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A MESSAGE FROM DHD2'S HEALTH OFFICER

4

“Healthy families create healthy communities.” 
 

As a Chief Health Strategist, District Health Department No. 2 (DHD2) is a proud leader
in the Northeast for the Northern Michigan Community Health Innovation Region
(CHIR), a network comprised of health departments, health systems, mental health
agencies, and community‐based organizations across 31-counties working together for
the greatest collective impact. Every three years, the CHIR convenes a diverse team of
partners to conduct a regional Community Health Needs Assessment (CHNA),
MiThrive.  
 

Outlined on the following pages is the extensive, phased MiThrive assessment process
as well as a breakdown of the top three (3) priority needs identified for the DHD2
jurisdiction, covering Alcona, Iosco, Ogemaw and Oscoda Counties. There is a
tremendous amount of pride in our communities recognizing how caring and
connected we are in northeast Michigan. During the 2021 assessment process,
MiThrive made a concerted effort to gather more health equity data than ever before
and engage a diverse range of stakeholders, including many residents, in the
assessments. This inclusive approach ensures that the results are truly representative
of the community’s needs and priorities. 
 

We know that simply promoting healthy choices won't close gaps in access to mental
and physical healthcare or eliminate health disparities that exacerbate chronic
conditions and inequities in our communities. Instead, public health organizations and
their partners in sectors like healthcare, education, transportation, and housing can
collectively take actions to improve environmental conditions and increase social
support that allow people to thrive. Given the findings in this report, DHD2 is
committed to implementing the 2023 Northeast Community Health Improvement
Plan to address the priority areas identified.  
 

We are thankful for the MiThrive Steering Committee, Design and Core Teams, as well
as the Northeast Workgroup and all the partners across various sectors of the
community who made the 2021 MiThrive cycle a success. 

Denise M. Bryan, MPA
Administrate Health Officer
District Health Department No. 2
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Executive Summary 
In a remarkable partnership, hospitals, health departments, and other community
partners in Northern Michigan join together every three years to take a comprehensive
look at the health and well-being of residents and communities. Through community
engagement and participation across a 31-county region, the MiThrive Community
HealthNeeds Assessment collects and analyzes data from a broad range of social,
economic, environmental, and behavioral factors that influence health and well-being
and identifies and ranks key strategic issues. In 2021, together, we conducted a
comprehensive, community-driven assessment of health and quality of life on an
unprecedented scale. MiThrive gathered data from existing statistics, listened to
residents, and learned from community partners, including healthcare providers. Our
findings show our communities face complex interconnected issues, and these issues
harm some groups more than others. 

Describe the current state of
health and well-being in the
District Health Department
No. 2 jurisdiction. 
Describe the processes used
to collect community
perspectives
Describe the process for
prioritizing Strategic Issues
within the Northwest,
Northeast, and North Central
CHIR regions
Identify community strengths,
resources, and service gaps

Report Goals and Objectives 

MiThrive was implemented
across a 31-county region
through a partnership of
hospital systems, local health
departments, and other
community partners. Our aim is
to leverage resources while still
addressing unique local needs
for high-quality, comparable
county-level data. The 2021
MiThrive Community Health
Needs Assessment utilized three
regions: Northwest, Northeast,
and North Central. We’ve found
there are several advantages to
a regional approach, including
strengthened partnerships,
alignment of priorities, reduced
duplication of effort, comparable
data, and maximized resources.

Regional Approach

DHD2 jurisdiction inside black
border
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District Health Department No. 2 jurisdiction
includes Alcona, Iosco, Ogemaw, and Oscoda  
Counties, which are located in the Northeast
CHIR Region. Of the four MiThrive
assessments, two were conducted at the
county level, and two were conducted within
the MiThrive regions.
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Data Collection of the community system. These were
followed by related discussions at the county
or two-county level. 
Community Themes & Strengths
Assessment:
The Community Themes and Strengths
Assessment provides a deep understanding of
the issues that residents feel are significant by
answering the questions “What is important
to our community?”, “How is quality perceived
in our community?” and “What assets do we
have that can be used to improve well-being?”
The Community Themes and Strengths
Assessment consisted of three surveys:
Community Survey, Healthcare Provider
Survey, and Pulse Survey. Results from each
were analyzed by county, hospital service area,
and the three MiThrive Regions.
Forces of Change Assessment: The Forces of
Change Assessment identifies forces such as
legislation, technology, and other factors that
affect the community context. It answers the
questions “What is occurring or might occur
that affects the health of our community or
the local system?” and “What specific threats
or opportunities are generated by these
occurrences?” Like the Community System
Assessment, the Forces of Change
Assessment was composed of community
meetings convened virtually in the Northwest,
Northeast, and North Central MiThrive
Regions.

Community Health Status Assessment:
The Community Health Status
Assessment identifies priority community
health and quality of life issues. It answers
the questions, “How healthy are our
residents?” and “What does the health
status of our community look like?”. This
assessment aims to collect quantitative
secondary data about the health and
well-being of residents and communities.
We collected about 100 statistics by
county for the 31-county region from
reliable sources such as County Health
Rankings, Michigan Department of
Health and Human Services, and the US
Census Bureau. 

Community System Assessment: The
Community System Assessment focuses
on organizations contributing to well-
being. It answers the questions “What are
the components, activities, competencies,
and capacities in the regional system?”
and “How are services being provided to
our residents?” The Community System
Assessment was completed in two parts.
First, community-wide virtual meetings
were convened in the Northwest,
Northeast, and North Central MiThrive
regions, where participants discussed
various attributes 

The findings detailed throughout this report
are based on data collected through various
primary data collection methods and
existing statistics. From the beginning, our
goal was to engage residents and many
diverse community partners in data
collection methods. 

To accurately identify, understand, and
prioritize strategic issues, MiThrive combines
quantitative data, such as the number of
people affected, changes over time, and
differences over time, and qualitative data,
such as community input, perspectives, and
experiences. This approach is best practice,
providing a complete view of health and
quality of life while assuring results are
driven by the community. 

MiThrive utilizes the Mobilizing for Action
through Planning and Partnerships
community health needs assessment
framework. Considered the “gold standard,”
it consists of four different assessments for a
360-degree view of the community. Each
assessment is designed to answer key
questions:  

Each assessment provides important
information, but the value of the four
assessments is maximized by considering the
findings as a whole.

MiThrive Data Collection in 31-County Region
Local, state, and national indicators  collected
by county for the  Community Health Status
Assessment

Participants in three Community  System
Assessment regional events 

Participants in focused conversations  for the
Community System  Assessment at 27
community  collaborative meetings 

Residents completed the Community  Surveys
for the Community Themes  and Strengths
Assessment 

Residents facing barriers to social  
determinants of health participated in  Pulse
Surveys conducted by  community partners for
the  Community Themes and Strengths
Assessment 

Physicians, nurses, and other clinicians  
completed Healthcare Provider Survey  for the  
Community Themes and  Strengths
Assessment
 
Participants in three Forces of Change  
Assessment regional events 

100

152

396

3,465

840

354

199
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Health Equity 

Cross-tabulating demographic indicators,
such as age, race, and sex, for the
Community Themes and Strengths
Assessment 
Engaging residents experiencing barriers
to social determinants of health and
organizations that serve them in the
Community System Assessment,
Community Themes and strengths
Assessment, and Forces of Change
Assessment 
Reaching out to medically underserved
and low-income populations through
Pulse Surveys administered by
organizations that serve them 
Increasing inclusion of people with
disabilities in the community health
needs assessment through a partnership
with the Disability Network of Northern
Michigan.
·Surveying providers who care for
patients/clients enrolled in Medicaid
Health Plans
Recruiting residents experiencing barriers
and diverse organizations that serve them
to MiThrive Data Walks and Priority-
Setting Events. 

