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Executive summary
Purpose

This community assessment is a collaborative effort, with the goal of creating a founda-
tion of shared knowledge about the community in Clatsop County. Its impetus stems from four
major, and related, statewide efforts:

Increased emphasis on early childhood and early learning;

Health transformation in Oregon;

Accreditation of local health departments; and

Connecting The Dots; a local framework to guide social/human services.

PwnNPE

In addition to providing general information to county officials, organizations, and citizens, this
assessment will inform all four efforts, and enable them to coordinate their efforts to improve
well-being for all Clatsop County residents.

Clatsop County

The place, people, economy, and government of Clatsop County are the context for individual
and community health and well-being. While individual level health, healthcare, health behav-
ior and social services make important contributions to the county’s status, these contextual
factors also contribute tremendously to the health and well-being of its residents. Many of the
factors underlying well-being in Clatsop County, including the recent economic downturn, mir-
ror trends in Oregon and the United States.

Three areas in particular are likely to have a profound effect on the health and well-being of the
county and its residents. First, Clatsop County is aging: the county has lower birth rates com-
pared to Oregon as a whole, and a greater portion of its population is over 65. This will drive
demand for both healthcare and social services. Second, while high school diploma rates are
slightly above that of Oregon as a whole, the proportion of citizens with bachelors’ degrees is
substantially lower. In an era of technologically oriented employment, this may limit the ability
of residents to achieve career and financial goals, and for the county to attract businesses which
rely on a more highly educated workforce. Current initiatives, such as the governor’s emphasis
on early learning, support goals leading to success in workforce development. Third, while wag-
es and median household income are somewhat lower in Clatsop County compared to Oregon,
unemployment and poverty rates in Clatsop County have been below that for the state, suggest-
ing that the county is weathering the current economic downturn at least as well as others.

People

Many county residents almost never have unhealthy days, but a small number of residents
spend most or all of their days with significant health challenges. Clatsop County, like the state
and the nation, face an aging population with increased prevalence of chronic conditions, which
in turn has substantial impact on quality of life, need for community support systems, and de-
mand for healthcare. Not surprisingly, Clatsop County residents have higher rates of chronic
disease—arthritis, cancer, high blood pressure—typically associated with age, individual and
social behavior, and the built environment. For instance, diabetes rates in the county and state
have roughly doubled since 1995, and represent a substantial current and future burden on




quality of life and healthcare utilization in Clatsop County, as diabetes contributes substantially
to the onset and severity of other chronic conditions, particularly heart disease.

These larger trends are reflected in causes of death in Clatsop County, which are dominated by
natural causes and unintentional injuries, and have remained stable in the recent past. Most
deaths are associated with chronic disease, in common with the state and the nation. There are
several areas of note, however:

1. Clatsop County appears not to have seen a substantial rise in suicide during the recent
and ongoing economic down cycle, a phenomenon that has been speculated about dur-
ing the current recession; deaths due to violence and injury are rare;

2. Clatsop County residents are more likely to die from drug-induced deaths compared to
Oregon residents on the whole, and since these deaths generally occur at younger ages
compared to other causes it represents an important cause of pre-mature death;

3. Though difficult to tease apart, tobacco related deaths in the county are important but
roughly the same rate as the state;

4. Infant mortality, though always traumatic to individual families, is rare;

5. Unintentional injury deaths (i.e. accidents) are have become rare, likely reflecting chang-
ing patterns of employment and increased safety standards.

Rates of chronic disease, with few exceptions, are lower in children than in adults—most chronic
diseases become common only in middle age and later. Chronic conditions in childhood, how-
ever, are a concern for two major reasons: first, if they cannot be cured, it commits both the
individual and community to care for that person for a lifetime rather than one or two decades
of later life; second, chronic disease in young residents may be a marker for larger behavioral,
social, and environmental challenges. For instance, the national increase in body weight certain-
ly contributes to much of the chronic disease in the county, particularly for diabetes, heart dis-
ease, and some cancers. Trends in both Oregon and the US over the past three decades show
that childhood obesity has gone from a very rare condition to one that affects a large and grow-
ing proportion of school aged children in the county and the state. Childhood overweight and
obesity, while associated with chronic conditions in childhood, is strongly associated with over-
weight and obesity in adulthood. As both conditions become more common at early ages, the
chronic conditions associated with them also become more common at early ages, with sub-
stantial implications for decreased quality of life, increased disability, and increased use of
healthcare resources and other support systems.

