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Executive summary

As part of its mission as a not-for-profit hospital, Piedmont conducted a Community Health Needs Assessment
(CHNA) in 2025, an IRS-required triennial process that measures the relative health or well-being of a given
community. A CHNA is both the activity and the end product of prioritizing unmet community health needs.
This is achieved by gathering and analyzing data, soliciting feedback from the community and key

stakeholders, evaluating previous work, and assessing future opportunities.

Through this assessment, we aim to better understand local health challenges, identify health trends in our
community, determine gaps in the current health delivery system, and craft a plan to address those gaps and
the identified health needs. The FY25 Piedmont CHNA will serve as a foundation for developing our

community benefit strategies and further strengthening our community-focused work.

Piedmont Rockdale leadership established the following priorities for fiscal years 2026, 2027, and 2028. The

hospital’s board of directors approved the following priorities in its June 06, 2025, meeting.

© €9 .
;;V Increase access to appropriate and affordable care

@f’ Reduce preventable instances of and deaths from chronic conditions, focusing on heart disease,
% g stroke, and diabetes

% Reduce preventable instances and deaths from cancer

@ Promote healthy behaviors to reduce preventable conditions, diseases, and addictions

For each identified CHNA priority and implementation strategy, we will tie that work to a defined health
equity indicator with clear, measurable, and sustainable actions. We will continue to connect each tactic to a
broader population health goal, such as reducing obesity, and we will report on the tactic's impact on the
identified population health goal.

There were also health challenges identified in the community that weren’t explicitly named as a health

priority, though we’ll continue to address these issues to the best of our ability. These community health
problems include Alzheimer’s disease and maternal and child health.
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About the hospital

Piedmont Rockdale

Piedmont Rockdale Hospital is a 161-bed acute-care community hospital located in Conyers, Georgia, and
serves as the primary hospital for residents of Rockdale County and the surrounding area. The hospital
provides comprehensive medical, surgical, and diagnostic services, along with a 24-hour emergency
department and a critical care intensivist program that staffs the intensive care unit around the clock.

Piedmont Rockdale offers specialized programs in cardiology, neurology, and maternity care. Its cardiology
services include diagnostic and interventional cardiac catheterization, echocardiography, vascular testing, and
cardiac rehabilitation. The hospital also provides a certified Chest Pain Center with percutaneous coronary
intervention (PCI) capability. Women’s services include obstetrics, a 24-hour laborist program, and a Level ll|
Neonatal Intensive Care Unit (NICU).

Additional programs include stroke and EEG testing, infusion and chemotherapy services, inpatient and
outpatient diabetes education, and imaging and interventional radiology.

In FY24, Piedmont Rockdale reported 48,413 emergency department visits, 4,694 surgeries, 64,810 outpatient
encounters, and 10,680 inpatient admissions. The hospital recorded 1,636 newborn deliveries and employs
approximately 1,150 staff members, including 757 physicians, 229 advanced practice providers, and 185
additional clinical professionals, supported by more than 60 volunteers.

Piedmont Healthcare

Piedmont Healthcare is a private, not-for-profit organization that annually cares for more than 4.5 million
patients and serves communities that comprise 85 percent of Georgia’s population. This includes 26 hospitals,
108 immediate care locations, 1,875 Piedmont Clinic physician practices, and nearly 3,600 Piedmont Clinic
members. Our patients conveniently engage with Piedmont online, having scheduled more than 560,000
appointments and over 120,000 virtual visits.

With more than 47,000 caregivers, we are the largest Georgia-based private employer of Georgians, who all
came for the job, but stayed for the people. In 2024 and 2023, Piedmont earned recognition from Newsweek
as one of America’s Greatest Workplaces for Diversity and also as one of America's Greatest Workplaces for
Women. In 2022, Forbes ranked Piedmont on its list of the Best Large Employers in the United States.
Piedmont provided more than $607 million in community impact in FY24.
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Defining our community

While Piedmont Rockdale Hospital serves For the Piedmont Rockdale community, these
patients from many counties in the region, for counties are Clarke County, Walton County,
purposes of this CHNA we consider our primary Gwinnett County, and Newton County. Even though
community to be our home county of Rockdale. we use inpatients to establish our community, we
We do this in recognition of the direct impact of look at all community members, regardless of

our tax-exempt status on county residents, as whether they are a Piedmont patient. To that end,
county taxes generally comprise the highest health priorities and subsequent strategies reflect
percentage of a not-for-profit hospital’s support of all vulnerable populations, no matter
exemption. We also consider our secondary where they receive care.

communities to be the home counties of our

inpatients.
- Piedmont Rockdale CHNA community ~N
‘ Rockdale County
Hub counties
\_ J
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CHNA methodology

The Piedmont Rockdale CHNA was led by the
Piedmont Healthcare community benefits team
and contractor Public Goods Group, with input
and direction from Piedmont Hospital leadership,
direct input from board members at a June 2025
board meeting, and individual meetings with
hospital leadership, including the hospital's chief
executive officer. Additionally, key leaders from
the Piedmont Healthcare system regularly

provided input on the process and outcomes.

The CHNA started by defining our community.
Due to the impact of our tax-exempt status, we
paid particular attention to the home counties of

our hospitals.

Once we established our primary community, we
analyzed available public health data. This
included resources from the US Census, USDA,

and the US Department of Education.

Discover
Review related CHNAs and annual
reports, ask questions, and finalize
the plan.

Prioritize and Present

Using data, determine priorities;
present to the board for approval;
finalize publicly-available CHNA.

National Center for Education Statistics, Kaiser
Family Foundation's State Health Facts, American
Heart Association, County Health Rankings, and the
Georgia Online Analytical Statistical Information
System (OASIS). All figures are for 2023, unless
otherwise noted.

We conducted two community-based surveys: one
targeting community leaders and another for
patients and community members. Through both,
local stakeholders were asked their thoughts on
unmet community health needs and the hospital's
role in addressing them. These stakeholders
included local leaders, nonprofit representatives,
elected officials, and those with unique knowledge

of vulnerable populations’ challenges.

Finally, we conducted direct interviews with 32
state and regional stakeholders and policymakers,
each representing a specific group that tends to be

adversely impacted by health equity issues.

Data analysis

Identify, gather, and analyze
gualitative and quantitative data
to assess unmet health needs.

Qg
||

000!

Plan and Present

Create implementation strategies
for each priority; present to the
board for approval.
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CHNA methodology, continued

Through this process, we evaluated the prevalence of issues within community-focused data, community
survey results, stakeholder interviews, and benchmark analyses. Once data collection was complete, PHC
community benefit and hospital leadership met to review results, evaluate trends, and identify any potential
priorities. Hospital leadership then reviewed all information and established their proposed priorities for FY26,
FY27, and FY28.

In June 2025, the PHC community benefit and hospital leadership presented the CHNA data to the board of
directors, who reviewed the data and approved the proposed priorities. Hospital leadership and their
community leads then created implementation strategies for each priority. An implementation strategy is a
plan outlining how a hospital will address the priority health needs identified. It details specific actions,
planned collaborations with other organizations, the resources to be committed, and the anticipated impact of
these efforts to improve community health over the next three years. The hospital’s board of directors later

approved the implementation strategies.

Throughout the CHNA process, we considered social drivers of poor health and health equity in both data

collection and in crafting the implementation strategies.

Social Drivers of Poor Health

The conditions in which people are born, grow, work, live, and age. This includes income,

education, literacy rates, employment, housing, food access, neighborhood conditions,
transportation systems, and social connections.

J
. N
Health equity
The state in which everyone has the opportunity to attain full health potential, and no
one is disadvantaged from achieving this potential because of social position or any
other socially defined circumstance.
J
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Key themes

Throughout both stakeholder engagement and data collection, several themes emerged:

« Mental health is not improving, and too many people suffer from the consequences of poor mental

health, including drug and alcohol use.

» Heart disease, cancer, and stroke continue to lead as top causes of death.

« Unemployment rates remain higher than the state average, and the labor force participation rate is
lower, meaning fewer people are working.

« People are worried about what comes next and what services may go away as news of funding changes

on a federal level continues to top headlines.

« Community members struggle with access to food and safe, affordable housing. We heard this from

stakeholders, saw it in secondary public health data, and patients searched for resources Empowering

You.

» The Rockdale community has higher than average rates of uninsured adults and children, as well as

people on Medicaid; this creates significant challenges for many when attempting to access health care.

Topic areas that surfaced in both
data + community feedback

Conditions that continue to
persist in our communities

Situations in the community that

lead to bad health

Rural healthcare

Mental health care

Access to safe housing and food

Heart disease
Cerebrovascular disease

Hypertension

Diabetes

Cancer

High poverty rates

High uninsured rates

Limited access to

Medicaid providers

Limited access to
healthy foods

Poor dental health

Obesity
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Top identified issues

We evaluated stakeholder input and available data to detect themes in the data. Below are the top 16 issues

that emerged throughout both. They are not listed in order of prevalence or importance.

e N
Food insecurity, and especially access to Alzheimer’s disease
unhealthy foods
Mental health and well-being Health costs and medical debt, debt overall
Concern that federal actions will lead to Access to adequate and supportive community-
reduced social services based care
Accessible and affordable housing that’s Chronic conditions, and especially hypertension
less of a cost burden on families and diabetes
Maternal and child health Accessible and affordable transportation
More speciality providers for low-income Obesity and limited physical activity
community members
High rates of childhood poverty, homeless Preventative education and especially information
children that is culturally relevant and actionable
High rates of uninsured community members +
- Poor dental health overall
Medicaid-covered members
\- J

Generally, these issues are prominent throughout the community and Georgia, as issues facing patients and

their communities tend to be similar in the South. At the time of this CHNA, there is great uncertainty as to

the future of certain social and medical services, including potential cuts to Medicaid, concern over education

funding, decreases in USDA-supported food programming, and other services targeting low-income and other

vulnerable populations.
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Primary data

Primary data, or qualitative data is descriptive information that focuses on qualities, characteristics, and
concepts rather than numerical measurements. It's gathered from methods like interviews, observations, and
written materials to understand behaviors, experiences, and perspectives, providing deeper insights into
"why" and "how" something happens. To gain these insights, we talked to people via one-on-one interviews,

and conducted two online surveys.

Stakeholders interviewed: Interviewees included representatives of public health, charitable clinics, food
banks, homeless populations, health advocates, and other community leaders throughout the state.

167
\° & 4

Community leader surveys submitted: Survey respondents represented key community groups and
shared insights on challenges and opportunities within Piedmont communities.

Community surveys submitted: Patients and employees were surveyed through a questionnaire that
asked what was working well, what wasn’t, and what barriers prevented patients from being healthy.
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One-on-one interviews

From January to March 2025, we interviewed 32 key stakeholders across the state to understand what makes
a healthy community, what barriers prevent health access, and what opportunities exist to best support our

communities. These interviews provided a critical context for the external and internal data indicators.

Stakeholder perspectives on health and social concerns in Georgia

« Geographic and resource disparities (“Two Georgias”): Stakeholders emphasized that many rural counties
continue to lag in health outcomes, reporting higher mortality rates from chronic diseases, lower life
expectancy, and greater “years of productive life lost” compared to metropolitan counties. They noted that
rural residents face persistent structural barriers—such as limited transportation options, provider
shortages, long travel distances, and insufficient broadband access—that hinder access to preventive and
specialty care.

» Provider shortages and underserved areas: Participants shared that numerous counties across Georgia are
designated as Health Professional Shortage Areas (HPSAs) or Medically Underserved Areas (MUAs), with
particular deficits in primary care, obstetrics, mental health, and specialty services.

o Stakeholders also reported that counties with high diabetes prevalence frequently lack accredited
Diabetes Self-Management Education and Support (DSMES) programs, restricting access to vital
education and management resources.

» Socioeconomic and structural social drivers of health: Stakeholders described persistent challenges
related to poverty, unemployment, limited educational attainment, food insecurity, housing instability, and
inadequate transportation infrastructure—factors that disproportionately affect rural and low-income
communities and heighten health risks.

o The “digital divide” was identified as a significant obstacle: many Georgians lack reliable broadband or
home internet, limiting opportunities for telehealth, remote patient monitoring, and health education.

o Stakeholders also cited insurance coverage gaps as a significant barrier, noting that Georgia’s partial
Medicaid expansion has left many low-income adults without coverage or access to affordable care.

» Health behaviors and risk factor clustering: Stakeholders observed that obesity remains widespread, with
many counties surpassing the state average of approximately 29.6% obesity prevalence. They highlighted
that smoking, physical inactivity, poor diet, and chronic stress frequently cluster within disadvantaged
communities, compounding risks for multiple chronic diseases and worsening population health outcomes.

« High maternal mortality and morbidity in Georgia: Stakeholders consistently expressed concern that
Georgia continues to have one of the highest maternal mortality rates in the nation, and in some years,
nearly twice the U.S. average.

o Stakeholders emphasized that rural women—particularly Black rural women—face the greatest risk,
noting that rural maternal mortality rates are roughly 50 % higher than those in urban areas.
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One-on-one interviews

« High maternal mortality and morbidity in Georgia, continued: Stakeholders emphasized that mental and
behavioral health conditions—including perinatal depression, anxiety, and substance use—are key
contributors to poor maternal outcomes. They noted that limited behavioral health infrastructure,
especially in rural areas, restricts screening and treatment options.

o Chronic conditions such as hypertension, obesity, and diabetes were also frequently cited as drivers of
maternal morbidity and mortality, with stakeholders calling for better integration of chronic disease
management into prenatal and postpartum care.

» Role of charitable and free clinics in serving uninsured Georgians: Stakeholders highlighted that
charitable and free clinics play a vital safety-net role, especially for uninsured or underinsured adults who
fall outside Medicaid eligibility. These clinics often provide primary care, chronic disease management,
dental, and behavioral health services at little or no cost, while reducing preventable emergency
department visits.

o Stakeholders also noted that charitable clinics rely heavily on volunteer providers, philanthropic
donations, and limited grant funding, making sustainability a continuing challenge. Expanding
partnerships with hospitals, public health departments, and community organizations was viewed as
key to maintaining and strengthening this safety-net network.

