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Presentation Agenda

- Introduction

- Complexity of terms and blending models

- Introduce ResultdasedAccountabilityMframework and key terms
- Share our approaches: partners, processes and measures

- Identify lessons learned and recommendations

- Facilitate discussion about additional measures and what resonates

= N.C. Center for
= Healthc.Wellness

at UNC Asheville

Culture of Resultsw



nnnnnnnn
3

ville
geon Forge
N C C e I lte I I O I I I e altl l al l d We I | | Greenville 9Spartanbug oRog ), 4
o
Anderson i
Hogeate . Total Workshops - All Programs.
Amne s L <A S oUTH O 1013
'%'“a AAAAAAAA iyhio BEAER I 13026
o= 1> Adken 7 Il 251039
o Ml 3900126
Augusta

Mission Heat Map of NCCHW Initiatives
Impact across NC

Develop equitable opportunities that lead to healthy North Carolina Communities.

What We Do

NCCHW works to impact policy, build capacity and ignite community initiatives by working through
a web ofcrosssectorrelationships organized around building healthier places throughout the
state.

HowWe Work

Cultureof Results is a training and technical assistance program that supportsastie

Initiatives, as well a®calpublic health departments, hospitals, clinics, universities and community
providers to measure impact and improve resuffsitureof Results team members engage

partner organizations in learning and using a framework known as Réssésl Accountability

(RBA) and its evidendmsed, common sense tools to plan and evaluate their projects and

services. = N.C.Center for
Health<:Wellness

at UNC Asheville
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Accountable Care

Length of Life (50%)

Communitiex Why Measure — =

Accountable Care Communities (ACCs) are an emerging promising m
for addressing the social, behavioral, and economic factors that impac
health outcomes and health care cost (social determinants of health).
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a ! / Have the ability to inventory existing and needed community
resources, proactively target individuals within the community and guic
them towards needed resources, and allow and facilitate navigation ac
community and health system services

a 9 I obtKese functions is dependent upon the ability tshare identified ‘
and deidentified datathat improves coordination and efficiency of I
service delivery, provides an understanding of the community’s social SSSSEEEEEES T
health needs, and allows all participants to evaluate their impacton =™
health utilization and populationbased outcome® ¢

glesciaqnd Dulin, Accountable Care Communities: Moving frétealth
areDelivery Systems to SystemgsHdalth, 2017)
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Health Factors
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Tobacco Use
Diet & Exercise
Alcohol & Drug Use

Sexual Activity

Access to Care

Quality of Care

Education
Employment
Income
Family & Social Support

Community Safety

Air & Water Quality

Housing & Transit
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The Complexity of Social Determinants of
Health and Categories

Neighborhood

| Health Care

Social and

Education Community
Context

Social determinants of health ao®nditions in the environmentsn
which people are born, live, learn, work, play, worship, andthgeaffect
a wide range of health, functioning, and qualxyf-life outcomes and
risks (Healthy People 2020 Definition)

Example®f these resources include safe and affordable housing, acce
to education, public safety, availability of healthy foods, local
emergency/health services, and environments free ofthileeatening
toxins.

SDOH areften sorted into categoriessuch as neighborhood and built
environment, health and health care (accessibility and quality), econor
stability, educational opportunities and social and community context.

Partnerships showcased today developed various categories.for captu

complex SDOH influences. = N.C.Center for
= Health<.Wellness
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SDOH Act on Many Levels:
SocialEcological Model of Influences

Social determinantare conditionsfor health and the
Interactions between people and each other, institutions,
environments and policies.

PUBLIC POLICY % "'"/\
“auond.lhb. loeaua.,o e .“\ A
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INDIVIDUAL
puitudes, Knowledge, Skijg,




Built
Environment

Social and

o Community
Laws, Policies, Context

Systems
Strengthening,

’ Interactions ’

Health and
Health Care

Economic
Stability

Neighborhood,
Built Environment
and Polices

Social and
Community
Context

Health and Health
Care Services and
Systems

Individual
Education and
Employment




Examples of Soclial and Physical Determinar

AAvailabilityof resources to meet daily needs (e.g., saféResidential segregation

housing and local food markets) ALanguage/Literacy
Mccess to educational, economic, and job opportunitiésccess to mass media and emerging technologies (e
MAccess to health care services cell phones, the Internet, and social media)
/Quality of education and job training MNaturalenvironment, such as green space (e.g., tree:

AAvaiIabiIi_ty of communitypased resources in support oland grass) or weather (e.g., climate change) _
community living and opportunities for recreational anBuilt environment, such as buildings, sidewalks, bike

leisuretime activities lanes, and roads
ATransportation options ANorksites, schools, and recreational settings
MPublic safety Mousing and community design
/Social support fExposure to toxic substances and other physical haz
/Social norms and attitudes (e.g., discrimination, racistBhysical barriers, especially for people with disabilitie
and distrust of government) AAesthetic elements (e.g., good lighting, trees, and
JExposure to crime, violence, and social disorder (e.g.benches)
presence of trash and lack of cooperation in a ulture .
community) . = NC.Center for
ocioeconomic conditions (e.g., concentrated poverty Reafth . Wellness
and the stressful conditions that accompany it)



ResultdbasedAccountability: Finding Focus!

Basic principles:

ACommon ground start with the result (end) and work backwards to the strategies (means)
ACommon language; inclusivity and transparency (see handout)

ACommon sense free tools and exercises that can be used again and again

RBA is a process (seven steps of thinkimget product(s)

Clear Impact Scorecard as platform to share results, data (community indicators and
performance measures, and stories behind them) about strategies

RBA has been recognized by the Center for Disease Control (CDC), the National Institute of
Health (NIH), the NC Department of Health and Hu®arvicesfoundations, hospitasystems,

andothersgovernmental agencies as an effective practice for evaluatiorpérhing
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Distinction Between Types:

PopulationAccountability PerformanceAccountability
About thewell-beingof About thewell-beingof
WHOLE POPULATIONS CUSTOMERS (Peoptrved/Changed)

wStates wOrganization
wWCounties/Cities WProgram

wWSubgroup within an area WProjects

Ex: Alcustomersserved by an Accountable
[ V' NB [/ 2YYdzyA(leQa aarl

Ex: All residents North Carolina
Pregnant mothers iMorrisville




RBA Framework

Th e POPULATION ACCOUNTABILITY
EN DS RESULT: Community conditions of health and well-being
COMMUNITY INDICATOR:
Community-wide measures to reflect progress towards achieving results
Through
PERFORMANCE ACCOUNTABILITY: STRATEGY
CUSTOMER RESULTS: Changes from strategies/programs
The PERFORMANCE MEASURES: How much | How well
did we do? did we do
Measures of strategy or program impact: L
MEANS oL program ime
Is ahyone
better off?




RBA Framework: ACC Example

The
ENDS

Through

The
MEANS

Carolina

POPULATION ACCOUNTABILITY

RESULT: Healthy, safe, thriving and supported communities across North

COMMUNITY INDICATOR: % of North Carolinians Making Living Wages

PERFORMANCE ACCOUNTABILITY: STRATEGIES

CUSTOMER RESULTS: Economically secure families

PERFORMANCE MEASURES:

# of community resources inventoried (how much), % of people in need who
are referred to community programs (how well), % who increase their
household income through participation (better off)




Examples of Partners, Processes and Meas

1. nity Food StrategleReglonaI Community Indicatordviulti-year work to train partners in RBA,
R t2LIAY 3 yR LINAZ2NAGAT Ay3a O2YYdzyAdde )\yR)\OIU
O WS¢ UKNRIdAK 1Seé adaN}XasS3IaAsSa
2

.WNC Healthy ImpaetRegional Priority Scorecard for SDO&lLpport the network in creating regional
community health assessment priorities (3) including SDOH, and community indicators infused with R
processes

commu
SOS
dzN

3. Futures GroupCrosswalk of Asheville and Buncombe County Strategic Plslnstidisciplinary
research team reviewed strategic plans for overarching themes and sample measures

4. Mobilizing Action for ResilienCCommunitiesTrainingsF 2 NJ ¢ G0 A LILJA Yy 3 3INI y i€ NE
overarching measures and connected to community indicators

5. Mothering Asheville Steering Committe@&®BA exercise to create the vision grant proposal and
prioritize measures; ongoing evaluation support for alignment across measures and with key strategies

: NC Center for
Health Wellness

t UNC Asheville

Culture of Resultsw



(\’) COMMUNITY FOOD STRATEGIES
A visioning exercise based on the Results Based Accountability (RBA) framework was L Enpowerlocal fOOd cou nC| IS Wlth

conducted at six regional food network gatherings across North Carolina in 2016. COSN}T"‘R&K\:I‘.!;\G'::EOSOD knOWIedge and Org anlzatlonal CapaC|ty to
L2 aAGA@GBSE & AYLIE OG0
food and farmeconomy.

