respondents needed health care services but did not get the care they needed . The top three reasons why were:

  • Cost- too expensive/can’t pay
  • Wait is too long
  • Office/service/program closed due to COVID-19

In addition, 19% (n=113) of respondents utilized the Emergency Department (ED) in the past 12-months . The top 
reason why that the visit was for an emergency/life-threatening situation and the second most common reason ED 
was that their visit was after normal clinic hours or on the weekend, indicating that the majority of survey

Prioritized Health Topic #2: 
Access to Health Care Services

    

Douglas County Oregon

Primary Care Physician Ratio: 1 physician for every 1,660 
residents (1,660:1)xx

1,060:1

Dentist Ratio: 1 dentist for every 1,450 Residents (1,450:1)xii 1,250:1

1 Other Primary Care Provider (Ex . Nurse Practitioner, 
Physician Assistant) for every 1,003 residents (1,003:1)xxii

1,450:1

2,517 Preventable Hospital Stays rate for Medicare enrollees 
and broken down by race/ethnicity:xxiii

     • American Indian/Alaska Native 1,772
     • Black 19,386
     • Hispanic 456
     • White 2,513:

2,944

44% of Medicare, ages 65-74, received a mammography 
screening and broken down by race/ethnicity:xxiv

     • American Indian/Alaska Native 30%
     • Asian 47%
     • Hispanic 39%
     • White 44%

41 %

35% of Medicare enrollees received Flu Vaccinations and 
broken down by race/ethnicity:xxv

     • American Indian/Alaska Native 39%
     • Asian 29%
     • Black 19%
     • Hispanic 30%
     • White 35%

43 %
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respondents are appropriately utilizing the ED . In the past 12 months, 22 .2% (n=133) respondents needed dental 
or oral care but did not get the services that they needed . The top three reasons why they did not get oral health 
services they needed were:

  • Cost- too expensive/can’t pay
  • Office/service/program closed due to COVID-19
  • Wait is too long

Figure 26. Access to Health Care Services - Community Survey

Vulnerable Populations

Key Informants identified specific 
groups and challenges that those 
groups may face accessing services:

• Hispanic/Latino – language  barriers and  
  legal status  (migrant population)
• Families with complex needs
• Older adults/elderly – transportation and 
  availability of in-home services
• Veterans – specifically older veterans and  
  those who are  underinsured
• Men – avoidance of preventative care and 
  care for chronic diseases
• Women – Low-income; additional costs for   
  services Medicaid may not cover

Key Informant Interviews indicated that systemic, coordination, 
and navigation issues have an impact on accessing health care 
services in Douglas County . Specific concerns included:

     • Residents are delaying care until a health problem 
       becomes worse due to economic or transportation   
       reasons specifically for older adults and people with 
       children – being in close proximity to a facility or mobile   
       care may improve likelihood of seeking care sooner

     • Navigation of services and resources is challenging for 
       families and individuals with complex needs

     • There is a need to improve the patient referral process  
       from health care services/post-acute care to social 
       services or mental health/substance abuse – the system 
       is disconnected and lacks continuity/feedback loop

     • System improvements must ensure rural/less connected  
       pockets of the county are considered in planning services–
       bearing in mind unique barriers and challenges; the goal   
       should be to bring the services to where people are since
       location creates credibility and trust in a community

     • More communication and education are needed about resources  
       available – across organizations and to the public overall
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Forces of Change and Care Integration Assessments

In the Forces of Change Assessment, the primary concerns were the current and long-term impacts of COVID-19, a 
growing aging population, and sustainability of the medical provider work force .

During the COVID19 pandemic, the health care system in Douglas County has made major advances and had much 
success with implementing Telehealth . However, there is uncertainty about whether the momentum will continue, 
and political support will last after the pandemic requirements are lifted . The community has seen increased iso-
lation also and segments of the population have become from the health care system which may have resulted in 
delays in seeking care . There are also concerns about fatigue amongst the health care work force who have had to 
adapt significantly during the past year .