« Hypertension and Chronic Disease Burden: Stakeholders emphasized that hypertension remains one of
Georgia’s most pervasive and undercontrolled chronic conditions, contributing to high rates of stroke,
heart disease, and kidney failure across the state. They noted that limited access to consistent primary
care—especially in rural and low-income areas—prevents many residents from receiving early diagnosis,
medication management, and ongoing monitoring.

« Not-for-profit organization uncertainty: Stakeholders reported
that fluctuations in federal funding streams and shifting policy o ‘ ‘ —
priorities create significant uncertainty for Georgia’s nonprofit

N . . ) Each day we come to work

organizations, particularly those providing health, housing, and L. .

. . wondering if what will

social services. ] .

change for our clients -- will

we still be able to get the
food they need? The

medications? For now, they

o Leaders shared that unpredictable grant renewals, delayed
appropriations, and changing eligibility requirements make it
difficult to plan long-term programs or retain staff.

o Participants expressed concern that instability in federal
are okay. But tomorrow?

budgets can lead to service disruptions for vulnerable ,
We’re not sure.

populations, forcing nonprofits to scale back outreach, delay

projects, or depend more heavily on private philanthropy to L ’ ’ —
fill funding gaps.
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Community leaders survey

From January to March 2025, approximately 167 community leaders completed an online survey specifically
tailored to their unique role within our neighborhoods and cities. The 17-question survey covered topics of
community health, community resources, health equity, medical debt, and other related topics.

- Survey respondents by area of work ~N

Aging services
Business community
Charitable clinic
Education
Faith-based

FQHC

Food access
Government
Housing

Mental and/or behavioral health
Public health

Social services
Transportation
Youth services
Other

o
%2}

10 15 20 25 30

Source: FY25 PHC CHNA Community Leaders Survey, Accessed March 2025.

Top populations served by survey respondents N

Food-insecure populations
9.1%

Uninsured populations
20%

Minority populations
10.9%

Homeless populations
6.4%

Populations with mental illness

3.6% 9.1%

Veteran populations

|
Populations with disabilities

9.1%

Low-income populations
16.4%

Source: FY25 PHC CHNA Community Leaders Survey, Accessed March 2025.
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Community leaders survey

Top barriers to accessing care identified by respondents N

Being uninsured
Basic needs not met
Being underinsured
Lack of trust

Lack of reliable transportation

Fear of high cost
0% 20%

40% 60% 80% 100%

\§

Source: FY25 PHC CHNA Community Leaders Survey, Accessed March 2025.

Q: How would you define a healthy community? Some responses are below.

“Everyone has reliable access to primary care,
nutritious food, and the ability to pay for

essential healthcare and prescriptions.”

“A healthy community is one where everyone
feels seen, supported, and able to get the care
they need without worrying about cost or

distance.”

“People in small towns shouldn’t have to drive
hours for a doctor or specialist — rural Georgia
deserves the same access to care that folks in

the cities have.”

“When we have access to healthy food, stable
housing, and opportunities to stay active, our

whole community thrives.”

“Mental health should be treated with the same
importance as physical health — a healthy
community is one that cares for the mind and the
body.”

“A truly healthy community gives people hope —
it’s a place where resources are shared, voices are

III

heard, and everyone has a chance to live wel

“To me, a healthy community means being able to
see a doctor close to home, find fresh food nearby,

and know your neighbors have your back.”
“Our health is tied to our communities — when we

invest in our clinics, our schools, and our people, we

all grow stronger together.”
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Community leaders survey

What are the most pressing health concerns in the next few years? Below are the

( top five keywords used and some quotes. \
Obesity
Cost
Maternal health
Heart disease
High blood pressure
0% 5% 10% 15% 20%
9 Source: FY25 PHC CHNA Community Leaders Survey, Accessed March 2025. )

“Chronic diseases like diabetes and high blood
pressure keep getting worse — we’ve got to focus
on prevention before it’s too late.”

“Mental health is the biggest concern now.
People are struggling quietly, and we don’t have
enough counselors or places to go for help.”

“Our older adults need more support. Between
the cost of medicine and transportation, a lot of
seniors are falling through the cracks.”

“Access to affordable healthcare is still a
challenge — especially for folks without insurance
or who work hourly jobs.”

“We’re seeing more young people with anxiety,
depression, and even diabetes. The next
generation needs better tools to stay healthy.”

“Substance use and addiction are still real issues. We
need more recovery programs close to home, not just
in the big cities.”

“Housing and health go hand in hand — if people
don’t have stable, safe homes, it’s hard to stay
healthy or manage their conditions.”

“Nutrition and food access are major concerns. Too
many families rely on fast food because it’s the only
thing nearby or affordable.”

“We’ve got to take heart disease seriously — it’s
taken too many people in this community, and it’s
preventable with the right care.”

“I worry about burnout — for healthcare workers,
teachers, and families. If we don’t take care of the

people caring for others, everything else falls apart.”
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Community survey

In February 2025, Piedmont launched a five-question survey among its Piedmont Advisors, a group of self-
identified community members who often provide feedback to the system. These advisors live and work
within Piedmont communities. Approximately 1,266 Advisors provided insight into what makes a community
healthy, their most significant concerns for their communities, and what opportunities they feel exist.

— Q1: Please rate your community’s health, from very healthy to very unhealthy. —~
Don’t know
I 3%
Very unhealthy
2% I
Very healthy
Moderately unhealthy 7%
11%
|
Moderately healthy
32%
[
Average
45%
Source: Piedmont Advisors Survey, February 2025.
. J
Q2: When you think of a healthy community, what comes to your mind first? The
| . .\
top five answers are below.
Eating right
0% 5% 10% 15% 20%
Source: Piedmont Advisors Survey, February 2025.
\. J
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Community survey

Q3: What are some positive drivers on health and quality of life in your community? Some answers are

below.

“Our local clinic has been a blessing — they treat “Our churches and local nonprofits work together to
everyone with respect, whether you have support people with food, medicine, and care —
insurance or not.” that’s real community health.”

“The hospital staff truly cares about this “| appreciate that even in a small town, we’ve got
community. You can feel it in how they go the dedicated doctors and nurses who care about

extra mile for patients.” keeping us healthy.”

“We’ve got a strong sense of community here — “Our community has become more open about
folks check in on their neighbors and make sure talking about health — from mental wellness to
people get the help they need.” nutrition — and that’s helping everyone feel more

supported and informed.”
“It’s good to see more health fairs and screenings
happening around town. They make health care
feel more approachable.”

Q4: What are areas of improvement for the health and life in your community? Some answers are below.

“We need more clinics and mobile health units “Education is key — teaching families about

that come to us — not everyone can take a day nutrition, chronic disease prevention, and where to

off or drive an hour just to see a doctor.” find local resources helps us take control of our
health.”

“Affordable healthy food would change

everything. If we had more grocery stores or “More partnerships between hospitals, churches,

farmers’ markets close by, people would eat and nonprofits could bring care and information

better and feel better.” right into neighborhoods that need it most.”

“Improving mental health starts with access — “Health care should be affordable and easy to

more counselors in schools, workplaces, and understand. People skip care because the system

”

community centers would make a big difference. feels complicated and expensive.”

“Transportation is a big barrier. Better bus routes “Rural communities need better internet access for
or community ride programs could help people telehealth. We can’t use online doctor visits if we
get to appointments and jobs.” don’t have reliable service.”
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Community survey

Q5: What do you see as the most pressing health concerns in the next few years?
( Below are the top five keywords used and some quotes. )

Obesity

Cost

Aging

Heart disease

High blood pressure

0% 2% 4% 6% 8% 10% 12%
% Source: Piedmont Advisors Survey, February 2025. )
“Poor nutrition, lack of exercise, and unhealthy “Obesity, mental health conditions, decline in
work-life balance has led to high levels of obesity, sociability.”
hypertension, and diabetes, which then leads to
cascading additional health problems throughout “Misinformation from the talking heads. Health
the life cycle.” needs to be depoliticized and those "non-
doctors" need to remove themselves from the
“Shortage of nurses and doctors.” equation. We need to continue to stress the need
for public health and others well being. Provide
“The population is aging quickly, and | don’t think better information about vaccinations due to real
we have affordable elder care options for most concerns of past illnesses making a return.”
people.”
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Empowering You

Beginning in January 2023, Piedmont offers its community the Empowering You portal through FindHelp.org.
Through this web-based platform, community members can use search terms to find support within their
communities for common resources generally aimed at addressing social drivers of poor health.

4 )
County No. of searches
Fulton County 26,752
Henry County 12,551
Clayton County 12,519
Coweta County 10,890
Bibb County 10,389
Newton County 10,210
DeKalb County 9,425
Fayette County 8,758
Clarke County 7,473
Rockdale County 7,381
. J

Top searches, by topic, across the Piedmont system, January 2023 to March 2025

N
Money
Care >
3.3% 3.0%
[
Work
1.5% |
| Food
Transportation 24.1%
7.3%
Housing
M 28.3%
Health
23.6%
Goods
3.2%
\ J
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Measurable data

Quantitative data, or measurable data, uses numbers to tell a clear, evidence-based story about what’s
happening. Instead of relying on opinions or assumptions, it provides measurable insights that reveal trends,
patterns, and relationships. When analyzed carefully, these data points offer a grounded view of performance
and progress, helping hospital and community leaders understand what’s effective, where improvements can
be made, and how to plan for the future with greater confidence. In this way, quantitative data turns raw
numbers into a meaningful picture of growth, efficiency, and impact.

health-related quantitative data indicators analyzed from a range of sources that provide measurable
information about health status, behaviors, and system performance. National databases like those from
the CDC and National Center for Health Statistics collect large-scale data on topics such as chronic
disease, nutrition, and healthcare access. Public health surveillance systems track infectious diseases,
immunizations, and emerging health threats.

v

7

[ 4

studies and journals reviewed for potentially relevant data, which helped us understand both the
patient population and the impact of potential health inequities on patient populations traditionally
underserved within healthcare.

CHNAs from similar hospitals and facilities evaluated for potential sources of indicators and to better
understand how other hospitals and systems approach their community’s health
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Demographics

Approximately 94,000 people lived in Rockdale County annually between 2019 and 2023. This community is

primarily urban -- about 86%.

Non-elderly adults comprise the largest
demographic within the community. This is

Breakdown by age, Rockdale County, 2019 to 2023

typical of cities; generally, urban areas, and
particularly metropolitan areas, tend to have a 0-17: 24.0%
higher concentration of non-elderly adults. This is B
likely due to job opportunities, educational

institutions, and a wider range of amenities that
attract younger populations. 60.6% 1 35-44:11.7%

45-54: 13.7%
L 55-64: 14.1%
65+: 15.4%

18-24:8.9%
25-34:12.3%

Most families within the full community are
English-proficient and only about 6% speak a
language other than English at home.

Percent of population by race and ethnicity, Rockdale County, 2019 to 2023

s
Some Other Race
Hispanic or Latino 5.2%
10.6%
White
Asian or Pacific Islander 25.4%
1.8%
[
Black
57.1
\ Source: US Census Bureau, American Community Survey, 2019-2023.
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https://www.census.gov/programs-surveys/acs/

Veterans

About 8.8% of the population in Rockdale County are veterans.

Veteran populations by age group, 2019 to 2023

4 )
Age 18-34 Age 35-54 Age 55-64 Age 65-74 Age 75+
Georgia 2.2% 6.0% 10.0% 13.9% 19.1%
PHC Primary
c " 2.0% 5.9% 10.1% 13.7% 18.6%
ommunities
Clarke County 1.1% 4.1% 5.7% 12.1% 14.7%
Gwinnett County 1.5% 4.2% 7.6% 11.5% 17.2%
Newton County 1.8% 7.1% 13.7% 16.9% 20.7%
Rockdale County 2.5% 7.5% 11.9% 15.2% 19.5%
Walton County 2.1% 8.0% 7.0% 12.7% 18.4%
% Source: US Census Bureau, American Community Survey, 2019-2023. )

In 2022, about 30.9% of veterans in Georgia had a disability, which is higher than the rate in the general
population. This highlights that a substantial number of veterans in the state are living with service-related
disabilities.

The shift from military to civilian life can be tough for many veterans. They often face challenges such as
finding stable employment, accessing benefits, adjusting to civilian culture, and coping with the psychological
impacts of their service. Offering the right support and resources can make a significant difference, helping
them overcome these obstacles and successfully reintegrate into their communities.
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Elderly populations

Social drivers of health have a significant impact on the health and well-being of elderly populations, often
worsening existing health disparities and creating additional barriers to accessing quality care. These non-
medical factors, including income, housing, access to healthcare, and social support, influence health
outcomes and quality of life for older adults.

» Economic factors: Lower incomes are associated with increased risks of disability, earlier onset of disability,

and higher mortality rates in older adults.

« Social isolation and loneliness: Lack of social connections can negatively impact cognitive function,
increasing the risk of dementia and other serious health problems.

o Health literacy: Many older adults struggle to comprehend medical information, which hinders their ability

to make informed health decisions.

« Housing: Older adults living in rural areas may have lower health-related quality of life compared to those
in urban areas.

« Access to healthcare: Lack of transportation, affordable care, and insurance can hinder access to timely

and effective medical care.
« Social support: Strong social networks can provide emotional support, help with daily tasks, and improve

overall health outcomes.

Senior populations face many challenges, and living alone creates additional barriers, particularly for those
with limited mobility and high health needs.

Percentage of households where seniors live alone, 2019 to 2023

@ Percentage of all households Percentage of senior households
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Source: US Census Bureau, American Community Survey, 2019-2023.
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Social Vulnerability and Area Deprivation Indexes

The Social Vulnerability Index assesses the level of social vulnerability in counties and neighborhoods
throughout the United States. A higher score indicates greater vulnerability, which can include factors like
high poverty, limited access to vehicles, or overcrowded households. The higher the score, the more at-risk
the community is.

Social Vulnerability Index, 2022
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Source: CDC GRASP, 2022.
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The Area Deprivation Index ranks neighborhoods and communities within a state based on 17 factors related
to education, income and employment, housing, and household characteristics. A score of 1 represents the
lowest level of deprivation (least disadvantaged), while a score of 100 reflects the highest level of deprivation
(most disadvantaged).