REGIONALVISIONING DATA

RESULT:
A thriving, sustainable community-based food
system across all of North Carolina.

EXPERIENCE: - prer Process:Conveningsvith food councils
The wordcloud to the
St s pleineo thl " Rebaugarts and partners across the state to understa

ke g S— = otk | . regional priorities for food systems chang
indicators

TOP INDICATORS BY REGION:

Common indicators identified in three regions are in blue.

Sample Community Indicators:

CHARLOTTE: SOUTHEAST: ) ] )
2 4 ol seion), consmamity hoeue garens 7 Tt pope o o il e TR, A % of producers/population with a livab
«  # of farmland acres in production * % of food secure families * % of food budget spent on local products
* % farmers making a livable wage * % of population with a healthy weight * Distance to healthy food outlet Wage
= # of restaurants sourcing local foods * § of local food sales . ?VOf popu:atlm:j that is food secure
. Distance from resident homes to purchase - Amount of direct sales by local farmers e ater quality indicators A HH

local, healthy food £ g *  Profits from local farms % Of fOOd secu rmm I IIeS
«  # of GAP certified farmers TRIAD: *  # of schools teaching agriculture curriculum A . . .
- Average age Of farmers = % Of farmers markets that accept SNAP, EBT.W'C, . Happiness index D I Stan Ce (I OWn CO m e) res I d e ntS to

senior vouchers

NORTHEAST: + Distance low-income residents are to grocery YYESTERN: h ealthy fOOd 0 UtIEtS
= # of supply chain connections store * % of population with a livable wage

# of economic opportunities in food & farming for = % of local institutions sourcing local foods * % of food secure families

people of color and/or low-income individuals = Happiness Index * % of population with chronic disease
= # of viable small farms * % of population that is food secure »  #offarmland acres in (food) production
s % of population with chronic disease related » % of population with diabetes or * $ oflocal food sales

to diet or food production hypertension * # of pounds of food diverted from landfills
s  $ of local food sales = # of favorable policies supporting local foods * % of community satisfied with leadership and their

# of minority farm owners or principle operators ability to be heard

# of acres in small-scale production *  $ of SNAP vouchers at farmers markets

www.communityfoodstrategies.org




WNC HEALTHY IMPACT INITIATIVE
Partnership and coordinated procg460 2 dzy liogpBais Q WNC —————
+ public health agencig$o assessealth needs, develop

collaborative plans, take coordinated action, and evaluate HE ALTH

What “fell
off” the list

Locally

identified

What the
regional

rogress andmpact. priority due to ’ data tells
i P —— NETWORK —— | wear | [ fousbiie
Process:Datacollectionfor Community Health Providers Working Together | )
Assessment@CHA) andCommunity Health Improvement
Processe$CHIP) across WNEocialDeterminants Regional Priority Areas
Regional Priority Scorecar@raft) developed to address : gﬂéﬂ?ﬁﬁfﬁﬂi::@ﬂ?ﬂ ffei“.?ﬁ agement
regional priority at a local leveby: Connectindgo regional e
partners, evidencdvased interventions, local news & o B e o e e G e
research and fundingpportunities; Displayinghared . e st < i St Edtetion et mea s 35 N s s
topics of interesffor peersupport, alignment, antearning; - Households with Limited/No Engifsh w15 200 S0 0%
|dentifyingsharedperformance measure& regional ° 215 23135 S0 0%
Comparlsomata © Low Access to Food Sources 2012 10474 =>0 0% =
© Households Living in Rental Housing 2015 95,205 A s 11% A
Sample Community IndicatofSee Scorecard) weomE g
© Crowded Households (>1 person/room)
Sample Strategies and Resourdedverse Childhood . s sere w1 a2
Experience€ollaborativesClinical/Community o 215 01617 A5 11 A
Connections, Early Childhood Education, Food Security, - Unemployed Individusts rthmetc mean) e
HOUS”’]Q’ SDOH Egunx ° Uninsured Individuals 2015 83849 N 3 -27%




_ FUTURES GROUP: ASHE\BUNECOMBEOUNTY
Overarching Themes STRATEGIC PLEBROSSWALK

- Forumfor discussing and catalyzing actions that will
. :
Six Overarching Themes in All Reports- Connected to Diversified Economy and Increased Equity advantageAVL/ BQive yearS out an@eyond .

