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Joint Letter from Live Healthy South Carolina Leadership

Live Healthy South Carolina, a statewide effort between the South Carolina Department of Health and
Environmental Control (DHEC) and the Alliance for a Healthier South Carolina (Alliance), is pleased to
present South Carolina’s 2023 State Health Assessment, a comprehensive resource of the latest public
health data, issues and trends affecting all South Carolinians.

Together, Live Healthy South Carolina represents more than 60 state and community leaders and
organizations collaborating with the shared goal of improving the health of all South Carolinians at a
population level.

In 2023, DHEC executives served as advisers on the Live Healthy South Carolina Executive Advisory
Committee providing leadership, support, and oversight for the state health assessment framework.

We believe everyone in the Palmetto State deserves the opportunity to live a healthy, productive life.
To achieve healthy outcomes for all South Carolinians requires examining the conditions in the places
where people live, learn, work and play. Called social determinants of health, they are the non-medical
factors that affect a wide range of health risks and outcomes. This assessment analyzes these
conditions to reveal gaps, disparities, and opportunities for improvement in our state and uses that
data to inform best practices that can help create a healthier South Carolina for everyone.

South Carolina’s 2023 State Health Assessment is a comprehensive evaluation of the health status of
South Carolinians designed to inform health improvement plans at the state and community levels. In
addition, it serves as a health data resource that organizations, the media and the public can use.

We encourage all South Carolinians to join Live Healthy South Carolina in pursuing optimal health at a
personal, community and statewide level.

Sincerely,

Live Healthy South Carolina Leadership
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Introduction

Live Healthy South Carolina

While South Carolina (SC) is a small, diverse state

of just over 5 million people, the effort to maintain

the health and well-being of its people is a complex
undertaking that demands the collaborative effort of the
entire population — from state agencies and community
leaders to public health stakeholders and health care
experts. The natural question would be, how do you
bring all these together for this grand undertaking?

The answer: Live Healthy South Carolina (LHSC), an
initiative created in June 2017 to systematically assess
and advance the health of all South Carolinians.

LHSC has been a collaborative effort between the South
Carolina Department of Health and Environmental
Control (DHEC) and the Alliance for a Healthier

South Carolina (Alliance). SC's first comprehensive
State Health Assessment (SHA) and State Health
Improvement Plan (SHIP) were created through this
initiative in 2018 with support from the SC Office of
Rural Health, and the collaborative continues to be the
foundation for this work.

LHSC has five goals:

e Assess state-level health outcomes, along with
risk and protective factors that affect health, every
three to five years.

e |dentify priority areas for SC to address based on
quantitative and qualitative data presented in the
SHA.

o |dentify strategies, based on best practices, for
each priority area that could be implemented to
move SC forward.

e Establish a roadmap for SC population health for
the next five years.

e Track population health metrics and the SHIP
annually.

HEALTHY

SOUTH CAROLINA

The South Carolina Department of Health and
Environmental Control is the state regulatory
agency charged with promoting and protecting
the state's environmental and public health. The
work is implemented statewide in four core deputy
areas, including public health, environmental
affairs, health care quality, and support services.
The agency’s mission is to improve the quality

of life for all South Carolinians by protecting

and promoting the health of the public and

the environment. This includes working with
partners, communities, and others to help every
South Carolinian have the access, resources, and
information they need to improve the environment
in which they live, make decisions that enhance
their health, and have access to the highest
quality health care. DHEC envisions a state with
healthy people living in healthy communities. More
information about DHEC can be found at
www.scdhec.gov.

The Alliance for a Healthier South Carolina is a
coalition of more than 60 executive leaders from
diverse organizations across the state, including
communities traditionally underserved, working
together to improve the health and well-being
of all South Carolinians. The Alliance places a
primary focus on aligning health equity-based
goals, metrics and actions across organizations,
institutions and agencies at both the state and
community levels, and actively connecting both
existing and planned equity-focused work on
the policy and practice fronts. See Appendix A
for a listing of the Alliance membership. More
information about the Alliance can be found at
healthiersc.org.

Since the 2018 assessment, DHEC and the Alliance
have continued to partner to enhance the work being
done as part of the initiative. To showcase and share
the 2018 SHA data with stakeholders and community
leaders, DHEC launched community Data Walks in
2019. Data Walks are an interactive data-sharing
experience, allowing the audience to interact with
subject matter experts about the issues affecting their



communities. This experience provides tools to empower
various community leaders to make data-driven
decisions for the betterment of the public’s health.

This process has been instrumental in relaying and
sharing SHA data with the public, as well as supporting
counties in developing their community health needs
assessments and improvement plans.

DHEC has also worked with various community
partners, including other state departments, agencies
and coalitions serving underrepresented populations,
faith-based organizations, and additional public health
entities to implement and monitor the priorities from
the 2018 SHIP. The Alliance has served as a convener
for bringing key stakeholders together to connect these
state-level initiatives to the local, community-level
health improvement efforts. DHEC and the Alliance
utilized these partnerships to develop a universal
Community Health Needs Assessment (CHNA) survey
tool that is being piloted in various hospital systems
and communities across SC. Following the pilot,
stakeholders will be convened to discuss lessons
learned and to develop a model to align public health,
hospitals, and other community-based organizations'
community health assessment and improvement

plan processes (more information on the CHNA can

be found in Appendix B). Over the past five years, to
further support the partnership between DHEC and the
Alliance, LHSC has been highlighted at each Alliance
quarterly meeting and included in all annual events.

The COVID-19 pandemic occurred after the completion
of the 2018 SHA and during the implementation of the
SHIP. The virus had a significant impact on the health
and well-being of individuals nationwide, and all public
health efforts had to shift as a result. In SC, existing

FIGURE 1.1

DHEC’s Core Values

2023 | SC State Health Assessment

health disparities were amplified, and the state’s public
health infrastructure was tested. In response, DHEC and
the Alliance both strengthened their diversity, equity,
and inclusion (DEI) efforts and worked to mobilize
partnerships to address the issues SC was facing.

The Alliance launched Take Action Tuesdays to align
with national observances and the LHSC priorities to
recognize programs, projects, and best practices that
exemplify the highest level of commitment to improving
the health and well-being of communities across

SC. They also developed and used the Collaborative
Strategies for Advancing Health and Racial Equity in
SC as a roadmap to increase awareness, strengthen
educational opportunities, and enhance advocacy
efforts.

DHEC hired a Chief Inclusion Officer and created a
public health DEI office dedicated to advancing diversity
and inclusion within the agency and in the services
provided to South Carolinians. Additionally, as part of
DHEC's initial strategic planning process, advancing
equity was outlined as a core value of the agency (see
Figure 1.1). DHEC also transitioned and mobilized
epidemiologists and data analysts to provide insight on
the impact of COVID-19. As a result, the agency was
able to transform the data to action by working with
various sectors of the community to increase testing
and vaccination rates.

SC's public health infrastructure has proven to be
adaptable and flexible over the last five years. The
state’s health departments continued providing
high-quality services, workforce development and
training increased, data and information systems are
continuously updated, and partnerships are increasingly
mobilized to improve the health of the population.
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The State Health Assessment and State Health Improvement Plan

DHEC led the development of this assessment with

key support from the Alliance and its membership.

The SHA is a comprehensive compilation of health-
related data outlining health across the lifespan,

from maternal and infant health to healthy aging. It
highlights SC’s population as a whole, as well as the
demographic subpopulations making SC the diverse
state it is. The assessment is used to examine key
health indicators, identify health disparities and monitor
trends and progress in the field of public health. It builds
on extensive community engagement and highlights
capacity throughout our state, including resources and
assets that work collaboratively to improve the health of
SC residents.

FIGURE 1.2

Essential Public Health
Functions

Additionally, the U.S. Department of Health and Human
Services Healthy People 2030 (HP 2030) initiative

has strengthened its focus on health equity, which is
reflected in the overarching goal of “eliminating health
disparities, achieve health equity and attain health
literacy to improve the health and well-being of all.”
(Figure 1.3) 2 An effort was made throughout the

Since the development of the 2018 SHA, the CDC
updated the 10 Essential Public Health Services
(EPHS), by placing equity at the center in 2020 (Figure
1.2). The EPHS describes the public health activities
all communities should undertake to promote and
protect the health of all people in all communities.t

To achieve health equity, the EPHS actively promotes
policies, systems, and overall community conditions
that enable optimal health for all and remove systemic
and structural barriers that have resulted in health
disparities. This assessment is designed to include all
populations, highlighting the gaps, disparities, and
resources to be mobilized to make strides towards
advancing health equity.

assessment not only to include comparisons to the HP
2030 targets (list of Healthy People 2030 objectives
can be found in Appendix C), but to also leverage

HP to advance health equity by focusing on social
determinants of health across populations leading to
the reduction of disparities in health and health care.



FIGURE 1.3

Healthy People 2030

Throughout the assessment, information is used to
identify high-priority issues, develop strategies to
address public health concerns, and inform the next
iteration of SC’s SHIP. The SHIP provides a vision for
continuous health improvement and will be a roadmap
used by government agencies, community-based
organizations, health care professionals, advocates,
policy makers, and other stakeholders to take action to
leverage resources and focus work towards measurable
improvement.

Additionally, DHEC will use this assessment in its
strategic planning. DHEC is currently working to

2023 | SC State Health Assessment

revamp the agency’s strategic planning process to
ensure it is constant. This includes promoting a culture
of continuous improvement and building in consistent
mechanisms for listening, planning, doing, monitoring,
evaluating, and adjusting to make sure the strategic
planning efforts continuously align with statewide
needs. To do so, DHEC launched a two-year Bridge
Strategic Plan, set to end in 2024. DHEC will use the
SHA, as well as the SHIP, as roadmaps to revamp the
agency'’s strategic plan to ensure the direction set for
the agency aligns with the identified needs.
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Public Health Accreditation

DHEC received national accreditation through the
Public Health Accreditation Board (PHAB) in 2021.
Public health accreditation, which lasts five years,
sets standards that state, regional, and local public
health departments use to continuously improve the
quality of their services and performance. To achieve
accreditation, health departments must go through
a rigorous, multi-faceted peer-review assessment

to ensure they meet a set of quality standards and
measures.

Accreditation allows for increased awareness of

an agency’s strengths and weaknesses, aligning

its strategic direction and initiatives with the SHIP
priorities, and stimulates quality and performance
improvement activities. Since accreditation in 2021,
DHEC created the State Health Improvement Office,
has strengthened its quality improvement program,
bolstered relationships with key partners, and adapted
and improved strategic planning processes. It continues
to improve the agency’s capacity to provide high-quality
programs and services. DHEC is maintaining activities
in alignment with accreditation standards and intends

FIGURE 1.4

South Carolina SHA and
SHIP Process

to pursue reaccreditation. The SHA is a critical piece
of reaccreditation, and will help to inform an updated
strategic plan.

Strategic Frameworks

The SHA and SHIP development process follows

a modified Mobilizing for Action Through Planning

and Partnerships (MAPP) model developed by the
National Association of City and County Health
Officials (NACCHO) and the Centers for Disease Control
and Prevention (CDC). MAPP is a community-driven
strategic planning process for improving population
health. It uses a participatory process based on
partnerships and collaboration among all relevant
public health bodies and between the public health
system and the community. The framework helps
stakeholders prioritize the state’s public health issues,
identify resources for addressing them, and determine
the best plan of action to drive change. Stakeholders
are included in the assessment, planning and
implementation phases, ensuring the community drives
and assumes ownership of the resulting plan. 3

Engage Stakeholders

v

Qualitative Data Assessment
Quantitative Data Assessment

Develop SHA

Establish Priorities

Develop SHIP

Monitor Health Outcomes &
SHIP Priorities
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As part of this process, the DHEC State Health internal and external stakeholders comprised multiple
Improvement Office formed a multi-layered project different committees and were leveraged to collaborate
management organization, partnering with an inclusive  and inform the direction of the project (see Appendix D
list of more than 100 thought leaders and experts. The for team member listing).

FIGURE 1.5

DHEC Executive
Committee

SHA

e LHSC Advisory
Editorial Team

Committee

SHA Teams

Project LHSC Project
Communications Management
Team Team

8 Data
Analytics and

Program Teams Project Planning
Committee
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FIGURE 1.6

South Carolina State
Health Assessment
Development — Roles and
Responsibilities

o Approved SHA framework

DHEC Executive e Provided counsel on project timeline and resource availability
Committee e Ensured PHAB public health reaccreditation guidelines were followed
e Held monthly meetings

e Provided input and feedback on o Completed the MAPP activities
. strategic frameworks, data sources,  Mobilized local-level partnerships for
LHSC Advisory and possible solutions inclusion of community voice
: o Identified gaps and additional needs in o |dentified potential assets to support
Committee boltlh qt_ualitotive and quantitative data health impF:'ovement work PP
collection

Held monthly meetings

. e Provided oversight on project timeline and accomplishing milestones
LHSC ProJeCt e Reviewed project progress and guided decision making
Management Team e Held monthly meetings

e Set project timeline and framework e Led MAPP and community

. . e Established and ensured maintenance engagement activities
Project Planning of day-to-day activities e Outlined and executed administrative

Committee e Assessed and mobilized resources tasks

e Led data analytics and chapter o Held weekly meetings
workgroups

e Compiled data and created charts for 110+ indicators
. e Tabulated results of community engagement efforts
Data Analytics and
e Wrote and developed assessment chapters
Program Teams « Staffed data walks

o Held weekly to biweekly meetings

e Assisted in the development of data walk posters and materials
Project e Provided expertise during the graphic design process

. . e Developed the SHA highlight report
Communication Team e Led the marketing and public relations activities

e Reviewed full SHA report

SHA Editorial Team e Provided feedback and recommendations to improve the overall quality of the
report, including consistency, readability, and messaging




The committees established early on the need for
focusing on health equity and the social determinants
of health. In recognition of the fact that 80% of an
individual's health influences are those conditions

in which people are born, grow, live, and work, the
Population Health Framework was adopted to assist
in the identification of drivers of health. The Population
Health Framework is based on a conceptual model of
population health that includes both Health Outcomes
(length and quality of life) and Health Factors
(determinants of health) (See Figure 1.7).4

Population Health Framework:
Health Outcomes include two sub-areas:
e Length of Life
e Quality of Life
Health Factors include four sub-areas:

e Health Behaviors
e Clinical Care
e Social and Economic Factors

e Physical Environment3

FIGURE 1.7

Population Health
Framework
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The model illustrates a broad vision of population
health, helping to outline all the factors impacting
health and where to take action (Figure 1.7). With
the framework guiding selection, as well as data
availability, trends, and representation, key indicators
were chosen and assessed to highlight the impact on
health throughout the life course.4
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State Health Improvement Plan:

The SHIP is a strategic plan formed through a
collaborative process that identifies health improvement
priorities to be addressed over a period of five years.
The 2024 SHIP methodology will be modeled after a
Results-Based Accountability (RBA) framework. RBA is
a data-driven decision-making process to help our state
and communities move from talking about problems

to taking action to solve them. The framework focuses
on results by analyzing the quality and effectiveness

of services being offered across the state using three
simple questions:

1. How much was done?
2. How well was it done?
3. Is anyone better off?

DHEC, in partnership with the Alliance, will lead this
collaborative process with SC’'s community organizers,
public health leaders and stakeholders to identify the
priority areas the state will monitor over the next five
years. To monitor the success of the SHIP priorities, a
web-based performance reporting software will be
used.

Process:

The SHA and SHIP process utilize diverse stakeholders
and leaders from across SC. The SHA was completed
between May 2022 and November 2023 with support
from and collaboration with more than 60 organizations
across the state. Under the leadership of DHEC, in
partnership with the Alliance, state-level executive
partners met to provide input on health indicator
selection, to review data and to consider data sources.
Additionally, community-level stakeholders were
involved throughout the process to ensure alignment

of state and local efforts. This assessment process
addresses the lessons learned from the 2018 SHA. This
included a focus on inclusivity by:

¢ Increasing involvement and commitment from staff
at all levels of DHEC.

e Strengthening Alliance and external partner
collaboration and prioritizing multidisciplinary team
engagement.

¢ Incorporating both quantitative and qualitative
data sources.

e Developing a comprehensive list of data indicators
to have a wider representation of state data, with a
focus on health disparity and social determinants of
health.

Structure of the State Health Assessment

The SHA and SHIP documents serve as the cornerstone
of planning for population health. Public health in

SC is provided through a centralized system, and all
regional and county health departments fall under

the jurisdiction of the state. The chapters outlined
throughout this document represent the populations
served, including SC Demographics, Health Equity,
Healthy Communities, Healthy Mothers and Infants,
Healthy Children and Adolescents, Healthy Adults, and
Healthy Aging. Selected indicators within chapters
include background information and how each indicator
affects population health. The data is disaggregated
by various demographics — including race, ethnicity,
gender, geographic location, and education — to
capture health disparities across populations in SC.
Data tables and figures are showcased to identify
which populations are most affected, when and where
issues are taking place, and how certain populations
or areas are most affected. In the final chapter of the
document, Capacity to Address Public Health Issues,
the state’s ability to address health priorities and social
determinants of health is highlighted.

This assessment brings together the voices of various
sectors of the community and data from multiple
sources to tell the story of SC’s health. It identifies
disparities among populations, what resources are
available to mitigate these issues, and provides a
foundation to improve the health of all South Carolinians
(see Appendix F for a list of resources).



FIGURE 1.8

The SHA process

e Share report with public
health leaders and
community partners

e Obtain feedback from
public comment and
leaders

e Publish the report
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e Stakeholder & partner
engagement

e Formation of internal and
external committees &
workgroups

e Health indicator inclusion
SHA Process e Data source listing

Kickoff e Compilation & analysis of
quantitative data

Data
Compilation

SHA
Publication

e Community listening
sessions

e Stakeholder Interviews

Community e Forces of change
assessment & activity

SHA Engagement

Development

e Integration of qualitative and
quantitative findings

e Development of SHA Report
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https://www.naccho.org/programs/public-health-infrastructure/performance-improvement/community-health-assessment/mapp
https://www.naccho.org/programs/public-health-infrastructure/performance-improvement/community-health-assessment/mapp
https://www.naccho.org/programs/public-health-infrastructure/performance-improvement/community-health-assessment/mapp
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Methodology

In 2022, the South Carolina (SC) Department of
Health and Environmental Control (DHEC) formed

an internal workgroup to discuss the planning and
implementation of the second SC State Health
Assessment (SHA). This workgroup was comprised of
individuals representing various bureaus in the agency.
This multidisciplinary team met to review data sources
from the first iteration of the SHA published in 2018
and identify new data sources to be considered in the
second iteration of the SHA. The team also sought

to determine a way to select and group indicators

for the SHA, which is described in detail below. All
information discussed in this working group was

then shared in regular meetings with the Alliance, a
statewide coalition representing diverse organizations
across the state working to ensure all people in SC
have the opportunity to have healthy bodies, minds
and communities, and the Live Healthy SC Advisory
Committee, which included both Alliance members and
other relevant community leaders and experts from
across the state.

To determine which data indicators should be included
in the SHA, a document was developed outlining

the criteria for indicator selection (Figure 2.1). Ten
criteria were determined and used to assess indicator
availability. Data indicators needed to have a large
magnitude, meaning the health issue in question
impacted a large proportion of the population. The
indicator also needed to be a serious issue impacting
the state with high severity, such as high mortality,
morbidity, disability, or significant pain and suffering.
Data indicators also needed to have the ability to
change with available resources, evidenced-based
interventions and existing working groups. There
was a large focus for indicators examining health
equity. Indicators needed to measure issues that
disproportionately impact population subgroups.

Being able to stratify data sources by various
population subgroups was crucial in determining key
disparities in the state and identifying root causes or
social determinants that affect multiple health issues.
When selecting data sources and indicators it was
necessary to have quality data sources available to
measure and track the selected indicators. There was
also a need for showing and tracking data trends to
determine if the condition was improving or getting

worse in the state and for various population groups.
Having comparison data available was critical to
ensure readers could see how the state was doing
when compared to the nation or other regions in the
country and state. The Live Healthy SC Advisory
Committee and DHEC also wanted to include as

many Healthy People 2030 objectives as possible,

to show if the state was meeting these key health
goals. Healthy People has provided science-based
10-year national objectives for improving the health

of all Americans since 1979. This program establishes
benchmarks, monitors progress over time to encourage
collaborations across communities and sectors and
measures the impact of prevention activities. The
indicators with an accompanying Healthy People 2030
goal are outlined in Appendix C. Finally, several data
indicators included in the SHA would be selected as

FIGURE 2.1

State Health Assessment
Criteria



State Health Improvement Plan (SHIP) objectives, so
having data at the county level that could be tracked to
measure annual progress was imperative.

Using the data and indicator criteria as a guide, 120+
indicators were recommended for inclusion in the SHA,
an increase from the first iteration of the SHA which
saw 92 data indicators. Potential internal (to DHEC)
and external data sources were then identified for
the recommended indicators. Data source and other
reporting system recommendations included surveys
(i.e., SC Behavioral Risk Factor Surveillance System
(BRFSS), Pregnancy Risk Assessment Monitoring
System (PRAMS), Youth Risk Behavioral Surveillance
System (YRBSS), etc.), registries (i.e., Cancer Registry,
Lead, Vital Statistics, Birth Defects, etc.), and focus
groups. These recommendations were continuously
shared with a large DHEC team comprised of data
experts and stewards throughout the agency as well
as with the Alliance and the Data Advisory Team.
During these meetings, additional data sources were
identified and discussed.

In total, over 55 data sources were identified for
assessing the 120+ indicators highlighted in the 2023
SHA. Both primary and secondary data sources

were used including surveys, vital statistics records,
registries, claims/billing or hospitalization data, census
and administrative/program data, and focus groups/
listening sessions. Data were collected from a variety
of organizations including public health, health care,
law enforcement, housing, education, mental health
and social services. A detailed list outlining all data
sources in the SHA including a description, strengths
and limitations is documented in Appendix E.

During internal and external planning sessions

with the Alliance, it was recommended the SHA be
organized by life course. The first iteration of the SHA
was organized by topic area, similar to how DHEC is
organized. However, many organizations and working
groups throughout the state are organized based on
age of the residents they serve (i.e., SC Birth Outcomes
Initiative, AARP, etc.). To make the document the most
useful for the constituents DHEC and the Alliance
serves, the life course model and approach was
implemented. Four dedicated life-course chapters were
created: Healthy Mothers and Infants, Healthy Children
and Adolescents, Healthy Adults and Healthy Aging.
Additional chapters were also created to highlight
healthy communities in the state, the demographics
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of our state, the organizations, agencies, and policies
working on improving the health for South Carolinians,
and a chapter dedicated to highlighting vulnerable and
underrepresented population groups in the state. The
data indicators and sources were then divided into
their respective chapters.

Upon completing the various data planning meetings,
chapter-specific workgroups were formed. These
workgroups consisted of epidemiologists, data
analysts and program staff who worked closely

with the population groups and/or indicators in the
respective chapters. Workgroups decided on data
needed to populate the indicators represented
throughout the SHA, requested, analyzed, visually
depicted, and interpreted the data.

Crude, age-adjusted rates and/or weighted prevalence
estimates were calculated for indicators. Both crude
and age-adjusted rates were calculated using
population estimates acquired from the National
Center for Health Statistics (NCHS). When visualizing
maps, quartiles were calculated using the data
provided. This allowed for easier comparisons and
interpretations.

Prior to 2021, bridge-race population estimates were
used. Bridged-race population estimates are estimates
used to make multiple-race and single-race data
collection systems sufficiently comparable to permit
estimation and analysis of race-specific statistics.1
These estimates had been used to calculate birth and
death rates for data year 2000 onward.! However, in
2021 those estimates were archived and transitioned
to single-race population estimates to align with data
best practices and the current Office of Management
and Budget (OMB) standards. The transition to single-
race estimates follows the OMB standards change as
well as the Census’s improvement to their collection

of race and ethnicity data.2 Therefore, all population
denominators using 2021 data are of single-race
estimates, differing from the bridge-race estimates
used for 2012 to 2020 data. This change is denoted in
the footnotes of all graphics and figures.