Area Deprivation Index, 2022 ]
4 . )) )
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Source: University of Wisconsin-Madison School of Medicine and Public Health, Neighborhood Atlas, 2022.
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Incomes and families

Income plays a central role in shaping community health, as it affects access to healthcare, nutritious food,
stable housing, and overall quality of life. Measures like median household income and poverty rates provide
insight into a community’s economic stability and well-being.

Median family income, annually on average, 2019 to 2023

Georgia
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Newton County

Rockdale County

) $20,000 $40,000 $60,000 $80,000 $100,000

Source: US Census Bureau, American Community Survey, 2019-2023.

Financial stability is crucial to well-being.

Access to care: Income allows individuals and families to afford health insurance, medical care, and
necessary medications, all vital for preventing and treating illnesses.

Reduced stress and financial strain: Financial stability can reduce the stress of managing debt, housing
insecurity, and job instability.

Access to safe and healthy environments: Income can influence where people live, affecting access to safe
neighborhoods, clean air and water, and nutritious food options.

Longer life expectancy: Studies have shown that higher income is associated with longer life expectancy
and lower mortality rates.

Educational opportunities: Income plays a significant role in accessing quality education, leading to better
job opportunities and improved health outcomes later in life.
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Income by household type

When income is broken down by household type, it becomes clear that some family structures are more
likely to experience poverty. Please note that in the chart below, data were not available for all family

structures within a given community.

Median family income by household type, 2019 to 2023

Married Married w/ Single male Single male Single females Single females
w/o kids kids w/o kids w/ kids w/o kids w/ kids
Georgia $106,049 $119,486 $70,732 $56,694 $61,013 $37,085
g:r:;::::z $102,732  $108,558 $68,801 $59,252 $63,269 $38,641
Clarke County $105,635 $112,379 $61,332 $51,343 $53,005 $33,079
Gwinnett County $112,989 $117,159 $84,203 $60,050 $74,911 $42,762
Newton County $94,996 $91,463 $83,333 $73,227 $67,248 $42,383
Rockdale County $101,641 $92,667 $57,868 $52,102 $66,580 $44,542
Walton County $107,884 $119,551 $64,621 $61,525 $44,735 $37,778

Source: US Census Bureau, American Community Survey, 2019-2023.

Certain household types are more vulnerable to poverty because of differences in income sources, caregiving
responsibilities, and access to opportunities. For example, single-parent households often rely on just one
income while also managing childcare, which makes it harder to cover basic expenses. Larger families may
struggle because the cost of food, housing, and healthcare grows with each additional child. Households with
older adults or people with disabilities may face limits on earning potential, while also having higher medical
expenses. Young households (like those just starting out) may not yet have stable jobs, savings, or assets to fall
back on. All of these factors can create financial strain, making certain households more likely to experience
poverty.
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Employment

Between 2011 and 2021, about 2,277 new businesses were created within the county. During that same
time, 2,036 businesses closed, resulting in a establishment net change rate of 16.7%, just below the state

average of 17.3%.

\

Net business creation and net employment change, 2011 to 2022

@ Net business creation Net employment change
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US Census Bureau, US Census Business Dynamics Statistics, 2011-2022.

About 75% of those working commute to work Rockdale County residents are less likely to walk or

alone in a car or truck. bike to work — about 1% - slightly less than the state
average of 1.5%.

In Rockdale County, about 17% of workers

driving at least an hour to get to work each day. About 89% of working age adults with a disability
work, below the rate of 95% for non-disabled
populations.
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Unemployment

We examine unemployment rates, as unemployment creates financial instability and barriers to access
including insurance coverage, health services, healthy food, and other necessities that contribute to poor
health status.

Unemployment rates, January 2025
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Source: US Department of Labor, January 2025.

Unemployment significantly impacts health, leading to poorer mental and physical well-being, increased
stress, and higher rates of chronic diseases, including mental health issues like depression and anxiety, as
well as physical conditions like heart disease. Unemployment can lead to:

Increased risk of suicide: Research indicates that unemployment is linked to an increased risk of suicidal
thoughts and attempts, particularly among men.

Increased stress-related illnesses: Unemployed individuals are more likely to experience stress-related
illnesses such as high blood pressure, stroke, heart attack, heart disease, and arthritis.

Obesity and chronic conditions: Unemployment can contribute to poor health behaviors, such as unhealthy
eating habits and lack of physical activity, leading to increased obesity and chronic health conditions.

Reduced access to healthcare: Unemployment can lead to financial difficulties, making it harder for individuals
to afford healthcare, medications, and preventative care, further impacting their health.
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Poverty rates

Poverty is a major factor that contributes to poor health outcomes for individuals in low-income communities.
It creates significant obstacles to accessing essential resources like healthcare, nutritious food, and other
necessities that are crucial for maintaining good health. In 2023, a family of four with an annual gross income
of $30,000 or less was considered to be living at 100% of the Federal Poverty Level (FPL). Women are
generally more likely to live in poverty than men; in Rockdale County, about 12% of women live in poverty, as
compared to 10% of men.

Poverty rates, annually on average, 2019 to 2023 }
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Source: US Census Bureau, American Community Survey, 2019-2023.

Poverty doesn’t affect all groups equally, and race and ethnicity play an important role. Across the state, racial
and ethnic minorities often face higher poverty rates than White populations, reflecting the lasting impact of
unequal access to education, jobs, and other opportunities in many communities.

Geography matters too. People living in
rural communities are more likely to
experience poverty than those in urban
areas. According to the USDA’s
Economic Research Service, poverty has
consistently been higher in rural areas
across all racial and ethnic groups.

Poverty rates by race and ethnicity, Rockdale County, 2019 to 2023

American Indian and Alaska Native
Asian

Black or African American

Some Other Race

Two or More Races

White People with disabilities are also
Hispanic or Latino disproportionately affected by poverty.
0% 5% 10% 15% 20%  25% Many face barriers to stable

employment, housing, and other

Source: US Census Bureau, American Community Survey, 2019-2023. essential resources, makmg it harder to
. _/ achieve financial security.
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Poverty at different rates

Many people in the region live at 201% to 500% of the FPL, meaning they had pre-tax incomes ranging from
$60,000 to $150,000 for a family of four. It’s important to remember the costs that come with life, including
dwindling income reserves.

Percent of the population at varying poverty rates, Rockdale County, 2023

50% or below

51% to 100%

101% to 150%

151% to 200%
201% to 500%
Over 500%
0% 10% 20% 30% 40% 50%
Source: US Census Bureau, American Community Survey, 2019-2023.
Childcare

Annually, between 2019 and 2023, childcare costs consumed about 29% of the median household income
for Rockdale County parents.

Collections

Between 2019 and 2023, 36.2% of Rockdale County community members had debt in collections. The
median amount of this debt was $2,695.

Student loan debt

Annually, between 2019 and 2024, about 23.9% of the county members carried student loan debt, and the
average amount of that deft was approximately $28,846.
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Children in poverty

Within Rockdale County, nearly 30,500 children lived in households with income below 200% of the Federal
Poverty Level between 2019 and 2023. Living in poverty can limit access to healthcare, nutritious food, and
other necessities, all of which are closely tied to a child’s health and future well-being.

Percent of children living at or below 100% and 200% FPL, 2019 to 2023

@ Below 100% FPL Below 200% FPL
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Source: US Census Bureau, American Community Survey, 2019-2023.

In Rockdale County, 71% of children—or
about 11,200—quialified for free or
reduced-price lunch at their school during
the 2022-2023 school year.

Percent of children living at or below 100% FPL by
race, Rockdale County, 2019 to 2023

American Indian/Alaska Native

In the U.S., free and reduced-price school Asian
lunches are available to students in Black
households with incomes at or below 130%
of the federal poverty level are eligible for
free meals, while those between 130% and
185% can receive reduced-price lunches. ‘
The National School Lunch Program (NSLP) White

provides these federally assisted meals. 0% 5% 10% 15% 20% 25%

Hispanic or Latino

Multiple Races

Some Other Race

Source: US Census Bureau, American Community Survey, 2019-2023.
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Food insecurity

Food insecurity happens when a person or family does not have the resources to afford to eat regularly due to
affordability issues, particularly for households facing unemployment, especially if they are already low-
income. As with many health indicators, minorities are much more likely than their white counterparts to

experience food insecurity.

Percentage of population facing food insecurity, 2022

When examining only children, the rate

20%
15%
10%

5%

0% : : : :

increases to 23% of all children within
Walton County, higher than the state and
national rates of 18.3% and 18.0%,
respectively.

Active-duty military personnel also
experience high rates of food insecurity.

& &
R According to Feeding America,
N . o .
Q@@ approximately one in nine working-age

veterans are food insecure, and nearly
one-quarter of all active duty service
members were food insecure in 2020.

Source: Feeding America, 2022.

The Supplemental Nutrition Assistance
Program (SNAP), commonly known as food
stamps, provides monthly assistance to help
families buy groceries. SNAP participation is
an important indicator because it highlights
vulnerable populations that often face
multiple challenges related to health access,
health status, and social support.

Within Walton County, minority populations
were more likely to receive SNAP benefits:

e White: 10.44%

» Black: 12.21%

e Asian: 2.76%

» America Indian or Alaska Native: 18.09%

« Some other race: 14.77%

« Multiple race: 18.97%

» Hispanic or Latino: 10.29%

Households receiving SNAP, 2019 to 2023

14%
12%
10%
8%
6%
4%
2%
0%

Source: US Census Bureau, American Community Survey, 2019-2023.
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Cost-burdened households

Housing is a critical component of well-being, as a stable home indicates both economic ability and ability to
stay healthy. The cost of housing is a key component of that, as affordable housing is often out of reach for

many community members, creating additional burdens.

Housing cost burden as percentage of household income, 2019 to 2023
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Source: US Census Bureau, American Community Survey, 2019-2023.

Housing costs take up a larger share of income for many minority households, making them more likely to be
“cost-burdened.” About 44% of Hispanic or Latino households spend more than they can comfortably afford
on housing, compared to 31% of non-Hispanic or Latino households. The gap is even wider when looking at
race: over 39% of Black households are cost-burdened, while only 25% of White households face the same

challenge.

Substandard housing examines the

,—[ Substandard and severely substandard housing, 2019 to 2023 ]_

number and percentage of owner- and
renter-occupied housing units having at Substandard housing @ Severely substandard housing
least one of the following conditions: 50%
40%
30%
» Lacking complete plumbing facilities 20%
. . e, 0
« Lacking complete kitchen facilities 18;‘: B | . . . . [ ]
» Selected monthly owner costs as a & <& & Q Q Q Q
percentage of household income & @00‘ & {\(_,o° ® & R
2 N N2 N
greater than 30% \\(Jo@ & S\Q& & @ N
» Gross rent as a percentage of '6‘?" G N <€
. . )
household income is greater than Q\(,Q
30% N
Source: US Dept. of Housing and Urban Development, 2019-2023.
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Homes without plumbing and kitchens

Within the county, there were many homes without complete plumbing, kitchens, or are lacking telephone
service, including cell phones. Specifically, there were over 300 occupied homes without complete plumbing
facilities between 2019 and 2023.

Occupied housing units missing key components, as a percent of

total occupied homes, 2019 to 2023
Lacking complete . ] Lacking telephone service (including
. Lacking complete plumbing
kitchens cell phones)
Georgia 2.4% 0.3% 0.8%
PHC Primar

ary 2.0% 0.3% 0.7%
Communities

Clarke County 1.6% 0.3% 0.9%

Gwinnett County 0.7% 0.3% 0.7%

Newton County 1.5% 0.3% 0.9%

Rockdale County 2.9% 1.0% 1.1%

Walton County 2.1% 0.7% 0.8%

Source: US Dept. of Housing and Urban Development, 2019-2023.

Homes that lack these key components are often indicators of socioeconomic status, meaning the household
likely has a lower income than households that have complete kitchens, plumbing, and telephone services.
These households are more likely to struggle with access to healthy foods, health costs, and other costs of

living.
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Populations that are homeless

Within the community, about 154 people were homeless in January 2024, according to a point-in-time count

of homeless populations conducted by the Georgia Department of Community Affairs. Of those, 6 were

veterans.
Point-in-time count of homeless populations, January 2024
Emergency shelter Transitional Housing Unsheltered
All populations 25 45 84
Veteran populations 0 1 5
Source: Georgia Department of Community Affairs, January 2024.

Within Rockdale County, 5.4% of students were homeless during the 2021-2022 school year.

Students experiencing homelessness by primary nighttime residence, 2021 to 2022 school year

Doubled-up Unsheltered Hotels or Shelters and Transitional
motels housing
Clarke County 265 8 134 66
Gwinnett County 791 18 777 120
Newton County 117 0 99 0
Rockdale County 668 0 135 0
Walton County 152 5 43 4
Source: US Department of Education, ED Data Express, 2021-2022.
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Head Start and preschool enroliment

Head Start is a federal program that supports children from birth to age five in families living at or below the
poverty line. Its goal is to prepare children for kindergarten by meeting essential needs such as healthcare,
nutrition, and family support. Participation in Head Start and preschool enroliment are important indicators
of a child’s readiness to succeed in reading, writing, and math in elementary school.

Head Start programs per 10,000 children under age 5, 2024
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Source: US Department of Health and Human Services, HRSA - Administration for Children and Families, 2024.

Preschool enroliment, by percent of children aged 3 to 4, 2019-2023
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Source: US Census Bureau, American Community Survey, 2019-2023.
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Math and reading proficiency

By fourth grade, children are expected to make a big transition—using their reading skills to explore and learn
about the world around them. If they haven’t reached this stage, it can be harder to keep up with classmates,
and the gap often widens over time. The same is true for math, where early struggles can make future
learning more difficult. Supporting kids at this stage helps set them up for confidence and success in school

and beyond.
Percent of students scoring “Not Proficient” or worse in fourth grade math and
reading standardized tests, 2021-2022 school year
@ 'Not proficient" in math "Not proficient" in reading
100%
80%
60%
40%
20%
0%
Georgia Clarke County Gwinnett County Newton County Rockdale County Walton County
Source: US Department of Education, EDFacts, 2021-2022.