Rates of current and future chronic disease are tied closely to behavior and the environment.
While dietary patterns in Clatsop County are not markedly better or worse than those of the
state as a whole, changes in dietary patterns in the county could make a substantial long term
contribution to well-being and health, primarily through reduction in rates and later onset of
chronic disease. Physical activity levels among county adults mirror those of the state, with
about half the population achieving recommended levels. Clatsop County youth, while having
considerable room for improvement, report greater rates of physical activity than their Oregon
peers. If these rates are improved upon, not only will individual health be enhanced, but com-
munity norms around increased activity will be enhanced. Tobacco use in Clatsop County is
above that for Oregon as a whole among adults, children, and expectant mothers. Since smoking
during teen years is associated with adult smoking, high rates of smoking uptake in high school
will lead to high rates among adults, resulting either in continued high rates of smoking related
illness, or substantial resource requirements for cessation programs. Tobacco use in the county
represents a substantial challenge, but also an opportunity to make substantial improvements in
health and well-being.




Among youth and young adults, poor mental health can be a substantial barrier to achieving
academic and economic success. Clatsop County’s rates of psychological distress and depres-
sion mirror those of the state, but at nearly 10% for both adults and children constitute an im-
portant burden both on individuals and the community. Though based on small numbers, self-
harm and attempted self-harm has fluctuated over recent years, and trends in future years
should be monitored closely.

Addictions are closely tied to mental health, crime, and family well-being, as well as to physical
health. Tobacco use is greater in Clatsop County than in Oregon as a whole. Recent data suggest
Clatsop County residents consume alcohol at rates close to those of Oregon as a whole, but that
county men may be more likely to be binge or heavy drinkers. Alcohol is also the most com-
monly used substance among county youths, at rates somewhat above the Oregon average; be-
cause teenage drinkers are more likely to develop addiction than those who start later, this is a
matter for concern. Youths in Clatsop County are more likely to abuse both marijuana and pre-
scription drugs, compared to their Oregon counterparts (figure 10). This elevated rate in the
county for 11% graders has been consistent since at least 2002. In Clatsop County, alcohol and
drug use is higher among pregnant women receiving care through county agencies, and has ris-
en somewhat recently, though trends are not yet clear. Gambling is no more common in the
county than in the rest of Oregon; gambling is common among county youth, and for a minority
gambling may already be a problem.

Crime is not often considered in “traditional” community assessments, but it has a substantial
impact on both individual and collective quality of life, social and economic standing of individu-
als and communities, direct and indirect impact on health, and attractiveness to businesses and
organizations seeking to relocate or start up. Crime rates overall have been dropping in the
county, as they have across the state and nation.

Family

Families set the stage for growth and success in childhood and for economic and social well-
being in adulthood. Negative influences, such as child abuse or hunger and food insecurity, may
set children up for academic challenges, problematic social behavior, or criminal activity.
Whether due to actual increases or reporting changes, Clatsop County has consistently reported
substantially more domestic disturbances per person than the state as a whole, and rates of
threatened child harm have generally been rising, though rates of child abuse and neglect have
remained fairly stable. Family well-being is influenced by economic conditions. Poverty levels in
Clatsop County have also risen during the current economic downturn, as they have across the
state. For a small but important group of county residents, homelessness is a challenge, usually
resulting from inability to afford housing; 35% of homeless were children.

Juvenile crime is not evenly distributed around the county, and is likely strongly tied to a num-
ber of risk factors, including substance use. Juvenile arrests in both Clatsop County and Oregon
follow the overall crime rates, with general reduction in juvenile arrests over the past couple of
decades. The drop in juvenile arrests may represent primary prevention of crime by juveniles,
or success at preventing repeat crimes by first offenders; by diverting the vast majority of youth-
ful offenders, the county realized substantial cost savings and provided offending youths the
opportunity to remain in the community. The drop in crime and juvenile arrests, while parallel-
ing larger trends, remains an opportunity for the county to consolidate gains and assure re-
sources are in place to prevent an uptick.




Environment

Individual factors, including behavior, are strongly associated with health and well-being. These
individual factors, however, are embedded in an environmental context. For Clatsop County,
the environmental context includes institutions and social organizations, the built environment,
and the natural environment. Environmental influences can both promote health and well-
being, or discourage them.