To align with Healthy People 2030, either CDC
grouped or the NCHS grouped weights were used.
CDC grouped weights were calculated using the
same methodology as published in the 2001 NCHS
document. The following variables were age-adjusted,
and their accompanying adjustment distributions are
outlined on (Tables 2.1-2.5).
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TABLE 2.1
Breast Cancer Screening CDC Weights
(Women, 50-74 years)
50-59 0.503095679
60-74 0.496904321
TABLE 2.2
CDC Weights

Cervical Cancer Screening

(Women, 21-65 years)

21-44 0.5697372335
45 - 65 0.402627665
TABLE 2.3
Current Cigarette Smoker CDC Weights
(18+ Years) :
18-44 0.530534557
45 -64 0.299194019
65+ 0.170271424
TABLE 2.4
Met at Least One US CDC Weights
Preventive Services e Frens
Task Force (USPSTF)
Recommendations 50-64 0.677340307
for Colorectal Cancer 65-75 0.322659693
Screening
TABLE 2.5
Obesity (ages 20+4) CDC Weights
20-44 0.511356
45 - 64 0.311417

65+ 0.177227




Descriptive analyses were performed for all data
indicators, stratifying the data by various demographic
and geographic groups. Disparities were identified

and highlighted throughout the document. To identify
disparities, demographic and geographic group
estimates were compared through the calculation of
disparity ratios, percent differences, and analyzing the
confidence intervals to determine significance. County-
level state maps were also developed to visually

show regional differences in the state. Additionally,

References

1. U.S. Census Populations With Bridged Race
Categories. (2020, July 6). www.cdc.gov. https:/
www.cdc.gov/nchs/nvss/bridged_race.htm

2. Hest, R. (2022, February 21). Changing
Population Estimates: Implications for Data Users
[Review of Changing Population Estimates:
Implications for Data Users]. State Health Access
Data Assistance Center. https:/www.shadac.org/
news/CDC-change-pop-estimates
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estimates were collected from the previous 10 years,
where possible, to showcase the trends happening in
the state and how that compared to what was seen at
the national level. All estimates for the SHA followed
suppression rules outlined by the data stewards and
datasets. Where no suppression rules were outlined,
frequencies less than five were suppressed. Weighted
prevalence estimates with a coefficient of variation
more than 20% were suppressed.


https://www.cdc.gov/nchs/nvss/bridged_race.htm
https://www.cdc.gov/nchs/nvss/bridged_race.htm
https://www.shadac.org/news/CDC-change-pop-estimates
https://www.shadac.org/news/CDC-change-pop-estimates
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Community
Listening Sessions:
29 community
coalitions

Forces of Change
Survey:

157 individuals
across the state

Process and
number of
responses per
activity

Community Health Forces of Change

Assessments and Stakeholder Interviews: Activity: Alliance
Improvement Plans: 50 community leaders membership (60+
15 county-level plans executive members)

2 3 (tie) 3 (tie)
)
80 | €

A IA

Access Obesity, Substance Mental
to Care Nutrition, Use Health
Physical

Activity



Access to
mental health
education and
care

Structural

and systemic
inequities

Health policy
and the need
for policy
change

Healthcare
costs and
the need for
affordable
care

Social
determinants
of health
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Over the past 3-5 years, SC’s
communities have seen mental
health needs increasing.

Actions SC could take
Top that could lead to health

improvement:

More services, including more
funding and education

Increasing access to
high-quality health care

More interaction between leadership
at state and local levels
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The South Carolina (SC) State Health Assessment
(SHA) incorporates a variety of perspectives, including
state and local agencies and governments, nonprofit
organizations, scientific experts, and community
voices. This chapter is dedicated to further ensuring
community voices are assessed and embedded

within the plan. Data were collected from community
listening sessions, stakeholder interviews, community

Methods

There were 50 health leaders interviewed March-April
2023 in all 46 counties for the Stakeholder Interviews
(see Appendix I). In addition, 15 Community Health
Assessments (CHAs) and Community Improvement
Plans (CHIPSs) were collected and analyzed. Forces
of Change survey results (n=157) were captured in
Survey Monkey and then utilized to complete a full
Forces of Change activity in April 2023 with multiple
partners from across the state (see Appendix G

for more information). There were 29 community
listening sessions held March-April 2023 by DHEC
with established coalitions throughout the state using
the Forces of Change format to guide questions (see
Appendix H for more information on the Community
Listening Sessions).

Mobilizing for Action through Planning and
Partnerships (MAPP) is a strategic planning process
focused on health equity. MAPP goals include
assessing the most pressing population health issues,
with a focus on aligning resources and actions. The

TABLE 3.1

Data Sources

health documents, and Forces of Change activities.
Health issues were examined from several different
angles, including top health issues, community health
changes, underlying causes of health issues, biggest
challenges in addressing health issues, and strengths
that could be mobilized to improve health. A qualitative
analysis was conducted to determine key themes and
subthemes.

Forces of Change Assessment is a MAPP activity
identifying factors such as technology, legislation, and
social forces affecting the public health system and the
communities it serves. Forces of Change survey data
was collected from February-April 2023. The survey
was distributed to external SC Department of Health
and Environmental Control (DHEC) partners and the
Alliance for a Healthier SC (Alliance) partners. These
partners were also encouraged to further share the
survey through their own networks through listservs,
emails, and in meetings. This chapter includes the
Forces of Change survey results and how these results
compare to results from other data sources in this
chapter.

Below are tables outlining the count by data source
(Table 1), what organization types were represented
in Stakeholder Interviews (Table 2), answer totals by
question on the Forces of Change Survey (Table 3),
and community listening sessions location, (Table 4).

Community Listening Sessions 29
Stakeholder Interview Questions 50
Community Documents — CHAs 6
Community Documents — CHIPs 9

Forces of Change Survey 157
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TABLE 3.2

Stakeholder Interviews
Organization Types Count

Non-profit 36
Public 14
Total 50

TABLE 3.3

Forces of Change Survey

Total Answers by Question (n=157)

What forces are affecting
SC? (can list more than one Trends (n=70) Factors (n=67) Events (n=65)
in each box)

What forces might hinder
us from creating a healthier
state? (can list more than
one in each box)

Trends (n=62) Factors (n=60) Events (n=48)

What are the top three

actions SC could take in

response to those forces Top Action #1: 63 Top Action #2: 60 Top Action #3: 54
that could lead to health

improvement?

Note: Refer to Table 8 for the top three
actions communities identified the state
could take to improve health.
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TABLE 3.4

Community Listening

Location Count Location Count

Sessions

A total of 29 Aiken 4 Darlington 1
Dillon 3 Edgefield 1
Fairfield 3 Newberry 1
Saluda 2 Anderson 1
Richland 2 Florence 1
York 2 Williamsburg 1
Marlboro 2 Georgetown 1
Chester 2 Chesterfield 1
Lancaster 2 Horry 1
Barnwell 2 Greenville 1
Oconee 1 Spartanburg 1

All qualitative data were analyzed using best practices
in qualitative research through the iterative coding
process. The data were coded using content thematic
analysis in accordance with grounded theory analysis
methods, through which concepts emerge from
participants rather than imposing an a priori theory.2-3
Grounded theory methods were used as an inductive
approach for coding and analysis. Trained qualitative
analysts reviewed the data to identify themes and
patterns. Themes and subthemes from participants’
experiences were identified by coders, tracked, and
cataloged into a table of themes and subthemes. A
consensus building process called "double coding" was
used to ensure the reliability of coding. This included
having at least two analysts for double coding, so

that 20% of data was coded and the definitions

were solidified before proceeding with analyzing the
entire data set. A codebook was developed through
the consensus-building process. Results include key

themes and subthemes. Quotes were used when
available to illuminate results.

The Socioecological Model was utilized in pulling out
codes to frame the analysis. Using the Socioecological
Model in Public Health helps to consider the interplay
between individual, interpersonal, community,
organizational, and societal influences on health.
Additionally, concepts such as policy, system, and
environmental (PSE) change strategies were used

to frame coding, as these approaches can create
sustainable changes in communities and can be used
to target the Social Determinants of Health (SDOH).
Table 5 lists the major themes and subthemes of the
codebook.
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RESULTS

Key results included:

Access to Health Care was the number-one top health issue identified, and was the issue most often
discussed throughout all data sources and main key themes. Access to affordable health insurance, access to
affordable quality health care, and health care infrastructure issues, specifically in rural areas, were discussed.

Socioeconomics and poverty were discussed as root causes of health disparities and as impacting the
SDOH for many South Carolinians. This discussion was interwoven specifically with the Access to Health Care
theme.

Transportation was present as a determinant, and as a barrier for many South Carolinians living in both
rural and urban areas.

Mental health and substance use were health issues emerging since the COVID-19 pandemic began.

COVID-19 was discussed as highlighting many issues and challenges that were present before COVID-19,
but the pandemic worsened these issues further and brought more awareness.

Individual level barriers to health included discussions around improving health literacy levels of South
Carolinians.

Participants discussed the fact that more collaborations between stakeholders were needed, as well
as more community engagement, in order to improve the health of South Carolinians. These included partners
gaining a better understanding of current resources and services available and working more collaboratively
to bridge gaps.

In addition to raising partner awareness of resources and services, participants said South Carolinians needed
more awareness of currently available resources and services.
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TABLE 3.5

Codebook Major Themes
and Subthemes

Community Health Changes: PSE changes affecting
community health in the last 3-5 years.

Themes Subthemes

COVID-19; Disparities; Engagement/
Collaborations; Overall Health Trends;
Infrastructure; Transportation; Prevention and
Intervention; Resource sharing

Top Health Issues: Most important health issues and
priorities identified by participants.

Access to care; Substance use; Mental Health;
Oral Health; Sexual Health; Tobacco use; Injury
and violence; Maternal, infant and child health;
Obesity, nutrition, and physical activity; Chronic
disease; Domestic and child abuse; Clinical and
preventative services; Workplace Stress; Obesity;
Diabetes; High Blood Pressure; Cancer

Underlying Causes of Health Issues: The underlying
causes that affect community health including PSE
factors

COVID-19; Socioeconomics; Health System
Infrastructure; Transportation

Organization’s Role in Addressing Health

Issues: How organizations define their roles and
responsibilities in addressing SC’s health issues

Collaborative Partnerships; Community
Engagement and Outreach; Funding Efforts;
Feedback Loops; Specific Programming
Strategies; Policy and Advocacy

Addressing Health Issues Causes: Specific activities
organizations are implementing to address SC’s health
issues

Connecting; Providing Individual Level
Programming; Feedback Loops; Policies

Biggest Challenges in Addressing SC’s Health

Issues and Causes: The challenges for individuals and
organizations in addressing SC’s health issues and
causes

Health Care Infrastructure and Resources;
Distrust and Discrimination; Socioeconomic;
Access to Health PSE; Individual Level Barriers;
Transportation; Outreach; Policy Level

Future Strategies in Addressing SC’s Health Issues
and Underlying Causes: The strategies and activities
organizations will utilize in the next 5-10 years to
improve health issues and underlying causes

Sustainability; Strategic Planning; Education and
Training; Infrastructure; Advocacy; Collaborations
and Partners; Outreach, Awareness, and Trust;
Funding; Organized Creative Efforts

Strengths: Strengths to be mobilized to improve the
health of SC?

Awareness; Providing Support and Resources;
More Data/Research; Type of Organizations
Named; Volunteers; Structured Strategy; Building
Collaborations and Community Engagement;
Social Determinants of Health




Result #1: Community Health Changes

Definition: PSE changes affecting community health in
the last 3-5 years.

The top subthemes that emerged under the Community
Health Changes theme were overall health trends,
infrastructure, and COVID-19. Mental health was a main
focus among all three of these subthemes. Participants
noted mental health was affected during the COVID-19
pandemic, particularly for those who experienced
heightened anxiety and depression. Access to care and
stigma around mental health treatment were also mentioned
as barriers.

COVID-19 Pandemic

Participants discussed the effects of the COVID-19
pandemic extensively. Responses focused on the economic
impacts during and after the pandemic, increases in
telehealth usage, and how isolation and lack of social
connectedness affected individuals, particularly senior
citizens and children. The COVID-19 pandemic was mostly
described as having a negative effect, causing such
problems as increased anxiety, educational issues such as
decline in kindergarten readiness, financial issues creating
emergency situations around basic needs such as rent and
food, and lack of access to health care (e.g., availability of
appointments, limited access to providers in rural areas).
COVID-19 also affected prevention efforts since people
were in a reactive state rather than a preventative state of
mind. However, some participants described the COVID-19
pandemic as a catalyst for positive change and innovation.
For example, people are paying more attention to their
health, having conversations about mental health and
access issues, and systems are implementing innovative
approaches to providing care, such as more telehealth
options.

Another notable finding was while the COVID-19 pandemic
was its own subtheme, that it overlapped key themes. Some
participants noticed a rise in substance use during the
COVID-19 pandemic, and this rise was also mentioned in
the Overall Health Trends subtheme. COVID-19 also had a
great impact on chronic disease conditions. For example, one
response noted some people delayed seeking care for their
diabetes due to the pandemic, and found their condition had
worsened when resuming care after the pandemic ended.
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“Mental health issues among children,
teens, and adults have drastically
increased due to Covid-19. An
unprecedented number of people are
experiencing anxiety, depression,

and panic attacks throughout the
communities we serve. We need to
normalize conversations about mental
health and reduce stigmas associated
with these conditions, especially among
Black and Hispanic residents.”

“After COVID-19, the
community has been able to
put together resources, and
mobilize them better as a result
of the pandemic.”

“They’re seeing the effects of
COVID as far as populations who
had less access to health care.
Things have gotten worse in this
regard. The diabetic population
stopped going to the doctor,
didn’t get meds refilled, or if they
were prediabetic, they are now
diabetic. When they were getting
feedback via virtual visits, it was
brief and wouldn’t catch any
issues in A1C levels.”
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Overall Health Trends and Infrastructure

The remaining subthemes under the Community

Health Changes theme were overall health trends and
infrastructure. One notable overall health trend mentioned
was that people appeared to become more health-conscious
since the COVID-19 pandemic. Responses mentioned an
increase in physical activity, interest in nutrition and holistic
medicine, and youth becoming more health-conscious. It
was also mentioned there was a greater focus on the health
of young people. This finding also fits with the infrastructure
subtheme, as it mentions “more systematic recovery support
options for youth and families.” Under infrastructure, access
to care was mentioned regarding the need for more medical
providers. However, a few responses mentioned new health
systems moving into new areas and the possible increase

in access and quality of care that may come from those
systems.

“Access to care has been a large
issue in the community. Parents
cannot access health care needs
for themselves and their families.
Parents lack the ability to advocate
for their children and their own
needs.”

Result #2: Top Health Issues

Definition: Top health issues identified by participants
were analyzed as a count.

The most important health issues and priorities identified by
participants included:

TABLE 3.6

Top Health Issues

Responses

1. Access to Care 61 responses

2. Obesity, nutrition, and physical

activity 47 responses

3. (tie) Substance Use 40 responses

3. (tie) Mental Health 40 responses
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The community documents analyzed (CHIPs and Access to care is a complex issue and was discussed
CHAs) were mostly written before COVID-19, while throughout all data sources and main key themes.
Stakeholder Interviews, community listening sessions, It was often described in terms of health care

and the Forces of Change survey results were collected  infrastructure and socioeconomics, interwoven
in 2022 and 2023. Access to care issues were present throughout the chapter.

across all data sources. CHIPs and CHAs most often

identified chronic disease as top health issues (e.g.,

diabetes and obesity) while data sources collected

in 2022 and 2023 emphasized substance use and

mental health as top health issues. Participants often

discussed more emphasis on substance use and mental

health as a result of COVID-19.

Access to care examples include:

Lack of health care providers and supporting workforce, particularly in rural areas and within specialty
care (e.g., psychiatrists). These issues also affect how much time providers can spend with patients, further
affecting health care quality.

Health care system mergers and the effect on physical localities, specifically in rural areas where there may
be only one hospital or specialty provider.

Lack of supporting infrastructure around care coordination between systems and direct care connections
(e.g., community health workers, case managers).

Lack of awareness around resources and care options for both patients and those working within health
care systems.

More access to evidence-based prevention programming needs.

Stigma around particular health topics (e.g., mental health), discrimination within the health care system,
lack of trust between certain populations and the health care system.

Advocacy capacity and health literacy levels of patients.

Access to affordable health insurance options for low- and middle-class South Carolinians, no Medicaid
expansion, and lack of providers accepting Medicare and Medicaid.

Affordability of quality health care (e.g., copayments, deductibles).

Socioeconomic issues such as unemployment, low wages, and inflation impacts on the affordability of basic
needs (e.g., paying rent versus paying for health insurance or prescription medications).

Opportunity costs to accessing care (e.g., paid time off from work, childcare issues, transportation), coupled
with lack of flexible health care options (e.g., telehealth, mobile units, health care access outside of normal
business hours).
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FIGURE 3.1

Top SC Issues Identified

Substance
Use

Access
to Care

Result #3: Underlying Causes of Health Issues

Definition: The underlying causes that affect community
health, including PSE factors.

Participants often framed underlying cause discussions
around the top health issues, which were access to care,
obesity, nutrition, and physical activity, substance use, and
mental health. The top emerging subthemes included health
system infrastructure, socioeconomics, and individual level
barriers.

Access to care was both the top health issue and an
underlying cause of health issues, with participants noting
affordability, translation resources and disparities for the
Hispanic population, and inaccessibility/unavailability of
Medicaid as access barriers. Similar issues were mentioned
with substance use and mental health, specifically access
and availability of mental health and substance-use
treatment and insufficient resources. Obesity, nutrition, and
physical activity were present among all of the subthemes
under Underlying Causes. Responses commonly discussed
food deserts, access to healthy food, and locations for
physical activity. Funding, resources, and education were
listed as ways to reduce the effects of these health issues.

@

NN

Mental Obesity,
Health Nutrition,
Physical
Activity

“] think the lack of access to care is
one of the biggest underlying causes
to the mental health crisis and
substance misuse. With the growing
population...the resources addressing
these issues are being overworked
and depleted, we don’t have enough
to keep up with the demand. These
issues will only continue to get
worse unless we all come together to
address them on a community level.”



Health System Infrastructure and Socioeconomics

Health system infrastructure barriers were mentioned in
terms of lack of health care providers (e.g., mental health
care providers) and lack of supporting infrastructure
connecting people to care, such as community health
workers. Other common issues under both health system
infrastructure and socioeconomics were unemployment
and lack of health insurance. Economic issues had a heavy
focus on economic development/unemployment, inflation,
affordable housing, access to affordable health care,

and access to educational opportunities. Poverty was a
common word found in many participants’ responses.
Participants discussed the effects of poverty on health,
such as how poverty makes it more difficult to access care
due to insufficient health insurance, affordability of care,
and lost wages from taking time off from work. In some
circumstances, poverty forces individuals to choose between
paying for health insurance and other basic needs.

Transportation was mentioned in responses from each

of these Underlying Cause subthemes, but particularly

in the health system infrastructure and socioeconomic
subthemes. Issues with transportation included lack of public
transportation and lack of a personal vehicle, or inability

to maintain a personal vehicle. Transportation issues are
particularly important in rural areas, where food and health
care resources are geographically spread out.

Individual Level Barriers

Health literacy was mentioned often, with participants
discussing educating people on how to eat healthy in an
affordable way to help reduce obesity rates, and how to
make appropriate health care decisions. This was similarly
discussed regarding substance use. Some participants felt
children and adults are not being educated properly on the
dangers of substance use and tobacco use, including vaping.

FIGURE 3.2

Underlying Causes of SC

Health Issues

O

Socioeconomics
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“The economic status of an individual
or household can create several
challenges for their current and future
health risks and well-being. Residents
who face financial barriers may have
limited insurance coverage or may not
seek coverage due to cost, especially
when a decision must be made between
basic needs. Lower household income
increases risk for injury, accidents,
and physical abuse, and contributes
to the frequency or severity of chronic
conditions such as asthma, obesity,
anxiety, and behavioral disorders.
These challenges are present at all
ages, but may have lasting effects on
children into adulthood.”>

3

//
©
Individual Health System
Level Barriers Infrastructure
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Result #4: Biggest Challenges in Addressing SC’s Health Issues and Causes

Definition: The challenges for individuals and
organizations in addressing SC’s health issues and
causes.

The top subthemes that emerged under the Biggest
Challenges theme were health care infrastructure and
resources, and distrust and discrimination. Mental health
was an issue discussed across these subthemes. Responses
discussed lengthy waiting periods for mental health care
and the need for more mental health care resources. Under
distrust and discrimination, stigma was mentioned as a
barrier to obtaining mental health care.

Health Care Infrastructure and Resources

The next most prevalent subtheme was health care
infrastructure and resources. One issue mentioned was lack
of funding for adequate health care staffing levels, thus
leading to health care worker burn out, which compounds
chronic understaffing. Additionally, staffing issues can affect
the amount of time a provider can spend with patients

and affect health care quality. Transportation was another
issue, including having staff to transport patients. Finally,
participants mentioned that a shortage of providers creates
issues in accessing health care.

One prevalent issue under the health care infrastructure
and resources subtheme was the allocation of resources.
Some responses mentioned that multiple organizations

in the same geographic area provided similar services, or
needed the same resources. Therefore, it would be beneficial
for these organizations to share or combine resources.

This was also an issue because these organizations are
competing for the same pool of funding, causing a strain on
resources. Finally, it was noted that there is a general lack
of knowledge of resources available to the community. This
lack of awareness applies to both community members and
organizations. One response mentioned that a community
resource guide would be a helpful tool for community
members and organizations.

Another issue participants mentioned was how to address
health literacy. As a response to this issue, the need

to educate the public on health issues was discussed.
Insurance and Medicare/Medicaid was another challenge
that several participants mentioned. Lack of insurance
was discussed, which creates an access to care issue. This
issue was tied to employment issues as well. It was also
mentioned that Medicare and Medicaid are not accepted

“There is a large disconnect with
community partners due to COVID-19
pandemic. There are challenges to
addressing the increased need for
mental health services, especially
with children. There simply aren’t
enough providers.”

(11
A large population of people are

uninsured...Medicaid and Medicare
recipients are over utilizing and
exhausting the medical system’s
resources at the emergency room
instead of going to see their
primary care providers for routine

services.”



by some providers, and some Medicare/Medicaid recipients
have used emergency room services rather than going to
their primary care doctors.

Distrust and Discrimination

It was noted under the "distrust and discrimination”
subtheme that certain populations have issues with trust,
including trusting health care providers or the organizations
attempting to provide services. Participants interviewed did
not go into detail about which specific populations they were
describing. Furthermore, gaining trust at the community level
beyond these populations was mentioned several times as

a challenge. Stigma and shame were viewed as barriers

to seeking care, specifically for mental health care and
substance abuse treatment.

Result #5: Strengths

Definition: Strengths to be mobilized to improve the
health of SC.

The top three subthemes that emerged under the Strengths
theme were building collaborations and community
engagement, providing support and resources, and
awareness. The primary focus of all of these subthemes was
sharing, providing, and obtaining resources.

Building Collaborations and Community Engagement

Building partnerships was described as vital to sharing,
providing, and obtaining resources. Once partnerships were
established, participants said that organizations needed to
work together to distribute resources through community
outreach. These efforts rely on working with individuals from
diverse backgrounds. Participants also specifically noted
certain advantageous partnerships to facilitate the sharing
and distribution of resources, including schools, hospitals,
organizations, local government, and law enforcement.

Providing Support and Resources

When discussing support and resources, participants
focused on developing clarity as to what resources are
needed to address public health issues, determining where
resources are needed most, and lastly, identifying sources
of money (e.g., Robert Wood Johnson grants and local

2023 | SC State Health Assessment

“The biggest challenge is getting
others to help carry their message.
The message is that it’s okay to seek
substance abuse treatment and
recovery. And not only just to seek it,
but to utilize the organization or the
other services in the county.”
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family foundations) to fund efforts. Additionally, access to
resources was a focus of several responses. Some needs
in this area included transportation, delivery of goods (e.g.,
food), and mobile health services. It was also noted that
more service coordination between organizations and
systems is needed, as well as more resource knowledge,
so people are better connected to services. Finally, mental
health was specifically mentioned as an area that could
be improved upon through better service coordination and
better information dissemination.

Awareness

Some responses expanded further on how awareness
would be a beneficial tool for improving health outcomes in
SC. There were two main focus areas in this subtheme. The
first was expanding awareness of community resources.
Responses discussed knowing the target audience for
needed services and that better information dissemination
is needed. Another focus of this subtheme was raising
resource awareness of other organizations in the community.
Organizations intended to achieve this through social media,
participation in local government meetings, and holding
events in the community.

“We continue to increase our
visibility by attending city council
meetings and interacting with
elected officials. We also host health
fairs and small open houses to
introduce people to our services. We
maintain a social media presence and
prioritize community engagement

as well. Overall, we strongly believe
that there is always an opportunity
to educate, build relationships, and
establish trust.”

Result #6: Future Strategies in Addressing SC’s Health Issues and Underlying Causes

Definition: The strategies and activities organizations will
utilize in the next 5-10 years to improve health issues and
underlying causes.

The top three subthemes under the future strategies theme
were strategic planning, sustainability, and collaborations
and partners. Participants framed their responses in terms of
their own organizations versus community-level strategies or
state-level strategies.

Strategic Planning

Sustainability was discussed at an organizational level.
One issue that was raised under this subtheme was

a sustainable workforce. Specifically, more volunteers

and bilingual staff were needed. Medical mobile units
were mentioned as a sustainable strategy to address
access to care issues, specifically in rural areas. Finally,
raising community awareness about organizations and
programming offered was mentioned as a strategy to keep
organizations relevant, thereby promoting sustainability.