The Centers for Disease Control and Prevention notes that early childhood education (ECE) plays a vital role in
shaping lifelong health and well-being. High-quality ECE programs not only strengthen children’s cognitive and
social-emotional skills but also encourage healthier behaviors and lower the risk of chronic disease later in life.
These programs can also benefit parents by reducing stress and providing support, which in turn positively
influences children’s health.

When children fall behind in reading or math, the effects can ripple far beyond academics. Struggles in the
classroom may lead to stalled progress, lower self-confidence, and challenges with future learning and job
opportunities. Over time, these setbacks can make it harder for children to stay on pace with their peers,
leaving them vulnerable to feelings of frustration and isolation.
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High school graduation rates

Understanding how many adults have earned a high school diploma helps us see where the community might
need extra support. For example, local hospitals or community programs can offer training to help adults
without a college degree gain the skills they need for good careers. The chart below shows this information for
adults age 25 and older.

High school diplomas attainment rate, annually on average, 2019 to 2023

@ No high school diploma High school only
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Source: US Census Bureau, American Community Survey, 2019-2023.

There’s a strong connection between a family’s socioeconomic status and whether a student finishes high
school. Kids from lower-income families often face more challenges and are more likely to drop out than those
from higher-income families. This gap can affect their future job opportunities, earnings, and overall well-
being—and it often becomes a cycle, where the children of adults without a diploma are less likely to finish
school themselves.

Finishing high school also has a big impact on health. Adults with a diploma tend to live longer, have a lower
risk of chronic conditions like heart disease, high blood pressure, and diabetes, and report better mental
health overall. Supporting students in completing high school helps set them—and future generations—up for
both better opportunities and healthier lives.

FY25 CHNA | 38



Secondary attainment rates

Looking at how many people in a community have completed high school or attended college helps us
understand its overall potential. People with some college education often earn more, are more likely to have
health insurance, and are less likely to engage in risky behaviors like smoking.

Educational attainment, annually, 2019 to 2023

o , Graduate or
Some college Associate's degree Bachelor's degree .
professional degree

Georgia 19.5% 8.3% 20.7% 13.5%
PHC Primary

. 18.5% 8.2% 2440.0% 16.0%
Communities
Clarke County 16.5% 7.1% 24.3% 24.4%
Gwinnett County 17.1% 9.3% 25.2% 13.6%
Newton County 25.3% 9.0% 14.3% 9.3%
Rockdale County 24.1% 8.6% 17.6% 11.6%
Walton County 21.7% 8.1% 15.9% 9.0%

Source: US Census Bureau, American Community Survey, 2019-2023.

Completing secondary education can have a significant impact on a person’s life. It often opens the door to
better job opportunities and higher income, which can help reduce poverty and support overall health. Higher-
paying jobs also make it more likely that individuals have access to health insurance, ensuring they can receive
timely and quality healthcare. Beyond these benefits, education can empower people to make healthier
choices, such as quitting smoking, eating a balanced diet, and staying physically active, all of which contribute
to long-term well-being.
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Insurance rates

In Rockdale County, approximately 80,000 community members have health insurance coverage. Of those,
73.3% have private insurance, and 41.3% have public health insurance. This indicator is relevant because
insurance provides access to healthcare, including regular primary care, specialty care, and other health
services that prevent poor health status.

Insurance source type, annually on average, 2019 to 2023

Employer or Union Direct Purchase TRICARE or VA Medicare
Georgia 61.1% 14.9% 7.6% 18.7%
Clarke County 61.12% 14.93% 4.63% 18.68%
Gwinnett County 64.64% 21.10% 2.41% 14.98%
Newton County 62.50% 17.32% 2.23% 13.31%
Rockdale County 61.31% 12.14% 5.06% 18.10%
Walton County 60.27% 14.32% 3.83% 19.33%
Source: US Census Bureau, American Community Survey, 2019-2023.

Medicare represents the biggest payor mix Piedmont Rockdale, with private commercial insurance as second.

ﬂ Piedmont Rockdale payor mix, FY23 and FY24 )

Self-Pay
7.7% Commercial

29.1%

Medicare
44.2% Medicaid

16.1%

Source: Piedmont Healthcare internal data, FY23 and FY24.
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Populations enrolled in Medicaid

Medicaid is a program that helps provide health insurance for people with low incomes. In some communities,
it can be hard to find providers who accept Medicaid, and being on the program often goes hand-in-hand with
lower income, which can create extra barriers to staying healthy. We highlight Medicaid here because
coverage through this program can be limited in Georgia, especially when it comes to getting access to
primary care.

Percent of population covered through Medicaid, 2019 to 2023
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Source: US Census Bureau, American Community Survey, 2019-2023.

Georgia is one of the more restrictive states when it comes to qualifying for Medicaid. Income limits differ
depending on the program and personal circumstances. For instance, under Georgia Pathways to Coverage, a
single person can qualify with an income up to 100% of the Federal Poverty Level (FPL)—S$15,650 per year in
2025—while a family of three can earn up to $26,650. Traditional Medicaid eligibility can also depend on
factors like age, disability, and whether someone meets the work or education requirements set by Georgia
Pathways.

Medicaid recipients and employment, 2024
According to the Kaiser Family Foundation, in

Not working
33%

2024, over three-quarters of Georgia’s Medicaid
recipients were working. About one in five lived

Working full-time
in rural areas, three out of five were children, 44%

and roughly one in seven had three or more
chronic health conditions.

Working part-time

Across the state, Medicaid provided coverage for 539%

31% of adults with disabilities and supported
45% of all births.

Source: Kaiser Family Foundation, Accessed 2025.
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Populations without insurance

Access to care covers the challenges people might face, like not having enough providers nearby, limited
transportation, or fewer services available for low-income communities. One of the biggest factors affecting
health is whether a person has health insurance. The Institute of Medicine estimates that not having
insurance contributes to about 18,000 deaths each year—making it the sixth leading cause of death for adults
ages 25 to 64, right after cancer, heart disease, injuries, suicide, and strokes, but ahead of HIV/AIDS and
diabetes.

Percent of adults aged 18+ without any health insurance, 2022
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Source: US Census Bureau, Small Area Health Insurance Estimates, 2022.

According to the Kaiser Family Foundation, the main reason most people are uninsured is cost. In 2023, 63%
of adults ages 18—64 without coverage said insurance was too expensive.

Many uninsured people don’t have access to coverage through their jobs, and some—especially low-income
adults in states like Georgia that haven’t expanded Medicaid—aren’t eligible for financial help. Even though
more than half of uninsured individuals could qualify for Medicaid or Marketplace subsidies, many aren’t
aware of these options or face challenges enrolling. And for some, even with subsidies, Marketplace coverage
can still feel out of reach.

Most people without insurance are actually working: about 74% are employed full-time, 11% work part-time,
and the remaining 15% are unemployed.
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Prenatal care

Prenatal care is a clear example of why access matters. Receiving care in the first trimester gives mothers and
babies the best chance at a healthy start. Early visits help identify potential risks, support healthy fetal
development, and give providers the opportunity to guide families on important health and lifestyle decisions.

When mothers don’t receive timely prenatal care, the risks for both maternal and infant health increase.
Limited use of prenatal services often signals deeper issues—like lack of access to preventive care, limited
health knowledge, minimal provider outreach, or social and economic barriers.

Prenatal care in the first trimester, 2020-2022 }
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Source: Health Resources and Services Administration, HRSA - Maternal and Child Health Bureau, 2020-2022.

Unfortunately, not all communities have the same access or quality of prenatal care. Black women, in
particular, face significant disparities, which contribute to poorer outcomes for both mothers and infants.
Accessing prenatal care can be a real challenge for many low-income and minority women in Georgia. Nearly
half of the state’s counties are considered “maternity care deserts,” meaning they don’t have hospitals, birth
centers, or obstetric providers nearby. Women in these areas often have to travel much farther for care, and
these gaps are most common in rural and predominantly Black communities.

The March of Dimes’ 2024 Report Card gives Georgia a preterm birth rate of 11.8%, among the highest in the
nation, and highlights significant racial disparities—Black birthing people experience infant mortality rates
roughly 1.4 times higher than the state average. The Georgia Department of Public Health’s Maternal
Mortality Review Committee has also found that a majority of pregnancy-related deaths are preventable,
underscoring the need for improved access to quality prenatal care, postpartum support, and mental health
services.
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Low birth weight babies

Newborns, infants, and their mothers are especially vulnerable during the early stages of life. The following
indicators highlight key measures of infant health, including low birth weight (LBW), which is defined as
weighing 5 pounds, 8 ounces or less at birth.

Percentage of low birth weight babies, 2016-2022
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Source: University of Wisconsin Population Health Institute, County Health Rankings, 2016-2022.

In Georgia, low birth weight remains a significant concern, particularly among Black infants. Between 2021 and
2023, Black infants in Georgia experienced a LBW rate of 15.5%, nearly double that of White infants, who had
a rate of 7.5%, according to the March of Dimes This disparity underscores the ongoing challenges in achieving
equitable maternal and infant health outcomes.

Low income is strongly associated with an increased risk of LBW. Studies consistently demonstrate a link
between lower income and higher rates of LBW, particularly in low-income communities. This is often
attributed to various factors like limited access to prenatal care, nutritional deficiencies, and increased
exposure to stressors.
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Cancer screenings

Regular health screenings play a crucial role in maintaining good health. They help detect diseases and
conditions early, before they become serious, allowing for timely treatment and better outcomes. Screenings
also identify risk factors for chronic conditions like heart disease, diabetes, and cancer, giving individuals the
chance to address these risks early. Overall, early detection and intervention through regular screenings can
lead to improved health, fewer complications, reduced hospitalizations, and lower mortality rates.

Cancer screening data is crucial because it helps catch cancers early, when treatment is more likely to be
successful. It also lets public health officials track trends, see which communities are being screened, and
identify areas where people might not have enough access to care. This information helps healthcare systems
target resources more effectively, improve programs, and reduce disparities so everyone has a better chance
at staying healthy. In short, screening data is a powerful tool for preventing advanced disease and improving
overall community health.

Cancer screenings for women, 2022

Mammogram screenings, Mammogram screenings, Cervical cancer screenings,
Medicare beneficiaries adult women adult women
Georgia 34.0% 75.8% 82.3%
Clarke County 43.0% 77.8% 78.4%
Gwinnett County 31.0% 72.9% 81.6%
Newton County 36.0% 75.3% 82.7%
Rockdale County 35.0% 80.6% 83.6%
Walton County 35.0% 75.0% 82.3%
Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2022.
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Dental care

Good dental care is important for overall health. It helps prevent tooth decay and gum disease, which can
lead to serious issues like heart disease, stroke, and even dementia, while also affecting the ability to eat,
speak, and smile confidently. In 2022, there were 76 dentists for every 100,000 people within the county, a
number above the state rate of 54 dentists for every 100,000 people and the Athens hub average of 59
dentists for every 100,000 people.

Rate of dentists per every 100,000 people, 2022

4 )
Georgia
Clarke County
Gwinnett County
Newton County
Walton County
0 20 40 60 80
Source: US Department of Health and Human Services, Health Resources and Services Administration, 2022.
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In 2022 in Rockdale County approximately 18.5% of adults 65 and older have lost all of their natural teeth.
This figure often correlates to adults having had a recent dental visit.
e Adults 18+ with recent dental visit, 2022 | ~
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Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2022.
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Populations with disabilities

Of the total population, about 12% have some form of disability between 2019 and 2023, according to the US
Census Bureau’s American Community Survey, including both developmental and physical disabilities.

Percent of population with a disability, 2019 to 2023
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Source: US Census Bureau, American Community Survey, 2019-2023.
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It's expected that older adults make up the Percent of population with a disability by age, —
largest share of people with disabilities. 2019 to 2023

For adults between 18 and 64, disabilities
often stem from musculoskeletal issues like
arthritis or back problems, as well as mental
health conditions such as depression and
anxiety. Mobility and cognitive challenges
are also fairly common in this age group,
according to the Centers for Disease Control
and Prevention.

In addition, chronic illnesses like heart
disease or kidney disease, along with injuries
such as spinal cord or traumatic brain
injuries, can lead to disability at any age.

Source: US Census Bureau, American Community Survey, 2019-2023.
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Diabetes and kidney disease

Chronic diseases are long-term health conditions that can affect daily life and usually require ongoing medical
care. Some common examples are diabetes, heart disease, and chronic lung conditions. Tracking how many
people in a community have these conditions helps identify health trends and make sure resources are
directed where they’re needed most.

’ Percentage of adults with diabetes, 2022 ~N
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Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2022.
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Diabetes is much more common in low-income communities, and the gap between income groups has been
widening over time. This heavier burden is often linked to challenges like food insecurity, limited access to
healthcare and healthy foods, and differences in health habits.

Type 2 diabetes can also increase the risk of developing dementia, including Alzheimer’s and vascular
dementia. Being diagnosed at a younger age—especially before 50—or having obesity can further raise this

risk.

Diabetes is the leading cause of kidney disease because it can reduce the kidneys’ ability to filter waste,
sometimes leading to chronic kidney disease. In the community, about 3.6% of the population had kidney
disease in 2021, which is higher than the state average for Georgia.
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Asthma and COPD

Although both affect breathing, asthma and chronic obstructive pulmonary disease (COPD) are not the same.
Asthma is a chronic inflammatory condition that makes the airways swell and narrow, while COPD is a
progressive lung disease where airflow becomes increasingly obstructed over time. Both can cause similar
symptoms—like coughing, shortness of breath, and wheezing—but they differ in their causes, how they
progress, and how they are treated.

— Annual ER visit rate with asthma as the primary diagnosis, per every 100,000 people, 2023 —
Georgia
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Walton County

0 100 200 300 400 500 600
Source: Georgia OASIS, accessed April 2025.
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About 11% of adults had asthma in 2022 in Rockdale County. Among adults 18 and older, about 6.7% had
COPD in 2022 in Rockdale County.