Douglas County’s population has become Increasing older and there are fewer providers that accept Medicare . 
There is also a lack of in-home caregivers for seniors which is an area for job growth in the region . The health system 
has had challenges with medical provider recruitment and retainment due to salary competition, housing availabil-
ity, and limited job opportunities for providers partners . There are plans to build a local medical college that will 
provide training which to support a gap in health care workforce development . 

Finally, another issue that was raised was an increased need for services for respiratory illnesses,
especially sensitive groups, and those with pre-existing respiratory issues, due to impacts of wildfires . In
the early fall of 2020, Douglas County experienced a severe wildfire that impacted air quality for
multiple weeks and destroyed many residents’ homes . There was discussion during the assessment
about future planning for these types of events that may re-occur yearly .

During the Care Integration Assessment, participants felt that both physical health and oral health
services were currently minimally to moderately integrated with other community services . Physical
health has the highest level of integration with public health and oral health with education/school
services compared to other services . The highest value for further integration with physical health and
oral health are outlined below:

Table 12. Data Scoring Results for Education

Access to Health Care Services did not rise to the top as a specific category of need in Douglas County in the initial 
secondary data assessment, however, additional data reviews identified several high need indicators . Individual 
indicators with notable data scores within a topic area were categorized as indicators of concern and are listed 
below .

Prioritized Health Topic #3: 
Healthy Food, Nutrition, and Physical Activity
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Secondary Data – Warning Indicators

 

Primary Data – Community Survey and Key Informant Interviews

Nutrition, Physical Activity, and Weight was ranked as the 3rd highest health priority and Access to Health Foods was 
ranked by as the 4th highest community issue by survey participants . Diabetes was also ranked as the 5th highest 
health priority . There were questions included in the survey that asked respondents about food security in their 
households . 20 .6% of respondents (n=117) ‘sometimes’ or ‘often’ worried that their food would run out before they 
got money to buy more in the past year . 15 .8% of respondents (n=90) ‘sometimes’ or ‘often’ said there was a time 
when the food that they bought just not last, and they did not have money to get more in the past 12 months . 
9% of respondents (n=51) received emergency food from a church, a food pantry, or a food bank, or ate in a soup 
kitchen in the past year . 24% of survey respondents ‘disagreed’ or ‘strongly disagreed’ that affordable healthy food
options are easy to access and 26% ‘disagreed’ or ‘strongly disagreed’ that local restaurants serve
healthy food options (Figure 27) .

Figure 27. Healthy Food, Nutrition, and Physical Activity - Community Survey

    

Douglas County Oregon

125 .9 adults were hospitalized due to Diabetes per 100,000 
hospitalizations (age-adjusted)xxvi

NA

11 .4% of adults have diabetes per Oregon BRFSS 
(US Diabetes Surveillance System measured at 14% in 2016)xii

86 %

31% Adult obesity (adults age 20 and older that report a body 
mass index (BMI) greater than or equal to 30 kg/m2)xxvii

29 %

23% of adults age 20 and over report no leisure-time physical 
activityxxix

17 %

65% of residents have adequate access to locations for physical 
activityxxx

88 %

14% residents are food insecure (adequate access to food)xxxi 12 %

22 .8% of children are in food insecure householdsxxxii 18 .9 %



 37Community Health Needs Assessment | 

In the Key Informant Interviews, participants discussed challenges with accessing healthy foods . While there are 
resources are available to address food insecurity in Douglas County, getting the right resource to the right people 
when they need it can be a challenge . Not all communities in the county have healthy food sources in close 
proximity and people may have to travel long distances to reach the resources that they need . One participant 
noted the many barriers that impact health behaviors need to be removed so that making healthy choices related 
to nutrition and physical activity is easier, particularly for those who are living with a chronic condition or a disability . 
A few participants raised the issue that there is a lack of organized physical activity for children and young adults for 
youth in the county .

