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This document is a CarePartners facility-specific summary of Community Health Needs 

Assessment (CHNA) process and findings. For more process and data details on counties within our 

defined community, specific health data, and the collaborative community health assessments for each 

county, see:  

 

● Buncombe County – Community Health Assessment Online document: 

http://www.buncombecounty.org/common/health/CHA/2016-community-health-assessment.pdf  

 

Our Community Health Needs Assessment process and product were also supported by technical 

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

coordinated process between hospitals, health departments, and their partners in western North Carolina 

to improve community health.      

http://www.buncombecounty.org/common/health/CHA/2016-community-health-assessment.pdf
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1 – EVALUATION OF ACTIONS TAKEN SINCE PREVIOUS (2012) CHNA 
 

Moving the needle on population level health priorities requires an array of initiatives across the 

community and is the collective accountability of the programs, agencies, and service systems striving to 

address these priority health issues.  As part of a collaborative response to addressing health needs in our 

community, our hospital facility is an important contributor to meaningful progress on these health 

priorities.  The brief summary below provides an overview of the progress and impact of actions taken 

since our last CHNA that was conducted in 2012.  

 

 

2012 Priority Area 1 Healthy Weight and Healthy Living 

Population Level Data:  

Research has shown impact of a person being overweight and obese contributes to their increased likelihood of 

developing diabetes, hypertension, hyperlipidemia, asthma, and some cancers. In 2012, 65% of the adult 

population in Western North Carolina was considered overweight. This is defined as having a Body Mass Index 

(BMI) of >25. While the “obesity epidemic” is a term frequently used in media, the health concern is not the 

weight in and of itself, but the chronic disease and disability associated with unhealthy weight.    

Collaborative Efforts:   

CarePartners collaboration efforts have focused on a variety of community partners, including but not limited to: 

YWCA of Asheville, MANNA Food Bank, Healthy Buncombe, WNC Healthy Kids, Buncombe + Asheville City 

Schools, Community Care of WNC, Land of Sky Regional Council, Mountain Area Health Education Center, NC 

Center for Health and Wellness, Rainbow in my Tummy, WNC Alliance, WNC Pediatric Care Collaborative, and 

Mission Hospital and their various projects.  

Implementation Strategy Update 

Hospital Strategy Evaluation/Note 

Hospital strategy 1: Support community efforts 

to increase the number of people who have 

access to screening, education and follow up 

related to being overweight and/or obese and 

their related chronic conditions.  

Through the CarePartners Asheville Mall Walkers program, 

we held monthly health clinics serving 20 – 30 individuals 

per month. In addition we offered free blood pressure 

screenings following approximately 15 people per year 

over the past 4 years. 

In collaboration with Mission Health, CarePartners 

participated in 24 health fairs over the past two years, 

offering health education on managing chronic conditions, 

health education, and screenings.  

The annual Mindful Living Program has assisted residents of 

Buncombe county in balance screenings, education about 

home safety practices, community resources, and home 

exercise programs. The program reaches approximately 

50 people a year.   

As part of the Mountain Coalition for Health Care Decisions, 

CarePartners offered free classes to help community members 

complete Advance Directives, working with MAHEC + 
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CCWNC to offer workshops in low income settings, 

including Battery Park Apartments and Senior meal sites in 

Buncombe County.  

In 2013, the CarePartners Balance for Life program 

evaluated over 100 people (45 of those evaluations were part 

of the Mindful Living program). Services for community 

members included balance and gait training, home safety 

recommendations, and exercise programs. In addition to these 

Outpatient services, all of service lines provide falls risk 

assessments to our community.  

Hospital strategy 2: Promote increased 

physical activity for the public in our 

community. 

 

In 2015 we offered free dance and movement classes to 

Parkinson’s patients, serving 15 individuals in the 8 week 

series. Approximately 80% of participants expressed an 

increase in mobility and decreased falls risk.  

CarePartners offers additional low cost group exercise 

programs including Tai Chi and Aquatic Therapy classes.  

With our Mindful Living program we educate 

approximately 50 people annually on healthy living and 

how to access resources to help them age in place. In 

addition with our Balance for Life program noted above we 

have a Balance for Life Day, offering free balance screenings, 

information, resources, and practical tools regarding falls 

prevention.  

Sponsored approximately 4-6 events per year in 2013 -- 

2015. Including, the Chamber Challenge, The Amazing Race, 

and CarePartners for United Way 5K. 