The Robert Wood Johnson Foundation says
health equity is achieved when everyone can
attain their full health potential, and no one is
disadvantaged from achieving this potential
because of social position or any other
socially-defined circumstance. Without
health equity, there are endless social, health,
and economic consequences that negatively
impact patients/clients, communities, and
organizations. Health equity can be viewed
using different lenses, such as race, culture,
geographic location, available resources, and
job availability to name a few -- all of which
can be significant contributors to increased
mortality, lower life expectancy, and higher
incidence of disease and disability, according
to the Rural Health Information Hub. 

The MiThrive Vision, a vibrant, diverse, and
caring region where collaboration affords all
people equitable opportunities to achieve
optimum health and well-being, is grounded
in the value of health equity. As one of the
first steps of achieving health equity is to
understand current health disparities, diverse
community partners were invited to join the
MiThrive Steering Committee, Design Team,
and Workgroups and gathered primary and
secondary data from medically underserved,
minority and low-income populations in each
of the four MiThrive assessments, including—

Following analysis of primary and secondary
data collected during the 2021 MiThrive
Community Health Assessment, 10-11
significant health needs emerged in each of
the MiThrive Regions (North Central,
Northeast, and Northwest). Members of the
MiThrive Steering Committee, Design Team,
and three Workgroups framed these
significant health needs as Strategic Issues,
as recommended by the Mobilizing for
Action through Planning and Partnerships
Framework. 

In December 2021, residents and
community partners participated in one of
three regional MiThrive Data Walk and
Priority Setting events. Using a criteria-
based process, participants ranked the
Strategic Issues as listed below. Severity,
magnitude, impact, health equity, and
sustainability were the criteria used for this
ranking process.

Significant Health Needs 
for Northeast Region

Access to Healthcare &
Chronic Disease Prevention

Economic Security

Equity

Housing Security

Mental Health

Safety and Well-Being

Substance Use

Transportation

Broadband Access

Food Security

Healthy Weight

COVID-19

Built Environment
7



How do we increase access to quality substance use disorder services?
How do we increase access to quality mental health services while increasing resiliency and well-
being for all?
How do we increase access to health care?
How do we reduce chronic disease rates in the region?

The final top-ranked Strategic Issues in the Northeast Region are as follows: 
1.
2.

3.
4.

Introduction 
We all have a role to play in our communities'
health. Many factors combine to determine the
health of a community. In addition to disease,
health is influenced by education level, economic
status, and issues. No one individual, community
group, hospital, agency, or governmental body
can be responsible for the health of the
community. No one organization can address
complex community issues alone. However,
working together, we can understand the issues,
and create plans to address them. 

The County Health Rankings Model of How Health
Happens provides a broad understanding of
health, describing the importance of social
determinants of health, organized in the
categories of health behaviors, clinical care, social
and economic factors, and the physical
environment. It illustrates how community
policies and programs influence health factors
and in turn, health outcomes. 

Purpose of Community Health Needs
Assessment 

Engage residents and community
partners to better understand the
current state of health and well-being
in the community 
Identify key problems and assets to
address them. Findings are used to
develop collaborative community
health improvement plans and
implementation strategies and to
inform decision-making, strategic
planning, grant development, and
policy-maker advocacy. 

The foundation of the MiThrive
community health needs assessment is
the County Health Rankings Model and
its focus on social determinants. The
purpose of the community health needs
assessment is to:

1.

2.

Role of MiThrive Steering Committee,
Design Team, and Work Groups 
The MiThrive Design Team is responsible
for developing data collection plans for
the four assessments and proposing
recommendations to the Steering
Committee. In addition to approving the
Data Collection Plans, the Steering
Committee updated the MiThrive Vision
and Core Values and provided oversight
to the community health needs
assessment. The regional Workgroups
(Northwest, Northeast, and North
Central) assisted in the local
implementation of primary data
collections, participated in assessments
and Data Walk and Priority-Setting
Events. They will develop a collaborative
Community Health Improvement Plan
for the top-ranked priorities in their
regions and oversee their
implementation. (Please see Appendix A
for list of organizations engaged in
MiThrive in the North Central, Northwest,
and Northeast Regions).  8



Impact of COVID-19 on MiThrive 
There were challenges in conducting a
regional and collaborative community
health needs assessment in 2021 during
the peak of the COVID-19 pandemic.
Despite their roles in pandemic response,
leaders from hospitals, health departments,
and other community partners prioritized
their involvement in planning and
executing the MiThrive Community Health
Needs Assessment through their active
participation in the Steering Committee,
Design Team, and/or one or more regional
Work Groups. In all, 53 individuals
representing 40 organizations participated
in the MiThrive organization. 

In previous cycles of community health
needs assessment, MiThrive convened in-
person events for the Community System
Assessment and Forces of Change
Assessment. During the pandemic, they
were convened virtually using Zoom and
participatory engagement tools like
breakout rooms, MURAL and RetroBoards,
among others. Because residents and
partners did not have to spend time and
travel, their participation at the community
assessment events was increased. Overall,
5,406 people participated in MiThrive
primary data collection activities.  

Mobilizing for Action through Planning and
Partnerships 
MiThrive utilizes the Mobilizing for
Action through Planning and
Partnership (MAPP) community
health needs assessment framework.
It is a nationally recognized, best
practice framework that was
developed by the National Association
of City and County Health Officials
(NACCHO) and the U.S. Centers for
Disease Control and Prevention (CDC). 

Organizing and Engaging Partners 
Phase 1 of the MAPP Framework involves two
critical and interrelated activities: organizing
the planning process and developing the
planning process. The purpose of this phase
is to structure a planning process that builds
commitment, encourages participants as
active partners, uses participants’ time well
and results in a Community Health Needs
Assessment that identifies key issues in a
region to inform collaborative decision
making to improve population health and
health equity, while at the same time,
meeting organizations’ requirements for
community health needs assessment.
During this phase, funding agreements with
local health departments and hospitals were
executed, the MiThrive Steering Committee,
Design Team, and Workgroups were
organized, and the Core Support Team was
assembled. 

Conducting the Four Assessments 
The MAPP framework consists of four
different assessments, each providing
unique insights into the health of the
community. For the 2021 community health
needs assessment the MiThrive gathered
more health equity data than ever before,
and engaged more diverse stakeholders,
including many residents, in the
assessments (Please see Appendix A for list
of organizations that participated in
MiThrive). 

Health Equity 
There is more to good health than health
care. A number of factors affect people’s
health that people do not often think of as
health care concerns, like where they live
and work, the quality of their
neighborhoods, how rich or poor they are,
their level of education, or their race or
ethnicity. These social factors contribute
greatly to individuals’ length of life and
quality life, according to the County Health
Rankings Model. 9



Health equity is the
realization of all people of
the highest attainable
level of health. Achieving
health equity requires
valuing all individuals and
populations equally, and
entails focused and
ongoing societal efforts to
address avoidable
inequities by ensuring the
conditions for optimal
health for all groups. 