Diabetes was also discussed by key informants especially the need for community-wide access to diabetes 
education (not only medical facility specific) . The connection between diabetes management and mental health 
should be addressed including related depression and lack of social support . Vulnerable groups that were brought 
up in relation to diabetes included children with Type 1 diabetes and patients with diabetes covered by Medicaid 
health insurance .

Forces of Change and Care Integration Assessments

In the Forces of Change Assessment, the primary concern that related to this priority area was the effect the 
changing climate, including an increase in local wildfires, could have on access to outdoor physical activity resources 
and health overall . In a region with significant outdoor resources, reduced access to public lands/forest lands could 
severely impact leisure and physical activities . 

During the Care Integration Assessment, participants felt that both food security services were currently minimally 
to moderately integrated with other community services . Food security has the highest level of integration with 
education/school services and income support services compared to other services . The highest value for further 
integration with food security included housing, income, oral health, and physical health .

Non-Prioritized Significant Needs

The following significant needs emerged from a review of the primary and secondary data and are presented in 
the order of ranking results . The Network of Care did not elect to explicitly prioritize these topics . However, where 
the topics are related to the selected priority areas they may have been incorporated into a related topic or will be 
addressed through the present and future work of the individual community partners . These topics did not align as 
closely with the prioritization criteria and the group felt the Network of Care was less likely to have significant impact 
on these topics collectively as a group . Key themes from community input are included for each non-prioritized 
health need along with the secondary data warning indicators .
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EDUCATION

       Secondary Data – Warning Indicators

 

 

       Primary Data – Community Survey and Key Informant Interviews

    

Douglas County Oregon

66% of the ninth-grade cohort that graduated from high 
school in four yearsxxxiii

77 %

37 .8% of 3rd grade students and 32 .3% of 8th grade 
students met or exceeded state standards in mathxxxiv

47 .5 % / 42 .4 %

40 .9% of 3rd grade students met or exceeded state 
standards in readingxvi

47 .4 %

19 .9% of adults (25+) have a bachelor’s degree or higherxxxv 33 .9 %

58% of adults (ages 25-44) with some post-secondary 
educationxxxvi

70 %

Key Informant Themes

• COVID-19 Impact; long term impact 
  on student outcomes, access for 
  students in poverty, social isolation, 
  and mental health, limited or no 
  access to extracurricular activities, 
  reduced access to supportive 
  resources

• Opportunities and need for further 
  integration of K-12 with social services; 
  successes with behavioral health and 
  sexual health services co-located on 
  some campuses

• Education and support for High 
  School students navigating the 
  college application and financial  
  processes

• Support for non-traditional students 
  looking to further post-secondary 
  education (ex. childcare)
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BUILT ENVIRONMENT

       Secondary Data – Warning Indicators

 

 

       Primary Data – Community Survey and Key Informant Interviews

Homelessness and unstable housing ranked 1st highest community issue by Community Survey
participants . 96% (n=553) of respondents drive their own car most often to get places they need to go
and 11 .3% (n=65) of respondents housing does not meet their needs . For those respondents whose
housing does not meet their needs, the top reasons why included:

  1) Too small /crowded
  2) Too run down or unhealthy environment (ex . mold)
  3) Rent/facility is too expensive
  4) Current housing is temporary, need permanent housing
  5) Problems with other people

    

Douglas County Oregon

80% drive alone to work and broken down by 
race/ethnicity:xxxvii

        • 77% American Indian/Alaska Native
     • 67% Hispanic
     • 79% Whites

72 %

18% of households have at least 1 of 4 housing problems: 
overcrowding, high housing costs, lack of kitchen, lack of 
plumbingxxxviii

19 %

0 Farmers Markets per 1,000 residentsxxxix NA

0 .2 Grocery stores per 1,000 residentsxl NA

0 .2 WIC-authorized stores per 1,000 residentsxli NA

1 .1 SNAP-authorized stores per 1,000 residentsxlii NA

Key Informant Themes
• Very limited housing availability although initiatives are under way to 
  increase and improve