#1 EMPLOYMENT CREATION

-including education to some extent . .. .
#3 BUILT ENVIRONMENT: AFFORDABLE, QUALITY HOUSING & REAL ESTATE planS an_d SyntheSIZed prlorlty areas and themes'_ Found st
INFRASTRUCTURE overarching themesand presented sample strategies and

#4 TRANSPORTATION performance measures for each as well as other findings.
#5 LAND USE PLANNING AND ENVIRONMENTAL SUSTAINABILITY

#6 HEALTHCARE
Three Themes Connected to Other Focus Areas (Aligned with Futures Report; not present across all Sample CIS and PMS
reports) Employment Creation:

i; i:::‘;z ‘:éi{::REHlp A % employmentates in disadvantaged communities (CI)
19 COMMUNITY ENGAGEMENT/COOPERATION A #of new jobs with earnings above $50k announced
through the Chamber of Commerce (PM

Training and Support:

A # of children enrolled in fourand fivestar rated child care
centers(PM)

A # of participants in financial education classes through
OnTrackFinancial (PM)

Community Engagement:

A # of citizens applying for Buncombe Coubbards (CI)

Local Strategic Plans Reviewed:

LivingAsheville: Comprehensive Plan for Our Futg®ay 2017
Buncombe County Sustainability Plan UpdagMarch 2017
AVL 5X5 VISION 20gMec 2015

GroWNC Regional Plan for 20€May 2013



http://www.ashevillenc.gov/departments/urban_design/comprehensive_plan/default.htm#draft
https://www.buncombecounty.org/common/planning/sustainability-plan-update.pdf
http://www.ashevillechamber.org/sites/default/files/asheville-5x5/EDC_AVL_5x5_Vision_2020.pdf
http://www.gro-wnc.org/pdf/Regional%20Plan/GroWNC_Regional_Plan_Final_small.pdf

Building a More Resilient Community

. e It means that you cas
Being resilient

means being able to roll

with the punches, power 10 get throagh life's
day to day challesges, but
sometumes the challenges
can become overwhelming
and we caa't do it alcae.

Bancombe County i woeksag 10 grve our
commanity a strong foundation by supporting
inituatives that badd resiliency. If we work
together we can create a stronger, safer, more
rentheat communtty.

When things get tough, we
support one another and
tip the balance toward
positive outcomes.

Buncombe County is Resilient Positive support can

como from many

The peopie of Buncosbe County aze sdevady -
different sources

resthent. Whes Shags pet tough, we mpport
one another and tip the belance toward postrre
ouicomes It 15 Ble 2 scale with negative weights o

'y & *
O A5ls A0d posikise wights on s b Buncombe County is Resourcoful

When the positives outweigh the negatives, you
a7 Spping towasds Beag renbeat. Positive suppost
can come from maoy didfereat somces includiag
vour fxmily, fnends, fath, and from within

Restlieacy is supported when strong public structures are
2 place that belp peevent barm, 20d belp people thrsve, Just
EXke investiag in roads and highways 10 make travel safer, &t
55 crttical to tovest n supports that help communities come
Sogether to tackle servons tseues.

Like 2 power grid, many partners come together to budd
the resource grid, azd ultimately, commensties can fill out
their own grid of resources with uniqoe, comupanity dased
solutions to wmoque challenges

It can mesn reaching out to those aronad you
that need belp, or accepting the help of
others. It can Jook ke 2 community
garden or 1t can sound like a chotr
maging. 1t can feel like Mting up and
seeing clearly

FUNDEBYHEALTHEDERATIOSFPHILADELPHMND THEROBERWOODJOHNSONFOUNDATION

MOBILIZING ACTION FOR RESILIENT COMMUNITIES (MARC)
Creatinga traumainformed workforce and bolstering community awareness
the impact of trauma and resources to prevent and h€glpingPointGrants

WauLli®a RUA DS T DR NEASBEIRI WNSTF T

Process:RBA trainings for staffar@d G A LILIA Y3 L2 AY G€ 3TN
LISNF2NXIF YOS YSIF&adzZNB&az | I3aINBIFGS
community indicators for CHIP, trauma and resilience

Sample Community Indicators and Ar¢s@me race/ethnicity comparisohs

t 20SNI & YSIadaNkaz daSlkf DIFLE 00dzR!
measures, access measures (to food, health care), poisoning deaths,
CPS/maltreatment reports, early intervention services enroliment,
unemployment rates, incarceration rates, graduation rates, premature deatt

Sample Performance Measures:

# of community partners/agencies engaged

# ofresourcescreated

# keytypes of development evaluation activities conducted Isyaff

$ invested (through grant) AND by community (comparison)

# of changes madecommunity partners/providers who increased resiliency,
coping skills, knowledge and improviedhaviors




MOTHERING ASHEVILLE
Advocatefor institutional policies that address structural racism, implicit bias
accesgo care, and social determinants loéalth to promotencreased access
preventiveservices in communHyasedsettings (for Black women).