--Adewale Troutman 

Health equity, Human
Rights and Social Justice:

Social Determinants as
the Direction for Global

Health 

A key finding of the 2021 MiThrive community health needs
assessment mirrors a persistent reality across the country and
the world: health risks do not impact everyone in the same way.
We consistently find that groups who are more disadvantaged in
society also bear the brunt of illness, disability, and death. This
pattern is not a coincidence. Health, quality of life, and length of
life are all fundamentally impacted by the conditions in which we
live, learn, work, and play. Obstacles like poverty and
discrimination lead to consequences like powerlessness and lack
of access to good Social Vulnerability Index by Census Tract jobs
with fair pay, quality education and housing, safe environments,
and healthcare. All of these community conditions combine to
limit the opportunities and chances for people to be healthy. The
resulting differences in health outcomes (like risk of disease or
early death) are known as “health inequities”.

The health equity data collected in the four MiThrive assessments
is discussed below.

MiThrive Assessment Results 
Community Health Status Assessment 

The Community Health Status Assessment
identifies priority community health and
quality of life issues. It answers the questions,
“How healthy are our residents?” and “What
does the health status of our community
look like?”. The answers to these questions
were measured by collecting 100 secondary
indicators from different sources including
the Michigan Department of Health and
Human Services, US Census Bureau, and US
Centers for Disease Control and Prevention. 

The Design Team assured secondary data
included measures of social and economic
inequity, including: Asset-Limited, Income-
Constrained, Employed (ALICE) households;
children living below the Federal Poverty
Level; families living below the Federal
Poverty Level, households living below
Federal Poverty Level; population living
below Federal Poverty Level; gross rent equal
to or above 35% of household income; high
school graduation rate; income inequality;
median household income; median value of
owner-occupied homes, political
participation; renters (percent of all occupied
homes); and unemployment rate. 

The Social Vulnerability Index illustrates how
where we live influences health and well-
being. It ranks 15 social factors: income below
Federal Poverty Level; unemployment rate;
income; no high school diploma; aged 65 or
older; aged 17

or younger; older than five with a disability;
single parent households; minority status;
speaks English “less than well”; multi-unit
housing structures; mobile homes; crowded
group quarters; and no vehicle. 
As illustrated in the map at right, census
tracts in the DHD2 jurisdiction have Social
Vulnerability Indices at “moderate to high” in
majority of the district.  

Source: Michigan Lighthouse 2022, Centers for Disease Control and
Prevention/ Agency for Toxic Substances and Disease Registry/ Geospatial
Research, Analysis, and Services Program. CDC Social Vulnerability Index 2018
Database - Michigan..

Social Vulnerability Index by Census Tract
in the DHD2 Jurisdiction, 2022
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County Health Rankings 
Feeding America 
Kids Count
Michigan Behavioral Risk Factor
Surveillance Survey 
Michigan Cancer Surveillance Program 
Michigan Care Improvement Registry
Michigan Health Statistics 
Michigan Profile for Healthy Youth 
Michigan School Data 
Michigan Secretary of State 
Michigan Substance Use Disorder Data
Repository 
Michigan Vital Records 
Princeton Eviction Lab
United for ALICE 
U.S. Census Bureau 
U.S. Health Resources & Services
Administration
U.S. Department of Agriculture 

Median household income (dollars)
Special Education – Child Find (%)
High School graduation rate (%)
Bachelor’s Degree or higher (%)
Adults with no personal health check
up in the past year (%)Median value of
owner-occupied homes (dollars)
Vacant housing units (%)
Child food insecurity (%)
Population food insecurity (%)
Oral Cavity and pharynx cancer (per
100,000)
Adult with heart disease (per 10,000)
Adults who have ever been told COPD (%)

Community Health Status Assessment
indicators were collected and analyzed by
county for MiThrive’s 31-county region
from the following sources:

Each indicator was scored on a scale of
one to four by sorting the data into
quartiles based on the 31-county regional
level, comparing to the mean value of the
MiThrive Region, and comparing to the
State, national, and Healthy People 2030
target when available. Indicators with a
score above 1.5 were defined as “high
secondary data” and indicators with scores
below 1.5 were defined as “low secondary
data”.

The following 19 statistics scored above
1.5 across all counties in the DHD2
jurisdiction, indicating they were worse
than the National overall or State rates: 

Please see Appendix B for values for these
indicators for each county within the DHD2
jurisdiction. 

Geography and Population Rurality by County
Health Jurisdiction Demographics

DHD2’s jurisdiction is situated in a rural area of the
lower peninsula of Michigan on the northeast side
of the state. This is one of its most important
characteristics as rurality influences health and well-
being. Within the health jurisdiction, there are
64,351 individuals. Numerous social and economic
factors impact the health of the residents and their
communities. High numbers of individuals living in
poverty and elevated jobless rates are just two
examples of some of the factors that negatively
impact the communities. 

Population and age: Total population in 2019 for
each county ranges from 8,241 in Oscoda County to
25,127 in Iosco County. When broken down by age
group, Alcona County has the lowest percent of
people under age 5 (3.0%) and Oscoda has the
highest at 5.3%. All four counties in the DHD2
district have a lower percent of residents under age
5 than Michigan. In the under 18 age group, all four
counties have a lower percentage compared to
Michigan (21.5%) with Oscoda having the highest in
the region (19.4%). All four counties have higher
percentages of individuals aged 65 and over
compared to the Michigan rate of 17.7% ranging
from 36.1% in Alcona County to 26.3% in Ogemaw
County.

The composition of the population is also
important, as health and social issues can impact
groups in different ways, and different strategies
may be more appropriate to support these diverse
groups. All four counties in the DHD2 jurisdiction
are predominately White, with the highest
percentage in Alcona County (95.1%). The highest
percentage of black people are reported in Iosco

Source: U.S. Census Bureau, 2020 Census Demographic Data Map Viewer
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(0.8%). The highest percent of Hispanic population is found in Iosco County (2.6%). The highest
percent of American Indian population are reported in Iosco, Ogemaw, and Oscoda Counties (1.0%). 

12



Proportion of Disabled Population in DHD2 Jurisdiction, 
American Communities Survey, 2015-2019

A greater proportion of people--about
22.0%-- of the people in the DHD2
jurisdiction have a disability compared to
the State (14.1%).

The Michigan Behavioral Risk Factor
Survey (BRFSS) asked adults within all
DHD2 counties if a medical
professional has ever told them they
had diabetes. DHD2 overall had 13.5%
of its resident’s report being told they
had diabetes. Oscoda County (30.7%)
has the highest prevalence while
Ogemaw County (13.1%) had the
lowest. For adults reporting at least 14
days having poor mental health, Iosco
County (12.7%) had the highest
prevalence. Alcona, Ogemaw, and
Oscoda Counties were suppressed for
this health indicator. Individuals ever
being told they had chronic
obstructive pulmonary disease (COPD)
was highest in Iosco County (20.8%). 