• Families outside metro area more likely to go without access to reliable 
  internet – impact on education and health access

• Need for more safe places/spaces for exercise and recreation

• Many unique communities spread out geographically within the larger 
  county community with their own needs, identity, and culture

• Travel to Roseburg for shopping and resources is not necessarily convenient 
  or possible for many people; geographic and transportation barriers is 
  widespread college application and financial processes

• Support for non-traditional students looking to further post-secondary 
  education (ex. childcare)
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Douglas County Oregon

14 identified childcare slots available for every 100 
children under age 13 in Douglas Countyxliii

17

497 children in foster care at point in time 9/2017 of the 
7,956 total in Oregonxliv

NA

1,758 reports of suspected child abuse referred out of 
3,007 total reports 2019 in Douglas Countyxlvxlv

NA

31 families receiving Temporary Assistance for Domestic 
Violence Survivors (TA-DVS) as of 12/2017xxvii

NA

DOMESTIC VIOLENCE

       Secondary Data – Warning Indicators

 

 

 

       Primary Data – Community Survey and Key Informant Interviews

Domestic violence was ranked the 5th highest community issue by Community Survey participants .

Key Informant Themes

Already an issue in the community 
and COVID-19 has exacerbated:

     • Increases in reports of 
       physical abuse cases 
       and child neglect

     • Heightened stressors 
       in the home
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Douglas County Oregon

219 reported violent crime offenses per 100,000 
residentsxlvi

249

109 deaths due to injury per 100,000 residents (20 firearm 
fatalities and 6 homicides)xlvii

74

20 .1 deaths due to motor vehicle accidents per 100,000 
residentsxlviii

11

25 delinquency cases per 1,000 juvenilesxlix 23

CRIME AND NEIGHBORHOOD SAFETY

       Secondary Data – Warning Indicators

 

 

       Primary Data – Community Survey and Key Informant Interviews

Community and neighborhood safety was ranked 2nd highest community issue by 
Community Survey participants .

Key Informant Themes

• Priority area for Roseburg city
  leadership (#3 priority area) - COVID-19
  has impacted but not stopped efforts

• Concerns about illicit drug sales, human
  trafficking, and gun trafficking

• Community education about human
  trafficking paused due to COVID-19
  restrictions
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Douglas County Oregon

25 .1% of adults currently smoke cigarettesll 17 .6 %

7 .2% of 8th grade students smoke cigarettesli 2 .6 %

10 .3% of 11th grade students smoke cigaretteslii 7 .7 %

15 .4% of 8th grade students use electronic cigarettes or 
other vaping productsliii

11 .8 %

84% of 11th grade students saw a tobacco advertisement 
on a storefront or in a storeliv

75 .5 %

20 .5% of live births to mothers with maternal tobacco uselv 9 .6 %

TOBACCO USE

       Secondary Data – Warning Indicators

 

 

       

       Primary Data – Community Survey and Key Informant Interviews

Tobacco was ranked 5th highest health issue by Community Survey
participants that live ‘in-town’ or the Roseburg metro area .

Key Informant Themes

• Multiple organizations in the community 
  are already focused on smoking cessation
• Connection between tobacco use and 
  other health issues including obesity 
  and oral health
• Childhood secondhand smoke exposure - 
  smoking during pregnancy and parents 
  smoking in the home
• Concerns that many people have shifted 
  from cigarette use to vaping



 43Community Health Needs Assessment | 

Community Health Improvement Plan 
for Prioritized Health Needs

The following CHIP framework was developed utilizing the findings of the CHA, a gap analysis of partner activities 
and initiatives, and a review of state and national goals, measures, and targets for the prioritized topics .
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Appendix A – 
COVID-19 Recommended Data Sources

    