 

 

2012 Priority Area 2 Women’s Preconception Health  

Population Level Data:  

Preconception health can have a direct effect on the birth outcomes of a community. In Buncombe County in 

2014, 17 babies died before their first birthday. In 2011 the rate was 5.2 infant deaths per 1,000 live births, and in 

2014 it was 6.6 per 1,000. Many of these deaths are preventable. Buncombe County’s infant mortality rate is 

largely attributed to premature births and low birth weights, and both prematurity and low birth weight are often 

connected to the health of the women before they become pregnant. Further, African-American infants in 

Buncombe County are 2.6 times more likely to die before the age of one than white infants. In 2011 the rate was 

2.4. Working to help all women be healthy before, during and after pregnancy is the best way to save babies’ 

lives and improve the health of our community.  

Collaborative Efforts:   

This area of care is not a clinical core-competency of this organization. However, CarePartners sponsors events 

and has Board membership on various partnering agencies including the county schools, MAHEC, and YMCA.  

CarePartners affiliate, Mission Hospital, has specific strategies and resources to address this community need.  
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2012 Priority Area 3 Children’s Health and Early Child Development  

Population Level Data:  

The five years between when a baby is born and when that child shows up for the first day of kindergarten can 

have a lasting impact on that child’s health and success. Early Childhood Development is a major health concern 

across Western North Carolina. CarePartners pediatric care services include a Home Health program for baby’s 

suffering from neonatal abstinence syndrome. In addition to home care, CarePartners works with community 

agencies to support childhood development 

Research shows that early high quality education is a very effective way to improve childhood development. 

However, 69% of young children are not enrolled in formalized quality care, including a large portion of children 

whose families are struggling to make ends meet. 

Collaborative Efforts:   

CarePartners clinicians have been deeply involved in caring for infants with neonatal abstinence syndrome (NAS)  

and educating area home health practitioners in the best practices surrounding the care of a baby with NAS from. 

A baby born to a mother diagnosed with substance use disorder can suffer the same type of withdrawal symptoms 

as an adult. The symptoms can include excessive crying, insomnia, and difficulty gaining weight. CarePartners 

has hosted regional education sessions to bring local providers up to date information and best clinical practices.  

Our community efforts have focused on support and education on Adverse Childhood Experiences (ACEs) and 

the impact that early harmful or traumatic events can have on someone throughout their lives, impacting their 

future health and success. The ACE Learning Collaborative for Buncombe County is a collaborative group of 

organizations (healthcare providers, schools, and community groups) who are working together to provide 

support for children struggling with difficult childhood experiences. The goal of the group is to create healthy and 

resilient families and communities.  

While CarePartners works with the specific neonatal abstinence population, early childhood development is not a 

clinical core-competency for CarePartners. Our affiliate Mission Hospital has the resources to sufficiently address 

this community need. 

Implementation Strategy Update 

Hospital Strategy Evaluation/Note 

Hospital strategy 1: Increase the intervention 

and treatment for vulnerable babies and families 

returning home from the hospital.    

As the leader in WNC Home Health services CarePartners 

offers services for vulnerable Neonatal Abstinence Syndrome 

(NAS) babies who are returning home to face a wide array of 

difficulties in growth and development. CarePartners 

provides clinical education to families and caregivers, in 

addition to counseling and support services.  

The CarePartners Foundation hosted training classes in 

Buncombe county and provided education 14 pediatric 

Home Health Nurses from regional counties. The clinical 

team in Buncombe County reaches approximately 40 

families per month.   

 

 

 

 



    

7 

 

2012 Priority Area 4 Access to Primary and Mental Health Care 

Population Level Data:  

Access to both primary and mental health care services continues to be an issue in Buncombe county. At the time 

of the last CHNA, 12% of Buncombe county residents reported they were unable to access needed medical care 

at some time in the past year. In Buncombe county 72% of residents felt it was difficult to access good care 

compared to 67% of residents across WNC.  

Collaborative Efforts:   

CarePartners collaborates with a number of local groups include Community Care of WNC, MAHEC, BCHHS, 

Innovative Approaches, Buncombe County Department of Health, YMCA of WNC, YWCA of Asheville, the 

WNC Health Network, and the Mission Healthy System. The region is now recently served by a behavioral 

health urgent care center and Family Justice Center.  

Implementation Strategy Update 

Hospital Strategy Evaluation/Note 

Hospital strategy 1: CarePartners 

endeavors to serve anyone benefiting from 

our services without regard to economic 

condition. Discounts of 15-100% are 

available based on a sliding scale of the 

Federal Poverty Guidelines.  