Asthma and COPD are strongly influenced by the conditions in which people live and work. Poor housing, air
pollution, and exposure to smoke or allergens are more common in lower-income communities, increasing the
risk and severity of respiratory illness. Limited access to healthcare and affordable medications makes
managing these diseases even harder, often leading to more hospital visits and missed opportunities for
prevention.

Social and economic challenges—like unstable employment, low health literacy, and chronic stress—also play
arole in how people manage asthma and COPD. These factors can make it difficult to follow treatment plans

or maintain healthy environments. In this way, asthma and COPD reflect not only medical conditions but also
the broader social and environmental inequities that shape health outcomes.
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Heart disease

lIn 2022, 6.9% of adults in Rockdale County reported being diagnosed with heart disease, making it one of the

top chronic health conditions in the community.

Heart disease prevalence, 2020 to 2022

4 )
2020 2021 2022
Georgia 6.6% 5.9% 6.4%
PHC Primary Communities 6.0% 5.3% 5.8%
Clarke County 5.4% 4.8% 5.6%
Gwinnett County 5.4% 4.8% 5.3%
Newton County 6.7% 5.8% 6.1%
Rockdale County 7.0% 6.4% 6.9%
Walton County 7.4% 6.5% 7.2%
L Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2022. )

Heart disease is a major health concern in the South, where mortality rates are higher and declines have been

slower than in other parts of the country. This is linked to higher rates of risk factors such as obesity, high
blood pressure, diabetes, and smoking, along with diets that are often high in unhealthy fats and fried foods.
In Newton County and across Georgia, heart disease continues to pose a serious threat, reflecting the

prevalence of chronic conditions, lifestyle habits like poor diet, smoking, and binge drinking, and lower rates of

preventive care and chronic disease management.
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Heart disease at the hospital

For many community members, heart disease will, at some point, bring them to the hospital.

Hospital discharges due to cardiovascular disease by patient

(" county of origin, for every 100,000 people, 2023 )
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Source: Georgia Online Analytical Statistical Information System, accessed April 2025.
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Rural areas in the US experience higher rates of heart disease and related deaths compared to urban areas,
which show up at the hospital, with disparities seen in both heart failure risk and mortality. This is linked to
factors like the availability of specialists within a given community and issues related to transportation and
access to a cardiology appointment.

Nationally, adults in rural areas have a 19% higher risk of developing heart failure compared to urban
residents. Increasing access to quality healthcare, including specialists such as cardiologists and heart failure
specialists, is crucial. Additionally, support for healthy behaviors is vital, as rural populations tend to make
unhealthy choices at a higher rate than their urban counterparts.
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Hypertension

Hypertension, commonly called high blood pressure, occurs when blood pushes too hard against the walls of
your arteries. If left uncontrolled, it can lead to serious heart problems, including heart attacks and strokes,
though it can often be managed with proper care.

Percent of adults with high blood pressure, 2021
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Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2021.
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Numerous factors can lead to hypertension, such as genetics, unhealthy diets (and especially those with high
salt counts), smoking, drinking, a lack of physical activity, stress, certain medications, plaque buildup in the
arteries, age, race, and income.

Hypertension is often tied to income, with lower-income individuals facing more challenges in managing the
condition. Limited education can make it harder to recognize hypertension, follow treatment plans, and access
health insurance.

Access to healthcare also plays a big role—without preventive care or specialized treatment, hypertension may
go unmanaged. On top of that, living in high-poverty neighborhoods, areas with limited healthy food options,
or places lacking safe spaces for exercise can increase stress and promote unhealthy habits, all of which raise
the risk for high blood pressure.
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Hypertension and the emergency room

Uncontrolled hypertension often shows up in the emergency department.

Emergency room discharge rate by patient county origin, per every 100,000, with a —
( . . . .
primary diagnosis code of hypertension, 2020 to 2023
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Source: Georgia Online Analytical Statistical Information System, Accessed February 2025.
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When broken down by race, clear disparities exist with Black and Hispanic or Latino populations having much
higher rates than their White or Asian counterparts. Please note that information about certain racial groups
was not available.

Emergency room discharge rate by patient county origin, per every 100,000, by race, 2023 —
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L Source: Georgia Online Analytical Statistical Information System, Accessed February 2025. )
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Stroke

Stroke, also known as cerebrovascular disease, is one of the leading causes of death in Georgia and across the
community. The Centers for Disease Control and Prevention reports that in the United States, someone
experiences a stroke every 40 seconds, and every 3 minutes and 11 seconds, someone dies from one.

Risk is not the same for everyone. Non-Hispanic Black adults are nearly twice as likely as White adults to have
a first stroke, and both Non-Hispanic Black and Pacific Islander adults face the highest death rates from stroke.

Socioeconomic factors also play a major role. People with lower incomes are more likely to suffer a stroke,
often experience more severe effects, and are less likely to receive timely, evidence-based care—leading to
poorer outcomes overall.

Stroke prevalence among adults age 18+, 2022
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Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2022.

A stroke in progress is generally diagnosed at Hospitalizations due to stroke, 2018-2020

the hospital, and timely hospital care is key to

stroke recovery. Timely stroke care is critical Georgia

because every minute counts when a stroke ‘
Clarke County

occurs. |

Gwinnett County

Brain cells begin dying rapidly when blood flow Newton County

is disrupted, and the longer the delay in Rockdale County _

treatment, the greater the potential for long- Walton County

term disability and even death. Immediate 0% 2% 4% 6% 8% 10%
intervention, including clot-dissolving

medications like tPA, can help minimize brain Source: Centers for Disease Control and Prevention, CDC - Atlas of

Heart Disease and Stroke, 2018-2020.

damage and improve recovery.

FY25 CHNA | 54


http://www.cdc.gov/brfss/
https://nccd.cdc.gov/DHDSPAtlas
https://nccd.cdc.gov/DHDSPAtlas

Cancer prevalence rates

Cancer continues to be a leading cause of death in our communities, with some areas in the service region
showing prevalence rates even higher than the state average.

Cancer prevalence rates among adults 18+, 2022
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Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2022.

Social drivers of health—like income, education, housing, access to healthcare, and environmental exposures
—play a powerful role in cancer outcomes. In Georgia, these factors affect everything from when cancer is
diagnosed to the treatment received and the chances of survival.

For instance, cancer incidence and death rates vary significantly across the state. In 2023, Georgia saw an
estimated 61,170 new cancer cases and about 18,510 cancer deaths. Meanwhile, Black residents in Georgia
experience notably worse outcomes: Black men are 19% more likely to die from cancer than White men, and
Black women are 9% more likely to die than White women.

When it comes to lung cancer—which remains a leading cause of cancer death—Black Georgians face
additional disadvantages. Only 22.8% of lung cancers in Black patients are caught early, compared to 27.2% in
White patients. Moreover, just 16.5% of Black Georgians with lung cancer receive surgery—a key treatment
—compared to 19% of White patients. Alarmingly, 23.7% of Black patients receive no treatment at all, higher
than the 21.5% rate among White patients.

Further deepening these disparities, research highlights that African Americans in Georgia are often
diagnosed at later cancer stages, face less access to essential treatments, and endure worse survival
outcomes across nearly all cancer types. A contributing factor is insurance coverage: non-African American
cancer patients are over 4 times more likely to have full coverage for cancer treatment than African American
patients. Additionally, counties with higher proportions of Black residents, lower income levels, and rural
settings consistently show higher cancer mortality rates.
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Cancer incidence rates

Cancer incidence rates describe how often new cases of cancer are diagnosed in a population during a specific
period of time.

Cancer incidence rates by site, for every 100,000 people, 2017-2021

Breast Lung and bronchus Prostate Colon and rectum
Georgia 132.6 56.8 138.3 39.4
Clarke County 138.2 51.6 129.9 38.6
Gwinnett County 128.8 42.1 148.6 35
Newton County 140.3 60.1 146 443
Rockdale County 132.9 41.3 160.3 35.2
Walton County 137.2 62 123.6 46.5

Source: National Cancer Institute, State Cancer Profiles, 2017-2021.

Each year annually, clinicians diagnosed approximately 488 new cancer cases each year, annually on average
between 2017 and 2021.

Cancer rates in Georgia are shaped by a mix of personal choices, environmental exposures, and social factors.
Lifestyle habits—such as smoking, poor diet, lack of physical activity, and too much sun exposure—play a big
role. For instance, melanoma rates in Georgia are higher than the national average, reflecting the impact of
frequent sunburns and limited sun protection.

Beyond individual behavior, the environment also contributes. Communities located near refineries or
manufacturing plants face greater exposure to pollutants like benzene, which has been linked to certain
cancers, including Non-Hodgkin’s lymphoma. These risks are compounded in rural areas, where healthcare is
harder to access. Fewer screening facilities, long travel times, and financial barriers mean many residents are
diagnosed later, when treatment is less effective.
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Mental health

Mental health shapes how we think, feel, and interact with the world around us—it’s at the core of our
emotional, psychological, and social well-being. When our mental health suffers, it can take a serious toll on
daily life, lowering our quality of living, reducing productivity, and even increasing the risk of long-term health

problems.
Adults 18+ and mental health, 2022
@ Self-reported poor mental health @ reeling socially isolated Lack of emotional and social support
Having been diagnosed with depression
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Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2022.

People living in low-income communities often face higher rates of mental health challenges, yet they also
encounter the greatest barriers to getting the care they need. Poverty itself can fuel stress, anxiety, and
depression—and, in turn, mental health struggles can make it even harder to break free from financial
hardship.

When money is tight, worries about food, housing, and steady income create ongoing stress that takes a toll

on both mind and body. On top of that, these communities often have fewer resources—like access to quality
schools, safe housing, and reliable healthcare—which can further strain mental well-being.
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Drug use

Drug use negatively impacts the health, productivity, and well-being of the community across all age groups,
contributing to chronic disease, mental health disorders, and reduced quality of life. It strains families,
workplaces, and communities through increased healthcare costs, crime, and social instability. Prevention,
education, and access to addiction treatment are critical for supporting a healthier population.

Rate of ED visits due to drug use, by patient home county, 2023
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Source: Georgia Online Analytical Statistical Information System, Accessed February 2025.

Within the community and in Georgia, racial differences persist in emergency department visits. In 2023, Black
populations came to the emergency department for a drug-related issue at a rate of 239 visits per every
100,000 people, as compared to 325 visits for White populations and 224 visits for Hispanic and/or Latino
populations.

Socioeconomic factors, such as poverty and a lack of opportunities, also play a role. Racial and ethnic
minorities may enter treatment later and have negative experiences. Black Americans are less likely to
complete SUD treatment, and treatment systems may not be adequately equipped to meet the needs of
people of color.
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Healthy behaviors

Health behaviors are the choices people make that influence their well-being. Some behaviors—like eating
nutritious foods and staying active—promote better health, while others—such as smoking, drinking too
much alcohol, or engaging in risky sexual activity—can increase the chance of disease.

One key measure of health is obesity, which reflects the impact of daily habits. The chart below shows the
percentage of adults age 18 and older who are considered obese. Obesity is defined as having a body mass
index (BMI) of 30 or higher, a calculation based on height and weight that helps estimate body fat. Because
this information is self-reported, obesity rates are often undercounted.

Adult obesity rates, 2022
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Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2022.

People with lower incomes, less education, and In communities known as “food deserts,” where
certain occupations often face higher rates of affordable, nutritious food is scarce, obesity rates
obesity. A big part of this comes down to access— tend to be higher. Likewise, areas without safe
whether or not someone has nearby grocery walking paths, bike lanes, or parks make it harder for
stores with fresh produce, safe places to exercise, people to stay active, which can contribute to weight
or neighborhoods designed with sidewalks and gain over time.

parks instead of only fast-food options.
Across Georgia, nearly 2 million residents—including

Stress, discrimination, and social isolation can about 500,000 children—live in food deserts, areas
also play a role, pushing people toward unhealthy that lack affordable, healthy food access. This is
coping behaviors that lead to weight gain. especially true in rural communities.
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Excessive drinking, limited sleep, and smoking

Everyday habits have a big impact on health. Behaviors like heavy drinking, smoking, not getting enough sleep,
and being physically inactive all increase the risk of serious health problems. The data below shows the
percentage of adults who report engaging in these behaviors. Heavy alcohol use and smoking are closely
linked to chronic illnesses and preventable diseases. Likewise, too little sleep and low levels of physical activity
raise the risk of obesity, heart disease, diabetes, mental health challenges, and even a weakened immune

system.
Adults reporting excessive drinking, insufficient sleep, and tobacco use, 2022
Binge drinking Insufficient sleep Current smokers
Georgia 15.6% 38.9% 14.7%
PHC Primary Communities 15.6% 39.1% 13.2%
Clarke County 15.0% 34.8% 15.0%
Gwinnett County 15.3% 36.9% 11.8%
Newton County 14.7% 41.2% 16.9%
Rockdale County 13.6% 42.7% 15.4%
Walton County 16.5% 37.0% 17.8%
Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2022.

Healthy behaviors—such as maintaining a
balanced diet, engaging in regular physical
activity, and obtaining sufficient sleep—are
essential for overall health and well-being.
However, disparities in both access to and
adoption of these behaviors persist across
populations. Socioeconomic status, food
insecurity, and limited healthcare resources are
key factors that contribute to these inequities.

Racial and ethnic disparities are also evident in
health behaviors, with measurable differences in
obesity rates, levels of physical activity, and dietary
patterns. In addition, variations in cultural practices,
including diet and alcohol consumption, further
influence these outcomes. These disparities are
largely shaped by broader social determinants of
health, including socioeconomic conditions, resource
availability, and cultural context.
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Sexually transmitted diseases

Keeping track of sexually transmitted diseases (STDs) is an important part of protecting community health.
Monitoring helps us see trends over time, spot outbreaks quickly, and understand whether prevention and
treatment efforts are working. Because many STDs don’t cause obvious symptoms, regular testing is key. Early
detection and treatment not only prevent serious health complications but also reduce the risk of passing
infections to others. In short, monitoring and testing are essential tools for keeping individuals—and entire

communities—healthy.

Rate of infection by disease, 2023
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Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2023.