(11
Our leadership is doing their best

to make sure that we are still relevant
within the community. The first is
being on the community’s radar, such
as additional offices throughout the
counties. In that time, more people will
recognize them and get to know them

as an organization.”



Collaborations and Partners

A main focus of collaborations and partnerships was

how to get services out into the community. Participants
mentioned connecting with other partners to provide
services, particularly transportation services. Other types
of partnerships mentioned included partnerships between
neighboring counties, other local government entities, and
health care systems. It was also noted that these partners
could assist in getting information out to the community.

Result #7: Addressing Health Issues

Definition: How organizations define their roles and
responsibilities in addressing SC’s health issues, and
specific activities organizations are implementing to
address these health issues.

Organizations' Role in Addressing Health Issues

Organizations primarily defined their role in addressing SC’s
health issues through collaborative partnerships, community
engagement and outreach, and specific programming
strategies. In collaborative partnerships, participants
focused on how working together could increase services. In
community engagement and outreach, participants looked
to the community’s needs and raising community awareness
of resources and services. Organizations also had specific
programming strategies to further their goals. Some of these
programming strategies included improving transportation
services, providing financial assistance to those who need
medical care, and educating about substance use and
substance use resources.

Addressing Health Issue Causes

The two main ways organizations addressed health

issue causes were connecting and providing individual

level programming. Many responses mentioned access

to care issues and connecting more with the community

and coordinating with partners as a solution. Providing
individual-level programming was described as allowing
organizations to meet the specific needs of those they serve.
Offering transportation services was a way organizations
ensured the community could receive services. Participants
described how their organizations served those with
transportation issues. For example, some services could be
provided over the phone, while others worked with the school
systems to provide services to children while at school.
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(17
We have services and programs

designed to help people gain their
own independence so that they can go
back into their communities to attain
work and live much more productive
lives than when they first began with
our help.”

“We provide care coordination
services to link patients with
organizations who can help reduce
social determinant barriers. We link
patients with organizations in the
community to help provide overall
care and support to each patient who
is part of our programs.”
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Forces of Change Survey Results

The Forces of Change survey was sent out to SC stakeholders from February-April 2023 through Survey Monkey,
with 157 participants. Specifically, trends, events, and factors were identified for the Forces of Change Survey

around three questions:

1. What forces are
affecting SC?
a healthier state?

The Forces of Change survey preliminary results and
recommendations were shared in an Alliance quarterly
partner meeting in April 2023. Partners worked in
small groups and discussed the results in the context
of their own communities. These forces of change were
discussed using the frameworks of equity impacts,
threats, and opportunities. The forces of change
discussed included:

. Access to Mental Health Education and Care,

. Affordable Health care and Medicaid Expansion,

. Chronic lliness,

. Structural and Systemic Inequalities,

. Employment Opportunities and Livable Wages,

. Access to Resources,

. Health Policy and the Need for Policy Change,

. Social Determinants of Health,

© 00 N O 01 &~ W N BB

. Environmental Health,
10. Technology and Artificial Intelligence, and
11. Aging Population and Caregiver Health.

The forces of change were then reported out and
discussed in the larger group. The top five forces of
change were voted upon by the larger group, building
consensus around top events, factors, and trends to
focus upon to improve SC’s health. These final five
forces of change included:

1. Access to Mental Health Education and Care,

2. Health care Costs and the Need for Affordable Care,

3. Structural and Systemic Inequities,

4. Social Determinants of Health, and

5. Health Policy and the Need for Policy Change.

2. What forces might
hinder us from creating

3. What are the top three actions
SC could take in response to
those forces that could lead to
health improvement?

For this chapter, the Forces of Change survey results
were further analyzed beyond preliminary results.

These results were analyzed separately from other

data sources in the chapter (i.e., stakeholder interviews,
community listening sessions, community health
documents). The survey included more involvement from
professionals working in the public health and health
care arenas, whereas the stakeholder interviews and
community listening sessions involved more participants
from different professional backgrounds and more
community members. Therefore, it was important to
understand similarities and differences between these
data sources.

The impact of COVID-19, as well as economic influences
on health (e.g., lack of affordable health insurance

and health care) were discussed throughout all data
sources. However, in the Forces of Change survey
results, participants discussed population changes such
as people moving to SC or people moving away from
rural areas, and the infrastructure impacts occurring as
a result. Additionally, political influences were discussed
in the Forces of Change survey results more often than
the other data sources.
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The Forces of Change survey was sent out to SC stakeholders from February-April 2023 through Survey Monkey,
with 157 participants. Specifically, trends, events, and factors were identified for the Forces of Change Survey

around three questions:

Strategic Planning

Sustainability was discussed at an organizational level.
One issue that was raised under this subtheme was

a sustainable workforce, specifically more volunteers
and bilingual staff were needed. Medical mobile units
were mentioned as a sustainable strategy to address
access to care issues, specifically in rural areas. Finally,
raising community awareness about organizations and
programming offered was mentioned as a strategy

to keep organizations relevant, thereby promoting
sustainability.

Events:

COVID-19 (n=16) was mentioned as the number-one
event affecting SC. When further description was
provided, participants mentioned the long-term effects
of COVID-19, including negative effects on mental health
and a jump in people not being able to meet basic needs
such as, housing. Secondly, natural disasters (n=12)
such as hurricanes, flooding, and extreme weather were
mentioned as the second most impactful events.

Factors:

With 23 responses, economic factors were mentioned as
the number-one factor affecting SC. Inflation, low wages
and poverty, and lack of infrastructure investment and
economic opportunities specifically in rural communities,
contributes to disparities in rural areas. Lastly, with 11
responses, health care was mentioned as the second
most impactful factor. Responses described affordable
health care access, more health care access locations,
and a stronger health care workforce, particularly in rural
areas, as affecting SC.

Trends:

With 24 responses, population change was noted as
the number-one trend affecting SC. People described
the influx of new industries as drawing new residents,
but also the relatively low cost of living especially
drawing in retirees. Additionally, people immigrating
from other countries to SC was mentioned as a trend
affecting population changes. When people described
population changes, they also described lack of current
infrastructure (e.g., roads, housing, etc.) and a lack of
future infrastructure planning as issues. Economic trends
(n=21) were the second-highest trend reported as
affecting SC. Inflation, particularly around basic needs
such as food, housing, and affordable health insurance.

What forces might hinder us from creating a healthier state?

Events:

With 13 responses, COVID-19 was mentioned as the
most hindering event to creating a healthier state.
Health care was also tied with economic and political
hindrances. Health care access, such as affordable
insurance, health care workforce shortages, and lack

of health care facilities, specifically in rural areas, were
mentioned. Economic issues, including low wages and
inflation, were mentioned. Lastly, political issues around
legislation that hurt low-income South Carolinians were
mentioned.

Factors:

Economic factors (n=13) were mentioned as the
number-one hindrance to a healthier SC. These included
poverty, inflation, and lack of economic investment

in rural areas. Politics were (n=11) the second most
impactful hindrance and included not having enough
funding or resources to address health issues.

Trends:

As in hindering factors, economic trends (n=18) were
mentioned as the number-one trend hindering SC from
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becoming a healthier state. These trends included
poverty and inflation around basic needs such as
affordable housing, health insurance, and rising food
costs. Leadership issues (n=13) were also mentioned
as a hindrance. Most of these issues were described as

TABLE 3.7

Forces Affecting Health
and Hindrances in SC

political in nature, with a lack of understanding from
politicians about what is needed on the community or
local level, and passing legislation that is hurtful to low-
income residents.

Category Forces Affecting Hindrances

. COVID-19, Health Care,
Events COVID-19, Natural Disasters Political and Leadership
Factors Economic, Health Care Economic, Political
Trends Population Changes, Economic Economic, Leadership

What are the top three actions SC could take in response to those forces that could lead

to health improvement?

Action 1 (n=34):

More services, including more funding and education, around:

e Healthy food, including expanding healthy food accessibility, education on buying local, food prep, healthy
eating and physical activity curriculum in schools, building communities that incorporate health infrastructure

such as bike paths and community gardens,

e Mental health and substance use services and providers, along with more education and awareness lowering

stigma.
Action 2 (n=33):

Increasing access to quality health care by:

e Lowering the cost of insurance and improving health care coverage to low- and middle-class South

Carolinians, including efforts to expand Medicaid,

e More funding to incentivize health care systems to do more prevention programming, including more evidence-
based programming focused on community health issues, with community partners and trusted community-

based organizations,

e Focus on communities and health care infrastructure (i.e., more rural health care workforce development, more
facilities, transportation, prescription medicine access); more affordable options and locations (e.g., mobile
clinics and telehealth); more health care coordination between systems; and lastly, more education about
health care options, including educating both individuals and the health care workforce about systems and

services. This included a focus on rural communities.
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More interaction with leadership at the state and local levels through:

¢ More legislation and funding around evidence-based public health programming, including gun violence
prevention programming, tobacco policies and illicit drug-policies,

e More transparency and diversity in leadership positions,

e More communication between communities, particularly rural communities and state legislators, with more
accountability to local communities they represent,

e Better allocation of state resources.

TABLE 3.8

Top Actions in SC

Overall Goals

Specific Actions

More services including more
funding and education

Food access, physical activity, mental health and substance use
programming

Increasing access to quality
health care

e Lower the cost of insurance and improving health care coverage to low
and middle class, including efforts to expand Medicaid,

e More funding to incentivize health care systems to do more prevention
programming, including more evidence-based programming focused
on community health issues, with community partners and trusted
community-based organizations,

e Focus on communities and health care infrastructure (i.e., more rural
health care workforce development, more facilities, transportation,
prescription medicine access); offering more affordable options
and locations (e.g., mobile clinics and telehealth); more health care
coordination between systems; and lastly, more education about
health care options, including educating both individuals and health
care workforce about systems and services. This included a focus on
rural communities,

More interaction with
leadership at the state and
local levels

e More legislation and funding around evidence-based public health
programming, including gun violence prevention programming,
tobacco policies and illicit drug policies,

e More transparency and diversity in leadership positions,

e More communication between communities, particularly rural
communities and state legislators, with more accountability to local
communities they represent,

e Better allocation of state resources
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Strengths and Limitations

Qualitative data can often provide rich, in-depth data that is not captured by quantitative data alone. This analysis
included the voices of South Carolinians that may otherwise not be captured in the SC SHA plan quantitative data.
Additionally, having different data sources in this analysis helped to triangulate data, strengthening the validity

of the findings. Lastly, 20% of data was double coded to establish the codebook. These methods were well above
the gold standard in qualitative data analysis of double-coding 10% of data, ensuring the reliability of analysis. A
limitation of this analysis is qualitative data has lower sample sizes, which may hinder generalizability. Additionally,
some field notes were limited in detail, including limited quotes. Analysts practiced over-coding or including an
entire paragraph in analysis versus a sentence about the code to pull out quotes and patterns between codes
during analysis.

Conclusions

The purpose of this chapter was to provide a community voice in the SC SHA plan. Data sources included
Community Listening Sessions, Stakeholder Interviews (see Appendix | for more information on Stakeholder
interviews), Community Health Documents, and a Forces of Change Survey. Participants in all of these sources
named Access to Health Care as the number-one health issue for SC. Root causes that affected SDOH for South
Carolinians included socioeconomics and poverty. Transportation was present as a SDOH and as a barrier

to health for many South Carolinians living in both rural and urban areas. The COVID-19 pandemic was also
mentioned often in responses. The pandemic was described as an event that brought existing issues to light, and in
some cases, that awareness led to more resources being pulled together for the benefit of the community.

Some strengths that could be mobilized to improve the health of SC included more collaborations between
stakeholders and increased awareness of available resources. Participants also provided future strategies their
organizations could utilize to improve health issues and underlying causes, including planning for the future of their
organizations, ensuring the organizations' sustainability, and collaborating with partners to get resources out to the
community.
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SC Population

62.4%

Out of 5.1 million people in SC,
62.4% are White.

Fastest-Growing State

Population has grown
12% over a decade.

Most Populous
Counties

1st Greenville
2nd Richland
3rd Charleston

25%

of SC’s population is Black.

7.6%

of households speak a

language other than
English, with Spanish
being the most common.

The Hispanic population is growing
and more than 300,000 residents
are Hispanic.

50.2%

of SC Hispanics are South Carolina’s

from Mexico. population is aging, with
nearly 1in 5 residents
being 65+.
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0%

of South Carolina households have
no internet access.
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Over 1 in 3 households in
Marlboro County do not have
internet access.

) iy
ol o=

3 in 4 South Carolinians

commute alone to work.

On Average
o Only 0.3% use
5.2 /0 public transit to
] = C]
of households have no go to work.

vehicle available to them. O O
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Trends

In 2021, 5,190,705 residents lived in South Carolina is attributable to three main drivers: people within the
(SC). The five most populated counties were Greenville US moving to the state, more births to SC residents,
(519,178), Richland (414,719), Charleston (404,946), and people outside of the U.S. moving to the state.
Horry (344,865), and Spartanburg (322,864; Figure South Carolina’s population is also getting older. The
4.1). Of all 46 counties in the state, 22 counties, or proportion of SC residents who are over 65 years old
47.8% of the state, had a population less than 50,000, increased from 13.7% in 2010 to 18.6% in 2021 (data
with Allendale having the smallest population (8,304). not shown).

South Carolina’s population is growing. The population In 2021, males made up 48.6% of the population of SC,
in the state has increased from 4.6 million persons while females made up 51.4%. Males outnumbered

in 2010 to over 5.1 million in 2021, an increase of females aged 0-24, and females outnumbered males
12% compared to an overall 7.3% increase for the in all other age groups (Figure 4.3). In particular,
United States (U.S.) (Figure 4.2). Horry County had females are more than double the count of males

the largest population increase from 2016 to 2021 at among residents aged 85 and older.

14.8%, followed by Lancaster (13.1%) and Berkeley
(12.9%) counties (data not shown). The state’s growth

FIGURE 4.1

Total Population
Size of South
Carolina Counties

Number

Source: US Census Bureau ACS,
2017-2021.

Note: 5-year estimates.
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FIGURE 4.2

South Carolina Total
Population
Number

Source: US Census Bureau ACS, 2010-2021.

Note: 1-year estimates.

FIGURE 4.3

South Carolina Population,
by Age Group and Sex

Number

Source: US Census Bureau ACS, 2021.

Note: 1-year estimates.
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5,400,000-

5,200,000~ 5,190,705

5,000,000-
4,800,000~

4,636,312
4,600,000~

| | | | | | | | | | | |
2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

® Male @ Female

85+ 29,613 - 54,815

75-84 123,466 _ 152,777
20-24 169,635 _ 156,046
15-19 179,156 _ 172678
10-14 165,384 _ 164,719
5-9 158,706 _ 149,390

< 141’024 _ 134’769
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Race and Ethnicity

The three largest racial and ethnic groups in SC in
2021 were non-Hispanic Whites (3.2 million residents,
62.6%), non-Hispanic Blacks (1.3 million residents,
24.9%), and Hispanics (329,424 residents, 6.4%)
(Figure 4.4). From 2010 to 2021, SC has seen a
decrease in non-Hispanic White and non-Hispanic
Black population groups and an increase in Hispanic
and people with two or more races.

FIGURE 4.4

Racial/Ethnic Breakdown of  \on-ispanic white
South Carolina Population

Number Non-Hispanic Black
Non-Hispanic Other

Hispanic

Two or more races

Non-Hispanic Asian

Non-Hispanic

American Indian and
Alaskan Native

Source: US Census Bureau ACS, 2021. Non-Hispanic Native
Hawaiian and Pacific
Note: 1-year estimates. Islander
FIGURE 4.5
50.2%

South Carolina Hispanic
Origin, by Nationality

Percent

12.2%

Source: US Census Bureau ACS, 2021.
Mexico Puerto

Note: 1-year estimates. Rico

Of the 329,424 Hispanic residents of SC during 2021,
50.2% were of Mexican origin (Figure 4.5). Hispanics
from Puerto Rico comprised 12.2%, followed by
Honduras (6.2%), Colombia (5.1%), and Guatemala
(4.9%). SC residents from other Spanish-speaking
countries made up 14.5% of the Hispanic population.

21,694

B

83,805

1,912
14.5%
6.2% 5.1% 4.9%
- 3.4% 1.9% 1.6%
- e e
Honduras  Colombia  Guatemala Cuba El Dominican Other

Salvador Republic



Foreign-Born Versus Native-Born

In 2021, SC’s population consisted of 4,919,425
(94.8%) native residents and 271,280 (5.2%) residents

that were foreign-born (Figure 4.6).

FIGURE 4.6

Foreign-Born versus
Native-Born

Percent

Source: US Census Bureau ACS, 2021.

Note: 1-year estimates.

TABLE 4.1

Language Spoken at Home
Percent

Source: US Census Bureau ACS, 2021.

Note: 1-year estimates.
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In 2021, the most common language spoken at home
was English (92.4%; Table 4.1). Of the 7.6% that
spoke another language, Spanish (4.7%) was the most
common, followed by other Indo-European (1.6%).

Foreign-Born

92.4%
7.6%
4.7%
1.6%
0.9%
0.4%

5.2%

94.8%

Native-Born

Speak Only English

Speak a Language Other than English

Spanish

Other Indo-European

Asian and Pacific Island

Other
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Internet

The internet has become a fundamental tool that
connects, informs and empowers people on a global
scale. It provides access to reliable health information
so individuals can make informed health decisions,
manage their health and prevent diseases.! The
internet has also enabled telemedicine, allowing
people in remote or under-served areas to access
timely health care services.

A lack of internet access can disproportionately affect
disadvantaged communities, including those in rural

FIGURE 4.7

Households With and
Without Internet Access
Percent

Source: US Census Bureau ACS, 2021.

Note: 1-year estimates.

FIGURE 4.8

Households With
No Internet Access
Percent

Greenville
9.6%
Pickens
14.9%

Oconee
16.6%

Anderson
13.6%

Percent (%)

York
Spartanburg 7.5%
Lancaster

12.7%

Laurens
18.1%

reenwo
18.5%

14.0%

areas, low-income communities or marginalized
groups.! No internet access can further exacerbate
existing health disparities among these communities.

In 2021, there were 1,852,241 (90.4%) SC households
who had access to the internet, while 197,731 (9.6%)
of households had no internet access (Figure 4.7).
Marlboro County had the highest percentage of
households with no internet access (35.0%), followed
by Allendale (32.9%), Dillon (32.2%) and Marion
(29.5%) (Figure 4.8).

No Internet Access

9.6%

90.4%

Internet Access

Kershaw
12.8%

Florence
19.8%

Richland
12.2%

Horry
8.5%

Lexington
9.3%

Sumter
17.7%

Clarendon
19.6%

Berkeley
11.5%

Dorchester
9.9%

Colleton
16.7% Charleston

9.4%

6.8-13.0

13.1-20.0
Source: US Census Bureau ACS, W 20.1-24.0
2017-2021. B 24.135.0

Note: 5-year estimates.
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Transportation

Transportation is an essential component of any barriers affected their health care use, resulting
society. It provides opportunities to access goods and in lower rates of prescriptions filled, more missed
services, plays a critical role in economic development, appointments, and fewer health care visits.3-4

and improves quality of life.2 Transportation systems
can encourage or discourage healthy behaviors
and are important in improving population health

For those reporting employment in SC in 2021, 77.3%
of residents drove alone to work. Comparatively, only
8.0% carpooled, and another 11.7% worked from

outcomes.? home (Figure 4.9). Less than 1.0% of SC residents

A lack of transportation options in society impacts used public transportation to get to work.

economic and health care costs. Transportation is In 2021, 38.6% of SC households had two vehicles,

a commonly identified barrier to accessing health 32.7% had one vehicle, and 23.5% had three or more

care, especially for disadvantaged populations and
those who reside in rural areas.34 Minority and
special populations, including children, the elderly and
veterans, have frequently reported that transportation

vehicles. In comparison, 5.2% of households had no
vehicle available to them (Figure 4.10).

FIGURE 4.9
to Work
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0%

of counties in SC are rated as
medium-high or high for social
vulnerability.

in SC with diabetes are overweight
or obese.

Diabetes affects 1 in 5 non-Hispanic
Black adults comparedto 1in 8
non-Hispanic White adults in SC.

\ Non-Hispanic Black people die

from diabetes 2.5 times more
& often than non-Hispanic White

people.

Death Rate
1.7 x higher

From 2018 to 2019, the pregnancy-related
death rate in SC was 1.7 times higher for
Black women than for White women.

2%

of pregnancy-related deaths were
determined to be preventable.

highest in US for infant
mortality rate

Infant Mortality Rate in SC was
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to Black women compared to

births among White women and ]
Hispanic women. e



H%:-

increase in drug
overdose deaths in SC
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overdose deaths

1.2x

higher in
urban counties

Rural areas had a

higher overall death ( )
rate than urban areas. ><
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Among the Hispanic
population, those in urban
areas reported poor physical
health 2.6x more than those
in rural areas.

People living with a
disability report fair or
poor general health
more often than those
without a disability.

1in 3 peoplein SC
live with one or more
disabilities.
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Persons experiencing homelessness

60% were male

53% were Black

20% were children

16% were Veterans

ODOOOME

Low Socioeconomic
Status Populations

Attaining some college education is 18-26%

lower among Black, Hispanic, and American
Indian/Alaska Native populations when compared
to White populations.

Median household income was 1.7 times lower
and 1.4 times lower among Black and Hispanic
people than White people, respectively.

Only 7% of White households live below the
poverty line, compared to 21% of Hispanic
households and 20% of Black households.

12% were victims of domestic violence
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What is Health Equity?

If health is the attainment of complete physical, mental, is the treatment of all individuals in the same

and social well-being, then health equity is the fair and manner without accounting for historical and current
just opportunity to attain the highest level of health inequities. It assumes that the same approach will
for all people, regardless of race, ethnicity, disability, work for everyone and that no one has barriers to
sexual orientation, gender identity, socioeconomic achieving the best health possible. In contrast, the
status, geography, preferred language, or other factors goal of health equity is to adjust treatment, care,
that affect access to care and health outcomes.1:2 and resources based on circumstances and needs
Achieving health equity requires valuing everyone to ensure quality health care and good health for
equally, with focused and ongoing societal efforts to all. Finally, the goal of justice is to dismantle barriers
address avoidable inequalities due to past and present such as discrimination and lack of resources that lead
injustices, and eliminating health and health care to inequality and inequity. The distinction between
disparities.1-3 equality, equity and justice is illustrated in Figure 5.1.

Equity is not the same as equality. Health equality

FIGURE 5.1

Equality Vs. Equity Vs. Justice.

The Avarna Group.4

Equality Justice

—
The assumption is that Everyone gets the support All 3 can see the sunrise
everyone benefits from the they need, thus producing over the ocean without
same supports. equity. supports because the

cause(s) of the inequity
was addressed. The
systemic barrier was
removed.

This is equal treatment.



Why Care About Health Equity?

The health of a population depends on how effectively

state agencies, institutions, and programs work

with communities to eliminate differences in health
outcomes among those populations experiencing a
disproportionate burden of disease, disability, and
death.5 Health inequities are the direct result of these
differences in health outcomes among certain groups

Equity, Justice, and the Environment

Equity and justice also refer to the fair and just
opportunity to live, learn, work and play in a healthy
environment. An unhealthy environment due to higher
levels of pollution, flooding, or other hazards can

lead to poorer health outcomes such as increased

asthma or infection. Environmental equity ensures that

individuals or communities receive the assistance they
need to deal with environmental hazards, disasters,
or pollution regardless of race, color, national origin,
or income. Environmental justice is the removal of
systemic barriers of environmental inequities by
addressing the root cause(s).

According to the Environmental Protection Agency
(EPA), environmental justice involves fair treatment
and meaningful involvement.® Fair treatment means
that everyone has the same degree of protection

from environmental and health hazards. Meaningful
involvement means that everyone has equitable
access to the decision-making processes for a healthy
environment through town hall meetings or written
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of people. Eliminating differences in health outcomes
by achieving health equity results in lower prevalence
of disease, lower rates of premature death, longer life
expectancy, lower health care utilization for costly
treatments and care, and greater economic wealth
from a healthier workforce.

comments by the public, and that government
agencies will actively seek feedback from affected
communities.

The South Carolina (SC) Department of Health
and Environmental Control (DHEC) created the
Environmental Justice Advisory Committee. This
committee assesses existing practices at state
agencies regarding environmental justice issues and
convenes a workgroup called the Environmental
Justice (EJ) Hub. The EJ Hub'’s purpose is to bring EJ
community leaders and stakeholders together to
network and collaborate on revitalization efforts.
DHEC facilitates discussions, provides technical
assistance, and shares resource opportunities
with the E]J Hub. Together with the EPA, DHEC
aims to achieve progress in five EJ challenge areas
(lead exposure, drinking water quality, air quality,
hazardous waste sites, and coastal resiliency),
with special emphasis on addressing challenges in
underserved communities.”
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What are Examples of Environmental Equity and Environmental Justice

in South Carolina?