ProcessRBA exercise to exreatevision for implementation grant proposal
prioritize community indicators and performance measu®@sorecard to revie
regularly, track progress and revisit connections to strategy areas.

Sample Community Indicatosace/ethnicitycomparison$ Disparities in IMRs
poverty rates, high school graduation rates, single parent households

Sample Performance Measures connected to each Strategy Area:

A Increase Community Capacity and Sustainabi#tit community leaders trained in facilitative leadership, breastfeeding,
doula services, safe sleep, or preconceptiotérconceptionrelated community advocacy

A Support a Clinical Shift to Communtentered Health% of AfricanAmerican pregnant women served by MA doulas whc
attend prenatal care within the first trimester, attend the postpartum visit, and deliver full term

A Impact Community and Environmental Policy Chafigef funding for Community Health Workers and reimbursement for
Doulas for pregnant and postpartum AfricAmerican women in Buncomi@ounty

A Expand Strategic Communications: # of earned media (web and print publications, broadcast) mentions of the dispari
infant mortality among African Americans and the efforts by CCHH in Buncombe County in local and statewide media




| essons Learned and Recommendations

1. BOTHWAYS WORKONNECT STRATEGIES TO RESULTS AND MEASURES
2. CONSIDERLIGNMENT AND ROLLING UP

3. MAKE COMPARISONBJNDERSTANNIEEDS AND TAKE AN EQUITY APPROA:
4. PROMOTE DADRIVEN DECISION MAKING

5. PRIORITIZE MEASURES TO STREAMLOMBMAHEXITY

=" NC.Center for
= Health<:Wellness
UNC Ashevill

at shevilie
Culture of Resultsw



1. BOTH WAYS WORK:

CONNECSTRATEGIES TO RESULTS- Strategies
ANDMEASURES o How much How well

U Start with the result and how you would did we did _We do
Y&l adNB Go0SGUSNI 2 FFé do? it? |
overall (community indicators) or the
people served (performance measures),
then work backwards to strategies

U OR Start with strategies (what you do or
plan to) and then connect to performance
measures and indicators

IS anyo
better off?

Results & Measures

Effect

_5\ N.C. Center for
Health<.Wellness
UNC Ashevill

at shevilie
Culture of Resultsw




' Whole population RESULT: Everyone in Buncombe County & haaithy |
safe and thriving. (Communities and indhiduals are more resdlent)
Population Indicators: Buncombe County Commurity Mealth
Impravement proeities:

= Intimate pariner vialence

2. CONSIDER ALIGNMENT
ANDROLLING UP "y

Chbesity & chronic dsease

SGN3I "4l

Population
Accountability

U Between YOUR performance measures Wmcm;:::mi::mm
Create multiple on-tamps for communities of color 1

(across projects or departments and rolling i Srep iy bosrins sl W

have a voice In developing iInfrastruciure is a critical

up to various levels of your agency) camponent ol resence

Performance Measures: CoThinkk

Lo
[
X
3
- 4
n

ySnouyy p

U Between your performance measures and i oot o
Community indicators N capacity tedldng workshopy/wvents % Incresme in inowledpe and capacity

0 community issms addeessed and N Incremme in waderdip development
.e . supported
U With partners measures R Wi o commnity argrgsmen
partrerkips W% Incresan n wfratncture

M

Is anyone | better off?