Center for Disease Control https://www.cdc.gov/coronavirus/2019-
ncov/php/open-america/surveillance-data-

analytics.html

Johns Hopkins Coronavirus Resource Center https://coronavirus.jhu.edu/us-map

Conduent COVID At Risk – Vulnerability Index https://www.covid19atrisk.org/

NACCHO Coronavirus Resources for Health https://covid19-naccho.hub.arcgis.com/

Feeding America (The Impact of the Coronavirus 
on Local Food Insecurity)

https://www.feedingamerica.org/sites/
default/files/2020-05/Brief_Local%20

Impact_5.19.2020.pdf

The New York Times Covid Case and Risk Tracker https://www.nytimes.com/interactive/2021/
us/douglas-oregon-covid-cases.html

National Data Sources

Oregon Data Sources
    

Oregon Health Authority – COVID-19 Updates https://govstatus.egov.com/OR-OHA-COVID-19

Douglas County Public Health Network http://douglaspublichealthnetwork.org/
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Appendix B – 
Data Collection Tools

Community Survey Tool
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Key Informant Interview Guide

INTRODUCTION

Opening Script: “You have been invited you to take part in this Key Informant Interview because of your experience 
working in the community and content expertise . Our work is focused on understanding what health issues and 
challenges people are facing in Douglas County and how to improve health in your community . We are working 
with the Network of Care in Douglas County to complete this assessment .

The insights and perspectives collected in this interview will provide important information that will ultimately be 
combined with the results of a community survey and state and national data indicators . These data components 
will be compiled into a comprehensive report outlining the health needs in Douglas County .”

To start, could you tell us a little about yourself, your background, and your organization?

 • What is your organization’s mission?

 • Does your organization provide direct care, operate as an advocacy organization, 
                 or have another role in the community?

COVID-19 has significantly impacted everyone’s lives, what have you seen as the biggest challenges
in Douglas County during this time?

 • What has gone well?
  • How has the current Pandemic and reduced in-person contact situation changed the focus 
   of your work or how you are doing your work now?

Thinking about the time before the COVID-19 Pandemic, what were the top priority health issues that
your organization was dealing with? Have you had to shift your priorities?

 • What do you think are the factors that are contributing to these health issues in the community?

 • How has the health system responded to these issues in the past?

 • What would you like to see done differently?

Which groups in your community seem to struggle the most with the issues you’ve identified and how
does it impact their lives?

 • What are the specific challenges that impact low-income, under-served/uninsured, 
   racial or ethnic groups, or age or gender in the community?

 • How does your organization interact or work with these vulnerable groups?

What geographic parts of the county/community have greater health or social need?

 • Which neighborhoods or areas in your community need additional support services or outreach?

What barriers or challenges might prevent someone in the community from accessing health care or
social services? (Examples might include lack of transportation, lack of health insurance coverage,
language/cultural barriers, etc .)

 • How does geography, or where people live, play a role in people’s ability to access services?

Could you tell us about some of the strengths and resources in your community that address these
issues, such as groups, partnerships/initiatives, services, or programs?

 • What services or programs do you feel are having a positive impact in the community or could
   potentially have an impact on the needs that you’ve identified, if not yet in place?
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Is there anything additional that should be considered for assessing the needs of the community?
 • How would having a community health needs assessment report available to you/your 
   organization be helpful?

Closing Script: “Thank you so much for your time and participation today . If you have any additional comments or 
thoughts after our conversation today, please feel free to reach out to either Courtney Kaczmarsky or Zack Flores . We 
will be collecting and analyzing the data for this needs assessment over the next few months and the final report 
will be available to everyone who participated, as well as the general public .”

Appendix C – Forces of Change & Care
Integration Assessment Summaries

Forces of Change Summary Report
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Care Integration Assessments
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Appendix D – 
Prioritization Criteria and Results

Prioritization Criteria
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Prioritization Results 

Prioritization Voting Part 1 Results

Prioritization Voting Part 2 Results
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Demographic and Secondary Data Sources
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