The nonprofit Lowcountry Alliance for Model
Communities (LAMC) partnered with DHEC to
address the disproportionate impacts of pollution
and high rates of childhood asthma in the historically
Black Gullah Geechee Rosemont community in
North Charleston. While DHEC provided air quality
monitoring devices and technical assistance, the
community collected data, reported findings, and
identified solutions.® LAMC continues its work in
Rosemont by helping residents develop a resiliency
plan for flooding and storm surge impacts related to
climate change.

EJ Strong is a hands-on training program hosted

by DHEC to empower community leaders to better
understand disasters, risk reduction, and recovery
during natural, agricultural, environmental, and
human-made disasters. Leaders who live or work

in overburdened communities within SC serve as
captains for their communities and learn more about
their neighbors, local governments, and emergency
managers. During the COVID-19 pandemic, SC rural
communities such as Oconee County were challenged
with food insecurity and decreased food availability
arising from labor and supply chain shortages, and
from job losses in the food and hospitality industry. In

response, Clemson University developed a food map
for rural areas that allows residents to locate and
access community pantries, nonprofit food delivery
organizations, and hot meal offerings in the area.?

By spotlighting places for community support, this
collaboration promoted sustainability in emergency
response through the lens of environmental justice.
The food map is hosted on the DHEC website, and has
been expanded to show food pantries in every county
to aid families facing food insecurity.

Britton’s Neck in Marion County is a flood-prone
community in the Coastal Plains of SC. Heavy logging
in the area exacerbates and contributes to climate
issues that threaten people’s homes and livelihoods.
To mitigate future climate threats to the community, a
local pastor partnered with several organizations to
build the South’s first environmental justice training
center to teach sustainability. The facility boasts hydro
panels that pull moisture from the air to provide clean
water, a greenhouse to teach people how to grow
food sustainably, pollinator gardens and classrooms.
Faculty from SC universities teach the community
how to select and grow plants that will adapt and be
resilient to changing weather.10

Identifying Vulnerable Environments and Communities

A community is a group of people who share the same
region and interact with each other. Communities are
affected by their surrounding environment and may
encounter various hazardous events, including natural
disasters such as hurricanes, disease outbreaks, or
human-made events such as chemical spills. Factors
such as poverty, lack of access to transportation,

and crowded housing weaken a community’s

ability to prevent human suffering and financial loss
during hazardous events. These factors describe a
community’s social vulnerability. Reducing social
vulnerability can decrease both human suffering and
economic loss.11



What is the Social Vulnerability Index (SVI)?

The Centers for Disease Control and Prevention
(CDC) and the Agency for Toxic Substances and
Disease Registry (ATSDR) use United States (US)
Census data to calculate the social vulnerability of
each census tract (subdivisions of counties). The SVI
is used to help public health officials and emergency
response planners identify communities that may
need additional support before, during, and after

a hazardous event. The SVl is based on a ranking

of 16 socioeconomic and demographic factors that
are grouped into four main themes: socioeconomic
status, household characteristics, racial and ethnic
minority status, and housing type and transportation.
Each census tract receives a ranking for each of the

FIGURE 5.2
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Index, by County,
2020
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four themes as well as an overall ranking. Areas

with higher SVI scores are considered more socially
vulnerable and may require additional support and
resources during public health emergencies to ensure
equitable access to health care and other services.11

In 2020, the overall SVI in SC ranged from low to high,
with half of the state designated as medium-high to
high vulnerability (Figure 5.2). The highest areas of
vulnerability spanned the length of the I-95 interstate
from Jasper County to Dillon County and the North
Carolina border, commonly called the “Corridor of
Shame.”
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What is Being Done to Mitigate Social Vulnerability?

To mitigate social vulnerability and reduce health
inequities, various efforts and strategies are
implemented across public health. DHEC works to
advance health equity through partnership with
community leaders and organizations across the state.
These initiatives include conducting community data
walks to discuss relevant community-specific health
data and ways to improve the health of the community,
improving access to actionable, community-level public
health data, and increasing awareness of existing
health disparities.

The COVID-19 pandemic is a stark example of
how certain factors made some communities more

Highlighting Health Disparities

Health disparities refer to differences that affect one’s
ability to achieve optimal health, such as race, gender,
education, income, sexual orientation, community

and physical environment, mental iliness, physical

or cognitive abilities, and health care access. These

vulnerable. For example, the pandemic highlighted
existing racial and ethnic disparities in health care
and health outcomes. Racial minority groups were
disproportionately affected and experienced higher
infection rates, hospitalization rates, and mortality
rates compared to non-Hispanic White people. In
response to the pandemic, the SVI was adapted to
incorporate COVID-19-related disparities.12 This
provided leaders with detailed, localized data for
current outreach programs and helps to identify and
plan support for vulnerable communities before,
during, and after future public health emergencies.

differences result in disproportionately higher rates
among some population groups in SC of illness and
death from conditions such as diabetes, maternal
mortality, infant mortality, and drug overdoses.

Examples of Health Disparities in South Carolina

l. Diabetes

In 2020, SC had the 6th-highest prevalence of diabetes in the US.13 It is estimated that 123,000 people in the state
have type 2 diabetes but do not know it, which greatly increases their risk for developing diabetes complications.14
More than 30% of SC’s adult population have prediabetes, with blood sugar levels higher than normal but not yet
high enough for health care providers to diagnose as diabetes.14 Prediabetes can often be reversed but, without
taking action, many people with prediabetes could develop type 2 diabetes within five years.15

In SC, diabetes affects one in five non-Hispanic Black adults compared to one in eight non-Hispanic White adults,
one in five low-income earners, and 80% of adults who are overweight or obese.13 Low-income earners are
disproportionately burdened by the cost of type 2 diabetes because medical expenses are approximately 2.3 times
more for those with than without the disease.14 Type 2 diabetes costs SC nearly $6 billion in total direct and indirect
medical expenses.14 Nationally, diabetes is more likely to occur among Black people living in poor neighborhoods
than among White people in the same neighborhood regardless of Hispanic ethnicity.1 Likewise, hospitalizations
in SC also vary by neighborhood and race. For example, Black residents comprised 91% of all hospitalizations with
a primary diagnosis of diabetes from the ZIP code 29203 in 2020, and had a hospitalization rate twice as high as
White residents from the same ZIP code (Figure 5.3). Additionally, hospital length of stay was longer, on average,
for Black residents compared to White residents (7.3 days vs 5.1 days, respectively) despite the much younger
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average age of Black than White residents (49.7 years vs 57.5 years, respectively).

Nationally, the mortality rate for diabetes is 2.5 times higher among non-Hispanic Black people than among
non-Hispanic White people, and 62.6% higher among males than females regardless of race or ethnicity.
Diabetes complications such as eye damage, kidney disease, hardened arteries, and nerve damage are

more often seen among non-Hispanic Black and Hispanic adults, compared to non-Hispanic White adults.t?
Amputations related to diabetes increase the risk of death and are three times higher nationally in Black people
than in White people regardless of Hispanic ethnicity, with the rural South seeing even higher rates.1® These
data show the disproportionate burden among non-Hispanic Black residents in SC for diabetes, diabetes risk
factors, diabetes complications, and mortality from diabetes. Factors that contribute to racial disparities include
economic inequalities, lack of access to primary care or affordability of care, lack of community resources such as
transportation to attend appointments, and lack of insurance coverage.1?

FIGURE 5.3 494 .4

Diabetes Hospitalizations
in ZIP Code 29203, by
Race

Rate per 100,000 population

244.3

Source: SC RFA, 2020.

Notes: Primary diagnoses. Ethnicity can be
Hispanic or non-Hispanic. White Black

Il. Maternal Mortality

A pregnancy-related death is a death occurring while pregnant or within one year of the end of pregnancy from
any cause related to, or aggravated by, the pregnancy.20 From 2018-2019, the pregnancy-related mortality rate
in SC was 48.9 deaths per 100,000 live births for non-Hispanic Black women, which was nearly twice as high as
the rate of 29.3 deaths per 100,000 live births for non-Hispanic White women (Figure 5.4).21 More than 70% of
pregnancy-related deaths in SC occurred during the post-partum period in 2019, and 81.8% of pregnancy-related
deaths were determined to be preventable, an increase of 6.8% from 2018.21

Factors that increase the risk of pregnancy-related complications and maternal death vary disproportionately

by racial and ethnic group. They include inadequate prenatal care, environmental or neighborhood factors, pre-
existing chronic health conditions before pregnancy, residence in rural counties, distance to a birthing hospital,
and structural racism and implicit bias.22:23 More women in SC receive inadequate prenatal care compared to

the US (16.7% and 14.8%, respectively), and Black and Indigenous women and other women of color fare worse
historically than White women.22 Crime, lack of access to transportation and unstable housing create barriers that
increase the risk of inadequate prenatal care among Black and Indigenous women and other women of color by
31% compared to those living in areas with fewer environmental barriers.22

More women in SC than in the US have one or more chronic health conditions (44.5% and 37.8%, respectively).22
Women with one or more chronic health conditions before pregnancy, including hypertension and diabetes,
smoking, and being underweight or obese, have a 54% higher risk of a preterm birth, which is a serious pregnancy
complication, compared to women without any chronic health conditions.22 Non-Hispanic Black and Hispanic
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women are more likely to deliver a preterm birth because they more frequently have uncontrolled hypertension,
diabetes and obesity than do non-Hispanic White women in the US.24 Women residing in more than 82% of
counties in SC have a high burden of chronic health conditions, defined as greater than the overall state percent,
and a high percent of preterm birth, defined as greater than the national target of 9.4% (Figure 5.5). There are no
counties where chronic health conditions and preterm birth are both low, or where chronic health conditions are
high and preterm birth is low.

In rural areas across SC, 100% of women live more than 30 minutes from a birthing hospital compared to 8.5%

of women living in urban areas, greatly increasing the risk of maternal morbidity and adverse infant outcomes.22
Counties in which the travel distance to a birthing hospital is far (Figure 5.6) are more likely to be counties that are
also designated as either a maternity care desert or a low-access level of maternity care (data not shown).22 From
2018-2019, the rate of pregnancy-related deaths among women who resided in rural counties of SC was 70.4%
higher than that of women living in urban areas.?!

Discrimination was recognized as the top contributing factor in more than half of pregnancy-related deaths
reviewed by the SC Maternal Morbidity and Mortality Review Committee (MMMRC).2! Structural racism and implicit
bias in the health care system prevent many from obtaining fair and just opportunities for optimal maternal care.23
Structural racism refers to racial discrimination that is promoted in society through systems such as housing,
education, media, employment, and health care.?3 Implicit bias is the unconscious thoughts and feelings that affect
human understanding, actions, and decisions unknowingly.23 Both affect health care providers’ perceptions and
decisions, lead to inequalities in care, and correlate with lower quality of care. For example, non-Hispanic Black and
Hispanic women have higher prevalence of pre-pregnancy chronic health conditions, higher cesarean deliveries,
and lower rates of epidural analgesia for pain compared to non-Hispanic White women.23 These inequalities in
care lead to more negative health outcomes for both the mother and baby.

The number-one priority recommended by the SC MMMRC in 2019 to prevent pregnancy-related deaths was
health care access.?! To improve health care access, SC passed laws to permanently provide Medicaid telehealth
coverage and reimbursement for maternity care services. However, more can be done at the community level with
integrating respectful and culturally concordant care from midwives and from reimbursing doula care,22 and in
health care settings with training of providers in cultural humility.23

FIGURE 5.4

Maternal Mortality Rate, by 48.9
Race and Ethnicity,
2018-2019

Rate per 100,000 live births

36.9
29.3

Non-Hispanic Non-Hispanic South Carolina
Source: SC MMMRC, 2018-2019. White Black & Other
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FIGURE 5.5

Chronic Health
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Preterm Birth (PTB)
in South Carolina,

&

Source: March of Dimes, 2023.
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greater than the national target B PTB and CHB (both high %)
of 9.4%.
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llIl. Infant Mortality

Infant mortality refers to death of an infant before reaching the age of one year (<365 days), and reflects the overall
health of a population.?5 SC ranks 11th in the US for the highest infant mortality rate. While the US infant mortality
rate has been declining over the past several years, SC's rate increased 12.3%, from 6.5 infant deaths per 1,000 live
births in 2020 to 7.3 infant deaths per 1,000 live births in 2021 (Figure 5.7).26 The infant mortality rate in SC was
consistently higher among births to non-Hispanic Black women over the past five years, representing an increase
of almost 40% from 2017-2021, and was more than twice as high in 2021 than among births to non-Hispanic
White women and Hispanic women (Figure 5.7).26

Deaths among infants in SC increased across both neonatal (less than 28 days after birth) and post-neonatal (from
28 days to 11 months after birth) periods from 2020-2021.26 By far, rates are highest among non-Hispanic Black
women for both neonatal and post-neonatal deaths, compared to rates among non-Hispanic White women and
Hispanic women (Figure 5.8).26 Compared to post-neonatal mortality rates, neonatal mortality rates are 1.7 times
as high among non-Hispanic White women and non-Hispanic Black women, but 3.5 times as high among Hispanic
women (Figure 5.8).26 Post-neonatal deaths are more likely to be associated with conditions or events that arise
after the delivery and may reflect environmental factors, while neonatal deaths are typically associated with events
surrounding the prenatal and delivery periods.?5

The top three causes of neonatal deaths in SC were congenital malformations, disorders related to short gestation
(preterm birth) and maternal complications of pregnancy, while the top three causes of post-neonatal deaths in SC
were accidents, sudden infant death syndrome and congenital malformations.26 The causes of neonatal mortality
show how intricately linked preterm birth and maternal complications are with factors that increase the risk of
pregnancy-related maternal mortality among non-Hispanic Black women and other women of color, such as
pre-pregnancy chronic health conditions and inadequate access to prenatal care.2? In fact, 73.8% of non-Hispanic
Black infant deaths were due to very low or low birth weight compared to 59.9% of non-Hispanic White infant
deaths and 54.9% of Hispanic infant deaths.26

Healthy People 2030 aims to reduce the infant mortality rate.27 In light of the increasing infant mortality rate

in SC from 2020-2021, particularly among non-Hispanic Black women, the best approach to decrease infant
mortality in SC is to invest in maternal health overall, and among women of color specifically, by improving health
care access and implementing other targeted interventions to ensure equitable, high-quality care for moms and
babies.21:22.26,27

FIGURE 5.7
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FIGURE 5.8 @ Total Infant Deaths @ Neonatal Deaths @ Post Neonatal Deaths

Infant, Neonatal and Post
Neonatal Mortality, by Race
and Hispanic Origin of
Mother, 2021

Rate per 1,000 live births
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South Carolina
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Source: SC DHEC Vital Statistics, 2021.

IV. Drug-overdose and the Opioid Crisis

The age-adjusted rate of drug-overdose deaths increased by 31% in the US, from 2019 (21.6 per 100,000) to 2020
(28.3 per 100,000).28 Opioids, specifically synthetic opioids, represented 75% of drug-overdose deaths in the US

in 2020.28 Similarly, the total number of drug-overdose deaths in SC increased by more than 25% from 2020 to
2021, with opioids contributing 80% of drug-overdose deaths in the state.28:2% |n 2020 in the US, non-Hispanic
American Indian or Alaska Native people had the highest rates of drug-overdose deaths overall compared to other
racial and ethnic groups, but the largest geographical disparity was seen for non-Hispanic Black people, where
rates were twice as high in urban compared to rural areas (Figure 5.9).31 In 2020 in SC, drug-overdose death rates
were higher in urban counties (35.7 deaths per 100,000) than in rural counties (30.0 deaths per 100,000), and the
number of opioid-related overdose deaths was highest in some northwestern, central and coastal SC counties
(Figure 5.10).39:31 From 2017-2021, drug-overdose deaths in SC largely affected White, young adult and middle-
aged men aged 25-54 years (Figure 5.11).

Opioid-overdose deaths are linked with several socioeconomic disparities in the US even after accounting for age,
race, ethnicity, and sex. Risk of death is greater among people who graduated from high school only (compared to
adults with a graduate degree), have a disability (compared to those without a disability), are widowed (compared
to married), are unemployed (compared to employed), previously incarcerated (compared to no incarceration), live
in poverty (compared to people living in households at least five times above the poverty line), lack health insurance
(compared to those with insurance), and who rent (compared to people who own homes with mortgages).32

Socioeconomic marginalization, defined as conditions that contribute to exclusion from social and economic
opportunities and create vulnerability, is a determinant of both fatal and non-fatal opioid overdose.33 The
conditions include labor market exclusion, informal or unlawful income generation (such as theft or drug dealing),
material insecurity (such as housing or food insecurity), inadequate income, incarceration, social stigma or isolation,
and low socioeconomic status or poverty. These conditions increase risk of opioid-related death among specific
subpopulations who use drugs, such as people experiencing homelessness, those recently released from prison, or
living in poverty, or of Indigenous ancestry.33

Socioeconomic marginalization is thought to promote chronic stress responses over time that adversely affect
interpersonal relationships and health outcomes and lead to cumulative disadvantage and health inequity.33
Critical gaps in data collection limit understanding of the socioeconomic drivers of drug and opioid overdose deaths
and of the many dimensions of disadvantage affecting at-risk subpopulations. A better understanding is needed to
identify and intervene on the most effective upstream determinants of health with targeted response strategies.33
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FIGURE 5.9

Overdose Deaths, by Race ® Rural @ Urban
and Ethnicity and Rural or
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Source: NCHS, 2020.

Note: Rates are age-adjusted.

FIGURE 5.10
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FIGURE 5.11

Overdose Deaths Among
Males, by Race/Ethnicity
and Age Group

Rate per 100,000 population

Source: SC DHEC Vital Statistics, 2017-
2021.

Note: 5 year estimates.
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Highlighting Cross-Cutting Themes

In addition to highlighting the aforementioned with different gender identity and sexual orientation,
conditions that adversely affect diverse populations, people facing major mental or physical disabilities,
four cross-cutting themes are highlighted where the and families living in poverty and in underserved
need for health equity is determined by disadvantages regions. This is followed by closer examination of the
and discriminations. Disadvantages and unique barriers to health equity encountered by each
discriminations most often affect minorities, people population.

I. Representation Inequity Among Minority Groups

SC'’s population is both increasing and diversifying. Although the largest increases occur among minority groups
such as those identifying as another single race or those identifying as two or more races (Figure 5.12), these
groups are often combined during data collection and reporting practices despite their differences.3435 The ensuing
inequity in representation obscures differences in exposures, risk factors and disease outcomes; results in missed
opportunities for health interventions; and perpetuates health disparities. For example, studies show Hispanic
immigrants face negative health outcomes from being under- or uninsured, racial discrimination, limited language
proficiency, or from a shortage of culturally appropriate health care providers.36-40 Collecting this information is the
first step to recognizing that health disparities exist for which equitable solutions are needed. These barriers are
not unique to racial and ethnic minorities; other groups such as members of the LGBTQIA+ (lesbian, gay, bisexual,
transgender, questioning or queer, intersexual, asexual and other non-heterosexuals) community or people with
disabilities face many of the same obstacles.

FIGURE 5.12

Population Change in Other Single Race

South Carolina, by Race Two or More Races
and Ethnicity, 2010 to 2020

Non-Hispanic Asian
Percent Change
Hispanic
Non-Hispanic Native
Hawaiian/Pacific Islander

All Races and Ethnicities

zozuorggz US Decennial Census for SC, 2010 Non-Hispanic White -3.1% I

Notes: Percentages reflect the change Non'H_iSPGniC Americ_on
in proportion of each group to the total Indian/Alaska Native

lation in 201 2020. i . .
populationiin 010 and 2020 _Cotegorles Non-Hispanic Black  -10.4% I
are single race unless otherwise stated.

~9.8% |
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l1l. Life Expectancy

From 2020-2021, national estimates of life expectancy decreased among Hispanic populations and all race-sex
groups except non-Hispanic Asian males, who experienced a 0.1 year increase (data not shown).4! The decrease
was greatest for non-Hispanic American Indian/Alaska Native males, with a decline of 2.3 years.4! In 2021, there
was a 14.1-year difference between the highest life expectancy (non-Hispanic Asian females) and the lowest life
expectancy (non-Hispanic American Indian/Alaska Native males) (Figure 5.13). In addition to seeing disparities
among racial and ethnic groups, SC also sees large disparities within census tracts or neighborhoods (Figure
5.14). In Columbia, SC, there is a gap of more than 11 years in life expectancy within a few miles. Forest Acres and
Heathwood see life expectancy estimates of 87 years, whereas the Celia Saxon area of Columbia sees estimates
reaching 67 years. These stark differences are observed in census tracts and neighborhoods across the state, and
represent inequities that affect overall health and well-being.

FIGURE 5.13
United States Life Male @ Female

Expectancy in 2021, by

Race and Ethnidty Non-Hispanic White

Age I 792

e ispanicBack I 7.5
rorrispane A5 R ¢ ¢
rertispenc AN R oo >

Source: NCHS, 2022. Hispanic

Note: Age, years. I 1

FIGURE 5.14

Life Expectancy in
Columbia, SC

Age

National Center for Health Statistics,
USALEEP, 2010-2015.

Notes: Life expectancy at birth.
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I1l. Mental Health

In SC, more poor mental health days affect one in three LGBTQIA+ individuals, one in five Veterans and non-
Hispanic American Indian/Alaska Native individuals, and one in four persons experiencing chronic homelessness
with mental illness and non-Hispanic individuals of races other than American Indian/Alaska Native (Figure
5.15).42:43 These percentages are higher than for heterosexual individuals, non-Veterans, and for those
experiencing chronic homelessness without mental iliness. Poor mental health and mental health issues are
associated with suicide. This chapter presents health inequities associated with poor mental health among
Veterans and LGBTQIA+, and shows death by suicide is higher among these groups.

FIGURE 5.15
Poor Mental Heolth, by Sexual Minority 33.7%
SprOpUthlOn Heterosexual 13.5%
Percent
Veterans 22.2%

Source: SC BRFSS, 2017-2022 & SC ICH, Non-Veterans 12.2%
2022. : . .

Non-Hispanic American 18.7%

Note: Sexual orientation and gender Indian/Alaska Native
identity questions only asked 2018-2020.
Mental health indicator for all groups

Non-Hispanic Other Race 24.1%

except the homeless is 14 or more days Chronically Homeless with _ 27.2%
in the past 30 days when mental health Mental lliness :
was not good. Sexual minority refers to Chronically Homeless _ 15.8%

LGBTQIA+ individuals in SC. without Mental lliness :

IV. Delayed Medical Care

Compared to their respective counterparts, delayed medical care due to cost is higher among vulnerable groups
in SC, including one in five people with disabilities, one in four LGBTQIA+ people, one in four urban Hispanic
individuals, one in four urban non-Hispanic American Indian/Alaska Native individuals, and one in five urban non-
Hispanic Black individuals (Figure 5.16).42 Non-Hispanic Asian and non-Hispanic White individuals experience
the least delayed care due to cost at 10.8% and 11.8%, respectively. The urbanization of SC is occurring primarily
among minority groups, and may explain the higher percentages of urban-dwelling minority groups that cite cost
as a determinant of delayed health care.44.45

FIGURE 5.16

Delayed Medical Care due People with a Disability

to Cost, by Subpopulation People without a Disability
Percent Sexual Minority
Heterosexual

Urban Hispanic

Source: SC BRFSS, 2017-2022. Rural Hispanic
Note: Sexual orientation and gender U ; ;

rban Non-Hispanic AI/AN
identity questions only asked 2018-2020. P /
Delayed medical care is “Was there a time Rural Non-Hispanic Al/AN
in the past 12 months when you needed
to see a doctor but could not because you Urban Non-Hispanic Black

could not afford it?” Sexual minority refers ] ]
to LGBTQIA+ individuals in SC. Rural Non-Hispanic Black




Populations Facing Health Inequity

Rural and Urban Populations

The rural population of the US has historically
experienced worse health overall and higher mortality
than the urban population.4® The ability to monitor and
improve the health of rural communities is complicated
by different methods defining localities as rural.4?
When communities are classified as urban using
county-level criteria of population size, proximity to
urban centers, and direction of commuting patterns,
there are corresponding levels of higher education,
lower poverty, and lower mortality rates than in

rural communities.46:48.49 |n national surveys, non-
Hispanic Black rural residents have higher rates

of age-adjusted mortality from all causes, cancer,
cardiovascular disease, and stroke compared to their
urban counterparts. These rates are the highest among
all racial and ethnic rural groups.59 Furthermore,
non-Hispanic Black rural residents report more
socioeconomic disadvantage, and more often rate
their health status as fair or poor, or report delaying
medical care due to cost, compared to other racial-
ethnic rural residents.50 The inclusion of micropolitan
areas, defined as nonmetropolitan areas with from
10,000 to 49,999 people and which are distinguished
from smaller, "noncore" areas, as rural in these studies
complicates health comparisons between reports
because micropolitan areas differ economically,
demographically, and in health outcomes from both
urban and noncore areas.50-52

In SC, the current rural-urban classification uses

2010 census data.53 As a result, recent morbidity and
mortality data for urban and rural areas in SC do not
necessarily reflect the results of ongoing urbanization.
Urban centers, making up more than 30 percent of the
county population, are found in 15 counties. Although
most land area in SC is designated as rural (Figure
5.17), only 27% of the population lives in rural areas,
which decreased from 42% in 2010.44:45 From 2011-
2020, age-adjusted mortality rates were consistently
higher among rural areas compared to urban settings
in SC, and increased dramatically in both settings
between 2019 to 2020, when the COVID-19 pandemic
began.54 For rural residents, the age-adjusted
mortality rate increased from 850 deaths per 100,000
in 2019 to 1,000 deaths per 100,000 residents in 2020
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(data not shown).54 For urban residents, the age-
adjusted mortality rate increased, from 790 deaths per
100,000 residents in 2019 to 920 deaths per 100,000
residents in 2020.54 During this time, rural residents,
compared to urban residents, experienced more deaths
from cardiovascular disease (CVD), COVID-19, cancer,
homicides, and unintentional injuries.>4 To address the
health disparities exacerbated by the pandemic, the
SC Health Equity Initiative was implemented in 2020
as part of a national program by the CDC to advance
health equity projects across the state among high-
risk and underserved populations, including racial and
ethnic minorities and rural residents.44

Poor physical health and delayed medical care due

to cost are examples of how survey responses in

SC differ somewhat from results of national reports
described earlier in this section, the difference likely
due to varying definitions of what constitutes rural.42
Compared to their urban counterparts, more rural non-
Hispanic White and rural non-Hispanic Black residents
reported poor physical health (Figure 5.18). Rural/
urban classification was based on the National Center
for Health Statistics Urban-Rural Classification, where
urban refers to large fringe metro, medium metro,
small metro, and micropolitan areas, and rural refers to
noncore areas. However, more urban multiracial and
urban Hispanic residents reported poor physical health
compared to their rural counterparts.>® More urban
residents reported delayed medical care compared

e Mortality rates for rural
N residents compared to urban
residents in SC are higher,
especially for cardiovascular
disease, cancer, COVID-19,
accidents, and homicides.

e More urban minority
communities experience poor
physical health and delayed
medical care.
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to rural residents, with the highest percentages being
among urban Hispanic residents (25.1%) and urban
non-Hispanic American Indian/Alaska Native people
(24.1%) (data not shown).42 The higher prevalence
of poor physical health and delayed medical care
among certain urban minorities may be related to the
higher urbanization experienced by some minority
communities than for non-Hispanic White or non-
Hispanic Black residents in the past decade.45

e The ability to monitor and
improve the health of rural

communities is complicated by
different methods that define

localities as rural.