13

All the counties have a high prevalence
of individuals who are overweight or
obese. The BRFSS shows that Oscoda
(50.7%) and Ogemaw (40.5%) Counties
have the highest prevalence of obesity.
While Iosco (35.1%) and Ogemaw (34.0%)
Counties have the highest prevalence of
individuals who are overweight. This
partially contributes to the next indicator
which is self-reported general health. For
this indicator, 18.6% of DHD2 reported
having poor or fair general health.
Oscoda County had the highest
prevalence of poor or fair general health
at 35.3%.



In 2018, Iosco County had the lowest of all cancer incidence at 431.3 while Oscoda County had the highest incidence at 500.3.
Michigan’s incidence is 449.6 while DHD2 overall is slightly higher at 464.2. Within the DHD2 jurisdiction, two counties ((Ogemaw
and Oscoda) have cancer incidence rates higher than the state. DHD2 has lower breast, oral cavity and pharynx cancer
incidence rates compared to the state. For breast cancer, Oscoda County’s rate of 73.3 is the only county higher than Michigan’s
rate of 65.7. For colorectal cancer, three out of four counties are higher than Michigan’s rate of 37.3: Iosco at 39.8, Ogemaw at 37.7,
and Oscoda at 44.2. The DHD2 jurisdiction has a higher incidence rate than the state at 77.7to 63.0 for lung and bronchus cancer.
Ogemaw County has the highest rate at 83.7 followed by Oscoda at 82.9. Overall, all four counties have lung and bronchus
cancer incidence rates higher than the state. For oral cavity and pharynx cancer, DHD2 has a lower incidence rate than the state
at 6.2 to 12.0. Alcona has the highest incidence at 15.8. 

14

DHD2 Jurisdiction Mortality Rates by Census Tract Poverty
Level, MDHHS Vital Statistics, 2019

This table displays mortality rates per 100,000 population, separated by poverty level. Poverty level groups show the
percentage of census tract population that falls under the poverty line. The most affluent track has the least
amount of people living below the poverty line (0.0% - 4.9%) and the less affluent tracts have the highest percent of
people living below the poverty line (20.0% to 100%), where at least 1/5 of the population falls under the poverty line.
From this table, the mortality for the 0% to 4.9% poverty group is suppressed for DHD2 due to the low number of
individuals who fall into the more affluent category. The highest mortality rate (957.6 deaths per 100,000) within
the DHD2 jurisdiction is in the lowest poverty category of 20% to 100%, which demonstrates a higher rate of death
as the amount of people living in poverty increases. Alcona and Ogemaw have mortality rates over 1,000 for the
20% to 100% poverty level.



Approximate Mortality Rates by Race and Sex for the DHD2
Jurisdiction Service Area, MDHHS Vital Statistics, 2020

*Suppressed due to low mortality counts

In Michigan, the crude mortality
rate for black individuals is
higher than white; however, in
DHD2, there is a higher mortality
rate for white individuals than
black. Much of the data on
individuals who fall into the other
category is suppressed due to
low numbers. Males have a
higher mortality rate than
females in DHD2 for white races. 
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Mortality Rates for Males by Age Group in DHD2 and
Michigan, MDHHS Vital Statistics, 2020

Mortality Rates for Females by Age Group in DHD2 and
Michigan, MDHHS Vital Statistics, 2020



Out of all counties, Oscoda has the highest
mortality rate followed by Iosco. All counties
have a higher male mortality rate than female.

Of the counties with available data, three;
Alcona, Iosco, and Ogemaw have a higher
male mortality rate than Michigan for ages
less than 1 to 14 years. Additionally, two
counties; Iosco and Oscoda have a higher
male mortality rate than Michigan for ages 15-
29. Iosco has the highest mortality rate for
males ages 30-39 and Iosco has the highest
mortality rate for males ages 40-49. 
Two counties; Iosco and Ogemaw have a
higher female mortality rate than Michigan
for ages less than 1 to 14 years old. Additionally,
two counties; Iosco and Ogemaw have a
higher female mortality rate than Michigan
for ages 15-29. Alcona has the highest
mortality rate for females ages 30-39 and
Iosco has the highest mortality rate for
females ages 40-49.

Community Themes and Strengths
Assessment 

The Community Themes and Strengths
Assessment provides a deep understanding
of the issues that residents feel are significant
by answering the questions, “What is
important to our community?”, “How is
quality perceived in our community?”, and
“What assets does our community have that
can be used to improve well-being?” For the
Community Themes and Strengths
Assessment, the MiThrive Design Team
designed three types of surveys: Community
Survey, Healthcare Provider Survey, and Pulse
Survey.
(Please see Appendix D for survey
instruments). 
Community Survey: The Community Survey
asked 18 questions about what is important to
the community, what factors are impacting
the community, quality of life, built
environment, and demographic questions.
The Community Survey also asked
respondents to identify assets in their
communities. Please see Appendix C for
assets identified for the District Health
Department No. 2 jurisdiction service area.
Community Surveys were administered
electronically and via paper format in both
English and Spanish. The electronic version of
the survey was available through an electronic
link and QR code. The survey was open from
Monday, October 4, 2021, to Friday, November
5, 2021. 

Five $50 gift cards were used as an incentive for
completing the survey. Partner organizations
supported survey promotion through social
media and community outreach. Promotional
materials developed for Community Survey
include a flyer, social media content, and press
release. Three hundred and ten surveys were
collected from Alcona, Iosco, Ogemaw, and
Oscoda Counties

A total of 310
community survey
responses were
collected in the
DHD2 jurisdiction. 
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Note: Additional factors
included Belonging &
inclusion, Arts and
cultural events, Lifelong
learning, Civic
engagement, Disability
accessibility.

A larger proportion of
individuals aged 25-39
responded that parks and
green spaces was an
important factor for a
thriving community when
compared to the other
top nine factors.
Belonging and inclusion,
as well as safe and
affordable housing, was
also important to this age
group.

A  larger proportion of
individuals with a yearly
household income of
$40,000-59,999
responded that access to
nutritious foods was an
important factor for a
thriving community when
compared to the other
top nine factors. 
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A larger proportion of
individuals with
Medicaid and Healthy
Michigan Plans
responded that
belonging and
inclusion was an
important factor for a
thriving community
when compared to the
other top nine factors.

A larger proportion of
American Indian or
Alaskan Native and
Black or African
American individuals
responded that clean
environment was an
important factor for a
thriving community
when compared to the
other top nine factors.
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Note: Additional factors included
Access to Child Care, Lack of
Community Engagement, Obesity,
Aging problems (e.g. arthritis,
hearing/vision loss, etc.), Lack of
access to nutritious foods, Motor
vehicle crash injuries, Sexually
transmitted infections, Cancer,
Neighborhood and built
environment, Civic engagement,
Dental problems, Diabetes, Disability
accessibility, Domestic violence,
Heart disease and stroke, High blood
pressure, HIV/AIDS, Homicide, Infant
death, Infectious diseases (e.g.,
hepatitis, tuberculosis, etc.), Racism
and discrimination, Rape/sexual
assault, Respiratory/lung disease,
Lack of quality education, Suicide,
Teenage pregnancy, Poor
environmental health, Lack of
access to education, Firearm-related
injuries. Factors are not listed in
order. 