Healthcare. Clatsop County has fewer physicians and mental health providers per person com-
pared to Oregon as a whole, but are equivalent in dentists per person. Most healthcare provid-
ers are in major population centers on the coast; for rural residents, the location of services and
low clinician numbers certainly translates into reduced access to care. There are many potential
indicators of adult healthcare adequacy. Two commonly used metrics available at both the
county and state level, which have implications for early disease detection and secondary pre-
vention of downstream complications, are diabetes testing (fasting glucose tests) and mammog-
raphy for women. Indicators of healthcare access for adults are similar to those for the state as
a whole, though access to early prenatal care has dropped with the current economic downturn.
Access to dental care is viewed as a challenge in Clatsop County, as it is in many areas of Oregon.
Specific data on dental care access in children is sparse. Mental healthcare is fragmented and
poorly documented in Clatsop County.

Education has a profound impact both on immediate health and well-being, and on long term
life outcomes, including social, economic, and physical well-being. Early learning may play an
important role in setting children up for later academic success. Falling dropout rates in Clatsop
County schools mirror a state trend over the past two decades. Measures of academic proficien-
cy, which indicate to some extent school climate, suggest that Clatsop County is consistent with
state rates, both for 2011 and the most recent 5 years, but with considerable room for im-
provement. The relatively lower proportion of residents with four year college degrees may re-
flect lack of educational opportunities, or may be the result of residents either leaving to obtain
degrees, or leaving after obtaining degrees for occupational opportunities.

In the most recent county health rankings, Clatsop County was ranked 12™in Oregon, compared
to all other counties, in access to recreational facilities, suggesting that Clatsop County residents
have greater than average access to recreational facilities. There are fewer fast food outlets in
the county compared to Oregon as a whole, and only 2% of residents are classified as having
limited access to healthy foods; there are more liquor outlets per person than the Oregon aver-
age, however. Oral health contributes to disability and chronic diseases in adults, and learning
outcomes in children. Only 19% of residents were without fluoridated water, although those
without tended also to be in areas with limited geographic access to dental care.

In general, Clatsop County’s natural attributes—clean air, open spaces—promote activity and
health, though precipitation and overcast may dampen activity to some extent. That same
coastal environment also represents the greatest potential for sudden massive public health
threats, due to earthquakes and associated tsunamis. Ongoing efforts to mitigate the effects
from such events are warranted.

Opportunities and the road ahead

Health and well-being result from many different influences, often acting over the entire
lifespan. In Clatsop County, the early indicators of future health status—children in poverty,




diet and activity in school-aged children, youth tobacco and substance use—may have immedi-
ate impact on health, early learning, and educational success, but will also influence the health
status of the county and its residents for decades to come. Likewise, early educational successes
may improve crime rates years later. This complicates identifying areas for action—it is a major
limitation of the current data available for assessment that they are not linked across topics and
over time. On the other hand, it also means there are also likely to be many points at which ac-
tion can be effective: Early intervention can break the pattern of accumulating risk across the
lifespan, and collective effort to change the environment can enable individuals to make choices
which promote health, well-being, and success. The current emphasis on alignment of family
and youth services, identification of high risk children, and using program impact measures to
tailor early childhood programs, is a good example of environmental and policy change which
will lead to improved outcomes over time.

This report has identified potential areas for increased focus in health and disability, chronic dis-
ease control, substance use, crime, education, income and housing, healthcare, and the envi-
ronment. These findings will be helpful to the extent they inform ongoing county efforts to co-
ordinate services, improve healthcare access, and monitor the health and well-being of Clatsop
County.




Introduction: Why this report, why now?

The Clatsop Community Assessment is the collection and analysis of information on the charac-
teristics, trends, and needs of children and families in the county. It also details the resources
available within the community. Our community assessment is focused on identifying issues and
trends having the greatest impact on children and families. The assessment sought information
and details that cover the entire county area.

The purpose of conducting this community assessment is to create a foundation of shared
knowledge about the community in Clatsop County. This shared knowledge will help to guide
the decision making process around program design and service provision. The community as-
sessment will be used to reveal trends from internal and external data, support advocacy ef-
forts, identify current and potential community partners, and act as a big picture tool for moni-
toring and evaluation of current efforts to improve the well-being of children and families. This
report builds upon, and complements, several previous assessments done in Clatsop County:

e 2008 Children’s Health Insurance Program
e 2009 Healthy Communities Assessment
e 2010-11 CHANGE Tool Assessment

e 2011 Community Health Assessments per Providence Seaside Hospital and Columbia
Memorial Hospital

The intent of this report is to provide a broader overview of the county, and to integrate to the
extent possible the major influences on county health, early education, and well-being. This re-
port is intended primarily for Clatsop County citizens, planners, organizations, and leaders, and
focuses on themes and topics important to the county. Whenever possible, the report has used
metrics identical to those of the state, for comparison and for consistency with state assessment
efforts.