FIGURE 5.17

Rural-Urban Land
Area in South
Carolina, by County
and Census Tract,
2010

Source: SC ORH RUCA codes,
2010.

Rural-Urban Land Area
M Rural Census Tract

M Urban Census Tract
[71 Urban County

A better understanding of

the diversity of communities
(representation equity) within
rural settings is essential

for effective intervention to
promote health and health
equity.




FIGURE 5.18

Poor Physical Health, by
Race and Ethnicity and
Rural or Urban Area

Percent

16.0%

Source: SC BRFSS, 2017-2021.

Note: 5 year estimates. Poor physical health
is 14 or more days in the past 30 days when
physical health was not good.

Non-Hispanic
White

Low Socioeconomic Status Populations

Socioeconomic status (SES) is a measure of a person’s
overall social and economic standing and is associated
with health outcomes.5¢ People and households

with lower SES have lower income, higher poverty,

or lower levels of educational attainment, spend

more than 30% of their income on housing, or lack
health insurance coverage.5” The complex interplay
among these inequities can influence a wide range

of health, functioning, and quality of life outcomes.58
For example, poverty is a risk factor for premature
morbidity and mortality, and societies that are more
unequal in the distribution of wealth tend to have
poorer health outcomes among their citizens.59:60
Conversely, health outcomes can also influence SES:
less healthy people may complete fewer years of
education, miss more work, and earn lower incomes.>6
SES-related health disparities, specifically higher
premature deaths, excess absenteeism, joblessness
occasioned by illness among low-income and poorly
educated workers, overuse of inpatient care, and extra
payouts for disability benefits, have been associated
with billions of dollars in annual economic costs.61

The Gini Index is a summary measure of income
inequality, and ranges from O (perfect equality) to 1.0
(perfect inequality). Comparing data from 2011-2015
to 2016-2020, income inequality worsened in 24
counties, with Abbeville and Jasper seeing the largest
changes. Additionally, income inequality remained
relatively unchanged in nine counties, and improved in
11 counties. Bamberg and Hampton counties saw the
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® Rural @ Urban

16.8%
15.1%

8.7%

Non-Hispanic
Black

Non-Hispanic
Multiracial

Hispanic

largest improvement (Figure 5.19).62:63 During 2016-
2020, the counties with the highest income inequality,
representing a Gini Index > 0.5, were Charleston,
Georgetown, Lee, and Greenwood. Rurality does not
completely explain income inequality, because seven of
12 rural counties experienced a decreased Gini Index.
Households of color earned significantly less than the
median income in SC, and substantially less than non-
Hispanic White households, in the same period (Figure
5.20).64 Most racial and ethnic minorities have lower
levels of educational attainment (data not shown).
Proportionally, non-Hispanic Black, Hispanic, and non-
Hispanic American Indian/Alaska Native populations
trail the non-Hispanic White population by 18%-26%
in the share of each groups' population with at least
some college.*® These differences in educational
attainment at least partially explain unequal median
incomes between these groups.4>

Estimates of concentrated disadvantage, a composite
of five census variables, were higher in SC than for the
nation for the percentage residing in poverty, receiving
public assistance, and for female-headed households,
but lower or no different for the percentages of the
population under 18 years and of the unemployed
population (data not shown).85 Although most counties
saw decreases in the percentages of people living in
poverty and of people receiving public cash assistance,
concentrated disadvantage remains higher among
minority groups.66-68 Compared to their non-Hispanic
White counterparts, more minority families and
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female-headed households lived below the poverty
line (Figure 5.21), more non-Hispanic Black people
received public assistance, and there were higher

percentages of minority children under 18 years (data
not shown).69:70.71

¢ In most counties, income inequality is increasing, while poverty

and reliance on public assistance are decreasing.

e More racial and ethnic minorities consistently earn lower

household incomes, attain less formal education, live below the

poverty line, receive public assistance, and experience higher

concentrated disadvantages compared to non-Hispanic White

people.

FIGURE 5.19

Gini Index of Income
Inequality in South
Carolina, by County

Percent Change from
2015 to 2020

Source: US Census ACS, 2011-
2015 & 2016-2020.

Note: 5 year estimates.

FIGURE 5.20

Median Household Income,
by Race and Ethnicity
Dollars

Source: US Census ACS, 2016-2020.

Note: 5 year estimates. Median income
is for past month. *Estimated with high
margin of error.
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FIGURE 5.21

Family Households Below
Poverty Line, by Race and
Ethnicity

Percent

Source: US Census ACS, 2016-2020.

Note: 5 year estimates.

Non-Hispanic White

Non-Hispanic Black

Non-Hispanic Other

Hispanic
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Populations Experiencing Homelessness

Homelessness is a key driver of poor health outcomes
and is associated with shorter life expectancy, higher
morbidity, greater usage of acute hospital services,
later-stage diagnosis of disease, and increased
hospitalization for preventable conditions.”2:73
Homelessness is also a consequence of adverse social
and economic conditions.5” These often include early
adverse childhood experiences such as childhood
abuse, neglect, and family dysfunction, which are often
predecessors of negative health and social outcomes
throughout life.”# Experiences of homelessness differ
by various at-risk populations, including families,
people with substance use disorder (SUD) or mental
illness, unaccompanied youth, racial and ethnic
minorities, Veterans, those facing other disabling
conditions, and members of the LGBTQIA+ community.
The interpretation of health status indicators for public
health outcomes is complicated when data come from
multiple sources that define homelessness differently.”>
Multiple federal statutory definitions of homelessness
also exist, including within the Public Health Service
Act and for children and youth.76.77

Homelessness service providers in SC served 2,430
more people in 2021 than in 2020 (Figure 5.22).43
This included more females, fewer Veterans, more
victims of domestic violence, and fewer non-Hispanic
Black people. One in five individuals experiencing
homelessness were children. Between 2020-2021,
the Upstate served as many people representing
special populations experiencing homelessness —
including migrants, multilanguage learners of English,
unaccompanied youth and people with disabilities

- as the other regions combined (data not shown).43
More than half of the special populations served were
people with disabilities, including physical, intellectual

or developmental disabilities, SUD, or mental health
disorders.

During a point-in-time count on January 26, 2022,
approximately 346 people in SC experienced chronic
homelessness, defined as a person with a minimum of
12 or more months of homelessness and suffering with
a long-term disability.43 In addition to experiencing
chronic homelessness, there were 396 people who also
reported Veteran status, 569 individuals with SUD,
and 594 with a mental iliness (Figure 5.23).43 The
number experiencing both sheltered and unsheltered
homelessness decreased in 2022 compared to 2020.
Persons sheltered decreased by 10.5%, and persons
unsheltered decreased by 22.9% (data not shown).43
Unsheltered settings include living on the streets —

in a vehicle, parks or abandoned buildings — while
sheltered homelessness settings include those who are
living in emergency or transitional housing.43

People with disabilities,

N multilanguage learners of English,

and youth/children comprise
some of the largest groups
experiencing homelessness,
while the highest subpopulations
of those experiencing chronic
homelessness are those with
mental iliness and substance use
disorder.

77
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FIGURE 5.22

Demographic Comparison
of Persons Experiencing

Homlessness, by Year

Source: SC ICH, 2022.

FIGURE 5.23

Count of Persons
Experiencing Chronic
Homelessness, by
Subpopulation

Number

Source: SCICH, 2022.
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Individuals with Disabilities

The Americans with Disabilities Act identifies a person
with a disability as someone who has a physical or
mental impairment that substantially limits one or
more major life activities, a history or record of such

an impairment, or is perceived by others as having
such an impairment (such as hearing or vision loss).”8
People with disabilities often have complex and unmet
health care needs, and experience disproportionately
poorer health than their peers without a disability.”?
Living with a disability is also a risk factor for several
comorbidities. Depression and other mental health
conditions are nearly three times higher, and smoking
and diabetes two times higher, than for people without
a disability.”?

The definition of disability used by many surveys
focuses on cognitive impairment, physical limitations,
and participation restrictions (Table 1).7° In 2020,

one in three people (1,304,480) in SC were living with
one or more disabilities.89 One-fifth of non-Hispanic
American Indian/Alaska Native people live with a
disability (21.2%), the highest of all racial and ethnic
groups, with most state estimates disproportionately
higher than national percentages (Figure 5.24).81
Almost half of males and females with a disability

are aged 75 and older (Figure 5.25).82 More than

two times as many people living with a disability
(20.3%) than without (9.1%) delay medical care due
to cost, and 33.4% of people living with a disability
self-reported fair or poor general health, compared to
6.7% without a disability.42-80 Mobility disabilities are
more common; however, proportionally more people
in SC have any type of disability compared to the

US (Figure 5.26).81 Despite a decrease in the overall
number of individuals living below 150% of the poverty
line in 2020 compared to 2015, the number of people
with disabilities living below 150% of the poverty line
doubled.83:84 For example, in 2020, 19.4% of people
with a disability were living below 100% of the poverty
line, compared to 11.7% of people without a disability
(data not shown). In comparison, the total percentage
of the SC population living below the poverty line was
13.8%.66
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Multiple interwoven physical, communication,

and programmatic or attitudinal barriers lead to
inadequate and inequitable health care for people
with disabilities. Physical barriers include inaccessible
health care facilities (e.g., lack of ramps), unreliable

or inaccessible transportation, and inaccessible

and inefficient diagnostic and exam equipment.85
Communication barriers include limited sign language
or other interpretation services, no closed captioning
on videos, lack of braille displays, and no audio
descriptions of visual information.8¢ Programmatic and
attitudinal barriers include low provider competency
and confidence in treating patients with a disability.87
In SC, these barriers cost $12.2 billion per year to treat
both the initial disability and related comorbidities, or
about $13,807 per person.88

e People with disabilities have
N higher depression and other
mental health conditions and
more comorbidities than people
without disabilities.

e People with disabilities
experience physical,
communication, and
programmatic/attitudinal
barriers to equitable and
accessible health care not faced
by those without a disability,
which is exacerbated by health
care costs and poverty.
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TABLE 5.1

Survey Definition of
Disability

Source: CDC, 2022.

FIGURE 5.24

Individuals with
Disabilities, by Race/
Ethnicity

Percent

Source: US Census ACS, 2016-2020.

Note: 5 year estimates. Hispanic can be of
any race.

Disability

Definition

Mobility Serious difficulty walking or climbing stairs
Cognitive (Sjen_oys difficulty concentrating, remembering, or making
ecisions

Independent Serious difficulty doing errands alone, such as visiting a
Living doctor's office

Hearing Deafness or serious difficulty hearing

Vision Blind or serious difficulty seeing, even when wearing glasses

Self-Care Difficulty dressing or bathing

American
Indian/Alaska Native

Non-Hispanic
Black

Non-Hispanic
White

Two or More
Races

Other Race

Native
Hawaiian or Other
Pacific Islander

Hispanic or
Latino

Asian

@ Ssouth Carolina @ United States

21.2%
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11.8%
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9.2%

7.3%
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FIGURE 5.25
Individuals with Disabilities @ Males @ Females
in South Carolina, by Age
46.9%
Percent o
28.8%
65 to 74 years ’
4.3%
15.5%
35 to 64 years '
14.9%
7.7%
18 to 34 years ’
6.3%
7.7%
5to 17 years '
4.4%
Source: US Census ACS, 2016-2020. Under 5 years I 0-8‘;/0
Note: 5 year estimates. 0.9%
FIGURE 5.26
Individuals with Disabilities, @ South Carolina @ United States
by Disability Type
8.1%
Percent Mobility Disability °
6.8%
Cognitive 5.5%
Disability 1%
Independent Living 6.4%
Disability 8%
Vision 3.0%
Disability 4%
3.9%
Hearing Disability ’
3.6%
Source: US Census ACS, 2016-2020. Self-Care 2.9%
Disability 2.6%
Note: 5 year estimates. ’
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Indigenous Populations

Approximately 99,729 people, or 1.9% of the SC
population in 2021, identified as American Indian/
Alaska Native, regardless of Hispanic ethnicity.89
However, American Indian/Alaska Native individuals
are systematically undercounted or rendered invisible
from data collection practices that either misclassify
them as Other or White race, or from data suppression
rules that aggregate American Indian/Alaska Native
individuals with other racial groups.29 Also, the choice
to not self-identify as Native American is rooted in a
long history of mistrust and results in missing data.?1
Thus, representation inequity underlies health inequity
for Indigenous populations.

Indigenous populations in the US experience lower
life expectancy and disproportionate disease burden
compared to other races.92:93 Food insecurity, poor
nutrition, and poverty are high in Native communities
due largely to government policies.?4 About 20%

to 25% of American Indian/Alaska Native people,
regardless of Hispanic ethnicity, in SC live in poverty,
lack health insurance, and delay medical care citing
cost.69:95 Only 13% of American Indian/Alaska Native
residents have a bachelor’s degree or higher, the
lowest among racial and ethnic groups in SC.%6 For
many, poverty forces a choice between education and
employment, suggesting a path toward health equity
is, in part, through educational retention.%1

Chronic disease profiles from 64 American Indian/
Alaska Native patients regardless of Hispanic ethnicity
served by the Edisto Indian Free Clinic in 2021
compare with those from a broader community of
non-Hispanic American Indian/Alaska Native people
in SC and mostly exceed those of other non-Hispanic
races (Figure 5.27).42:97 Many Native American
organizations, such as Pine Hill Health Network,
provide Indigenous-based health services to tribal
communities of SC and target several chronic disease
risk factors in culturally meaningful ways. Services
offered include Traditional Tobacco (nicotine cessation
education), Indigenous health education, nutrition
education, physical activity services, blood pressure-
and cholesterol-lowering services, and diabetes
prevention (Figure 5.28).

In 2021, non-Hispanic American Indian/Alaska Native
people experienced disproportionately higher deaths
from COVID-19, unintentional injuries, and chronic

lower respiratory disease than did non-Hispanic
White people (Figure 5.29).98 From 2020-2022,

more non-Hispanic American Indian/Alaska Native
individuals were diagnosed with COVID-19 in younger
age groups (< 40 years) compared to other races
(data not shown).2? COVID-19-related deaths among
American Indian/Alaska Native peoples were 1.5
times the number of COVID-19-related deaths among
other races in those aged 41-70 (56% and 35%,
respectively) despite similar numbers of cases in this
age range (33% and 37% of cases, respectively).??
This may have contributed to the sharp rise in years
of potential life lost (YPLL), an indicator of premature
mortality, among the American Indian/Alaska Native
population early in the pandemic, from 9% in 2019

to 15% in 2020, of all premature deaths occurring
between 2011-2021 (Figure 5.30).28 The increase in
YPLL in 2020 was 40% higher among the American
Indian/Alaska Native population than among non-
Hispanic White people. Contributing factors include
inadequate access to health information and services,
underfunded and under-resourced health systems,
and higher prevalence of chronic health conditions that
increase the risk of COVID-19 complications.100

To address representation inequity exacerbated by

the pandemic, in January 2023 DHEC appointed a
representative to the SC Native American Health
Board, which was established by Pine Hill Health
Network through the Urban Indian Health Institute.9?
This provides direct communication between DHEC
and tribal communities on matters of public health, and
ensures that tribal communities have equitable access
to public health data for informed decision-making
about the health of their communities.

Direct and sustained

A | communication between DHEC,

and other state agencies and
programs, and Tribal Chiefs and
their communities is essential for
American Indian/Alaska Native
communities to make informed
decisions about their health.



2023 | SC State Health Assessment

FIGURE 5.27
Prevalence of Chronic @ Non-Hispanic Other Races SC BRFSS () Non-Hispanic American Indian/Alaska Native SC BRFSS
Conditions by RCICG/ . American Indian/Alaska Native (Dorchester, SC)
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estimates); Edisto Indian Free Clinic, Chronic obstructive . 18.4%
2021. pulmonary disease o
10.0%
FIGURE 5.28
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FIGURE 5.29

10 Leading Causes of
Death, by Race and
Ethnicity

Percent

Source: SC DHEC Vital Statistics, 2021.

Note: *Includes opioid overdoses
(unintentional poisoning), motor vehicle
crashes, unintentional drowning, and
unintentional falls. Due to small numbers,
percent of total deaths from diabetes,
chronic liver disease and cirrhosis, and
suicide among American Indian race is not
shown.

FIGURE 5.30

Years of Potential Life
Lost, by Race/Ethnicity

Percent of total YPLL, 2011-
2021

Source: SC DHEC Vital Statistics.

Note: Percentages are calculated by
dividing each year’s YPLL for each racial-

ethnic group by the sum of the YPLL across

all years for each racial-ethnic group.
American Indian race can be Hispanic or
non-Hispanic.
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Veterans

Veterans have complex health care needs. One-third
to one-half suffer from a service-related injury or
iliness, or from unique psychosocial issues associated
with transitioning to civilian life.101 For example, post-
traumatic stress disorder (PTSD) among Veterans is
associated with physical health problems, substance
misuse, suicide, homelessness, and aggression.102
Problematic anger, defined as increased distress and
decreased functioning, is twice as high after military
separation, and is associated with subsequent
adjustment difficulties.193 Combat Veterans fare worse,
experiencing higher risk of PTSD and depression
compounded by multiple deployments.101,104 They
often carry life-long moral injuries and distrust and are
less likely to seek services.105

In 2020, 10% (393,684) of SC adults were Veterans,
defined as adults aged 18 years or older who ever
served on active duty in the military.196 Most Veterans
lived in non-urban centers, 44% were aged 65 and
over, 23% were non-Hispanic Black, 2.5% were
Hispanic and 3.5% were a combination of another
minority race.?98:104.107 Q|der Veterans were twice

as likely to report poor physical and mental health,
and three times as likely to experience substance
misuse than non-Veterans of the same age (Figure
5.31).42 Disproportionately more deaths from heart
disease, cancer, chronic lower respiratory disease,
and Parkinson’s disease occurred among Veterans
than civilians in SC (Figure 5.32).28 According to the
SC Violent Death Reporting System (VDRS), between
2016-2020, 19.1% of all deaths by suicide were
among Veterans in SC.198 Compared to civilians, most
Veteran deaths by suicide were among non-Hispanic
White males, almost half were aged 65 years and
over, and more than one-third had physical health

2023 | SC State Health Assessment

ailments.198 Among 73 deaths by suicide with a
known PTSD diagnosis, three in four were Veterans,
and depression or alcohol or substance misuse (i.e.,
a behavioral health issue) co-occurred with PTSD in
more than half of these (Figure 5.33).108 Living with a
disability (defined as difficulties with hearing, vision,
cognition, mobility, self-care, and independent living)
afflicted almost half of individuals aged 65 years and
over who live below the poverty level whether they
are Veterans or non-Veterans, but older Veterans
living above the poverty level struggled more than
non-Veterans (data not shown).199 Younger Veterans
living with a disability outnumber non-Veterans with
a disability by 1.7 times, on average. These trends
have not changed by much since 2015. Expansion of
Veterans' health care benefits in August 2022 by the
Promise to Address Comprehensive Toxics (PACT) Act
to include health conditions presumed to be caused
by exposure to toxic substances will likely increase
the incidence of reported disabilities among younger
Veterans in the next several decades.110

Successful transitioning to

N civilian life is more likely with
support from Veteran service
organizations (Veterans assisting
other Veterans) and can mitigate
the harmful sequalae of anger,
poor mental health, substance
misuse, homelessness, and death
by suicide.
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FIGURE 5.31

Physical and Mental Health @ Non-Veteran @ Veteran
Among Ages Over 65
Years, by Veteran Status 46.0%

Percent

30.5%
22.2%

Source: SC BRFSS 2017-2022.

Note: 5 year estimates. Poor mental health

uestions only asked 2018-2020. Poor . .
ghysical or mZntoI health is 14 or more Poor Physical Health Poor Mental Health Current or Life Long

days in the past 30 days when either Problem W_ith
physical or mental health was not good. Substance Misuse

FIGURE 5.32

10 Leoding Causes of @ Non-Veteran @ Veteran
Death, by Veteran Status

Percent Heart Disease

21.4%

6.2%

Cancer 18.2%

13.7%
COVID-19 14.0%
Chronic Lower Respiratory 4.4%
Disease 5.1%
4.8%
Stroke 4.5%

0,
*Unintentional Injuries 7.5%

S 3.9%
Alzheimer's Disease 3.5%
. 2.8%

Diabetes . 2.7%
Source: SC DHEC Vital Statistics, 2021. 0.0%
Note: Adults 18+ years only. Veteran is Parkinson's Disease B 7%
ever-served in US Army Forces. *Includes
opioid overdoses (unintentional poisoning), Nephritis/Nephrotic 1.4%
motor vehicle crashes, unintentional Syndrome/Nephrosis 1.5%
drowning and unintentional falls.
Parkinson’s Disease was not a top 10 cause Chronic Liver Dised_se on'd ' 1.8%
of death among non-Veterans. Cirrhosis 1.3%



FIGURE 5.33

Suicide Circumstances, by
Veteran Status

Percent

Source: SC VDRS, 2016-2020.