In 2014, 9.6% of CarePartners admission were Medicaid patients, 

for a total of 1,757 patients up from 8.9% in 2013 (1,638 

patients.) In fiscal year 2013 CarePartners provided just over 

$400,000 in charity care.  

Hospital strategy 2: Bereavement services 

are available to all who are experiencing 

grief as related to the death of a loved one. 

Ability to pay is not a consideration to 

receive support.  

CarePartners offers grief counseling services and support to 

community members. In fiscal year 2014 the Bereavement group 

saw 374 client, 68 of the clients were part of our Kids Path 

program that offers individual grief counseling, group programs 

and session at local schools for children ages 5 to 17.   

In addition to the individual sessions, CarePartners offers grief 

group support classes to the community on a weekly bases. In 

addition we’ve host bi-annual and annual memorial services for the 

community.  

Hospital strategy 3: Hospice services are 

available to all without regard of the ability 

to pay. 

Over the past 2 years, Hospice has served over 100 families a 

month, providing care to providing holistic care that includes 

social workers, chaplains, and music therapists in addition to the 

nurses, therapists, and physicians.  

Hospital strategy 4: Partner with 

MAHEC, CCWNC, and WNC Health 

Network to provide information on 

Advance Directives and end of life 

planning.  

In collaboration with our community partners, CarePartners helped 

establish the Mountain Coalition for Health Care Decisions 

(MCHCD), which provides free monthly clinics to complete 

Advance Directives. Clinics are attended by an average of 5-10 

people monthly.  

In January of 2015 we educated community physicians around 

the Advance Care Planning reimbursement ruling from CMS, 

and provided trainings, resources and support for implementing 

Advance Care Planning as part of routine care for patients 65 and 

older. We’ve educated 5 Respecting Choices Facilitator 

Trainers, who have gone on to educate and support over 30 

trained facilitators in WNC.  
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We established Advance Care Planning processes in the MAHEC 

family practice, and our PACE program, insuring that Advance 

Care Planning is a part of routine care.  

In addition we’ve developed resources for the community to use 

in promoting ACP, included a “Before I Die” Wall, testimonial 

videos, and educational “how to” videos that will help 

community members complete Advance Directives. We’ve 

increased community awareness hosting quarterly movie 

screenings with Q&A panels. Advance Care Planning Facilitators 

have gone to twice a year, annually to local low-income housing 

facilities and help residents complete documents, each session is 

attended by 2-8 people. 

 

As we move forward with partners in implementing efforts in response to the 2015 CHNA presented in 

this document, we will continue to build our capacity around evaluation through using Results-Based 

AccountabilityTM as a framework for understanding the results we are achieving.    
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2 – COMMUNITY HEALTH NEEDS ASSESSMENT PROCESS (2016) 
 

Community Served 

CarePartners is the primary post-acute care provider in WNC serving 15 counties, and is CarePartners is 

an affiliate of Mission Health System. CarePartners’s provides the following services in Buncombe 

County, Rehabilitation Hospital, Home Health, Hospice, Adult Day, Outpatient Rehabilitation, Private 

Duty, Orthotics and Prosthetics, and PACE (Program of All-inclusive Care for the Elderly). 

Description of Buncombe County can be found in the Community Health Assessment: 

http://www.buncombecounty.org/common/health/CHA/2016-community-health-assessment.pdf 

Data Collection Process  

The following section describes how data was obtained, compiled and analyzed in our assessment 

process.  

 

WNC Healthy Impact 

WNC Healthy Impact is a partnership and coordinated process 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.  CarePartners is also 

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. 

Core Dataset Collection  

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

Impact regional core set of data. 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 target population 

compared to the other WNC regions 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 

● Email key-informant survey 

 

See Local Community Health Assessments from Buncombe County 

http://www.buncombecounty.org/common/health/CHA/2016-community-health-assessment.pdf for more 

details on the regional data collection methodology. 

http://www.buncombecounty.org/common/health/CHA/2016-community-health-assessment.pdf
http://www.wnchealthyimpact.com/
http://www.buncombecounty.org/common/health/CHA/2016-community-health-assessment.pdf
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Additional Community-Level Data 

Community-level data was collected to improve accuracy and paint a clearer picture of health issues in 

Buncombe County. In Buncombe County, additional data includes a survey of residents in a public 

housing community, a survey of women in the community about their experience with intimate partner 

violence, a survey of pregnant women in the community about who helps them have healthy pregnancies 

and healthy babies, and a survey of community partners and professionals working in health services.  