A larger proportion of
individuals aged 25-39
responded that
infection diseases was
an important issue
impacting the
community when
compared to the
other top nine issues.

A larger proportion of
individuals with
Private/Employer-
Sponsored Insurance
responded that
substance use was an
important issue
affecting the
community when
compared to the
other top nine issues. 

19



A larger proportion of
American Indian or
Alaskan Native
individuals responded
that lack of quality
education was an
important issue
impacting the
community in
comparison to the other
top nine issues.

A larger proportion of
American Indian or
Alaskan Native
individuals responded
that lack of quality
education was an
important issue
impacting the
community in
comparison to the other
top nine issues.

Individuals with a yearly
household income of
$40,000 – 59,999 make up
a larger proportion of
those who said not
enough affordable
physical activity programs
prevented them from
being more physically
active in their community
compared to the other top
issues.
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Survey respondents were asked to image a ladder with steps numbered from zero at the
bottom to ten at the top. The top of the ladder represented the best possible life (10), and
the bottom of the ladder represented the worst possible life (0). Survey respondents
identified where they felt they stood on the ladder at the time of completing the survey
(top figure) and where they felt they would stand three years from now (bottom figure).

77.02% of Community Survey
respondents in Alcona, Iosco,
Ogemaw, and Oscoda counties are
currently either studdling or
suffering compared to 22.98% who
are thriving (n=309). 

47.74% of Community Survey
respondents in Alcona, Iosco,
Ogemaw, and Oscoda Counties
predict they will either be
struggling or suffering compared to
52.26% who predict they will be
thriving three years from now
(n=310). 

*The Cantril-Ladder self-anchoring scale is used to measure subjective wellbeing. Scores can be grouped into three
categories- thriving, struggling, and suffering. Cantril’s Ladder data was analyzed separately for the purpose of the 2021
MiThrive Community Health Needs Assessment.

On average, Community Survey respondents in Alcona, Iosco, Ogemaw, and Oscoda Counties felt they
would move one and a half of a step higher on the ladder three years from how they scored themselves

presently.
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Pulse Survey: The purpose of the Pulse
Survey was to gather input from people and
populations facing barriers and inequities in
the 31-county MiThrive region. It was a four-
part data collection series, where each topic-
specific questionnaire was conducted over
two weeks resulting in an eight-week data
collection period. This data collection series
included four three-question surveys
targeting key topic areas to be conducted
with clients and patients.

The Pulse Surveys were designed to be
weaved into existing intake and appointment
processes of participating
agencies/organizations. Community partners
administered the Pulse Survey series between
July 26, 2021, and September 17, 2021, using a
variety of delivery methods, including in-
person interviews, phone interviews, in-person
paper surveys, and through client text
services. Pulse Survey questionnaires were
provided in English and Spanish. 

Each Pulse Survey focused on a different
quality of life topic area (aging, economic
security, children, and disability) using a Likert-
scale question and open-ended topic-specific
question. Additionally, each survey included an
open-ended equity question. Within the DHD2
jurisdiction, there were 21 aging, 1 child, 11
disability, and 19 economic surveys collected for
a total of 52 responses.

The target population for the pulse survey
series included those historically excluded,
economically disadvantaged, older adults,
racial and ethnic minorities, those
unemployed, uninsured and under-insured,
Medicaid eligible, children of low-income
families, LGBTQ+ and gender non-conforming,
people with HIV, people with severe mental
and behavioral health disorders, people
experiencing homelessness, refugees, people
with a disability, and many others.
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Key themes that emerged
from pulse survey
response to the following
statement, “My
community is a good
place to age”.

Key themes that emerged
from pulse survey
response to the following
statement, “This
community is a good
place to raise children.”

Key themes that emerged
from pulse survey
response to the following
statement, “In this
community, a person with
a disability can live a full
life.”

Key themes that emerged
from pulse survey
response that rated to the
following statement,
“There is economic
opportunity in the
community.”
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Healthcare Provider Survey: 
Data collected for the Healthcare Provider
Survey was gathered through a self-
administered, electronic survey. It asked 10
questions about what is important to the
community, what factors are impacting the
community, quality of life, built environment,
community assets, and demographic
questions. The survey was open from October
18, 2021, to November 7, 2021.  

Healthcare partners such as hospitals, federally
qualified health centers and local health
departments, among others, sent the
Healthcare Provider Survey via an electronic link
to their physicians, nurses, and other clinicians.
Additionally, partner organizations supported
survey promotion by sharing the survey link
with external community partners. Ninety-one
providers completed the Healthcare Provider
Survey in the DHD2 jurisdiction. 

 57.1% of providers in this
region reported that >50%
of patients/clients they
serve are on Medicaid.

Providers think that safe
and affordable housing is
the most important factor
for patients/clients in the
community they serve.
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The Community System Assessment focuses
on organizations that contribute to wellbeing.
It answers the questions, “What are the
components, activities, competencies and
capacities in the regional system?” and “How
are services being provided to our residents?”
It was designed to improve organizational and
community communication by bringing a
broad spectrum of partners to the same table;
explore interconnections in the community
system; and identify system strengths and
opportunities for improvement. The
Community System Assessment was
composed of two components: Community
System Assessment and subsequent focused
discussions at 27 county level community
coordinating bodies. A total of 539 residents
and partners, representing 199 organizations
participated in the Community System Events
and/or Focused Discussions in the Northeast,
Northwest and North Central Regions.   

Community System Assessment Event: In
August, residents and community partners
assessed the system’s capacity in the MiThrive
Northwest, Northeast, and Northwest Regions.
Through a facilitated discussion, they identified
system strengths and opportunities for
improvement among eight domains.  (Please see
Appendix E for Community System Assessment
Meeting Agenda/Design).

Community System Assessment

53% of providers
answered
substance abuse
services are
missing in their
community that
would benefit
their
patients/clients
they serve.
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Community System Assessment - System Strengths Survey
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Community System Assessment - System Opportunities for Improvement Summary
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Navigating staff turnover and
redistributing responsibilities
Improving communication amongst local
agencies to help reduce duplicated efforts
Expanding capacity and making resources
from each specialty widely accessible
Reducing stigma and educating the
community regarding stigma and the
effects of stigma

Coordination of shared data
Understanding what resources are
needed and how to get them to the
people in need
Utilizing the voice of the residents to fully
understand the needs and struggles they
are facing
Reducing stigma and educating the
community regarding stigma and the
effects of stigma

Empowering individuals with making
personal health goals
Increase education on ways to seek
needed resources
Making resources available and bringing
them to the groups that have the capacity
to make a difference
Reducing stigma and educating the
community regarding stigma and the
effects of stigma

Follow-up conversations at the local
Community Collaboratives and other county-
level groups.
Subsequently, focused conversations were
held at county-level collaboratives and other
cross-sector groups in the DHD2 jurisdiction. 
Alcona County: Alcona County Collaborative
Body (ACCB)
ACCB members chose “Resources” as the
most important focus area to work on in
Alcona County. In the discussion, the following
themes emerged:

Iosco County: Iosco County Human Services
Collaborative Council (HSCC)
Collaborative members chose “Resources” as
the most important focus area to work on in
Iosco County. In the discussion, the following
themes emerged:

Ogemaw County: Ogemaw County
Roundtable
Roundtable members chose “Getting the
right people at the meeting/table” as the
most important focus area to work on in
Ogemaw County. In the discussion, the
following themes emerged:

Adapting to the increased need for the
Internet 
Increased education on available resources
Improving involvement of the younger
generation
Increased collaboration of established groups
and organizations

Oscoda County: Oscoda County Human Services
Collaborative Council (HSCC)

Oscoda County participants chose “Resources” as
the most important focus area to work on in
Oscoda County. In the discussion the following
themes emerged:

Forces of Change Assessment
The Forces of Change Assessment aims to
answer the following questions: “What is
occurring or might occur that affects the health
of our community or the local system?”, and
“What specific threats or opportunities are
generated by these occurrences? Like the
Community System Assessment, the Forces of
Change Assessment was composed of
community meetings convened virtually in the
Northwest, Northeast, and North Central
MiThrive Regions. It focused on trends, factors,
and events outside our control within several
dimensions, such as government leadership,
government budgets/ spending priorities,
healthcare workforce, access to health services,
economic environment, access to social services,
social context, and impact of COVID-19.
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(Please see Appendix F for Forces of Change Assessment Event Agenda/Design)

One hundred and forty-one residents and community partners participated in the Forces of
Change Assessment in the Northwest, Northeast, and North Central Region in April, 2021. 

Top Forces of Changes in the Northeast MiThrive Region

*ALICE refers to the population in our communities that are Asset Limited, Income Constrained, Employed. This
population represents those among us who are working, but due to high cost of living and so much more are
living paycheck to paycheck.  

Since scores are based on comparisons,
low scores can result even from very
serious issues, if there are similarly high
rates across the state and/or US.
We can only work with the data we have,
which can be limited to the local level in
Northern Michigan. Much of the data we
have has wide confidence intervals,
making many of these data points inexact.
Some data is missing for some counties -
as a result, the “regional average” may not
include all counties in the region.
Additionally, some counties share data
points, for example, in the Michigan Profile  
for Healthy Youth, data from Crawford 

Data Limitations
Community Health Status Assessment 

Categories of Forces Top Forces in Northeast Region

Secondary data tells only part of the story.
Viewing all the assessments holistically is
therefore necessary.
Some data sources have not updated data
since the past MiThrive cycle therefore values
for some indicators may not have changed
and therefore cannot be used to show trends
from the last cycle to this cycle.

Ogemaw, Oscoda, and Roscommon counties is
aggregated and therefore each of these counties
will have the same value in the MiThrive dataset. 

Community System Assessment 
Completing the Community System
Assessment is a means to an end rather than
an end in itself. The assessment results should
inform and result in action to improve the
Community System’s infrastructure and
capability to address health improvement
issues.
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Each respondent self-reports with their different
experiences and perspectives. Based on these
perspectives, gathering responses for each question
includes some subjectivity.
When completing the assessment at the regional
events or at the county level, there were time
constraints for discussion and some key
stakeholders were missing from the table.
Some participants tended to focus on how well their
organization adressed the focus areas for health
improvement rather than assessing the system of
organizations as a whole.

Participants self-selected into one of
eight Forces of Change Assessment
topic areas during the events and
discussed forces, trends and events
using a standardized Facilitation
Guide although facilitators and
notetakers differed for the topic
areas and events. 
These virtual events removed some
barriers for participants although
internet accessibility was a
requirement to participate.
When completing the assessment
there were time constraints for
discussion and some key
stakeholders were missing from the
table.
MiThrive staff selected the eight
topic areas using the MAPP’s
guidance in addition to insights
from the MiThrive Core Team
members. 
COVID-19 was included as a
standalone topic area and all
participants were advised of the
topic areas and were instructed to
focus on their topic area with
minimal discussion on COVID-19
unless it was their specific topic area. 

Community Themes and Strengths Assessment
A unique target number of completed CTSA
Community Surveys was set for each county based
on county population size. Survey responses were
not weighted for counties who exceeded this target
number. 
While the CTSA Community Survey was offered
online and in-person, most surveys were collected
digitally. 
Partial responses were removed from the CTSA
Community Survey.
Outreach and promotion for the CTSA Provider
Survey was driven by existing MiThrive partners
which influenced the distribution of survey
responses across provider entities.
The CTSA Pulse Surveys were conducted across a
wide variety of agencies and organizations.
Additionally, survey delivery varied including in-
person interview, over the phone interview, text
survey, and paper format. 

Forces of Change Assessment
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Identifying and Prioritizing Strategic Issues
To launch Phase 4, the MiThrive Core Support Team developed the MiThrive Prioritization Matrix
(pictured below) to engage in data sensemaking. The Team sorted the data by categorizing the
primary and secondary data as either high or low. Secondary data was collected in the
Community Health Status Assessment (CHSA) and each indicator was scored on a scale of zero to
three. This scoring was informed by sorting the data into quartiles based on the 31-county regional
level, comparing to the mean value of the MiThrive Region, and comparing to the state, national,
and Healthy People 2030 target when available. Indicators with a score above 1.5 were defined as
“high secondary data” and indicators with scores below 1.5 were defined as “low secondary data.”
Primary data was collected from the Community System Assessment, Community Themes and 
Strengths Assessment
(Community Survey,
Pulse Survey, and
Healthcare Provider
Survey), and the
Forces of Change
Assessment. If a topic
emerged in three or
more primary data
activities, it was
classified as “high
primary data” where
topics that emerged in
less than three
primary data activities
were classified as “low
primary data.”

Behavioral Health 
Substance Misuse 
Safety and Well-Being 
Housing
Economic Security
Transportation 
Diversity, Equity, and Inclusion 
Access to Healthcare

On November 16, 2021, MiThrive Design Team members met to sort the data for the Northwest,
Northeast, and North Central Regions using the MiThrive Prioritization Matrix. The Team identified
where the primary and secondary data converged by clustering data points based on topic,
theme, and interconnectedness. Given the interconnectedness of the social determinants of
health and health outcomes, some data points were duplicated and represented in numerous
clusters. Data clusters that fell into the High Secondary Data/High Primary Data quadrant of the
MiThrive Prioritization Matrix were classified as significant health needs. 

All of the assessments provide valuable information, but the health needs that occur in multiple
data collection methods are the most significant. 

There was considerable agreement across the 31-county region, with the following cross-cutting
significant health needs sorted into the High Secondary Data/High Primary Data (upper right
quadrant) in all three MiThrive Regions: 

In addition, themes emerged that were unique to each Region: 
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In December 2021, 166 residents and community partners participated in the MiThrive Data
Walk and Priority Setting Events in the three regions: Northeast, Northwest, and North Central.
During these live events, participants engaged in a facilitated data walk and participated in a
criteria-based ranking process to prioritize 2-3 Strategic Issues to collectively address in a
collaborative Community Health Improvement Plan. For each Strategic Issue, a MiThrive Data
Brief was prepared that summarized, by MiThrive Region, the results of the four assessments
(See Appendix G). 

After engaging in the MiThrive Data Walk, participants were asked to complete a prioritization
survey to individually rank the Strategic Issues. The ranking process used five criteria to assess
each Strategic Issue including severity, magnitude, impact, health equity, and sustainability.
Participant votes were calculated in real-time during the event revealing the top scoring
Strategic Issues (example scoring grid provided below). 