Four major external efforts make this the right time for this assessment

5. Major statewide emphasis on early childhood: as part of the Governor’s emphasis on
education and early childhood, substantial reorganization has taken place at the state
level, with implications for local government organization and service delivery, particu-
larly in education and juvenile crime; detailed community level data will help to assure
that programs are correctly targeted.

6. Health transformation in Oregon: major changes in disease prevention and healthcare
are underway at the state and local level; the demands to reduce cost, improve care,
expand access, and enhance population health demand comprehensive knowledge not
only of the health and well-being of county residents, but the behavioral, social, and en-
vironmental influences on health and well-being.

7. Accreditation of local health departments: counties are preparing to document that
their local health departments implement best practices and improve community
health, through accreditation of their local health departments; the first step in accredi-
tation through the Public Health Accreditation Board is a comprehensive community as-
sessment.

8. To inform Connecting The Dots; a local consortium of diverse community agencies and
stakeholders who will provide a framework to guide and improve the current social




service delivery system through collaboration,, and assessment, resource develop-
ment.

This assessment will inform all four efforts, and enable them to coordinate their efforts to im-
prove well-being for all Clatsop County residents.




Clatsop County
The place

Clatsop County, in northwest Oregon, is bor-
dered on the north by the Columbia River and
on the west by the Pacific Ocean. To the east
Clatsop County is bounded by Columbia County
and to the south by Tillamook County. The
county has a total area of 1,085 square miles,
of which 827 (76.26%) is land and 258 (23.74%)
is water.

The distinguishing features of the coastal terrain include a
coastal plain of varying width, coastal valleys, and the Coast
Range. The Clatsop County climate is characterized by wet

In Astoria the average
winter cloud cover is

winters, relatively dry summers, and mild temperatures over 80 percent. In the
throughout the year, with heavy precipitation and strong Pa- summer cloud cover only
cific storms in the winter. drops about 15 percent.

There are five incorporated cities within the county (Astoria, Cannon Beach, Gearhart, Seaside,
and Warrenton), all of which are located along the coastal edge of the county. The county seat is
Astoria and most of the county offices and services are located there as well. The county is
served by three major surface transportation routes:

e US 26, connecting to Portland through the county
interior

e US 30, connecting to Portland along the Columbia
River

e US 101, running north-south along the coast

A single rail line connects Astoria with Portland, but is cur-
rently inactive.

The people

Clatsop County, created in 1844, was named for the Clatsop tribe, one of the many Chinook
tribes which lived along the coast prior to the arrival of European settlers. Explorers Lewis and
Clark ended their journey to the Pacific Ocean at the mouth of the Columbia River in 1805,
building Fort Clatsop to protect them from the rough winter weather. Astoria, Oregon's oldest
city was founded in 1811, and Seaside was founded in the early 1870s.

The population of Clatsop County differs in important ways from the state of Oregon. Oregon
Vital Statistics data from 2009 show that the birth rate in Clatsop County (10.5 per 1000) is sub-
stantially lower than the rate for Oregon as a whole (12.3/1000), a finding that has held for the
past decade. Partly as a result, Clatsop County has smaller proportions of its population under
age 5 and under age 18, and a greater proportion over 65 years, compared to the state (see ta-
ble below). In addition, the county has not grown in population at the same rate as the state
over the past decade. The changing demography has important implications for services and
county resources. As the population ages, demand for healthcare services and social services
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related to aging will rise, along with chronic health conditions and the need to manage them. At
the other end, historical per student funding for education will decrease, as school districts ex-
perience declining enrollments; other services which are similarly funded will experience shifting
resources. Ultimately, fewer employed workers will be called upon to support an increasing
group of older adults.

Table 1. Demographic characteristics, Clatsop County and Oregon

Demography Clatsop Oregon
Population, 2011 37,153 3,871,859
Population, % change, 2000-2010 +4.0 +12.0
Population by age, 2010, %

Under 5 5.5 6.1
Under 18 20.2 22.3
65 and older 17.2 14.3
Female, percent, 2010 50.4 50.5
Population by race/ethnicity, %
White 93.7 88.6
Black 0.7 2.0
American Indian/Alaska Native 1.3 1.8
Asian 1.4 3.9
Hawaiian/Pacific Islander 0.3 0.4
Multiple 2.7 3.4
Hispanic 7.8 12.0
Language other than English at 7.8 14.3
home, %