Note: 5 years estimates. Adults 18+

only. Veteran is ever served in US Armed
Forces. Behavioral health issues include
mental health condition, depressed
mood, alcohol, or substance misuse.
Behavioral health issues are not mutually
exclusive.
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31.5%
Behavioral: Depressed Mood
27.8%
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Behavioral: Alcohol Problem
13.5%
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PTSD Diagnosis
76.7%
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LGBTQIA+ Communities

As of 2021, LGBTQIA+ (lesbian, gay, bisexual,
transgender, questioning or queer and other non-
heterosexual) individuals are estimated to account for
7.1% of the US population, essentially doubling from
2012.111 National surveys found LGBTQIA+ people
face discrimination in their personal and family lives,
workplace, public community, and in their access to
health care.112 Discrimination and victimization can
lead to higher negative health outcomes, including
substance misuse, sexually transmitted illness (STI),
cancers, heart disease, mental illness, and death by
suicide. Discrimination in the delivery of health care
at clinics and hospitals can lead to poor therapeutic
alliance, lack of appropriate illness-related education,
inadequate scheduled screening for communicable
diseases, and inadequate interventions.112-114 Higher
levels of discrimination are reported among younger
LGBTQIA+ people, transgender people, people of color,
and people with disabilities.112 Adverse childhood
experiences (ACEs), such as childhood abuse, neglect,
and family dysfunction, are positively correlated

with substance misuse, depression, and attempts

of suicide among LGBTQIA+ people.115 Accurate
reporting of morbidity and mortality is complicated

by deficiencies in data collection that misclassify
LGBTQIA+ status, creating information gaps. Also,
despite gender identity and sexual orientation being
separate categories, surveys routinely treat both as the
same category, thus leading to inaccurate data and
increased bias in research.116

As of 2021, 4.2% of the SC population is estimated

to be LGBTQIA+, referred to as “sexual minority” in
the figures. Higher proportions are in younger age
groups: 12.0% of people aged 18-24 years, and

6.3% of people aged 25-34 years, are LGBTQIA+.42
Risk factors such as mental wellbeing, ACEs, and

lack of access to care are higher among LGBTQIA+,
compared to heterosexual individuals (Figures 5.34
and 5.35).42:117.118 Consjstent with national findings,
LGBTQIA+ people in SC have a higher HIV risk
(24.3%) compared to heterosexuals (5.2%), and larger
percentages are current smokers, binge drinkers, and
substance users (Figure 5.36).42 Between 2013-
2020, 59 violent deaths among LGBTQIA+ residents
in SC were reported, with 47 (79.7%) being suicide.119
Among deaths by suicides, more LGBTQIA+ than

heterosexual individuals were female, had a diagnosed
mental health problem, depressed mood, non-alcohol
substance misuse, history of treatment for mental
health and substance misuse, and either had a known
intimate partner problem, an argument or a life crisis
as a precipitating circumstance (data not shown).119

e Death by suicide is higher

N among sexual minority
populations in SC, most notably
among those identifying as
female, with intimate partner
problems, or with a life stressor
or conflict as a precipitating
circumstance.

e Smoking, substance misuse,
and adverse childhood
experiences are higher among
sexual minorities in SC, and
access to care and mental well-
being are disproportionately
lower.

e Efforts to collect data inclusively
on all gender identities and
sexual orientations are essential
to better understand health
inequities among LGBTQIA+
community members.



FIGURE 5.34

Mental Wellbeing, by
Sexual Minority Status
Percent

Source: SC BRFSS, 2017-2021.

Note: Poor mental health questions

only asked 2018-2020. Depression is

“Ever told by a doctor, nurse, or other
health professional that you had a
depressive disorder (including depression,
major depression, dysthymia, or minor
depression)?” Poor mental health is 14 or
more days in the past 30 days when mental
health was not good.

FIGURE 5.35

Access to Care, by Sexual
Minority Status

Percent

Source: SC BRFSS, 2018-2020.

Note: 3 year estimates.
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FIGURE 5.36

Smoking, Alcohol, and
Substance Use, by Sexual
Minority

Percent

Source: SC BRFSS, 2017-2021.

Note: Binge drinking and current
smoking questions only asked 2018-
2020.

Binge Drinker

Current or Life Long
Problem with Substance
Misuse

Current Smoker

@ Heterosexual
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Connecting the Dots/Summary

This chapter reinforces the importance of health
equity and addresses the alarming health disparities
experienced by diverse populations across SC.
Addressing health disparities is not only important
from an equity standpoint, but also for improving

the state’s overall health. By highlighting the

specific challenges faced by rural populations, urban
populations, people with low socioeconomic status,
populations experiencing homelessness, those with
disabilities, Indigenous populations, Veterans, and
LGBTQIA+ individuals, this chapter underscores the
need for targeted interventions and inclusive policies to
achieve equitable health care and health outcomes for
all.

Out of numerous health disparities, we chose

to highlight four prevalent conditions in SC that
adversely affect diverse populations. These conditions
encompass diabetes, maternal mortality, infant
mortality, and drug overdoses. These disparities

are not new and reflect longstanding structural and
systemic inequities, including structural racism and
bias.

2023 | SC State Health Assessment

Implicit, discriminatory attitudes and behaviors
restrict the access of many residents of color to
better jobs, quality education, political power,
healthy neighborhoods, and high-quality health care,
and are a powerful contributing factor to the high
negative outcomes experienced by many populations
highlighted in this chapter.23

By acknowledging and actively working to eliminate
structural and systemic inequities, SC can build a
more equitable health care system and improve the
overall health and well-being of its residents. This

can be accomplished by more inclusive policies,
targeted interventions, stakeholder and community
engagement, legislative and policy changes,
investment in funding, and training in cultural humility.
It is vital to develop culturally competent care, inclusive
policies, and tailored interventions to address the
specific needs of these populations. DHEC and The
Alliance work to promote health equity, to create a
society where everyone has an equal opportunity

to live a healthy and fulfilling life, regardless of race,
socioeconomic status, age, or circumstances.
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20.1%

of renters suffer from
severe cost burden.

of SC adults reported not
eating fruit

Such healthy foods are perceived
as too expensive.

This means 50% or more of
income is spent on housing and
utility costs.

40/ didn’t eat vegetables

of South Carolina adults
were unemployed as of
2021, lower than national
estimates.

Nearly 1 in 5 Blacks experience food insecurity.

More than 20.0% of adults did not engage in
physical activity in 2021.

of South 9 1% of

Carolinians consumers are . .

depend on public provided water that souiy Cereling & el

water systems. meets all water clean, with most significant
quality standards. pollutants well below

I national standards.
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Increases /\ 215%

in nurse
== Urban counties
practitioners
ince 2
Highest rate of adults since 2009 103%

delaying medical care
due to cost in the nation

Rural counties

Hispanics and Blacks see the

highest rates of delayed care in SC.
Urban counties have more than twice as

many primary care physicians per capita
than rural counties.

G

Blacks saw 2.1 times higher rates of E:}
avoidable emergency department

visits than Whites. E M E R G E N CY

Hispanics see a 25.6% lower
rate of being insured.
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Neighborhood/Housing

Communities in the United States (US) are currently
facing a housing crisis associated with severe housing
cost burdens, housing affordability, and lack of
housing.! Housing affordability, residential stability
and lack of neighborhood opportunity, a shared vision
addressing the needs of the community to achieve
equitable results for residents, generate barriers to
accessing health care.2 According to the National Low
Income Housing Coalition this issue arises because
severely cost-burdened, low-income renter households
are more likely than other renters to delay health

care and sacrifice on healthy food options, which

can be more expensive, to pay the rent in addition to
experiencing residential instability such as evictions.
These factors make housing an important way through
which health disparities in vulnerable populations and
people with chronic conditions persist.?

2

In 2021, nearly 1 in 3 housing units
in SC comprised of renters. This
large amount of renters coupled
with unaffordability factors like
high rent costs and severe cost
burden creates a concern for
vulnerable populations, those at
greater risk for poor health status
and health care access, having

to sacrifice and/or delay health
care due to cost. These high costs
could also lead to homeowners
and renters alike not being able
to afford healthier food options or
other protective health factors.

Data Interpretations: In 2021, 70.3% of South Carolina (SC) households were owner occupied, 8.8%
higher than the national estimate of 64.6% (Figure 6.1). The rate of homeownership across the state and the
nation has remained stable over the last 10 years. In 2021, SC had a median gross rent of $970 (Figure 6.2).
The state sees higher rental values along the coast and in more urban counties. Charleston County saw the
highest median gross rent value of $1,310, more than $300 higher than the state median. Marlboro County
saw the lowest median gross rent value of $585. Severe renter burden is defined as households having to
spend at least 50% of their income on rent and utilities or not having any income at all. In SC, 20.1% of renters
suffered from severe renter cost burden in 2021 (Figure 6.3). The state had a wide range of severe renter cost
burden from a low of 11.7% in Bamberg County to a high of 30.2% in Pickens County.

FIGURE 6.1
Homeownership Rate 80% — .50 South Carolina 70.3%
Percent
60% — 66.1%
’ United States 64.6%
40% —
20% —

) . . 0% — |
Source: US Census Bureau: American

Community Survey 5-Year Estimate.

2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021



FIGURE 6.2

Median Gross Rent
US Dollars ($)

Source: US Census ACS, 2021.

FIGURE 6.3

Severe Renter Cost
Burden

Percent

Source: US Census ACS, 2021.

Note: Represents households
spending at least %2 of income
on rent and utilities or not
having any income at all.
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Brownfields Redevelopment

The built environment in and around a community

can affect how a community is viewed and how a
community sees itself. Idle textile mills, an overgrown
city dump, a former car-repair shop, an 1890s
phosphate mine, and the old corner dry-cleaning plant
all are examples of Brownfields that can impact a
community and its residents.3

Brownfields are properties that have, or are

perceived to have, environmental contamination.3

Even if contamination is never found, the stigma of a
Brownfield site often extends beyond its boundaries,
threatening the stability of entire neighborhoods.
Brownfield site often become legal, regulatory and
financial burdens on the community and its taxpayers.4

Large and small Brownfield sites can be restored
to beneficial use under the oversight of the South
Carolina Voluntary Cleanup Program.>

Responsible Parties (RPs) and Non-Responsible
Parties (NRPs) may enter into Voluntary Cleanup
Contracts with the South Carolina Department

of Health and Environmental Control (DHEC) and
agree to perform environmental work tailored to the
site and contamination to ensure safe reuse of the

property.> NRPs can receive liability protection from
State Superfund actions and from third-party lawsuits
related to the pre-existing contamination.®

The Voluntary Cleanup Program provides an incentive
for reuse and revitalization that can have a long-
lasting impact on communities around abandoned,
contaminated or underutilized sites.>

P The health of a community
is impacted by the physical
conditions of local properties
and the perceptions they create.
Abandoned, blighted and
potentially contaminated sites
can be — and have been - tested,
cleaned and revitalized to the
benefit of the community with
the assistance of the Voluntary
Cleanup Program.

Data Interpretations: Since the Comprehensive Environmental Response, Compensation, and Liability
Act (CERCLA), also known as Superfund, was amended in 2002, more than 20,000 Acres of Brownfields in
SC have been restored to beneficial use in the state (Figure 6.4). The line in the graph represents cumulative

acreage gained since 2002.



FIGURE 6.4

Brownfield Areas Ready for
Beneficial Reuse
Acres

. Acres Cumulative Acres (Thousands)

20,000

15,000

10,000

5,000 —

00— oo HEE e E—— —— S .
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Source : SC DHEC Brownfields /
Voluntary Cleanup Program.

A safe and healthy community is often described as
one where people know and trust their neighbors

and have access to critical government services.®
Unfortunately, not every community and neighborhood
has the same level of safety and resilience. It has been
well documented that people exposed to violent crime
see a variety of negative health effects, including
increased risk for asthma, hypertension, cancer,
stroke and mental disorders.? Even people who are
not directly impacted by the violence but live in areas
of violence can experience long-lasting health effects
including high blood pressure and increased potential
for obesity, increasing the risk for cardiovascular
disease.8 High neighborhood crime has also been
associated with increased odds for adverse pregnancy
outcomes.” Higher violent crime rates in communities
have also been shown to be related to reduced use

of parks and lower physical activity levels.” People
living in areas with poor neighborhood safety and
higher crime rates were also seen to have fewer large
grocers, pharmacies and fitness resources within one
mile of their home and lower health care use rates.?
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Population groups do experience varying rates of
crime, with lower-income and Black residents seeing
higher rates.” National estimates calculating the cost
of crime see estimates upward of $3.9 trillion, similar to
the total amount spent on health care ($3.8 trillion).10
Addressing exposure to crime in neighborhoods is
necessary in reducing negative outcomes to individuals
while increasing community health and well-being.”

Violent and property crime rates
have been decreasing in the state,
although areas of high crime
remain. Certain populations see
disproportionately higher rates

of crime including non-Hispanic
Black residents and those living in
rural areas.



ISR Healthy Communities

Data Interpretations: Property and violent crime rates have decreased in SC over the past 10 years
(Figure 6.5). Property crime rates, which included breaking and entering, motor vehicle theft, larceny, and
arson, decreased 34.2% from a high of 392.6 per 10,000 population in 2012 to 258.3 per 10,000 population

in 2021. In 2021, there were over 134,000 property crime offenses in the state, with larceny representing
73.3% of the total. Violent crime rates, including murder, sexual battery, robbery, and aggravated assault, also
decreased, going from 57.8 per 10,000 population in 2012 to 52.6 per 10,000 population in 2021. Aggravated
assault was the most common violent crime, representing 79.0% of the 27,300 violent crime offenses.

Violent crime rates vary across the state (Figure 6.6). Edgefield County has the lowest rate of violent crimes
with a rate of 4.6 offenses per 10,000 population while Dillon County has the highest rate at 164.1 per 10,000
population. Counties along the 1-95 corridor have experienced higher rates of violent crime compared to the
state average. Nearly 80% of violent crime offenders were male, whereas only 60% of violent crime victims
were male (Figure 6.7). Non-Hispanic Blacks saw disproportionately higher rates of being victims in homicide
and aggravated assault crimes compared to their non-Hispanic White counterparts.

FIGURE 6.5

Crime in South Carolina 392.6
400 — \ Property Crime
300 — NSs

Rate per 10,000 population

200 —

100 — 57.8 Violent Crime 52.6
Source: SC SLED, Crime in South Carolina
Book, 2021.
Note: Property crime includes breaking and 0 —

entering, motor vehicle theft, larceny, and | | | | | | | | | |
arson. Violent crime includes murder, sexual

battery, robbery, and aggravated assault, 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021
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FIGURE 6.6

Violent Crime, by
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Pickens
Rate per 10,000 L
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Edgefield ‘
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| Dorchester Berkeley
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4.6 -37.4
[ 375-49.6
Source: SC SLED, Crime in 49.7 -653 Beauort
South Carolina Book, 2021. M 654 -164.1 321
Note: Violent crime includes
murder, sexual battery, robbery,
and aggravated assault.
FIGURE 6.7
Violent Crime, by Sex ©® Male @ Female
Percent

Offender

Source: SC SLED, Crime in South Carolina
Book, 2021. Victim

Note: Violent crime includes murder, sexual
battery, robbery, and aggravated assault.
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Employment

Economic stability is a key social determinant of
health and employment plays an integral part in
economic stability.11 Employment security provides
financial stability and can open more opportunities

for accessing health care, obtaining more nutritious
food, and even addressing mental health needs.11
Transversely, a person’s overall health and well-being
can be severely harmed by job insecurity and economic
changes.12 Recent economic changes in SC included
jobs lost during the COVID-19 pandemic and the
ensuing recession in 2020, followed by job growth due
to the economy’s recovery in 2021. These economic
changes can exasperate disadvantaged populations
such as many living in rural areas that make up much
of SC. Rural populations have seen harsh outcomes
from unemployment during the COVID-19 pandemic,
including lower overall life satisfaction, mental health,
and economic outlook.13

2

SC unemployment rates spiked

in 2020 during the COVID-19
pandemic but have since
decreased in 2021. Leading
projected industry growth

from 2020-2030 include arts,
entertainment and recreation,
accommodation and food services,
and real estate/rental/leasing.
With an increasing workforce it is
important that SC workers have
financial and employment stability
including health care coverage,
parental leave, and paid days off.

Data Interpretations: SC had seen a steady decrease in unemployment rates from 2012 until COVID-19
related increased unemployment rates in 2020 (Figure 6.8). In 2021, both SC and the US saw unemployment
rates decreasing since the COVID-19 peak of 2020. In 2021, SC saw an unemployment rate of 4.0%, lower
than national estimates (5.3%). Most of the state’s residents work and live in the same county (70.9%), but
23.9% travel outside of their county of residence to work (Figure 6.9). An additional 5.2% of SC employees
travel outside the state to work. There have been benefits shown for living and working in the same
geographic area, including shorter commutes for workers, decreased congestion, lower air quality impacts,

nurturing greater social and economic diversity, and building a sense of cohesion within the community. SC is
a growing state and as such, industries are growing. The top 10 industries that are projected to grow the most
in SC from 2020-2030 include arts, entertainment and recreation, accommodation and food services, and real
state/rental/leasing (Figure 6.10). These top industries all speak to the great hospitality the Palmetto State
has to offer.
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FIGURE 6.8
Unemployment Rate 10% —
9.0%
Percent 8% — 8.1%
6% —
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4% — South Carolina 4.0%
2% —
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Source: SC Deportment of Employment & 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021
Workforce.
FIGURE 6.9
Place of Work Out-of-State Commuters
Percent

Out-of-County
Commuters

Work and Live in County
of Residence

Source: US Census Bureau: American
Community Survey 5-Year Estimates, 2021.
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FIGURE 6.10

Top 10 Labor Market
Projections from 2020-
2030, by Industry Type

Percent Change

Source: SC Deportment of Employment &

Workforce.
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Food Insecurity and Food Deserts

Food insecurity is defined by the United States
Department of Agriculture (USDA) as reported
reduced quality, variety or desirability of diet and may
be in combination with reports of disrupted eating

patterns and reduced food intake.14 Food insecurity
is a social and economic issue because key drivers

of food insecurity are unemployment, poverty and
income, which can make it harder to afford food.15
Very high-food insecure households in the US suffer
the most with 67% reporting they had been hungry
but did not eat because they could not afford enough
food, according to the USDA 2021 Current Population
Survey Food Security Supplement.14 Households
experiencing any level of food insecurity tend to

use health care more and face significantly higher

annual health care expenses compared to food secure

households.16

11.8%

12.7%

12.7%

12.8%

16.8%

17.8%

19.5%

22.3%

22.5%

While SC’s food insecurity rate
has decreased in the past 10
years, people who are Black and
Hispanic see 2.7- and 2.0-times
higher food insecurity rates
than their non-Hispanic White
counterparts and 39 out of 46
counties in SC contain a food
desert.

27.1%
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Data Interpretations: The state’s food insecurity rate has decreased from 18.8% in 2010 to 9.6% in 2020
(Figure 6.11). 2020 was the first year where SC saw a lower food insecurity rate compared to the nation as a
whole. As of 2020, both SC and the US have not met the Healthy People 2030 Objective of only 6.0% of the
population having food insecurity. Thirty-nine of 46 counties in SC have a food desert located within them
(Figure 6.12). The areas highlighted represent census tracts in the state that are considered food deserts,
meaning tracts with low-income and low access to food outlets. People who are Black (all ethnicities) and
Hispanic (any race) have a 2.7- and 2.0-times higher food insecurity rate than non-Hispanic Whites (Figure
6.13). Nearly 1 in 5 Black South Carolinians experience food insecurity. Both Blacks and Hispanics also see
higher rates of overall food insecurity in SC.

FIGURE 6.11
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FIGURE 6.12

Food Desert Map

Source: US Department of
Agriculture (USDA) Economic
Research Service Food Access
Research Atlas, 2019.

FIGURE 6.13

Food Insecurity Rate, by
Race/Ethnicity

Percent

Source: Feeding America Mapping the
Meal Gap.
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Food Deserts are
highlighted in gold.

Low-income (LI) and
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10 miles for urban and rural
tracts.
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Non-Hispanic Black (all Hispanic
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Healthy Eating
Access to nutritious foods has a major impact on the our skin, our economic status and where we live should
health, well-being and quality of life of those living in not determine how long or how well we live.

SC. Food access is important to food security, which
is having consistent access to enough nutritious foods

for a healthy, active life. In SC, an estimated 1 in 10 People with low income and
people, and 1 in 7 children, face hunger.17 Developing rural and vulnerable populations
policies and creating environments that make healthier

choices easier and less expensive help with preventing
costly chronic conditions such as obesity, diabetes and

often face barriers to accessing
nutritious foods. The color of

high blood pressure. our skin, our economic status,
While food insecurity rates have decreased in SC and where we live should not
over the past 10 years, inequities among Black and determine how long or how well

Hispanic populations continue to exist.18 People with
low income and rural and vulnerable populations often
face barriers to accessing nutritious foods. The color of

we live.

Data Interpretations: In SC, the percent of adults who did not eat fruit at least once a day was 42.0% in
2021, slightly higher than the national median of 40.8%. Non-Hispanic White adults (42.9%) reported the
highest percent of not eating at least one serving of fruit a day compared to other race and ethnicity groups
(Figure 6.14). Males (43.3%) had a higher prevalence of not eating fruits than females (40.8%). Younger
adults ages 18-24 (46.3%) had the highest prevalence of not eating a serving of fruit daily.

In SC, adults consume more vegetables than fruit with 20.3% reported that they do not eat at least one
serving of vegetables daily, higher than the national median at 19.7% in 2021. Similar to fruits, younger
adults ages 18-24 (40.5%) had the highest prevalence of not eating a serving of vegetables daily. Adults
with less than a high school graduation (33.4%) had the highest prevalence of not eating a serving of daily
vegetables (Figure 6.15).

The results from the Community Health Needs Assessment (CHNA) indicate the top three reasons that
prevent communities from eating healthy foods were price, not knowing how to eat healthy foods, and eating
fast food regularly (Figure 6.16).

FIGURE 6.14
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FIGURE 6.15

Adults Who Did Not Eat
Vegetables at Least Once a
Day, by Education

College graduate 12.7%

0,
Percent Some college 17.8%
HS/GED 25.8%
Note: Adults 18+.

FIGURE 6.16
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Physical Activity

Access to safe, conveniently located, free places to
be physically active has a major impact on the health,
well-being, and quality of life of those living in SC.
Where people live shouldn’t determine how well or
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that make healthy choices, like being physically active,
easier and less expensive supports SC in preventing
costly chronic health conditions, such as obesity,
diabetes, and high blood pressure.

how long they live, but in many communities, there are
persistent barriers to health and opportunities to thrive. L.

Rural communities in SC tend to have fewer places to P All South Carolinians, regardless
be physically active compared to urban communities. of where they live or how much
All South Carolinians, regardless of where they live or money they make, should have the
how much money they make, should have the same
opportunities to engage in a physically active, healthy

life. Developing policies and creating environments

same opportunities to engage in a
physically active, healthy life.

Data Interpretations: More than 20% of adults did not engage in any physical activity in 2021 (23.9%;
Figure 6.17). The prevalence of no leisure-time physical activity in SC remained above the Healthy People
2030 target of 21.8% and higher than the national median of 23.7%. Females (25.9%) had a higher
prevalence of physical inactivity than males (21.7%). Hispanic adults (32.6%) had a higher prevalence of
physical inactivity than non-Hispanic Blacks (28.2%) and non-Hispanic Whites (21.5%). Those adults with
less than a high school education (44.0%) was less physically active than those with a high school degree or
more (Figure 6.18).

The prevalence of adults who met physical activity guidelines for both aerobic and muscle training increased
from 18.9% in 2011 to 23.1% in 2019 and had not met the Healthy People 2030 objective of 29.7% (Figure
6.19).

The results from the Community Health Survey Assessment indicate that the top three reasons that prevent
their community from being physically active were personal choice, not enough sidewalks or bike lanes, and
safety (Figure 6.20).

FIGURE 6.17
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FIGURE 6.18
No Leisure-Time Physical College Graduate - 1379
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Education Some College 21.0%
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FIGURE 6.19

40% —
Adults Who Met PhySiCCI| Health People 2030 Goal - 29.7%
Activity Recommendotions B0%0 — iR
Percent _—

20% — 23.1%

18.9% South Carolina

Source: SC BRFSS. 10% —
Notes: Adults 18+, who met the objectives
for aerobic physical activity (150 minutes 0% —
per week) and for muscle strengthening | | | | | | | | |
activity (2 times per week), age-adjusted. 2011 2012 2013 2014 2015 2016 2017 2018 2019
FIGURE 6.20

Top Reasons that Prevent
People in Community from
being Physically Active

Personol
Choice

15
NO. 2
iﬂ Not enough
Sidewalks

or Bike Lanes

NO. 3

Source: Community Health Needs
Assessment Survey, 2022.

Safety

Note: Responses as of December 31, 2022.



Air Emissions

The passing of the Clean Air Act (CAA) of 1970
marked a major shift in efforts to reduce air pollution.1?
The CAA required that criteria or standards be set for
the ambient concentrations of the six air pollutants
that were recognized to have the greatest impact

on the health of Americans.2? Those pollutants were
contributors to a wide range of respiratory and
cardiovascular diseases.?! Primary standards were

set for each of the pollutants to protect the most
sensitive individuals, and those standards are regularly
reevaluated based on the latest science.1?

Two measures of air quality improvement are pollutant
concentrations in ambient air across the state and

the amount of emissions that contribute to those
concentrations. Data collected by the statewide
ambient air monitoring network has shown that the
air quality in SC has, for many years, met all protective
standards everywhere measured.?2 Air Quality
measurements continue to document improvement.

An inventory of emissions from the sources of the
pollutants, indicates that even as the population grows
and industry expands, the impact on air quality is
being reduced by cleaner cars, more efficient processes
and better pollution control technology.?3 Although
ambient pollutant concentrations in SC are lower than
the National Ambient Air Quality Standards (NAAQS),
reducing potential for impact to health, there are
variations in exposure. Air tends to be cleaner on the
coast than in the upstate and urban areas tend to
have higher concentrations of pollutants than rural
areas.24 This is likely due to higher concentrations of
mobile sources (cars and trucks) and busier roads.24
Communities near heavily traveled roadways are

often closest to this significant source and most at risk
for negative health effects associated with potential
exposures.