 

Details about additional community-level data collected for this process can be found in the Local 

Community Health Assessments from Buncombe County 

(http://www.buncombecounty.org/common/health/CHA/2016-community-health-assessment.pdf).  

Gaps in Available Information 
Beyond the typical limits of data, such as sample size, geographic focus, and being out-of-data, there are 

few known gaps in the available information:  

- A change in the format of data collected on women who smoke while pregnant, limits accurate 

comparison to 2012 data.  

- Some populations are not represented in survey data due to information gaps, such as homeless 

persons, members of some race, ethnic, or immigrant groups, institutionalized persons, and those 

who speak a language other than English or Spanish.  

Online survey data is impacted by the usual limitations of technology literacy and access, as well as the 

use of findings based on self-reporting.  

Community Input 

Throughout the collaborative health needs assessment process in our community, input was obtained in a 

number of ways.  See below for a list of the organizations that provided input into this process, the period 

of time they were involved, how their input was obtained, and the nature and extent of their input.   

 

Agency Role/Contribution Method  Duration 

Mission Health Partner Financial & Advisory 

Support 

Full process 

Buncombe County 

Health and Human 

Services 

Lead -- Buncombe County 

Community Health Assessment 

and Improvement Process 

Assessment of 

community health; 

convening of Advisory 

Committee 

Full Process 

Mountain Area 

Health Education 

Center 

Partner Buncombe HHS contracts 

with MAHEC to support 

CHIP 

Full Process 

WNC Healthy 

Impact 

Partner Regional Coordination 

for CHIP process and 

data collection analysis 

Full Process 

 

http://www.buncombecounty.org/common/health/CHA/2016-community-health-assessment.pdf
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Community input in Buncombe County is led by the Buncombe County Community Health Improvement 

Process (CHIP) Advisory Board, comprised of 30+ community leaders who collectively lead and guide 

the process, including prioritizing health concerns recommending top priorities.  

 

More information about our community engagement can be found at the local community health 

assessments for Buncombe County: http://www.buncombecounty.org/common/health/CHA/2016-

community-health-assessment.pdf 

 

Our collaborative health needs assessment process solicited and took into account input from the 

following:  

Public Health Department 

In the collaborative assessment process for our community, the Buncombe County health department is a 

key partner. They provided coordination for the local process that we help support and partner to 

implement. 

Medically underserved, low-income, and minority populations 

Our process included input regarding the needs of medically underserved, low-income, and minority 

populations in two ways.  (1) As part of our collaborative data collection effort, a community-wide 

telephone survey was conducted to better understand the specific health needs and status of all of the 

community, which includes these special populations.  (2) In addition, a survey of key informants was 

conducted to gain input from the individuals and organizations in our community representing the 

interests of these populations in their local efforts.   

Written Comments  

Our facility also considers any written comments received since the last CHNA and implementation 

strategy. CarePartners Health Services offers the community access to it CHNA and strategy on its 

website, and our partner’s website www.mission-health.org. We accept comments through the 

Community Investment office. Our organization has not received comments or feedback on previous 

document, and will continue to invite feedback. 

 

 

 

 

 

 

http://www.buncombecounty.org/common/health/CHA/2016-community-health-assessment.pdf
http://www.buncombecounty.org/common/health/CHA/2016-community-health-assessment.pdf
http://www.mission-health.org/
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3- HEALTH NEEDS IN OUR COMMUNITY  
 

Health Status  

Data on the health status of our community in Buncombe County, and health factors that influence health 

are included in the full community health assessments for each county in our community.  See Buncombe 

County assessment for these details: http://www.buncombecounty.org/common/health/CHA/2016-

community-health-assessment.pdf 

 

The collaborative local assessments include a basic review of trends and progress and changes in health 

status for the broad community.  These assessments also include details on populations at risk or facing 

health disparities in our community.   

Health Issues  

Process  

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

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

health issues:    

● County data deviates notably from the region, state or benchmark 

● Significant disparities exist 

● Data reflects a concerning burden, scope or severity 

● Surfaced as a priority community concern 

 

Identified Issues  

The following health issues were surfaced through the above process:  

 

Buncombe County:  
 

● Adverse Childhood Experiences: Specific types of adversity that occur in childhood and re 

linked through adulthood with health problems, poor school performance, substance abuse, 

violence, mental illness, and chronic disease.  

 

● Infant Deaths: elevated rates of infant mortality and racial and ethnic disparities in deaths of 

infants before the age of 1.  