Sexually transmitted infections (STls) are shaped
by social and structural determinants of health.
Lower socioeconomic status—including low
income, unemployment, and unstable housing—
is strongly associated with increased risk and
higher rates of STls. Limited access to quality
healthcare and the absence of health insurance
further hinder opportunities for early detection,
timely treatment, and effective prevention.

Communities with concentrated poverty and
limited resources often face disproportionately
high rates of HIV, syphilis, herpes simplex virus,

chlamydia, and hepatitis B. These disparities reflect
inequitable access to healthcare and broader gaps in
resource allocation. Individuals with a history of
incarceration are also at elevated risk of STls,
influenced by factors such as crowded living
environments, and reduced access to medical care
during and after incarceration.

At the same time, protective factors matter. Strong
social networks and supportive community
connections can help reduce vulnerability by
fostering healthier behaviors and decreasing the risk
of both acquiring and transmitting STls.
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Teen births

Studying teen births is important because they are linked to serious social, health, and financial challenges that
affect not only the teen mothers but also their families and communities. Young mothers are at greater risk for
pregnancy and childbirth complications, including eclampsia, puerperal endometritis, and systemic infections.
This measure focuses on births to mothers ages 15 to 19.

Teen birth rate per every 1,000 teens, 2017 to 2023
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Source: Centers for Disease Control and Prevention, National Vital Statistics System, 2017-2023.

Teen mothers are less likely to complete high school and have fewer opportunities for higher education
and employment.

Many teenage parents and their children rely on public assistance programs, often leading to long-term
economic dependence.

Teenage pregnancy can perpetuate a cycle of poverty as it can limit educational and economic
opportunities for both the mother and her children.

Teen mothers are at a higher risk of mental health problems, including postpartum depression and
suicidal ideation.
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Pregnancy and healthy behaviors

The choices a woman makes before and during pregnancy can have a powerful influence on the health of both
mother and baby. For instance, entering pregnancy with obesity raises the risk of serious complications such as
gestational diabetes, preeclampsia, and delivery challenges, while also increasing the likelihood of long-term
health issues for the child.

Smoking during pregnancy poses additional dangers, doubling the risk of abnormal bleeding and heightening
the chances of complications such as premature rupture of membranes, placenta previa, placental abruption,
and ectopic pregnancy—all of which can be life-threatening for both mother and baby.

Pregnancy and behaviors, 2020-2022
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Source: Health Resources and Services Administration, HRSA - Maternal and Child Health Bureau, 2020-2022.

Significant racial disparities exist in prenatal care, with Black women and other women of color facing
persistent inequities in both access and quality compared to White women. These disparities contribute to
poorer health outcomes for mothers and infants. Nationally, White women are the most likely to begin
prenatal care early: from 2021 to 2023, 82.7% initiated care in the first trimester, compared with 70.6% of
Hispanic women, 67.9% of Black women, and 65.0% of American Indian/Alaska Native women, according to
final natality data from the March of Dimes and the National Center for Health Statistics.

The timing of care also reflects these inequities. Black women are nearly twice as likely as White women to

have births with late or no prenatal care, while non-Hispanic Pacific Islander women are four times more likely
than White women to delay care until the third trimester or to forgo it entirely.
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Breastfeeding

Breastfeeding is one of the best ways to support the health of both babies and mothers. It gives babies a
stronger immune system and helps protect them from illnesses now and in the future. Breastfed babies are
less likely to develop asthma, obesity, type 1 diabetes, or experience sudden infant death syndrome (SIDS).

For mothers, breastfeeding lowers the risk of breast and ovarian cancer and supports better mental health and
overall well-being. It can also bring peace of mind by reducing the high costs of formula and lowering long-
term health expenses. In short, breastfeeding nourishes babies, strengthens mothers, and benefits families as
a whole.

Breastfed infants, 2020-2022

Georgia

Clarke County

Gwinnett County

Newton County

Rockdale County

Walton County

0% 20% 40% 60% 80% 100%

Source: Health Resources and Services Administration, HRSA - Maternal and Child Health Bureau, 2020-2022.

Despite its benefits, structural and social barriers disproportionately affect low-income mothers. Limited
access to paid parental leave and inflexible workplace policies often force mothers to return to work shortly
after giving birth, making it difficult to establish or sustain breastfeeding. Many workplaces lack private,
supportive environments for pumping. Access to lactation consultants, peer counseling, and breastfeeding
education is also limited for families with fewer resources. In addition, cultural norms, lack of social support,
and stigma can further discourage breastfeeding.

Public health programs play a critical role in addressing these disparities. The Women, Infants, and Children
(WIC) program provides breastfeeding education, counseling, and supplies, while hospital-based initiatives and
community programs offer additional support. Policies that expand paid leave and require lactation
accommodations in the workplace also improve breastfeeding rates among low-income women.
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Causes of death

Below are the ten leading causes of age-adjusted death between 2019 and 2023 for Rockdeal County. The
dials indicate how severe the rate is compared to the rest of the state. The further to the right the dial is, the
more severe that issue is within the combined community, as compared to Georgia overall.

Top ten causes of death, community, 2019 to 2023
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1- Heart disease 2- COVID-19 3- Cerebrovascular disease  4- Alzheimer’s disease 5- Hypertension

6- Trachea, bronchus, and 7- COPD 8- Diseases of the nervous 9- Diabetes 10- Mental and
lung cancer system behavioral disorders

(excluding suicide)

‘ Better than the state rate Close or at the state rate ‘ Worse than state rate

Source: Online Analytical Statistical Information System (OASIS), Georgia Department of Public Health, 2025.

When broken down by age, the leading causes of death shift, as seen in the list below that shows the top
causes of death by age group.

/— Top cause of death by age, community, 2019 to 2023 4\

<1 1-4 5-9 10-14

Certain conditions Other nervous Birth defects and

Motor vehicle

originatingin the  system diseases  genetic conditions crashes
perinatal period
15-24 25-44 45-74 75+
Homicide Accidental Heart disease Alzheimer’s
poisoning disease

k Source: Online Analytical Statistical Information System (OASIS), Georgia DPH, 2025. /
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Causes of death by sex and race

Below are the five leading causes of death, by sex and race, in Rockdale County between 2019 and 2023.
Please note information about other races was not available, including a breakdown of top causes of death for
Hispanic or Latino populations. Please note that mental and behavioral disorders do not include suicide.

Rankin Georgia women All women Black women White women
& & (Rockdale County) (Rockdale County) (Rockdale County)
1 Heart disease COoVID-19 COoVID-19 Alzheimer’s disease
2 Alzheimer’s disease Heart disease Heart disease COPD
3 CovID-19 Alzheimer’s disease Alzheimer’s disease Heart disease
4 Stroke Stroke Hypertension COVID-19
5 COPD Nervous system diseases Stroke Stroke
Rankin Georeia men All men Black men White men
& & (Rockdale County) (Rockdale County) (Rockdale County)
1 Heart disease Heart disease Heart disease Heart disease
2 COVID-19 COVID-19 COVID-19 COVID-19
3 Hypertension Stroke Stroke COPD
Trachea, bronchus and lung Trachea, bronchus and . Trachea, bronchus and
4 Hypertension
cancer lung cancer lung cancer
. . Diseases of the nervous
5 Stroke Hypertension Homicide

system
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Infant mortality

Infant mortality refers to the death of a baby before their first birthday. It’s often measured as the number of
infant deaths per 1,000 live births. The leading causes include birth defects, premature birth, low birth weight,
sudden infant death syndrome (SIDS), unintentional injuries, and complications during pregnancy.

These challenges are often made worse by factors like poverty, poor nutrition, limited access to healthcare,
lack of prenatal care, and substance use such as smoking, drinking, or drugs during pregnancy.

Infant mortality rate per every 1,000 live births, 2020 to 2022

Georgia

PHC Primary Communities
Clarke County

Gwinnett County

Newton County

Walton County

Source: Health Resources and Services Administration, HRSA - Maternal and Child Health Bureau, 2020-2022.

Racial and ethnic disparities

Infant mortality rates in the United States reveal deep disparities across racial and ethnic groups. Black infants
are especially at risk, with a mortality rate 2.4 times higher than that of White infants. American Indian or
Alaska Native infants, as well as Native Hawaiian or other Pacific Islander infants, also face higher rates of
infant death.

In Georgia, these national trends are clearly reflected. Black infants in the state have an infant mortality rate
of about 9.6 deaths per 1,000 live births—nearly double that of other groups. By comparison, the rate is 5.1
for Hispanic infants, 5.0 for White infants, and 3.5 for Asian and Pacific Islander infants.

These disparities are closely tied to the broader challenges that Black families face. Higher rates of poverty
can limit access to nutritious food, safe housing, and quality healthcare. Socioeconomic barriers also make it
harder to receive consistent prenatal care or maintain healthy lifestyles during pregnancy. On top of that,
where families live, whether they have reliable transportation, and whether they face food insecurity all play
a role in shaping infant health outcomes.
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Deaths due to cancer

Between 2019 and 2023, approximately 841 Rockdale County community members died from cancer,
resulting in a rate of 180.1 deaths for every 100,000 people, just above than the state rate of 167.4.

Cancer death rate, per every 100,000 people, 2019 to 2023
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Source: Centers for Disease Control and Prevention, CDC - National Vital Statistics System, 2019-2023.

Men are more likely than women to die from cancer. Between 2019 and 2023 in Rockdale County, cancer
claimed the lives of about 196 men per 100,000 people, compared with 166 women. Within Rockdale County,
White populations experienced the highest cancer mortality rates—353 deaths per 100,000—compared with
135 among Black populations.

Cancer outcomes are closely tied to income and socioeconomic status, which influence diagnosis, treatment,
and survival. Individuals with lower incomes are more likely to face financial hardship, experience higher
healthcare costs, and encounter delays or gaps in care. These barriers often lead to worse outcomes
compared to those with greater financial resources.

Geography also plays a role. Rural communities tend to have higher cancer death rates than urban areas, even
though they may see fewer new cases. This disparity is linked to reduced access to prevention programs,
routine screening, and timely treatment. It is particularly evident in cancers such as lung, colorectal, and
cervical cancer—conditions that are often preventable or more easily treated when detected early.
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Deaths of despair

“Deaths of despair” refer to fatalities caused by suicide, alcohol-related disease, and drug overdose—
conditions often closely linked to mental health challenges. Between 2019 and 2023, approximately 213 people
in Rockdale County lost their lives to deaths of despair.

Deaths of despair for every 100,000 county residents, 2019 to 2023

Georgia

PHC Primary Communities
Clarke County

Gwinnett County

Newton County

Walton County
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Source: Centers for Disease Control and Prevention, CDC - National Vital Statistics System, 2019-2023.

Suicide is one of the leading causes of injury-related death in Georgia. In 2022 alone, the state recorded 1,626
suicide deaths.

Men are more likely to die by suicide, although women report attempting suicide more often. Firearms are the
most common method, followed by suffocation, drug poisoning, and other means.

Suicide rates are highest among adults ages 25 to 44. By race, White individuals experience the highest suicide
death rates, followed by Black or African American, Asian, and multiracial populations.
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Overdose deaths

Drug overdoses are among the leading cause of injury deaths in the United States, and they have increased
dramatically in recent years. In Rockdale County, approximately 99 people died from a drug overdose
between 2019 and 2023, which represents a rate of 21.2 deaths for every 100,000 people. This figure is near
the state average and lower than the national average (20.5 and 29.1 deaths for every 100,000 people,
respectively).

Drug overdose death rate, 2019 to 2023

@ All drug overdoses Opioids only
25
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0
Georgia Clarke County  Gwinnett County Newton County Rockdale County  Walton County
Source: Centers for Disease Control and Prevention, CDC - National Vital Statistics System, 2019-2023.

The National Institutes of Health (NIH) has found a strong link between drug overdoses and low
socioeconomic status, particularly low income. A 2024 NIH study showed that overdose deaths—including
those tied to specific substances—are higher in counties with greater income inequality. Much of this is driven
by social factors such as poverty, unemployment, and limited access to resources.

Why does this happen? Poverty often brings added stress, hopelessness, and mental health challenges, which
can lead some individuals to turn to substances as a way to cope. People with lower incomes may also have
less access to healthcare, mental health support, and treatment for substance use disorders, making
prevention and recovery more difficult. On top of that, communities with high poverty levels often face higher
rates of drug use and sales, increasing both exposure and risk.
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Implementation Plans

A CHNA Implementation Plan is a strategic
framework designed to address the health needs
identified in a community. It follows a detailed
process where community health data is
gathered, analyzed, and interpreted to pinpoint
key health challenges and opportunities. Once
those needs are recognized, the implementation
plan outlines specific actions, programs, or
interventions that healthcare providers,
organizations, or government agencies will take
to improve health outcomes in the community.

Like a CHNA, an implementation plan should
focus on the whole community and its more
vulnerable members, not only the patients the
hospital sees or programs available only to
hospital patients. These should focus first on low-
income, uninsured/underinsured, the elderly,
minority populations, those living with
disabilities, those who don’t speak English well or
at all, veterans, LGBTQ+ communities, those living
in rural areas, shift workers, and other groups
that may face a particular barrier when
attempting to access health services to get — and
stay — healthy.

We also report on the progress we’ve made
towards our identified priorities in our last CHNA,
which was conducted in FY22.




FY26 to FY28 Implementation Strategy

Piedmont Rockdale established the following strategies to address its identified health needs. These strategies
were approved by the board of directors on October 05, 2025.