2023 | SC State Health Assessment

Our air in SC is clean
and the concentrations
of the most significant
pollutants are well
below the standards
that are set to protect
the health of our most
vulnerable citizens. Air
quality is improving,
and we are reducing the
potential impacts of air
pollution on the health
of communities and
individuals by reducing
what is emitted into our
atmosphere.
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Data Interpretations: The DHEC Air Program collects emissions data from facilities and provides
information used to calculate the mobile source emissions that make up SC'’s contribution to the National
Emissions Inventory (NEI). The US Environmental Protection Agency (EPA) publishes the comprehensive NEI
every three years. The figure illustrates the decreasing emissions in four of the six criteria pollutants in SC
over the past decade (Figure 6.21). Particulate emissions are split into greater and less than 2.5 microns in
size to clarify the contribution of the fine particles that are most impactful to health outcomes. All illustrated
pollutants are related to combustion of fuels. Carbon monoxide was the most detected pollutant while sulfur
dioxide was the least detected.

The two criteria pollutants not illustrated are lead and ozone.

Lead emissions decreased dramatically in the 1970s when it was removed from gasoline, and current totals
would not be visible on the scale necessary for the combustion-related emissions. Today, greater than 80%
of the lead emissions in SC are attributed to aircrafts. Aviation gasoline used in piston engine aircraft remains
the only transportation fuel that contains lead.

The last criteria pollutant, ground level ozone, is not emitted by facilities or cars, but is created in the
atmosphere by chemical reactions driven by sunlight and the presence of nitrogen oxides and volatile
compounds. Reducing the emissions of volatile compounds and nitrogen oxides from cleaner mobile sources
and from facilities helps us continue to meet the ambient standards for ozone.

FIGURE 6.21
Criteria Pollutant Air @ 2008 NEI @ 2011 NEI @ 2014 NEI @ 2017 NEI
Emissions 1,400,000 —
1,134,307.53
Tons 1,200,000 —
1,000,000 —
800,000 —
600,000 —
400,000 —
166,029.23  164,811.51
0 —
Source: US EPA National Emissions Carbon Nitrogen Coarse Fine Sulfur
Inventory. Monoxide Oxides Particulate Particulate Dioxide
Ambient Water
Ambient water is defined as natural, untreated water impact physical activity and healthy eating whereas
in rivers, lakes, and groundwaters. It is DHEC's goal to bad water quality can lead to illness. This ideal water
maintain and improve the quality of all surface waters quality is often described as fishable and swimmable
(rivers, lakes, and estuaries) to ensure the survival and waters. It is also a goal to provide for drinking water
propagation of a balanced aquatic community of plants after conventional treatment, shellfish harvesting,
and animals and to provide for recreation in and on the and industrial and agricultural uses. Recognizing the

water.25> Good water quality means safe use which can difficulty in restoring water quality, DHEC emphasizes



a preventive approach in protecting waters of the state.

DHEC monitors statewide water quality to:26

Characterize water quality at monitoring locations,
See if water quality standards are met,

Identify locations in need of extra attention,
Determine long-term water quality trends,

Provide background data for permitting, modeling,
planning, evaluation of stream classifications and
standards, and

Help formulate permit limits for wastewater
discharges with the goal of maintaining state and
federal water quality standards and criteria in the
receiving streams.

Every two years, DHEC uses the most recent five years
of data to develop a list of impaired waterbodies. This
requirement comes from Section 303(d) of the Clean
Water Act, so it's commonly referred to as the 303(d)
list.26 When water quality has attained the standards
or a Total Maximum Daily Load (TMDL) has been
developed, the waterbody may be removed from the
list.26
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A TMDL - the amount of a single pollutant (such

as bacteria, nutrients or metals) that can enter a
waterbody on daily basis and still have it meet water
quality standards — is determined by assessing all

the point and nonpoint sources for the pollutant
causing the impairment and determining the reduction
necessary to meet water quality standards.26
Implementation of a TMDL has a potential to reduce
sources of pollution impacting a watershed and
ultimately restore the full use of the waterbody.

Access to safe drinking water

is essential to human health.
DHEC administers and enforces
drinking water quality standards
and regulations by working with
public water systems to keep our
drinking water safe.?”

Data Interpretations: The figure illustrates the percentage of the miles of streams, acres of lakes and
square miles of South Carolina’s coastal estuaries that monitoring indicates meet all the fishable and

swimmable standards. Also illustrated are the trends in the indicator as reported in previous 303(d) lists.
(Figure 6.22).

FIGURE 6.22
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Drinking Water

Access to safe drinking water is essential to human
health. DHEC administers and enforces drinking water
quality standards and regulations by working with
public water systems to keep our drinking water safe.2?

Almost 85% of South Carolinians depend on public
water systems (PWS) for clean, safe water. PWSs
include community systems serving towns or cities,
non-transient non-community systems like schools
or factories, and transient non-community systems
that provide drinking water to areas like rest stops
or parks.28 In 2022, these critical systems provided
drinking water to over 4.4 million South Carolinians.
Most of the population is served by systems using
surface water sources (rivers, lakes and streams)
and about 14% of those served by systems using
groundwater sources.

To ensure water quality, PWSs are required to
maintain their systems, test water quality and

report contaminants in the water they provide.2?
National Maximum Contaminant Levels (MCLs)

have been set for some contaminants.30 For others,
Treatment Techniques (TT) may be required to control
unacceptable concentrations.30 All the systems are
required to regularly test for, and report concentrations
of contaminants to DHEC and their customers.2?

Each quarter, DHEC submits data to the EPA's

Safe Drinking Water Information System (SDWIS/
FED).31 The data submitted includes violations of
MCLs, Maximum Residual Disinfectant Level (MRDL),
Monitoring (M), Reporting (R) and TT violations.31 The
reporting helps ensure that the water provided by
these systems continues to meet the quality standards
that protect the health of communities.31

The reliable availability of clean water is critical to
protect the health of communities and individuals. The
incidence of health-related violations (a violation of an
MCL or a TT requirement) is an important indicator of
the quality and safety of this important resource.

Regular testing and response to violations by
notification of consumers, retesting, investigation and
resolution are critical to ensuring that consumers can
trust the quality of the water they are supplied.

National standards, DHEC
oversight and the state’s PWS
work together to provide clean,
safe water to consumers.

Data Interpretations: The residents served by PWSs meeting all health-based standards shows that
typically, better than 91% of consumers on PWSs are provided water that meets all water quality standards,
all the time (Figure 6.23). The decrease observed in 2021 was due to two large systems experiencing
standard violations for required parameters. The response of those systems to the detection, which included
re-sampling, a comprehensive investigation and corrective action, is illustrative of the effectiveness of the

systems in place to protect drinking water quality.



FIGURE 6.23
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Solid Waste

Solid waste is any material that we discard. Total solid
waste that must be managed includes automobile
bodies, combustion ash, construction and demolition
debris, industrial process waste, land-clearing debiris,
natural disaster debris, processed waste tires, and
other material.32 The more-familiar Municipal Solid
Waste (MSW) includes the “everyday” items that are
discarded from residential, commercial, institutional
and industrial sources.32 Management of solid waste
is necessary to protect our communities and the
environment through the collection, transport, storage,
treatment, disposal, and recovery of solid waste.

The management of solid waste imposes costs on

our communities and the environment. SC has set
goals to reduce MSW generation to 3.25 pounds per
person per day and to recycle at least 50% of the MSW
generated.32 Progress towards these goals has been
slow. Although 2022 was the 13th consecutive year
that South Carolinians recycled more that 1 million
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- Population Served by
@ Population Served by PWS () Systems in Compliance

2018 2019 2020 2021

pounds of MSW, South Carolinians are on average still
generating over 5 pounds of waste per day.32

Reduction of waste reduces costs to our communities,
the environment and natural resources. Effective
recycling programs can help defray the costs of solid
waste management.

Individuals and communities
can take steps to reduce the
amount of waste produced and
increase that portion of waste
they recycle. Collective small

actions can provide benefits to the
environment and help reduce the
necessary cost of safely managing
the waste we cannot reuse.
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Data Interpretations: The data illustrated shows the rate of waste generation has been relatively constant
over the past decade, whereas the proportion of the waste ending up in landfills is slowly increasing (Figure
6.24).

FIGURE 6.24
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Health Insurance

Health insurance helps cover the cost of a person’s reported providing over $38 billion in uncompensated
medical and surgical expenses.33 People obtain health care to patients.34 National estimates show that low
insurance through a variety of private and public income families and people of color are at a greater
sources, such as through one’s employers or specialized risk of being uninsured.36 Having a higher percentage
programs such as Medicare, Medicaid and Veterans of the population insured can not only reduce health
Affairs.34 Having access to health insurance is critical care spending but can also improve the overall health
as those who are uninsured or underinsured receive of South Carolinians.

less medical care, less timely care, have worse health
outcomes, and are more likely to report problems with
paying medical bills.34.35 Additionally, people who are
not insured are less likely to receive preventive care
and services for major health conditions or associated coverage across the state and
chronic diseases.36 Nationally in 2017, hospitals nation.

Hispanic populations

disproportionately lack insurance

Data Interpretations: The percent of adults ages 18-64 who are insured in SC has increased from 76.5%
in 2011 to 84.6% in 2020 (Figure 6.25). Despite the consistent increase in the percent of adults who are
insured, SC still sees a lower rate compared to the national average (87.6%). In 2020, SC saw the 9th lowest
percent of adults aged 18-64 who are insured in the nation. Non-Hispanic White adults see the highest rates
of being insured at the state and national level (Figure 6.26). In SC, Hispanics (65.1%) saw the lowest percent
of adults being insured, seeing a 25.6% lower rate than their non-Hispanic White counterparts. All racial and
ethnic groups in the state see lower rates of adults who are insured compared to the national average, with
Hispanic adults seeing the largest gap. SC adult females (86.7%) see higher rates of being insured compared
to their male counterparts (82.2%). SC counties see a wide range of adults who are insured, from a low of
74.7% in Saluda County to a high of 87.0% in Charleston County (Figure 6.27). The Midlands region sees
higher rates of adults being insured compared to other regions in the state.

FIGURE 6.25
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FIGURE 6.26
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Delayed Medical Care

Ensuring all South Carolinians, regardless of income,
have access to timely and affordable health care is
an important factor in improving health outcomes.
Delaying medical care has been found to increase the
use of emergency rooms for non-urgent conditions,
negatively impact health outcomes due to delays in
diagnosis and treatment, be associated with higher
costs, and have higher rates of emotional stress.37.38
People delay care for a variety of reasons, including
high costs, fear of having a serious iliness, dislike of
medical treatments, distrust of doctors and lack of
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An estimated 41% of Americans delayed medical
care, including urgent or emergency care and routine
care, due to concerns around COVID-19.4! Regardless
of extreme situations like a pandemic, it is critical to
find strategies aimed at improving health information
technology and ways to increase insurance coverage
to reduce morbidity and mortality.38

P SC has the 6th highest rate of
delayed medical care due to

health insurance knowledge.39-40 During the COVID-19
pandemic there were increases delaying medical care.

cost, with uninsured people most
impacted.

Data Interpretations: From 2012 to 2021, SC has seen a 42.9% decrease in the percent of adults who
delayed medical care due to cost. In 2021, 11.7% of SC adults reported delaying medical care due to cost,
higher than the national average of 8.7% and the 6th highest rate in the nation. Nearly 1 in 4 Hispanic adults
(23.1%) report delaying medical care due to cost, more than double the rate seen among non-Hispanic
Whites (9.4%) (Figure 6.28). Hispanic and non-Hispanic Black adults see higher rates of delaying medical
care due to cost compared to the state average of 11.7%. Two in five uninsured SC adults reported delaying
medical care due to cost, nearly five times the rate seen among insured South Carolinians (Figure 6.29).

SC adults living with a disability (21.0%) have a nearly three times higher rate of delaying care due to cost
compared to those who have no disability (7.3%) (data not shown). When asked what prevents people in the
community from receiving preventive screenings and care, cost was the leading response, followed by lack of
knowledge and not being able to access health care facilities (Figure 6.30).

FIGURE 6.28
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FIGURE 6.29

Delayed Medical Care
due to Cost, by Insurance
Status
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Source: SC BRFSS, 2021.
Notes: Adults 18+.

FIGURE 6.30
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Avoidable Hospitalizations

Potentially avoidable hospitalizations and emergency
department (ED) visits are admissions or visits to a
hospital for certain acute iliness (e.g., dehydration)

or worsening chronic conditions (e.g., diabetes) that
might not have required hospitalization had these
conditions been managed successfully by primary
care providers in various outpatient settings.42 A
variety of chronic conditions were associated with the
majority of avoidable hospital stays, with heart failure
being the leading cause among adults and asthma
among children.43 Non-Hispanic Black and Hispanic
populations see high avoidable hospitalization rates
across the nation.#4 These avoidable or unnecessary
hospital visits burden the health care system, through
higher costs and the utilization of limited health care
resources.?> Nationally in 2017, it was estimated that
3.5 million potentially preventable adult hospital stays
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occurred, accounting for $33.7 billion in aggregate
hospital costs.#3 Improving health literacy and
increasing primary care utilization is critical in reducing
these avoidable hospital stays and associated costs.

P Residents of the Pee Dee

region see the highest rates of
avoidable hospitalizations in the
state. Additionally, Black South
Carolinians see disproportionately
higher rates of avoidable
hospitalizations and ED visits

when compared to their White
counterparts.

Data Interpretations: Avoidable ED visits were 3.6 times higher than the rate of avoidable hospitalization
stays seen in the state (Figure 6.31). In SC, the state rate for avoidable hospitalizations was 807 per 100,000
population. Amongst South Carolinians who went to the ED with an avoidable condition in 2021, individuals
who were Black saw the highest rate (Figure 6.32). Black South Carolinians saw an avoidable ED rate of
4,690 per 100,000 population, 2.1 times higher than their White counterparts (2,208 per 100,000 population).
The state saw a wide range of counties with residents being hospitalized with avoidable conditions (Figure
6.33). York County saw the lowest rate in the state at 425 avoidable hospitalizations per 100,000 population,
whereas Marion County saw the highest at 1,668 avoidable hospitalizations per 100,000 population. Marion
County’s avoidable hospitalization rate was 3.9 times higher than the rate seen in York County. The Pee Dee
region of SC saw some of the highest avoidable hospitalization rates in the state. When looking at avoidable
hospitalization rates, it is important to note that some residents might choose to receive care from other
states, and this could potentially impact estimates associated with our border counties.

FIGURE 6.31
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FIGURE 6.32
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Health Professional Shortage Areas

Health Professional Shortage Area (HPSA) and federally qualified health centers.4® For an area
designations are geographic areas, population groups to be considered an HPSA it must show that number
or health care facilities that have been deemed as of health professionals relative to the population in
having a shortage of health professionals by the Health question is less than federal limits.47 Areas identified
Resources and Services Administration (HRSA).46 as HPSA are able to use government-established
There are three categories of HPSA designations based programs to attract new physicians and retain those
on the health discipline: primary medical, dental and currently working in the area.48

mental health.4” Each of the three categories of HPSA

can then be categorized into four types: geographic, . L

low-income population, specialty population and P Most SC counties live in some form
facility.4® Geographic HPSAs can be a portion of a of an HPSA with mental health

city, county or the entire county that sees lower levels seeing the largest numbers. HPSA

of health professionals.48 A low-income population
HPSA focuses on health professionals that spend
their time serving populations living below the federal different distinctions for different
poverty level.48 A specialty-population HPSA refers to health care providers. County and
physicians that serve vulnerable populations, such as,
people who are homeless or migrant workers.48 Finally,
a facility HPSA looks at facilities of need and can
include state and federal prisons, rural health clinics

is a complex issue as there are

regional disparities are present for
all HPSAs.

Data Interpretations: All but five SC counties have some HPSA designation regarding primary health care
availability (Figure 6.34). Thirty SC counties had a low-income primary care HPSA designation, meaning
there was a shortage of physicians based in these counties focusing on the population living below the 200%
Federal Poverty Level. All residents of 11 SC counties saw their county being a primary care HPSA, with most
counties being in the Lowcountry and Pee Dee regions, representing 5.1% of the state’s population. Compared
to primary care HPSA, there was an increase amongst counties that saw the entire population living in an
area with a dental care HPSA (Figure 6.35). Seventeen counties had a dental care HPSA in the state, with

an additional 24 counties having a dental care HPSA among low-income residents. Only five SC counties did
not have any dental care HPSA. All but three SC counties had some form of mental-health HPSA designation
(Figure 6.36). Nearly half of SC counties saw the entire county being a mental health care HPSA. The
remaining counties were mental health HPSA for low-income populations.
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FIGURE 6.34

Primary Care
Health Professional
Shortage Areas, by
Category

HPSA designation

Source: US Department of
Health and Human Services,
2022.

FIGURE 6.35

Dental Care Health
Professional
Shortage Areas, by
Category

HPSA designation

Source: US Department of
Health and Human Services,
2022.
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FIGURE 6.36
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Primary Care Physicians

Primary care physicians are providers whose goal is

to manage the day-to-day health needs of individuals.
These physicians are tasked with diagnosing, treating
and preventing a wide variety of conditions.#? It has
been well documented that people with a primary care
physician were more likely to fill more prescriptions,
have routine preventive visits, receive more cancer
screenings and spend less money on medical costs.50:51
These specially trained physicians can give complete
care throughout a person’s life.51 Although primary
care physicians are located throughout the nation,
rural areas see disproportionately less. Nearly 20%

of Americans live in rural areas, but only 10% of

physicians practice in these areas.52 With SC being a
highly rural state, it is imperative that all individuals
have access to a primary care physician, ensuring a
tailored health plan is developed aimed at reducing
disease and increasing one’s quality of life.

There is a large disparity between
rates of primary care physicians in
rural counties and urban counties

throughout the state.



(7Y Healthy Communities

Data Interpretations: Primary care physicians are those that have a specialty in family medicine, internal
medicine, obstetrics/gynecology or pediatrics. In 2019, there were nearly 5,100 licensed primary care
physicians throughout the state. Across SC there is a wide range of licensed primary care physicians from

a low of 0.7 primary care physicians per 10,000 people in Calhoun County to a high of 22.4 primary care
physicians per 10,000 people in Charleston County (Figure 6.37). Currently, Calhoun County only has one
licensed and practicing primary care physician. Urban counties in SC see more than two times higher rate
(11.2 per 10,000 population) of having primary care physicians compared to rural counties (4.8 per 10,000
population) (Figure 6.38). In rural counties there are 4.8 primary care physicians per 10,000 population. SC
has seen a 10% increase in the rate of primary care physicians from 9.0 primary care physicians per 10,000
population in 2009 to 9.9 primary care physicians per 10,000 population in 2019 (Figure 6.39).

FIGURE 6.37

Primary Care
Physicians, by
County

Rate per 10,000
population

Source: SC Office of Health care
Workforce Health Professionals
Data Book, 2021.
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FIGURE 6.38

Primary Care Physicians,
by Rurality

Rate per 10,000 population

Source: SC Office of Health care Workforce
Health Professionals Data Book, 2021.

FIGURE 6.39

Primary Care Physicians
Rate per 10,000 population

Source: SC Office of Health care Workforce
Health Professionals Data Book, 2021.
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Nurse Practitioners and Physician Associates

Primary care physician shortages are an issue across
the nation, exacerbated by the increasingly aging
population, overall population growth and higher
percentage of the population being insured.>3 With
more of the population insured, people can access care
with less of a financial burden. Nurse practitioners

and physician associates (PAs) are health professions
that began in the 1960s to respond to shortages

and uneven distribution of physicians, especially in

the primary care setting.34 These licensed medical
professionals are estimated to provide care for 50-90%
of patients presenting to primary care, allowing doctors
increased time for the most seriously ill patients.5%
Nurse practitioners and PAs have helped hold down
health care costs, provide care to underserved
populations and enable physician practices to serve
their patients better.5¢ These practitioners have

high satisfaction rates and lower wait times when
compared to physician-only staffed providers.5¢
Additionally, nurse practitioners and PAs have served
as a primary care provider for many populations,
including those in rural areas which lack primary care
physicians.>5 Using these skilled medical professionals
should be a viable means in increasing health care use
and access across all populations.

The number of nurse practitioners
and PAs are increasing
throughout the state, including

in rural counties which see lower
rates of these type of health care
providers.

Data Interpretations: Nurse practitioners and PAs saw significant growth since 2009 in both rural and
urban counties (Figure 6.40). Nurse practitioners increased 215% in urban counties and 103% in rural
counties. Despite numbers of physicians decreasing in rural counties, nurse practitioners and PAs saw

steady growth in these counties. With over 4,500 nurse practitioners and 1,338 PAs in the state, SC still saw
varying rates of providers by county. Calhoun County (1.4 per 10,000 population) saw the lowest rate of
nurse practitioners and PAs in the state compared to Charleston County, which saw the highest rate (24.2 per
10,000 population) (Figure 6.41). Charleston County saw a rate 17.3 times higher than the rate in Calhoun
County. Despite the increase in number of providers, there was still a disparity in the state’s rural counties.
Rural counties (6.5 per 10,000 population) saw more than 50% lower rates of nurse practitioners and PAs

when compared to their urban counterparts (Figure 6.42).

FIGURE 6.40

Growth in Nurse
Practitioners and Physician
Associates, by Rurality

Nurse
Practitioners
Percent Change

Physician
Associates

Source: SC Office of Health care Workforce
Data Brief, 2022.

Notes: Percent change from 2009/2010 -
2019-2020, South Carolina total is amongst
all licensed medical professionals.
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FIGURE 6.41
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FIGURE 6.42
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Mental Health Providers

Mental illnesses are some of the most common and Hispanic populations.®9 Eliminating barriers
health conditions in the US with more than 50% of associated with mental health treatment and having
the population being diagnosed at some point in accessible providers are key in reducing illness and
their lifetime.5” Both mental and physical health are death.

important for achieving overall health and well-being.57

Mental health services provided by trained and licensed

professionals can save lives, reduce the risk of chronic Over 25% of SC counties
diseases related to stress, anxiety and substance are Iacking licensed general
abuse, and lower health care costs.58 Serious mental
illnesses cost the nation $193.2 billion in lost earnings
per year.58 Psychologists and psychiatrists are two
types of mental health providers that can diagnose gaps. Rural counties do see lower
mental illnesses and provide therapy to individuals.5? rates of all evaluated health care
Although mental health illnesses are prevalent
throughout the nation, approximately 60% of adults
with a mental iliness received no mental health services physicians, nurse practitioners,
in the previous year.6% Health utilization is even lower and physician associates.
among minority groups, specifically among the Black

psychiatrists or psychologists,
with rural counties seeing largest

providers, including primary care

Data Interpretations: Currently, there are 564 general psychiatrists in the state. In the past 10 years there
has been a 25% increase in the number of licensed general psychiatrists in the state. However, that increase
has been seen only in the urban counties. Rural counties have seen a 33% reduction in the number of licensed
general psychiatrists from 2009-2019 (Figure 6.43). The reduction seen in rural counties is over three times
higher than the rate seen amongst all licensed providers. Over 25% of the state, or 14 counties, have no
general psychiatrists or psychologists (Figure 6.44). Another nine counties only have one licensed provider.
Counties along the 1-95 corridor see a lower number of mental health providers. Charleston County sees the
highest number of general psychiatrists and psychologists, which is double the next highest county (Greenville
- 161).

FIGURE 6.43

Growth in General @® Urban @ Rural
Psychiatrists, by Rurality

Percent Change

28%
South Carolina
-33%
Source: SC Office of Health care Workforce o
Data Brief, 2022. General 21%
Notes: Percent change from 2009/2010 - Psychiotrists
2019-2020, South Carolina total is amongst -9%

all licensed medical professionals.
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Dentists

Dentists are primary health care professionals trained
to administer oral health care. Dentists are tasked
with diagnosing and treating problems affecting

the teeth, gums, tongue, lips and jaw.61 Additionally,
dentists are often the first health care professionals
able to recognize and identify a variety of diseases
ranging from hypertension to oral cancer.6t Having
good oral health is essential to general health and
overall well-being as poor oral health can lead to
problems with eating, speaking and learning.62 People
who are low income, of non-Hispanic Black and/or
Hispanic race and/or ethnicity, or cigarette smokers
see more untreated cavities and associated oral
health problems.63 Oral health problems in the US
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have been associated with 34 million school hours
lost to unplanned dental care and over $45 billion

in productivity lost to untreated dental diseases.52
Dentists play an integral role in maintaining and
improving the quality of life for all population groups.

Rural counties see decreasing

numbers of dentists, while

also having disproportionately

lower rates of licensed dentists

compared to urban counties.
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Data Interpretations: In 2019, there were nearly 2,500 licensed dentists throughout the state. The state
sees varying rates of practicing dentists by county with a low of 0.6 dentists per 10,000 population in Lee
County to a high of 8.8 dentists per 10,000 population in Charleston County (Figure 6.45). Urban counties

in the state see a 2.2 times higher rate of practicing dentists compared to their rural counterparts (Figure
6.46). From 2009 to 2019 numbers of licensed dentists have increased 23% throughout the state. Despite the
statewide increase, rural counties have seen a 12% reduction in licensed dentists while urban counties have
increased by 30%.