 

● Obesity & Related Chronic Disease: increasing adult and child obesity and diseases associated 

with that, such as diabetes, heart disease, etc.   

 

● Diabetes: prevention, identification, and management of Type-2 diabetes.  

 

● Falls in the Aging: preventing falls among an increasing population of residents age 65 or older. 

http://www.buncombecounty.org/common/health/CHA/2016-community-health-assessment.pdf
http://www.buncombecounty.org/common/health/CHA/2016-community-health-assessment.pdf
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● Intimate Partner Violence: reducing incidence of intimate partner violence and ensuring capacity 

and access to keep victims safe.  

 

● Substance Abuse: addressing drug overdose deaths, both intentional and unintentional.  

 

● Suicide: addressing increasing suicide rates in the region. 

 

● Sexually Transmitted Diseases: reducing occurrence and increasing education and screening for 

sexually transmitted disease.  

 

● Advance Directives: increasing education about and use of advance directives among residents.  
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Priority Health Issues 

Process & Criteria 

 

Buncombe County Department of Health and Human Services led the partnership with CarePartners, 

Mission Hospital, Mountain Area Health Education Center (MAHEC), and WNC Healthy Impact to 

complete the Community Health Assessment (CHA) process. As part of the Community Health 

Improvement Process (CHIP), the CHA was completed with the oversight and support from the CHIP 

Advisory Board, a group of community leaders whose mission is to provide leadership and support to 

improve the community’s health through collective action.  

 

The criteria used to select these priority health issues were ranked based on relevancy (How important is 

this issue?), impact (What will we get out of addressing this issue?), and feasibility (Can we – as a 

community – adequately address this issue?). The top highest scores were used to identify health 

priorities.   

Identified Health Priorities 

The following health issues are the final community-wide priorities:   

 

Buncombe County:  
 

● Obesity & Chronic Disease Prevention  

 

● Intimate Partner Violence 

 

● Substance Abuse Prevention 

 

● Infant Mortality  

 

 

In our facility specific Implementation Strategy, we will discuss what role our facility will have in 

leading, collaborating on, or supporting others in responding to these health issues.   
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4 - Available Resources 

Health Resources Inventory 

WNC Healthy Impact provided 2-1-1 datasets that the Buncombe CHA Data Team reviewed to assure an 

updated resource list was accessible via phone and web 24/7. The community partner survey also asked 

about available health resources to better understand what services were the most difficult to access. In 

addition, BCHHS developed a resource guide for often-requested services, offering a printed copy to 

some community members requesting it. The ACE Collaborative revised this resource guide to include 

resources for those experiencing adverse childhood experiences, available at www.buncombeaces.org 

website.  

  

Findings 

In Buncombe County, among community health partners, mental health services were seen as the most 

difficult to access, followed by chronic disease care and dental care. These services were well represented 

in the 2-1-1 Database and the information was accurate. The PRC Key Informant Survey yielded health 

resources commonly used by community leaders, including: 2-1-1, ACA Marketplace, Asheville and 

Buncombe County Greenway Maps, Blue Cross blue Shield Foundation of NC, Buncombe County Bike 

Map, Buncombe County Health Assessment, Food Finder, North Carolina Association of Free Clinics, 

Pediatric Care Collaborative, and the Senior Resource Directory by the NC Bar Association.  

 

Resource Gaps 

In Buncombe County, the key resource gap, as identified though the PRC Key Informant Survey, was 

affordable housing.  

  

http://www.buncombeaces.org/
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5 - NEXT STEPS 

Sharing Findings 

Our facility will post its CHNA report on CarePartners website. The paper copy of our CHNA will be 

made available, upon request, at our hospital free of charge. Comments and suggestions will be accepted 

from the public by e-mail at communityinvestment@msj.org  

 

Collaborative Action Planning 

Our hospital facility will participate in a collaborative action planning process with our community 

partners which results in the creation of a community-wide plan at the county level.  Our hospital will 

then develop a facility specific implementation strategy that speaks to our specific contributions to the 

identified priority health issue. We aim to leverage existing assets, avoid duplication, and implement 

evidence-based and innovative efforts, while working towards a vision of collective impact.  

 

 

 

 

 

 

 

8/30/2016 

Date adopted by authorized body of hospital facility 

  

mailto:communityinvestment@msj.org
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APPENDIX 

Appendix A – Buncombe County Community Health Assessment Report  
 http://www.buncombeounty.org/common/health/CHA/2016-community-health-assessment.pdf 

 

 