Increase access to appropriate and affordable care

Goal Tactics/Activities/Strategies

Ensure financial assistance is available for eligible low-
and no-income populations; adequately alert patients to
this assistance; provide patients with the tools, resources,
and ample opportunity to apply; and actively screen all

Eligible low- and no-income patients are
enrolled in appropriate financial assistance
programs and are connected with community

resources ) s ) o
potentially eligible patients for Medicaid

» Provide certain lab services free of charge to Mercy
Heart
» Provide Mercy Heart with specialty care physicians
regularly at no charge to the clinic or its patients
» Continually explore areas for collaboration and
Mercy Heart patients can access to the care support including strengthening referral systems
they need between hospital-based care management and the
clinic and the provision of read-only right to
electronic medical records for shared patients
« Continue to provide health education opportunities
within the hospital, growing the program when
possible and appropriate

Provide funding or any other type of support to

Relevant nonprofit organizations have needed = community-based nonprofit organizations that work to
support increase access to care for vulnerable populations
through direct service
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FY26 to FY28 Implementation Strategy

Increase access to appropriate and affordable care, continued

Goal

High school, college, graduate school, and
medical students can experience aspects of the
healthcare field

Patient and caregiver experiences are
improved

Tactics/Activities/Strategies

Continue to provide health education opportunities
within the hospital through affiliations with various
training/school programs in the area, and grow
services when possible and appropriate

Support partnership with Athens Technical College
and Piedmont Walton/Newton to start a nursing
program focused on attracting students in the local
area, and further partnership with Georgia Piedmont
Technical College all aimed at increasing students
entering healthcare professions

Work with Rockdale Career Academy Provide
opportunities for shadowing, internship, externship,
volunteer, and resident opportunities

Create mini-grant program to benefit HOSA (Health
Occupations Student Associations) in local high
schools Continue to provide health education
opportunities within the hospital, growing the
program when possible and appropriate

Grow the summer Volunteen program to allow
students to explore hospital departments and deepen
their interested in the medical field

Regularly convene a Patient Family Advisory Council
comprised of patients, caregivers and staff
Regularly convene a critical care family conference
comprised of the entire care team, patients,
caregivers and appropriate family

Utilize virtual nursing to enhance patient
communication and more accurate record keeping
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FY26 to FY28 Implementation Strategy

Increase access to appropriate and affordable care, continued

Goal

Community members have access to health
resources

Low-income patients can access needed
transportation services

Low-income patients have a medical home

Community members can access needed
mental health services

Patients can communicate with their providers
in their primary language

Barriers to accessing mental health services are
reduced

Tactics/Activities/Strategies

Provide detailed and printed information to patients in
need upon discharge for needed services; review
resources and update resource list and most used
annually

Pay community transportation companies for transport of
patients to providers to access care

Create a program, for low-income patients, that utilizes
Care Management staff to work with high- risk, low-
income patients who have presented to the ED with a
condition that will need ongoing care

Continue partnerships with ViewPoint Health to provide
behavioral health assessments and Advantage Behavioral
Health to provide mental healthcare coordination

Prioritize resources for language services: allocating funds
for hiring qualified interpreters, training staff on cultural
competency, and investing in translation technologies

Partner with stakeholders to support education,
prevention, intervention, treatment services and recovery
by partnering with local non-profit mental health
providers to raise awareness for community mental
health resources to those in need
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FY26 to FY28 Implementation Strategy

Increase access to appropriate and affordable care, continued

Goal

Georgia FIVE-Star designation is maintained

Maternal and child health is supported

Tactics/Activities/Strategies

Maintain the requirements to be certified as a FIVE-star
hospital

Teach courses to new and expecting parents on specific
maternal and infant health topics; teach new parents to
properly install their car seat in their own vehicle; teach
breastfeeding courses to new and expecting parents

Reduce preventable instances of and deaths from chronic conditions, focusing on heart disease,

stroke, and diabetes

Goal

Public is alerted to risk and ways to reduce
harm from heart disease, hypertension and
stroke

A neurosciences department is established

Primary Stroke Center designation is
maintained

Tactics/Activities/Strategies

Present B.E. F.A.S.T. education and screening is to
community members; Spanish-speaking community
members will have access to B.E. F.A.S.T. education;
Stroke education is provided to local EMS and paramedics

Onboard hospital neurologists to see patients in the
hospital; open a neurology clinic for discharged stroke
patients; staff a neuroscience nurse navigator; grow a
stroke support group

Achieve all metrics required to maintain primary stroke
designation
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FY26 to FY28 Implementation Strategy

Reduce preventable instances of and deaths from chronic conditions, focusing on heart disease,

stroke, and diabetes, continued

Goal

Community members diagnosed with diabetes
can self-manage their condition

Preventable instances of diabetes are reduced

The community is educated on the risks and
prevention of heart and vascular disease, with
special focus on women, Black, and the
Hispanic/Latino communities

Tactics/Activities/Strategies

Offer a diabetes self-management education and support
class; offer a diabetes self-management education and
support class at Mercy Heart Clinic; provide inpatient
diabetes education; refer diabetics who are also smokers
to smoking cessation classes

Provide information on diabetes prevention and set up
regular screening activities for community members

» Provide outreach and education to at-risk community
members

» Provide support and outreach to existing community
efforts

o Create public service announcements with
community partners aimed at reaching at-risk
populations

« Increase community outreach to engage residents in
education and screening for cardiovascular problems

» Educate women on preventing and managing heart
disease through multimodal traditional and
complementary/alternative education; focus efforts
on African American women and uninsured women
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FY26 to FY28 Implementation Strategy

Reduce preventable instances of and deaths from chronic conditions, focusing on heart disease,
stroke, and diabetes, continued

Goal Tactics/Activities/Strategies

Offer a diabetes self-management education and support
. . . . class; offer a diabetes self-management education and
Community members diagnosed with diabetes o o )
. . support class at Mercy Heart Clinic; provide inpatient
can self-manage their condition ] . ) ]
diabetes education; refer diabetics who are also smokers

to smoking cessation classes

. . Provide information on diabetes prevention and set up
Preventable instances of diabetes are reduced ) o )
regular screening activities for community members

o Provide outreach and education to at-risk community
members
» Provide support and outreach to existing community
efforts
o ) « Create public service announcements with
The community is educated on the risks and i ) ) i
community partners aimed at reaching at-risk
populations

» Increase community outreach to engage residents in

prevention of heart and vascular disease, with
special focus on women, Black, and the

Hispanic/Latino communities . . .
panic/ education and screening for cardiovascular problems

o Educate women on preventing and managing heart
disease through multimodal traditional and
complementary/alternative education; focus efforts
on African American women and uninsured women

« Provide a 24/7 STEMI program to all regardless of
ability to pay

Patient encine heart attack ¢ » Upgrade cardiac catheterization equipment/room
atients experiencing heart attack symptoms
P g ymp « Maintain DNV heart failure center certification

have the tools to recover from a heart attack, L . e
« Maintain DNV chest pain center certification

with fewer deaths. » Begin offering pulmonary rehabilitation
» Offer cardiac rehabilitation to help heart attack

patients recover
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FY26 to FY28 Implementation Strategy

Reduce preventable instances of and deaths from chronic conditions, focusing on heart disease,

stroke, and diabetes, continued

Goal

Community members have healthier food
habits

Community members have healthier food
habits

Exercise and movement becomes part of the
community’s regular lifestyle

Tactics/Activities/Strategies

Deploy a fresh prescription program for low-income
patients in which we provide vouchers for healthy foods at
a local Farmer's Market or food bank; continue Cooking
Matters program in partnership with Willing Helpers, to
help low-income populations combat obesity and promote
healthy eating

Partner with Eat Right Atlanta to bring farmers' market
fresh fruit and vegetables to hospital for community
purchase at low cost; hold grocery shopping tours with
various specialty providers or specialty services in addition
to general healthy eating

Support Living Well Rockdale and other programs which
promote healthy, active lifestyles; encourage use of the
Path to Wellness walking trail
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FY26 to FY28 Implementation Strategy

Reduce preventable instances and deaths from cancer

Goal

Spanish speaking community members will
have access to oncology education and
prevention information in their language

Tactics/Activities/Strategies

Identify opportunities to improve/enhance delivery
methods to the Hispanic/Latino community Identify
community agencies/organizations that work with the
Hispanic/Latino community; coordinate with community
stakeholders/partners on promotional health fairs and
cultural events with a focus on education

Patients receive necessary oncology services

Ensure all navigator and other supportive staff services
are provided to coordinate access and care; coordinate
with Mercy Heart to ensure patients seen there have
access through Piedmont Oncology services

The oncology physician workforce is built and
maintained

Recruit additional medical and surgical oncologists for
practices

Cancer patients receive supportive services
through Cancer Wellness

Provide supportive services to any cancer patient,
regardless of where they receive care; services include
cancer education, nutrition workshops and cooking
demonstrations, support groups, psychological
counseling, and exercise classes, among other programs;
continually explore new opportunities to better serve
cancer patients

Fewer community members will have prostate
cancer

Educate community members at community events;
provide no-cost PSA labs to community members at
community events
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FY26 to FY28 Implementation Strategy

Reduce preventable instances and deaths from cancer, continued

Goal Tactics/Activities/Strategies

Educate community members at community events;
Fewer community members will have breast provide no-cost breast cancer screening and diagnostic
cancer services to patients who do not have insurance and meet
low-income thresholds

Continue to partner with Piedmont Pulmonology group
and their outpatient practice in the community; develop
local awareness of risks, warning signs, and early

Fewer community members will have lung detection for lung cancer and ensure access for CT scans
cancer for high-risk groups; increase early identification of
suspicious nodules and thereby early cancer detection;
coordinate with Mercy Heart to ensure patients seen
there have access to appropriate care for lung cancer

Educate community members at community events;
Fewer community members will have provide no-cost colon cancer screening and diagnostic
colorectal cancer services to patients who do not have insurance and meet
low-income thresholds

Fewer community members will have anal . .
Educate community members at community events
cancer
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FY26 to FY28 Implementation Strategy

Promote healthy behaviors to reduce preventable conditions, diseases, and addictions

Goal

Community members receive necessary health
education at community events

Tactics/Activities/Strategies

Ensure participation and support occurs for any
community-level events where there is an opportunity to
promote healthy behaviors or provide resources; ensure
appropriate staff is involved in planning or implementing
community events to further enhance the ability to
participate

Community members receive necessary health
education through PSA

Utilizing community partners, create and deploy local
public service announcements aimed at high-risk
populations and the public, in appropriate languages;
identify opportunities to use the Rockdale County TV
channel to deliver messaging; ensure all programming
and relevant materials are bilingual and are accessible to
populations with limited health literacy

Older adults with chronic conditions have the
opportunity to regularly exercise

Monitor participation through attendance logs and
gualitative surveys and interviews to continually seek out
ways to improve programming

Inpatients, outpatients, and community
members can access to evidence-based
nutrition information

Provide inpatients, outpatients, and community members
access to evidence-based nutrition information from
registered dietitian through in- hospital education and
community programs, like the Rockdale County Extension
Service and other not for profit organizations, related to
heart disease, diabetes, obesity, and oncology
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FY26 to FY28 Implementation Strategy

Promote healthy behaviors to reduce preventable conditions, diseases, and addictions, continued

Goal

Community-based partnerships are
strengthened and built to support healthy
behaviors

Tactics/Activities/Strategies

Identify key health and community stakeholders who can
represent the local community, including local
governmental agencies, the Rockdale Health Department,
the Rockdale Coalition for Children and Families and the
Conyers Housing Authority; convene stakeholders to
identify overlapping and/or related tactics to address
issues related to preventable conditions

PRH is a meaningful leader in the community
by partnering with others in combating opioid
abuse

o Support community-based programs to address
opioid abuse and addiction through partnerships and
task forces

» Promote local prescription take back day activities in
partnership with local law enforcement

» Serve as leaders in community based programs to
address opioid abuse and addiction

o Support community-based strategies to combat
opioid abuse through partnerships and taskforces

All hospital patients with opioid use disorders
are supported in receiving effective treatment
leading to recovery

» Develop relationships with community resources to
which patients can be transitioned, and make these
community resources known and available to
caregivers

» Provide access to medication-assisted treatment for
opioid use disorder

o Use Epic EMR to provide caregivers with tools to
monitor opioid use

« Uncover duplications, medication errors, and
misinformation or misunderstanding by the patient
for how to take their medications

» Offer patients way to dispose of unused medication
safely

» Track opioid prescribing by hospital and physician

» Implement Enhanced Recovery After Surgery (ERAS)

» Create support for exploring other non-opioid pain
management therapies
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FY26 to FY28 Implementation Strategy

Promote healthy behaviors to reduce preventable conditions, diseases, and addictions, continued

Goal Tactics/Activities/Strategies

o Through the multi-specialty Clinical Governance
Council, develop a program to educate physicians in
opioid prescribing utilizing specialty/procedure-

Hospital-based prescriptions for opioids and specific guidelines
related drugs are reduced and use of non- » Implement a medication historian program, where
opioid pain management strategies are utilized specially trained staff work with patients and family

to identify all the patient's home medications and
dosages, working with the patient's pharmacy for
clarifications when the patient/family are unsure

« Screen patients for substance use at clinic and
hospital visits and provide education to patients
about the impacts of substances and reducing or
quitting substance use

« Participate in the Rockdale County Opioid and
Fentanyl Overdose Taskforce

» Promote local prescription Take Back Day activities, in

o ) partnership with local law enforcement

The community is better aware of their .

« Explore a partnership with Rockdale County and the

substance abuse risks and of support for . e .

o Stepping Up Initiative to support transitional
addiction resources for those with addiction disorders

« Create and promote a Speakers Bureau offering on
opioid addiction facts and recovery resources

» Explore opportunities to partner with community
agencies and organizations to address the overdose
problem

« Distribute opioid fact sheet with National Rehab

Hotline number
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FY26 to FY28 Implementation Strategy

Promote healthy behaviors to reduce preventable conditions, diseases, and addictions, continued

Goal

Children and teens on the dangers of smoking
and vaping

Tactics/Activities/Strategies

» Utilizing evidence-based messaging, create an age-
appropriate anti-smoking and vaping presentation

« Partner with local principals to identify interest in
elementary, middle, and high schools

« Utilizing evidenced-based messaging, create an age-
appropriate anti-smoking and vaping presentation

» Provide general community awareness on tobacco’s
role in lung cancer and continually seek out
opportunities to engage those populations at highest
risk for smoking due to socioeconomic issues such as
income and education level

« Partner with local principals to identify interest in
elementary, middle, and high schools

Provide nicotine cessation support

Provide nicotine cessation support; patients receive
information and support for making a detailed,
personalized quit plan

Promote driver safety

Drivers will be evaluated in a pre-road assessment and an
on-road assessment if needed

Provide provider-patient communication

Hold quarterly lunch and learns with the Rockdale
Rockers; attend events at the Rockdale County Senior
Center
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FY22 CHNA - Implementation Strategy Progress Report

In FY23, FY24, and FY25, Piedmont Rockdale demonstrated a sustained commitment to improving community
health, expanding access to care, and promoting equity across the Rockdale community. Through hospital-
community partnerships, educational programs, charitable collaborations, and clinical innovation, Piedmont
continued to focus on meeting the needs of all residents, and particularly those who are uninsured, low-
income, or face barriers to care, all in accordance with its FY22 CHNA and subsequent implementation
strategy, which was approved by the hospital’s board of directors in FY23.