FIGURE 6.45
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Methicillin-resistant Staphylococcus aureus Bloodstream Infections

Methicillin-resistant Staphylococcus aureus (MRSA) is
a type of bacteria resistant to many antibiotics.®4 In the
community, MRSA most often causes skin infections.
However, in health care facilities like hospitals and
nursing homes, MRSA can cause severe infections such
as bloodstream infections (BSI), pneumonia, surgical
site infections and death. In health care settings,

MRSA is usually spread by health care providers after
touching an infected wound or contaminated surface.
Also, people who carry MRSA but have no signs of
infection (i.e., people who are colonized) can spread the
bacteria to others.

In the US, significant progress was made to reduce
MRSA bloodstream infections in health care settings
from 2005-2012, but there has been no substantial
change in MRSA bloodstream infections since 2012.65
SC has seen a rise in MRSA bloodstream infections

in acute care hospitals from 2016-2020.66 Strategies

hospitals use to decrease MRSA bloodstream
infections include following evidence-based

guidance for the prevention of central line-associated
bloodstream infections, surgical site infections,
hemodialysis bloodstream infections, ventilator-
associated pneumonia as well as chlorhexidine
bathing and intranasal anti-staphylococcal antibiotic/
antiseptic use for selected patient populations.?

P SC acute care hospitals are

above the Healthy People 2030
goal and the 2015 national
baseline standardized infection

ratio for MRSA BSI that occur in
hospitalized patients.

Data Interpretations: From 2016 to 2020, SC acute care hospitals have seen a 33.7% increase in hospital
onset MRSA BSlIs (Figure 6.47). The SC acute care hospital standardized infection ratio for MRSA BSI has
remained above the Healthy People 2030 goal of 0.5. For 2018 to 2020, the standardized infection ratio for
MRSA BSl in South Carolina was above the 2015 US baseline standard infection ratio of 1.

FIGURE 6.47
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Hospital Onset Clostridioides difficile Infections

Clostridioides difficile (often called C. diff) is a
bacterium that can cause diarrhea and colon
inflammation. Clostridioides difficile infection (CDI)
can lead to severe disease and death.68 Most cases of
CDI occur in people taking antibiotics or not long after
finishing a course of antibiotics. Other risk factors for
getting CDI include being 65 years or older, having

a recent stay in a hospital or nursing home, having

a weakened immune system or having a previous
infection with C. diff.68 C. diff is carried from person to
person; it is present in feces and can live on people’s
skin. Washing hands with soap and water is the best
way to prevent the spread of C. diff.

In 2019, C. diff caused an estimated 223,900
infections in hospitalized patients and 12,800 deaths

nationwide.69 SC acute care hospitals have decreased
C. diff infections and, in 2020, reported standardized
infection ratios below the Healthy People 2030 goal of
0.5.70

State acute care hospitals are implementing
interventions to decrease CDI, including using
antibiotics appropriately, timely testing of patients with
compatible signs and symptoms of CDI, using contact
precautions, following hand hygiene best practices and
cleaning and disinfecting patient rooms.”1

P SC has made good progress on
decreasing CDI in hospitalized

patients.

Data Interpretations: From 2017 to 2020, SC hospitals saw a 39.5% decrease in CDI in hospitalized
patients (Figure 6.48). SC hospitals have met the Healthy People 2030 goal for hospital onset CDI
(standardized infection ratio of 0.7) and is below the US 2015 baseline of 1.0. SC hospitals strive to improve
infection control practices important to decrease the number of hospital onset C. difficile infections including
appropriate testing, good hand hygiene practices, appropriate antibiotic usage and effective environmental

disinfection.

FIGURE 6.48
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COVID-19

In late-December 2019, a cluster of patients in
China’s Hubei Province, in the city of Wuhan, began
experiencing symptoms of an atypical pneumonia-
like illness that did not respond well to standard
treatments. On Jan. 20, 2020, the Centers for
Disease Control and Prevention (CDC) reported the
first laboratory-confirmed case of the 2019 Novel
Coronavirus in the US from samples taken on Jan.

18 in Washington state.’2 On March 6, 2020, DHEC
announced the first two cases of COVID-19 in SC
and on March 9, 2020, reported the first COVID-19
associated death.?3.74 By April 2, 2020, COVID-19
cases were reported among residents of all 46 SC
counties. As of Dec. 3, 2022, over 1,745,000 cases of
COVID-19 have been reported among SC residents
along with 18,849 COVID-19 associated deaths.” In
2020, nine of the 10 leading national causes of death
remained the same as in 2019. The top leading cause
was heart disease, followed by cancer. COVID-19,
newly added as a cause of death in 2020, became the
third-leading cause of death in the US.76

The impacts from COVID-19 continue and there are
many effective actions that can help protect you, your
household and your community from the impact from
COVID-19. In addition to basic health and hygiene
practices, such as hand-washing and staying away
from others when symptoms of a respiratory disease
are present, DHEC and the CDC recommend that
you:77.78

o keep track of your COVID-Community Level and
use it to guide your precautions,

e stay up to date on vaccines and know when to get
a booster,

e use masks if at high risk when COVID-19
community levels are medium and by everyone
when levels are high, and

e recognize the symptoms of COVID-19 and know
what to do to seek care.

2
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COVID-19 is here to stay. It is
important to continue to be
educated about its negative
impacts and make decisions

to protect yourself and others.
This includes being up to date
on COVID-19 vaccinations,
monitoring the COVID-19
Community Levels in your area
and taking steps based upon
the COVID-19 Community Level
as provided by the Centers for
Disease Control and Prevention.
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Data Interpretations: From 2020 to 2022, SC has seen about 1.7 million confirmed and probable
COVID-19 cases. During this time, slight differences in COVID-19 cases rate per 100,000 population were
seen between males and females (Figure 6.49), and between Black and White populations (Figure 6.50).
These differences could be due to multiple factors, including health care seeking behavior, occupational
exposure and other social factors. These patterns have also been noted in other conditions/diseases.

Disparities were observed in vaccination rates between races. Initially, Blacks became fully vaccinated at
a much lower rate than their White counterparts through June 2021. The rate of full vaccination in Black
communities caught up later and maintained a higher rate than Whites until around April 2022. After April
2022, the vaccination rates for both races have been similar. This shows how African Americans closed
the vaccine gap over time, which may indicate how effective focused public health efforts and educational
messaging targeting different communities were in helping to address the initial disparities. To date,
cumulative fully vaccinated rates are 43.0% and 41.2% for White and Black respectively (Figure 6.51).

Out of greater than a million total COVID-19 deaths in the US, SC has recorded a total of 18,849 deaths from
COVID-19 as of Dec. 3, 2022. Elderly people (85 and older) had a much higher rate of death across the whole
period. Other age groups also bear a high burden from a “Years of Potential Life lost (YPLL)” standpoint, which
is an effective metric for assessing societal cost and informing public health decision making. For example,

a death at the age of 85 does not have the same weight as a death at the age of 30. The younger the age

at death, the higher the YPLL. Also, due to having more comorbidities, elderly people are more susceptible to
infection, hospitalization, and death from infectious diseases (Figure 6.52).

Historically, higher hospitalization and ventilation rates happen when there is a novel infectious disease. Most
COVID-19 variants are almost like a new infectious disease equally affecting the susceptible population.
COVID-19 hospitalizations and ventilation counts per Morbidity and Mortality Weekly Report (MMWR) week
in SC shows the magnitude of hospitalizations across the whole period and during the surges (Figure 6.53).
The reduction in the proportion of hospitalized patients requiring ventilation might be due to vaccination
efforts aimed at reducing the severity of disease. Health care systems need to be prepared to handle

similar situations, should they happen in the future. The top comorbidities (meaning someone has two or
more conditions at the same time) among all COVID-19 cases, hospitalizations and deaths reported were
cardiovascular disease (28.2%, 54.7%, 62% respectively), diabetes (24.5%, 45.1%, 47.3% respectively),
COPD (22.2% and 25.1% among hospitalized and deaths) and asthma (19.7% among cases). Higher rates of
comorbidities were reported among hospitalized cases and deaths. The evidence shows that chronic diseases
and infectious diseases can often interact with each other and have synergistic effects. People with chronic
diseases are more likely to become cases for infectious disease and in turn more likely to get hospitalized or
die from the disease (Figure 6.54).
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FIGURE 6.49
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FIGURE 6.51

Fully Vaccinated
Individuals, by Race in
South Carolina

Rate per 100,000 population

Source: SC DHEC Division of Immunization,
2022.

Notes: Data as of September 17, 2022.
*Total percent of population of completed
vaccination by race: White - 43.0%, Black
-41.2%

Limitation: Other races are not shown
because of absence of a defined population
estimate denominator.

FIGURE 6.52

Deaths, by Age Group in
South Carolina
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Source: SC DHEC Division of Acute
Disease Epidemiology, 2022.

Notes: Data as of September 17, 2022.
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FIGURE 6.53

COVID-19 Patients
Hospitalized and
Ventilated, by Week
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FIGURE 6.54

Frequently Reported
Comorbidities with
COVID - 19

Percent

Source: SC DHEC Division of Acute
Disease Epidemiology, 2022.

Notes: Data as of April 2, 2022.
Comprehensive case investigation
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outbreaks continue through present day.
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by Count of Yes to a specific comorbid
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investigation.
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In 2021, the infant mortality
rate for SC was 7.3 deaths
per 1,000 live births, which
exceeds the Healthy People
2030 target of 5.0.

2.2 437

White
Black

Per 1,000 live births, Black
infants die at a rate nearly
2.5 times that of White
infants.

15.2%

Black mothers have the
highest prevalence of preterm
birth.

of women were at a healthy weight
prior to pregancy.
Fewer women in SC were at a healthy
weight compared to other states, and the
rate got worse between 2017 and 2021.

Non-Hispanic Black and non-Hispanic Other
mothers reported the highest rate of hypertension

before pregnancy.
Pregnancy non-Hispanic Women less than
- Black women 20 years of age
Intention
44.2% 52.3%
unintended unintended

) Ry
1499% —> 189% |

2017
Prevalence of depression during 6.5% of SC women
pregnancy increased. surveyed from

2019-2021 reported
prescription opioid
use during pregnancy.



1,205
women died

in the US from pregnancy
complications in 2021.

Pregnancy-related

mortality rate in SC was
36.9 deaths per 100,000
live births from 2018-2019.

OPOODODE

67% Higher

The rate of pregnancy-related
mortality among non-Hispanic
Black women in SC was 67%
higher than non-Hispanic White
women.

Non-Hispanic Black
mothers report the
lowest rate of placing
their infants to sleep on
their back (63.8%).

Non-Hispanic Black Women
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Top five underlying causes
of pregnancy-related
mortality in SC:

Cardiomyopathy Babies of non-Hispanic

Black mothers have the
highest prevalence of low
birthweight births, at 15.4%.

Mental and behavioral
health conditions, such
as depression and
substance use

Hemorrhage

Cardiovascular
conditions

Infections

63.1%

Hispanic

81.4%

White

The percentage of mothers receiving

adequate prenatal care was highest
among non-Hispanic Whites (81.4%)
and lowest among Hispanics (63.1%).

t2
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Infant Mortality

Infant mortality refers to the unfortunate occurrence

of a baby passing away before reaching the age of 1
year (<365 days). Historically, it has served as a crucial
indicator of a society's overall health status.1:2 Multiple
factors can contribute to infant mortality. In the year
2020, the United States (US) experienced the following
leading causes of infant deaths: birth defects, preterm
birth and low birthweight, Sudden Infant Death
Syndrome (SIDS), injuries, and maternal complications
of pregnancy.! To effectively identify existing health
risks and mitigate adverse birth outcomes, women
should receive regular care before (preconception
care) or between pregnancies (interconception care).3
By providing targeted education, implementing
interventions aimed at preventing infant deaths, and
addressing the underlying factors, we can have a

meaningful impact on the communities most in need.
Efforts to improve infant mortality rates should include
a comprehensive approach that addresses not only
medical interventions, but also factors such as access
to high-quality health care, education on such topics as
safe sleep practices, and social and economic support
for expectant mothers and families.

P In 2021, the overall infant
mortality rate for South Carolina

(SC) was 7.3 deaths per 1,000

live births, and this rate is highest
among non-Hispanic Black infants
(12.7 deaths per 1,000 live births).

Data Interpretations: In 2021, the overall infant mortality rate for South Carolina (SC) was 7.3 deaths per
1,000 live births, and this rate has seen little change over the past decade (Figure 7.1). However, SC's infant
mortality rate exceeds the Healthy People 2030 target of 5.0 deaths per 1,000 live births. Notably, there exists
a significant disparity between infant deaths to non-Hispanic White women, with a rate of 5.2 deaths per
1,000 live births, and those born to non-Hispanic Black women, with 12.7 infant deaths per 1,000 live births

(Figure 7.1).

It is important to examine the timing of infant deaths, classified as neonatal, or within 28 days, and
postneonatal, at 28 to 364 days. Within SC, the neonatal infant death rate was 4.5 deaths per 1,000 live
births, while the postneonatal infant death rate was 2.3 deaths per 1,000 live births (Figure 7.2). Neonatal
mortality is often linked to events surrounding the prenatal period and delivery, while postneonatal deaths
may reflect environmental factors and conditions arising after birth.

FIGURE 7.1

Infant Mortality, by
Maternal Race/Ethnicity
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FIGURE 7.2

Infant Mortality, by Age at
Death
Rate per 1,000 live births

Source: SC DHEC Vital Statistics, 2017-
2021.
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Postneonatal
(28-364 days)

Neonatal (<28 days)

Maternal Mortality

In the US, 1,205 women died as a result of pregnancy
complications in 2021.4 Pregnancy-related deaths are
defined as a death while pregnant or within a year

of the end of pregnancy from any cause related to or
aggravated by pregnancy. In 2019 the pregnancy-
related mortality ratio was 17.6 deaths per 100,000
live births in the US.5 Additionally, disparities exist by
race and ethnicity; non-Hispanic Native Hawaiian or
other Pacific Islander (62.8 deaths per 100,000 live
births) and non-Hispanic Black women (39.9 deaths
per 100,000 live births) had much higher rates of
pregnancy-related death compared to non-Hispanic
White women (14.1 deaths per 100,000 live births).
Efforts must be made to tackle the underlying factors
contributing to pregnancy-related mortality, especially
among minorities, through ensuring appropriate
medical interventions, promoting education and

increasing awareness regarding maternal health, and
making sure birthing women of color receive equitable
and comprehensive care during pregnancy and the
post-partum period.

P

In SC, non-Hispanic Black women
had a pregnancy-related mortality
rate of 48.9 deaths per 100,000
live births, which was 67%

higher than that of their non-
Hispanic White counterparts who
experienced a rate of 29.3 deaths
per 100,000 live births.

Data Interpretations: Data from the SC Maternal Morbidity and Mortality Review Committee from 2018-
2019 showed that the pregnancy-related mortality rate in SC was 36.9 deaths per 100,000 live births (Figure
7.3). In SC, non-Hispanic Black women had a pregnancy-related mortality rate of 48.9 deaths per 100,000
live births, which was 67% higher than their non-Hispanic White counterparts who experienced a rate of
29.3 deaths per 100,000 live births (Figure 7.3). The top five leading underlying causes of pregnancy-related
mortality in SC were: Cardiomyopathy, accounting for 16.7%; mental health conditions like depression and
substance use, at 14.3%; hemorrhage at 11.9%; cardiovascular conditions at 9.5%; and infections at 9.5%

(Figure 7.4).
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FIGURE 7.3

Pregnancy-Related
Mortality, by Race/Ethnicity
Rate per 100,000 live births

Source: SC Maternal Morbidity and
Mortality Review Committee Legislative
Brief, 2023. 2018 and 2019 Pregnancy-
Related deaths.

Note: A pregnancy-related death is defined
as the death of a woman while pregnant
or within one year of the end of pregnancy
from any cause related to or aggravated by
the pregnancy.

FIGURE 7.4

Leading Causes of
Pregnancy-Related
Mortality

Percent

Source: SC Maternal Morbidity and
Mortality Review Committee Legislative
Brief, 2023. 2018 and 2019 Pregnancy-
Related deaths.

Note: A pregnancy-related death is defined
as the death of a woman while pregnant
or within one year of the end of pregnancy
from any cause related to or aggravated by
the pregnancy.
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Healthy Moms - Preconception Health

Healthy Weight

Preconception health refers to the health of people In SC, the proportion of women
during their reproductive years, or the years they can with a healthy weight prior to

have a child.® An important aspect of preconception
health is maintaining a healthy weight before
pregnancy. Unhealthy weight prior to pregnancy is to the US, and this decreased
linked to poor pregnancy outcomes, including high from 39.3% in 2017 to 35.6% in
blood pressure and gestational diabetes in mothers, as
well as stillbirths and preterm births in infants.”

pregnancy was smaller compared

2021, moving further away from
the Healthy People 2030 goal of
47.5%.

Data Interpretations: In SC, the proportion of women with healthy weight prior to pregnancy was less
than that of the US and this proportion decreased from 39.3% in 2017 to 35.6% in 2021, moving further away
from the Healthy People 2030 goal of 47.5% (Figure 7.5). Between 2017 and 2021, Non-Hispanic Black and
Hispanic women reported lower rates of having a healthy pre-pregnancy weight compared to non-Hispanic
White mothers (Figure 7.6).

FIGURE 7.5

Healthy Weight (18.5 < BMI  50% —

< 25) Prior To Pregnancy 450 — 43.3%

Percent _— United States
40% — 39.1%
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20% — | | | | |
Source: National Vital Statistics System -
Natality (NVSS-N), CDC/NCHS. 2017 2018 2019 2020 2021
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FIGURE 7.6
Healthy Weight (18.5 < BMI >35
< 25) Prior To Pregnancy, .
by Age Group and Race/ )
Ethnicity 20-24
Percent

Non-Hispanic White

Non-Hispanic Black
Source: South Carolina Pregnancy Risk
Assessment Monitoring System (PRAMS),

Hispanic
2017-2021.

Pre-Pregnancy Hypertension

Making sure medical conditions such as hypertension
(high blood pressure) are being treated and under
control is a highly important aspect of preconception
health.8 High blood pressure during pregnancy can
increase the risk of complications such as preeclampsia,
eclampsia and stroke for the mother or preterm delivery
and low birthweight for the child.?

46.6%

24.6%

36.5%

P High blood pressure during
pregnancy can increase the
risk of complications such as
preeclampsia, eclampsia, and
stroke for the mother or preterm

delivery and low birthweight for
the child.

Data Interpretations: In SC, the number of women who reported having hypertension in the three months
prior to their pregnancies has slightly decreased between 2017-2021 (Figure 7.7). Non-Hispanic Black

and non-Hispanic Other mothers reported the highest rate of hypertension before pregnancy (Figure 7.8).
Additionally, the prevalence of hypertension prior to pregnancy increased with increasing age.

FIGURE 7.7

Hypertension 3 Months

South Carolina
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FIGURE 7.8

Hypertension 3 Months
Before Pregnancy, by Age
Group and Race/Ethnicity

Percent

Source: South Carolina Pregnancy Risk

Assessment Monitoring System (PRAMS),

2017-2021.

>3b

25-34

20-24

<20

Non-Hispanic White

Non-Hispanic Black

Non-Hispanic Other
(includes multi-racial)

Hispanic
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11.0%

Pregnancy Intention

Preconception health is important for all women,
whether they are planning for a pregnancy or not.8

However, preparing for pregnancy is an important

step towards the healthiest pregnancy possible.8
Approximately half of pregnancies in the US are

not planned, and women who have unintended
pregnancies are more likely to delay getting health care
during pregnancy, which could also affect the health of

the baby.10

In SC, the rate of unintended
pregnancies remained steady
from 2017 to 2019, but has
decreased from 33.9% in 2019
to 25.2% in 2021, moving in a
positive direction and further
below the Healthy People 2030
goal of 36.5%.

Data Interpretations: In SC, the rate of unintended pregnancies remained steady from 2017 to 2019, but
has decreased from 33.9% in 2019 to 25.2% in 2021, moving in a positive direction (Figure 7.9). However,
demographic disparities still exist; Non-Hispanic Black women (44.2%) and young mothers less than 20 years
of age (52.3%) report the highest rates of unintended pregnancies (Figure 7.10).
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FIGURE 7.9

Unintended Pregnancy 40% —

Percent

30% — 33 79,
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Source: South Carolina Pregnancy Risk

Assessment Monitoring System (PRAMS).
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FIGURE 7.10

Unintended Pregnancy, > 35 - 16.4%

by Age Group and Race/

cthniciy 2550 [

Percent 20-24 [ e

Non-Hispanic White _ 23.0%
Source: South Carolina Pregnancy Risk . .
Assessment Monitoring System (PRAMS), Non-Hlsponlc Black _ 44.2%

2017-2021.

Note: Unintended pregnancy is defined as Non-Hispanic Other
wanting to be pregnant later (mistimed)
or not wanting to be pregnant then or any
time (unwanted).
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Fertility
Overall, US fertility rate, or the birth rate per 1,000 can have economic impacts, as children are needed to
women 15-44, have gradually declined in the past replenish an aging population in the labor force.12

10 years, mostly among young women ages 20-
2411 Several lifestyle and economic factors (e.g.,

postponement of marriage and childbearing to older P General fertility in SC is highest

age, increases in women’s educational attainment

among the Hispanic population.

and labor force participation, economic prosperity,
availability and affordability of childcare) have been
attributed to the decrease in fertility in developed
countries such as the US.12 These decreases in fertility

Data Interpretations: In SC, general fertility among women ages 15-44 has slightly decreased from 58.9
live births per 1,000 women 15-44 in 2017 to 57.4 live births per 1,000 women 15-44 in 2021, and the SC
fertility rate was very similar to that of the US over this same time period (Figure 7.11). Additionally, general
fertility in SC is highest among the Hispanic population (Figure 7.12).

FIGURE 7.11

General Fertility

Birth rate per 1,000 women
aged 15-44

Source: SC DHEC Vital Statistics, 2017-
2021. US data from natality data on CDC
WONDER Online Database.

Note: Ages 15-44.

FIGURE 7.12

General Fertility, by Race/
Ethnicity

Birth rate per 1,000 women
aged 15-44

Source: SC DHEC Vital Statistics, 2017-
2021.

Note: population for year 2021 based on
single-race estimates and for years prior
based on bridge-race estimates.
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Pregnancy Health

Prenatal Care

Receiving early and regular prenatal care during
pregnancy is key to monitoring and maintaining
maternal and fetal health. Prenatal care assists women
in preventing and reducing the risk of complications
during pregnancy, including infections, gestational
diabetes and preeclampsia.l3 Once diagnosed,

those complications can be treated by prenatal care
providers, which improves health outcomes. Lack of
prenatal care is associated with negative pregnancy
outcomes. Infants in the US born to mothers who did
not receive prenatal care are 3 times more likely to

be of low birthweight and 5 times more likely to die;
additionally, women who do not receive prenatal care
are 3-4 times more likely to die from pregnancy-related

complications.14:15 Barriers to receiving adequate
prenatal care include financial factors, social attitudes
and lack of knowledge.16-18

P The percentage of mothers

receiving adequate prenatal
care was highest among the
non-Hispanic White population,

and lowest among the Hispanic
population.

Data Interpretations: The percentage of SC mothers that received adequate prenatal care from 2017
through 2020 increased from 76.5% in 2017 to 78% in 2020, but then decreased to 74.3% in 2021 (Figure
7.13). The Healthy People 2030 goal for adequate prenatal care is set at 80.5%, and in 2021 SC was 6.2%
away from meeting that goal. The percentage of mothers receiving adequate prenatal care was highest
among the non-Hispanic White population at 81.4%, followed by non-Hispanic Other (73.9%) and non-
Hispanic Black (72.7%), and lowest among the Hispanic population (63.1%) (Figure 7.14). This rate was
18.3% higher within the non-Hispanic White population compared to the Hispanic population, indicative of a
potential disparity when it comes to receiving adequate prenatal care.

FIGURE 7.13

Adequate Prenatal Care
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FIGURE 7.14

Adequate Prenatal Care, by

. - Non-Hispanic White 81.4%
Race/Ethnicity " _ °
Percent

.Noln(;Hlsporlwtllc Othelr 73.9%
Source: SC DHEC Vital Statistics, 2017- (includes multi-racial)
2021.
Note: population for year 2021 based on . .
single-race estimates and for years prior Hispanic 63.1%
based on bridge-race estimates.
Gestational Diabetes
Gestational diabetes mellitus (GDM) is a type of medication. Properly controlled GDM is associated with
diabetes that develops in pregnant women who lowered health risks to