This transparent process elicited robust conversation around the top scoring Strategic Issues
and participants identified alignment between the healthy weight Strategic Issue and chronic
disease element in the access to healthcare Strategic Issue. Participants opted to combine
these two Strategic Issues and wordsmith post event.

In November 2021, members of the MiThrive
Steering Committee, Design Team, and
Workgroups framed the significant health
needs identified in each region as Strategic
Issues, as recommended by the Mobilizing for
Action through Planning and Partnerships
Framework. Strategic Issues are fundamental
policy choices or critical challenges that must
be addressed for a community system to
achieve its vision. Strategic Issues should be
broad, which allows for the development of
innovative, strategic activities as opposed to
relying on the status quo, familiar, or easy
activities. The broad strategic issues help align
the overall community’s strategic plan with
the missions and interests of individual
community system partners. This facilitated
process included MiThrive Partners to review
the data clusters as a whole and the individual
data points that made up the significant
health need. 

The 11 strategic issues developed for the
MiThrive Region is reflected in the table to the
right (listed in alphabetical order):
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All three MiThrive Regions separated
access to healthcare from chronic
disease/healthy weight given the two
distinct buckets of work. This change is
reflected in the final top-ranked strategic
issues below. 

Following the Data Walk and Priority Setting
Events, MiThrive partners and participants
refined the prioritized Strategic Issues by
wordsmithing the combined strategic issues,
clarifying the language, and removing any
jargon. This process included gathering
feedback via a feedback and revision
document sent out to MiThrive partners on
January 5, 2022. Comments, feedback, and
suggestions were collected over the course of
a week and half, and the MiThrive Core
Support Team updated the top-ranked
Strategic Issues based on this feedback. 

Key changes, based on revisions, are as
follows:

The North Central and Northeast MiThrive
Regions updated the term behavioral
health to mental health.  

How do we increase access to health
care?
How do we reduce chronic disease rates
in the region? 
How do we increase access to quality
mental health services while increasing
resiliency and wellbeing for all? 
How do we increase access to quality
substance use disorder services?

The final top-ranked strategic issues in the
MiThrive Regions are as follows: 

Northeast Region: Alcona, Alpena,
Cheboygan, Crawford, Iosco, Montmorency,
Ogemaw, Oscoda, Otsego, Presque Isle, and
Roscommon (DHD2 counties shown in
bold).

Priority Area Narratives
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Access to Healthcare
Access to healthcare refers to the ability of individuals and communities to obtain timely,
affordable, and appropriate medical services and resources when needed. It encompasses
physical, financial, geographical, and cultural barriers that can either facilitate or hinder a
person’s ability to receive necessary healthcare services. Access to healthcare is a
fundamental aspect of public health and healthcare systems, aiming to ensure equitable and
inclusive health outcomes for all members of a community.

For the District Health Department No. 2 (DHD2) jurisdiction, several data indicators were
used to determine that access to healthcare should be a priority area. Local organizations
highlighted a lack of manpower and resources as important impediments to providing
services. Additionally, the Community System Assessment (CSA) showed that many local
organizations need to increase their understanding of the reasons why residents are not able
to get the services they need. Community members responding to the MiThrive surveys
highlighted access to quality healthcare services as the number one most important factor
for a thriving community with even distribution among household incomes. Local area
providers similarly reported access to quality healthcare as the second most important factor.
This feeling was especially prevalent for younger adults aged 25-39 years old and those who
relied on Medicaid or private insurance. Other surveys showed that 57.1% of responding
providers reported that more than half of the population they served relied on Medicaid,
which may indicate the need for more services for individuals who obtain health insurance
though this governmental program. 

Residents of the DHD2 area may have issues securing access to healthcare for a variety of
reasons. Poverty is a prevalent issue within the DHD2 area and is likely a primary diver of lack
of access for many individuals and families. In these communities, there are no census tracts
with less than five percent of individuals who are below the poverty line. Data shows
increasing mortality rates for those tracts with more poverty. Additionally, the median
household income in the jurisdiction is below the state average. This is likely related to overall 



While the other counties are nearer the state average for uninsured rates, this is still an issue
with Ogemaw and Iosco counties both showing high levels of adults who are not receiving
an annual healthcare checkup (see the graph below). Similar data was not available for
Oscoda and Alcona counties due to low response rates and small base populations,
highlighting the importance of increased efforts for gathering this data from rural
communities. 

lower levels of educational attainment, which is often also linked to decreased healthcare
usage and lower health literacy. DHD2 also exhibits higher levels of child food insecurity and
has a higher proportion of individuals with a disability when compared to state averages.

The rate of uninsured individuals in the DHD2 area can be illustrative of these healthcare
access issues. When looking at the trends in uninsured rates for the community over the last
several years, we can identify several key points (see the graph below). While Alcona, Iosco,
and Ogemaw counties closely follow the state value, Oscoda County has a substantially
higher proportion of residents who are uninsured, which is a trend that is consistent over the
years for which data was collected. This is likely due in part to higher levels of poverty in this
county as well as the presence of communities that do not interact with the healthcare
system in a traditional manner (such as the Amish-Mennonite population). 
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Chronic diseases are those that either develop over a long period of time or have effects that
are persistent over months or years. This includes diseases such as heart disease, cancer,
diabetes, and many others and are often the leading causes of death in the United States.
Many of these chronic conditions are often associated with aging or prolonged/repeated
environmental exposure, but some conditions can occur in younger populations or have
etiological or random associations with an individual’s environment. A large amount of
healthcare spending is devoted to managing and preventing chronic diseases and associated
effects. 
Chronic disease was determined to be a priority area for the NECHIR region due to data
gathered from the assessments. The entire region, but the DHD2 jurisdiction in particular, has
higher average ages for residents and a higher proportion of individuals who are over the age
of 65 years when compared to other regions in the state. This means that a higher proportion
of residents are likely at risk for having or developing some of these chronic diseases. The CSA
found that there was a need for local organizations to engage in activities that inform policy
development processes for local jurisdictions, ensuring that the health of the community is
always considered when important policy decisions are being made. Community members
who responded to the CTSA listed disease and illness prevention as an important community
issue that needed to be addressed. 
Collected secondary indicators showed that the DHD2 area has higher rates of many chronic
diseases when compared with state averages (this includes heart disease prevalence and
mortality, cancer incidence, COPD and lower respiratory disease mortality, and kidney disease
mortality). Overall, the four-county area has a higher prevalence of obese adults (39.8%) and
overweight adults (32.1%) when compared to state averages. These numbers mean that more
than two-thirds of DHD2 adults are above what would be considered their healthy weight.
High levels of mortality in poorer census tracts are also likely linked to chronic disease in these
areas. 
Preventable hospital stays are defined as those admissions which are due to certain acute
illnesses and worsening chronic illnesses that could have been prevented if managed sooner
and successfully in other settings. Among the resident Medicare population, DHD2 has higher
rates of these preventable stays when compared to the state, although recent data does seem
to suggest this disparity is closing (see the graph below). This is important to acknowledge, as
health promotion and prevention of these hospital stays can be critical to improving quality of
life and preventing untimely mortality. 