Comununities able 1O pnortae ssues More egutable outcomes
rolevant to them

SNYiIWN

Performance
Accountability

Nesource development

Communtty leaderyhp provded from Dverstty breech enovation and
within economic opgortunities

Investment i nest generaton and
muhlti-generational leadenhip




5. MAKE COMPARISONIRINDERSTANNEEDS ANIAKE ARQUITY APPROACH
U Stratify/disaggregate data and compare to take an equity approach and getea)fpliture

Percentage of Disadvantaged Students who Graduate High School in Four Years - Comparison

80
DS
80 o —— //w__”_;__-——
eyt z i /o_-(/
70  — /‘
” i)
® / »/
60 1’;—"-/_\‘ /‘—-*/‘
N c O O P —
5D s it \ e SRS
40
2006 2007 2008 2004 2010 2011 2012 2013 2014 2015 2018
o [Cl-HSCRD] P of DI wha Graduate High School n Four Years [Q-HSCRT] Pevventups of Students sha Craduats High Scheol In Four Years

o [CI-HSGRLEP] Umited Eng. Proficlency- Disng. HS Grad Rate -0~ [C1-HSGRSD] Stucdents with Disablfties— Disxg. HS Grad. Rate

Percentage of Students wheo Graduate High School in Four Years - Co

___-_c—"’"
il
90
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80 ’—-""'/;__-__-_,,(,.—-/" »—‘/ﬁ"___—‘
et c——
._—____-.——(‘
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B / '
50
2008 2009 2010 2011 2012 2013 2014 2015 2016
o [Cl=HSCRT] of who High Schoal In Four Years [@-HSCRAI] Amermn Indlans- Disag. High School Grad. Rates.

o [CI-HSGRA] Aslan — Dizag. High Schoal Grad. Rytes o [C-HSGRE] Biack — Disag. High Schocl Grad Rates  -o- [C1-HSGRH] Hispanic — Disag. Hiph Schinal Grad. Rates
-0~ [CI-HSGRW] Whita - Disag. High School Graduadon Rames




4. PROMOTE DADRIVERMECISION MAKING

U Review data regularly to determine needs, find gaps in services offered, allocate resourt

U Look at connections between performance measures and community indicators to ask:
U Are we doing the right things and are we doing things right?

ir CarolinasH.. 1 ¥ & \f’ \' esri

Median household income

$)

Median household
income estimate

> 98,625 to / {ROLIN . -

[ 184,336 Mooresville Economic Determinants

By >63516t098,625 s of Health

B >40,948t063,516 3 N N

Individuals and families living in

poverty are most likely to live in

unsafe homes and neighborhoods,
often with limited access to healthy 4
foods, employment options, and

quality schools (1). Median

7 13,735t0 40,948

household income, unemployment, V
uninsured residents, and residents
living in poverty are key economic

1 indicators.

Spartanburg

Show Median Income

Yo

Esri, HERE, Garmin, NGA, USGS, NPS | Esri, HERE, NPS == Show % Below Poverty

NC Institute for Publielealth SDOH Map




3. PRIORITIEEEASURES Neighboroo,
TOSTREAMLINE THE COMPLEXITY Bl Epurenment

and Polices

Built Social and
Environment Community

Context

Social and Health and Health

Economic

Stability Community Care Services and

Laws, Policies, Context Systems
Systems
Strengthening,

’ Interactions ’

Individual
Education and

Health and Employment

Education Health Care




Prioritizing Measures: RBA Filters

A DataPower

2 S KIS GKS RIFEGF 2NOFAGAERD 91T &g Si 2R 2HXAIP  Ki
Important, we add the measure to our Data Development Agenda

A Communication Power

The data can be understood the intended audience. You may have different
measures for different audiences (funders, general public, staff).

A Connective/ ProxyPower

The informatiorfeels important. It is connected to the work you do and to R

other important measures of performance or population wellbeing. realth einess




Many Community Indicator Sources and
Measures

i DHHS Releases Interactive Map Showing
Social Determinants of Health Indicators
Select a Metric Across North CarOlina

Data Availability:
BA city Levet only NI Census Tract Maps &% Demographic Groups

Social and Economic Factors A

Children in Poverty © Housing Cost, Excessive @

Income Inequality © Neighborhaod Racial/Ethnic
Segregation @

Unemployment @ - Violent Crime ©

. Events News Blog Directions m
.
G‘N C I o M ABOUT US QUR WORK NC HEALTH DATA AND RESOURCES PUBLICATIONS

NORTH CAROLINA COUNTY
HEALTH PROFILES

NC COUNTY HEALTH DATA elect a topic
This interactive county map aggregates key health data for North Selectatop N'C' Center fOr

Carolina’s one hundred counties. The map can be filtered to show a © Uninsured Adults Health We"ness

statewide comparison for four health topics: uninsured adults, ® Poverty at UNC Asheville
poverty, infant mortality, and heart disease.

::w:r:[r:::::sl;w Culture Of RESUItSm
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