In FY22, Piedmont Rockdale’s board of directors approved the following community health needs:

Ensure affordable access to health, mental, and dental care

Reduce preventable instances of and deaths from cancer
« Promote healthy behaviors to reduce preventable chronic conditions and diseases
Reduce preventable instances of and deaths from heart disease

Progress on health priorities

Piedmont remained deeply committed to ensuring that patients served by Mercy Heart, a local not-for-profit
charitable clinic, had access to the essential care they needed. The hospital provided a range of services and
support designed to strengthen the clinic’s ability to deliver quality care to underserved individuals and
families in the community.

Throughout the past three fiscal years, Piedmont offered free laboratory services to Mercy Heart patients and
coordinated with specialty care physicians who volunteered their time and expertise at no cost to the clinic or
its patients. The collaboration also focused on improving communication and continuity of care between
hospital-based providers and the clinic. This included exploring opportunities for enhanced referral systems
and granting read-only access to Epic electronic medical records for shared patients, allowing for more
coordinated treatment and follow-up.

In addition to clinical support, Piedmont proudly supported Mercy Heart’s annual fundraiser, helping sustain
the organization’s vital role in the community. The impact of this partnership was significant. In FY23, Mercy
Heart served 1,623 patients and processed 9,508 lab tests. In FY24, 1,388 patients received care, supported by
7,905 processed lab tests, and in FY25, 1,026 patients benefited from 5,183 lab tests.

These ongoing efforts reflected Piedmont’s dedication to expanding access to compassionate, high-quality
healthcare for the uninsured and underinsured—strengthening Mercy Heart’s capacity to care for those who
needed it most.

Throughout all three fiscal years, Piedmont Rockdale Hospital maintained a strong partnership with Mercy
Heart by serving on its nonprofit board. This clinic provided essential care for community members who lacked
health insurance and could not afford medical treatment—people who might otherwise have turned to the
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FY22 CHNA - Implementation Strategy Progress Report

emergency room for help. Piedmont Rockdale’s involvement went beyond board service; many hospital staff
members generously volunteered their time and professional expertise to care for patients at the clinic. Their
ongoing participation reflected the hospital’s deep commitment to improving access to healthcare and
supporting the well-being of the most vulnerable members of the community.

Piedmont Rockdale Hospital strengthened access to care by investing in education and workforce development
for future healthcare professionals. The hospital continued its long-standing commitment to offering
educational opportunities through partnerships with local schools and training programs. In FY23, Piedmont
Rockdale staff served on the Georgia Piedmont Technical College Foundation Board, ensuring Piedmont
remained deeply engaged with local education initiatives. She was also elected chair of the Rockdale Career
Academy Board, helping guide the direction of healthcare courses. Piedmont staff regularly hosted school
tours, served as guest speakers, and sat on advisory councils to support healthcare program development.
Students from Youth Leadership Rockdale and Leadership Rockdale toured the hospital, learned CPR, and
explored healthcare careers, while staff participated in career talks at Auburn University.

In FY24, Piedmont Rockdale expanded these efforts by sponsoring scholarships at Georgia Piedmont Technical
College and working to establish a new RN training program in Covington to serve both Piedmont Rockdale and
Piedmont Newton. The hospital relaunched its college volunteer program, adding a shadowing component,
and was named Business Partner of the Year by Rockdale Career Academy. Throughout the year, students from
Rockdale County schools visited the hospital for hands-on learning experiences, while hospital leaders such as
the Chief Nursing Officer and operating room manager Edwards took on key advisory roles to support
healthcare students and programs.

By FY25, Piedmont Rockdale hosted its largest-ever class of high school work-based learning students—twenty-
five in total—who trained alongside hospital staff to gain real-world experience. The hospital also maintained
strong partnerships with local colleges and universities to host residency and training programs. Students from
Rockdale County Public Schools continued to visit the hospital for tours, recertification practices, and science
fairs. At the same time, community events such as the annual Masquerade Ball supported scholarships for
aspiring healthcare students. Through these ongoing collaborations, Piedmont Rockdale played a vital role in
building the local healthcare workforce and inspiring the next generation of medical professionals.

Piedmont Rockdale Hospital worked to develop a Patient and Family Advisory Council (PFAC) to strengthen
communication and improve the patient experience through meaningful feedback. The goal was to bring
together a group of patients, family members, caregivers, and staff to share their firsthand experiences and
offer insights on key areas of care and service quality. In FY23, the PFAC met quarterly, focusing on essential
topics such as visitation policies and how best to communicate with families when patients were placed on
specific medical protocols. These discussions helped hospital leaders better understand the needs and
perspectives of both patients and caregivers.
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By FY24, staffing changes and the unfortunate loss of two community members temporarily slowed the
group’s progress, leaving only one non-employee participant on the committee. Despite this challenge,
Piedmont remained committed to reviving the council’s collaborative spirit. In FY25, the hospital began
actively rebuilding the PFAC, with renewed outreach to community members and former participants. Plans
were underway to relaunch the council with a refreshed membership and to hold its first meeting in January
2025, reaffirming the hospital’'s commitment to patient-centered care and open communication.

Piedmont Rockdale Hospital worked to ensure that vulnerable community members had access to reliable, up-
to-date information about state and local health-related services. Each year, staff reviewed and updated
patient resource materials to make sure the information remained accurate and relevant. Patients in need
received printed packets upon discharge that included educational materials, healthy decision-making tips,
and information about community resources and next steps for continued care.

Beyond discharge, patients could access this same information anytime through MyChart, Piedmont’s free
health portal, which provided 24/7 digital access to care instructions and local service referrals. The hospital
also shared general resource information through community partners and online platforms, ensuring that
individuals who might not visit the hospital regularly—such as those served by local outreach organizations—
could still receive help.

Throughout FY23, FY24, and FY25, Piedmont Rockdale continued its weekly collaboration with the Gwinnett,
Newton, and Rockdale Health Departments to expand access to programs like WIC and other essential health
resources. This ongoing partnership played a vital role in connecting families and vulnerable residents to
services that supported their long-term health and well-being.

Piedmont Rockdale Hospital continued its commitment to improving access to care by hosting and
participating in a series of free community health events. On September 23, 2023, the hospital held a large
community health fair that offered a variety of free medical services designed to remove barriers to care and
connect residents with essential health resources.

In April 2024, Piedmont Rockdale hosted both a Hispanic Health Fair and a Senior Health Fair, expanding
outreach to two populations often at higher risk for chronic health issues and access challenges. That same
month, the hospital partnered with OrthoAtlanta to provide several no-cost sports physicals for student
athletes on April 10, 17, and 24. These events allowed young athletes to meet eligibility requirements while
learning about injury prevention and healthy performance habits.

Later in the year, members of the hospital’s wound care clinic participated in the Midtown Alliance event at
North Avenue Presbyterian Church in Atlanta on September 15, 2024. There, they provided free medical
assessments for unhoused individuals, including diabetic foot checks and wound evaluations, while joining
volunteers who offered meals, haircuts, and community support.
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tailored approach was needed. As a result, Piedmont partnered with the UNIDOS Latino Association to host a
health and wellness event specifically designed for Spanish-speaking residents. Spanish-speaking staff from
Piedmont Rockdale engaged directly with participants, offering education on heart health, stroke prevention,
diabetes management, and access to preventive care.

The first UNIDOS Latinas Health and Legal Festival, held at Piedmont Rockdale, offered free lab services and
mammograms, along with valuable information on healthy living. The event became an annual tradition. By
FY24, participation had doubled, and with improved logistics, the event was firmly established as a
cornerstone of Piedmont’s outreach to the Hispanic community. That same year, Dr. Calero was recognized by
the Latino community with the “Preferred Doctor” award for her outstanding service and commitment to
improving healthcare access for Hispanic residents.

In FY25, Piedmont introduced a new system to collect qualitative feedback from participants, allowing the
hospital to understand community needs better and continue refining its outreach strategies. Alongside these
efforts, Piedmont maintained its focus on addressing food insecurity through programs like the Eat Right
Atlanta Farmers Market, which accepted SNAP and WIC benefits, and the Empowering You referral network,
connecting patients directly to food and health resources. Through these ongoing partnerships and initiatives,
Piedmont Rockdale strengthened trust, removed cultural barriers, and created meaningful opportunities for
Hispanic and Latino residents to lead healthier lives.

Piedmont Rockdale Hospital remained committed to ensuring that women in the community—especially those
without insurance—had access to early detection and preventive care for breast cancer. Through the Kimberly
Chance Atkins Fund, the hospital provided free or reduced-cost mammograms to underserved and
underinsured women, helping to remove financial barriers to potentially lifesaving screenings. In FY24,
Piedmont hosted the annual Turkey Breast Trot fundraiser to benefit the fund and reintroduced the program to
local primary care providers to ensure more women were aware of these services.

Community outreach played a key role in increasing awareness about breast cancer prevention. Throughout
FY23, FY24, and FY25, the hospital distributed Breast Cancer Ambassador Kits across schools, churches, and
businesses to remind community members of the importance of mammograms and early detection. Piedmont
staff and leaders—along with partners like the Rotary Club, the NAACP, and UNIDOS Latinas—spoke to groups
across Rockdale County about women’s health and cancer prevention. The hospital also offered educational
sessions at community events and senior centers, where physicians shared the latest information on cancer
risks and treatment options.

In addition to screening programs, Piedmont Rockdale continued to support Kim’s Closet, which provided free
wigs, prosthetics, port pillows, and comfort items to uninsured or low-income cancer patients. Funded through
the Kimberly Chance Atkins Foundation, Kim’s Closet offered both practical and emotional support to help
patients maintain dignity and confidence during treatment.
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The hospital also advanced cancer prevention on a broader scale, increasing awareness and access to lung
cancer screenings for high-risk residents. In partnership with Piedmont Pulmonology, the hospital tracked
screening volumes, provided education to community groups such as Rotary and Rockdale Rockers, and
introduced referring providers to new bronchoscopy technologies. Virtual smoking cessation classes and
resource materials were made available to clinics, primary care offices, and local employers.

Piedmont Rockdale Hospital continued to build and strengthen partnerships throughout the community to
address health challenges, disease prevention, and addiction awareness. Hospital CEO Dr. Monica Hum served
on the board of Mercy Heart, a free community clinic providing essential care to uninsured residents. Other
staff members served on similar boards, such as the Rockdale Coalition for Children and Families. In addition,
the hospital worked closely with local law enforcement—including the Conyers Police Department and the
Rockdale County Sheriff’s Office—on addiction awareness initiatives and drug take-back programs designed to
prevent medication misuse.

Through these partnerships, Piedmont Rockdale remained deeply engaged in promoting health education at
community events. The hospital hosted Rockdale Rockers, a quarterly lunch and learn for seniors featuring
clinical speakers who covered topics such as heart health, diabetes management, and preventive care.
Attendance continued to grow following its post-COVID relaunch.

Education and communication remained central to Piedmont Rockdale’s outreach efforts. The hospital worked
with community partners to create public service announcements promoting healthy behaviors and reducing
preventable conditions. Health materials were translated into Spanish each quarter, and bilingual
“ambassadors” were enlisted to share culturally relevant messages and encourage community members to
adopt healthier habits.

Piedmont Rockdale also prioritized responsible opioid use and addiction prevention. Physicians increasingly
utilize the Epic electronic medical record system to monitor prescriptions. At the same time, pharmacists led
community education sessions for seniors, new parents, and Baby Fair participants on medication safety,
proper disposal, and secure storage. Hospital clinicians volunteered regularly at senior centers through the
Healthy Speaker Series, discussing medication safety, fall prevention, and advance directives.

To further combat opioid abuse, the hospital promoted awareness of local medication disposal locations
through biannual newspaper campaigns and participated in National Drug Take Back Days in partnership with
law enforcement. Staff also supported the Stepping Up Initiative and the Grit and Grace Foundation, both of
which help individuals in recovery from substance use disorders.

Throughout this work, Piedmont Rockdale reinforced its leadership role in community health—connecting
healthcare providers, local agencies, and residents in a shared mission to promote healthy living, prevent
disease, and support recovery for those struggling with addiction.
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Appendices

Appendix one: About the report author

Public Goods Group (PGG) is a mission-driven consulting company that develops sustainable solutions,
enabling health systems and companies to work more effectively with their communities. The group provides
services related to community assessments, health equity, and returns in advancement through programs for
underserved populations. Their clients include hospitals, health systems, think tanks, governments, and
private corporations. PGG works primarily in North America.

PGG has extensive experience in community benefits and the federal regulations that govern them, with its
CEO having served on the working committee to establish the components of the Patient Protection and
Affordable Care Act that regard not-for-profit hospitals. PGG has authored more than 70 CHNAs in various
markets and has worked on numerous related projects, including creating a nationally recognized model for
best practices in conducting a CHNA through a health equity lens in partnership with the national consumer
advocacy group Community Catalyst.

Appendix two: Federal Poverty Levels

Data on the poverty threshold is created by the US Census Bureau, which uses pre-tax income as a yardstick to
measure poverty. U.S. Health and Human Services then uses the statistical report on the poverty threshold to
determine the federal poverty level (FPL). Below are the rates for 2025.

Family size 100% 150% 200% 300% 400%
1 $15,650 $23,475 $31,300 $46,950 $62,600
2 $21,150 $31,725 $42,300 $63,450 $84,600
3 $26,650 $39,975 $53,300 $79,950 $106,600
4 $32,150 $48,225 $64,300 $96,450 $128,600
5 $37,650 $56,475 $75,300 $112,950 $150,600
6 $43,150 $64,725 $86,300 $129,450 $172,600
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