Chronic Disease
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Although influenza infections are not considered a chronic disease, vaccination against the
yearly flu can be important in preventing complications in individuals who have underlying
conditions. This is important for jurisdictions such as DHD2, where more of the population is
likely to be elderly and have chronic respiratory diseases. Trend data shows that the percent of
the population that receives the yearly flu vaccination is consistently lower for the counties of
DHD2 compared with the state average (see the graph below). 

Access to mental healthcare is the ability for individuals to obtain timely, affordable, and
appropriate mental health services and support when needed. Mental healthcare is often
distinguished from general access to healthcare due to the differences in qualifications for
providers and facilities. It involves overcoming barriers such as stigma, availability of mental
health professionals, financial constraints, and geographical factors to ensure that people can
access the necessary care for their mental wellbeing. Access to mental health services is
essential for addressing mental health conditions, promoting psychological resilience, and
improving overall quality of life. It is a critical component of a comprehensive healthcare system
that prioritizes both physical and mental health.

The inclusion of mental health as a priority area for the Northeast Community Health
Innovation Region (NECHIR) and DHD2 came from the results of the MiThrive assessments. The
importance of reducing stigma towards mental health conditions and seeking treatment was
an important takeaway from the CSA. Access to quality behavioral health services was one of
the top ten most important factors for a thriving community according to community
members, and local providers not only listed behavioral health services as the third most
important factor, but also the third most important need for resources. 

Much like access to healthcare, ensuring access to mental healthcare is impacted largely by
excess poverty throughout the region, meaning that many of the same factors that impact
access to healthcare are also an issue when accessing mental healthcare. Currently, most of the
community identifies themselves as “Struggling” according to the Community Themes and
Strengths Assessment (CTSA) survey (61% of respondents). Nearly 1 in 6 respondents
additionally counted themselves in the “Suffering” category of the same question.

Several data sets clearly show that mental health is an important priority for the healthcare
system in the DHD2 jurisdiction. Although the reported average of poor mental health days
among adults in the four counties trend similarly to the Michigan average of poor mental
health days, the trend is also consistently above that average figure (see the graph below).
These numbers appear to have been on the rise since 2017, and although data was only
available through 2020 it seems appropriate to assume that this trend has only trended
towards an increase in poor mental health days though 2022 and 2023 due to the COVID-19
pandemic (isolation, loss of social cohesion, loss of schooling or jobs, etc.). 

Mental Health
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Poor mental health is linked to an increased risk for intentional self-harm and self-harm
mortality. Vital statistics from the state of Michigan show that all four counties for the DHD2
jurisdiction have substantially higher levels of self-harm mortality when compared to the state
average (see the graph below). This is a trend that has been in place for several years and
suggests that there are systemic or community-wide issues that are impacting the rates of self-
harm for this local health department. Wide swings in data points between years, such as is
observed for Alcona County between 2017 and 2019, are due to a low base population in the
county leading to individual cases of self-harm mortality to have larger impacts on the
calculated mortality rate. 
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Substance Use Disorder
Substance use disorder (SUD) is a medical condition characterized by a pattern of harmful or
hazardous use of one or more psychoactive substances, such as drugs or alcohol. SUDs can
encompass a range of symptoms and behaviors and can vary in severity or significantly impact
an individual’s overall health or relationships. It is typically diagnosed and treated by specialized
healthcare professionals with a variety of interventions.
There were many data points reviewed by the NECHIR workgroup that contributed to SUD
becoming a priority area. Much like the mental health priority area, reducing stigma was an
important theme to emerge from the CSA. The DHD2 community members who responded to
the CTSA survey found that freedom from addiction was the third most important community
factor and that substance use overall was the number one issue affecting their communities.
Similarly, providers who work in the region and responded to the CTSA agreed that freedom
from addiction was the third most important community factor. Providers also reported that
the top resource that would benefit the community was an increase in substance abuse
services.
Secondary data indicators collected for the Community Health Status Assessment (CHSA)
showed that the DHD2 jurisdiction has a higher than state average rate of adult binge drinking.
There was also higher than average injury mortality, which can be related to SUD but is not
specific. Data from the state of Michigan shows that the counties of DHD2 have higher rates on
average for opioid-related hospitalizations when compared to the state, although this is not
consistently the case (see the graph below). These changes could also indicate that the risk of
these hospitalizations is impacted by an unconsidered secondary factor. 

Data for the Michigan Substance Use
Vulnerability Index (MI-SUVI) was released
in 2021 and compiled information on
several SUD factors into a single value for
each Michigan county. This data was not
originally included in the CHSA but is
indicative of the substantial need in the
DHD2 communities. Among the 83
counties, Oscoda County had the highest
SUVI value due to substance use rates
that were relatively high compared to the
base population and the lack of support
facilities and resources within the county.
Additionally, when compared against the
fatal overdose rate, the MI-SUVI data
shows that Iosco and Ogemaw counties
are also at higher risk of vulnerability
among residents (see the graph to the left;
Source: MI-SUVI Dashboard, 2023).
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Next Steps
Now that the MiThrive Community Health Needs Assessment is complete, MiThrive Workgroups
will be developing Community Health Improvement Plans for the top-ranked priorities in their
region and overseeing the implementation. The MiThrive Community Health Improvement Plan
will serve as the foundation for the DHD2 Community Health Improvement Plan, with DHD2
incorporating strategies specific to essential local public health services.
It is important to note that the strategies identified by MiThrive represent only one component of
the complete plan. No one individual, community group, hospital, agency, or governmental body
can be responsible for the health of the community. No one organization can address complex
community issues alone. However, working together, we can understand the issues and create
plans to address them. It will be through this combined approach that we will achieve the
greatest impact in improving and maintaining the health of our communities and residents.

If you are interested in joining a MiThrive Workgroup, please email
mithrive@northernmichiganchir.org.

Definitions
Community Health Improvement Process
The Community Health Improvement Process is a comprehensive approach to assessing
community health, including social determinants of health, and developing action plans to
improve community health through substantive involvement from residents and community
organizations. The community health needs assessment process yields two distinct yet
connected deliverables: community health needs assessment report and community health
improvement plan/implementation strategy. 

Community Health Needs Assessment 
Community Health Needs Assessment is a process that engages community members and
partners to systematically collect and analyze qualitative and quantitative data from a variety of
resources from a certain geographic region. The assessment includes information on health
status, quality of life, social determinants of health, mortality and morbidity. The findings of the
community health assessment include data collected from both primary and secondary sources,
identification of key issues based on analysis of data, and prioritization of key issues.

Community Health Improvement Plan
The Community Health Improvement Plan includes an Outcomes Framework that details
metrics, goals and strategies and the community partners committed to implementing strategies
for the top priorities identified in Community Health Needs Assessment. It is a long-term,
systematic effort to collaboratively address complex community issues, set priorities, and
coordinate and target resources. 

District Health Department No. 2 Implementation Strategy
The Implementation Strategy details which priorities identified in the Community Health Needs
Assessment District Health Department No. 2 plans to address and how it will build on previous
efforts and existing initiatives while also considering new strategies to improve health. The
Implementation Strategy describes actions DHD2 intends to take, including programs and
resources it plans to commit, anticipated impacts of these actions, and planned collaboration
between DHD2, the hospitals and community partners. 
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