Clatsop County is less racially and ethnically diverse than the state overall, and much less so
than the nearby Portland metropolitan area (see table 1). In every category of race/ethnicity,
Clatsop County is less diverse than Oregon. Clatsop County has a rapidly growing Hispanic popu-
lation, however, and it is likely that the originally published figures for 2010 were an under-

counting of the Hispanic popula- Table 2. Household characteristics, Clatsop County and Oregon

tion, and that it has grown since Housing Clatsop Oregon

2010 at rates. greater than for oth- Living in same house >1 year 79.2% 81.5%
er race/ethnicity groups. 5006-2010

- . H hi te, 2006-2010 62.0% 63.8%

The majority of county residents omeownership rate > >

Housing units in multi-unit struc- 22.7% 23.3%

live along the Pacific coast or Co-
lumbia River, in or near one of the | tures, percent, 2006-2010

five incorporated cities. Overall, Median value of owner-occupied $253,100 $252,600
household composition and living housing units, 2006-2010
arrangements are similar to those Persons per household, 2006-2010 2.18 2.45

of the state as a whole, with fairly
stable homes for the majority of residents, and housing values near the state average.

Clatsop County residents are only slightly more likely than all Oregon residents to have a high
school diploma, but are less likely to have achieved a bachelor’s degree or greater post-
secondary education (see table 3).
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Table 3. Educational attainment, Clatsop County and Oregon

Education Clatsop Oregon
% over age 25 with HS diploma 91.1% 88.6%
% over 25 with at least bachelor’s 21.6% 28.6%
degree

These figures may represent lower likelihood of Clatsop County’s younger residents to go on to
post-secondary education, or greater likelihood of residents with post-secondary education to
migrate away from the county. Regardless, the disparity in post-secondary education has im-
portant implications for supporting the broadest range of economic opportunities for Clatsop
County residents; the ability to attract and retain businesses and employees is tied to the educa-
tion and educational opportunities of communities.

The 2011 Clatsop County Data Book reported a drop-out rate in Clatsop County secondary
schools of 4.9 percent, compared to Oregon’s statewide average of 3.4 percent. The highest
dropout rates were in the three districts with the largest enrollments: Astoria, Seaside, and War-
renton-Hammond. This elevated dropout rate is cause for concern in its own right, but also be-
cause dropout is associated with poorer social, economic, and health outcomes.

The economy

The abundance of natural resources and prime position along the Columbia River allowed
Clatsop County to develop as both a resource- and transport-intensive economy, with traditional
industry focused on logging, agriculture, and fishing. While these industries remain, their rela-
tive importance has lessened, and substantial proportions of residents are engaged in tourism
and service occupations. Like other northwest coastal resource-based communities, Clatsop
County is working to diversify its economy to offset the loss of family-wage jobs in the timber
and fishing industries. Today major employers include Georgia Pacific, Columbia Memorial Hos-
pital, Providence Seaside Hospital, Management Training Corporation, State of Oregon, U.S.
Coast Guard, Fred Meyer, Safeway, Steve Martin Management (visitor accommodations),
Clatsop County government, and the Astoria School District.

Using 2010 data from the Oregon Employment Department, Clatsop County’s civilian labor force
was 21,127, at which time 19,141 persons were employed. Per capita income in the county was
comparable to the state, though household income was somewhat lower in Clatsop County
compared to the state as a whole (see table 4).

Table 4. Household characteristics, Clatsop County and Oregon

Income Clatsop Oregon
Per capita income, 2006-10 $25,347 $26,171
Median household income, 2006- $42,223 $49,260
2010
Proportion of residents below 12.8 14.0
poverty, 2006-2010




The proportion of county residents living in poverty was slightly below that for the state.
Clatsop County’s unemployment rate is one of the lowest in the state. The 2010 annual average
unemployment rate in Clatsop County was 9.4%, below Oregon’s 10.8%. The current (February
2012) county unemployment rate is 7.5%, compared to the Portland metro area at 8.1% and the
state 8.8%. Mean wages tend to be lower in Clatsop County than in the Portland metropolitan
area, for similar work, though this disparity does not take into account differences in cost of liv-
ing between the county and the metro area.

The government

Clatsop County is governed by a Board of Commissioners. County commissioners are elected by
geographic districts to four-year terms. There are five commissioners representing the five dis-
tricts in the county: District 1 includes western Astoria as well as Warrenton and Hammond; Dis-
trict 2 includes the south of Warrenton to the center of Seaside and the city of Gearhart; District
3 includes central Astoria as well as Miles Crossing, Jeffers Garden, Fort Clatsop, Lewis and Clark,
Young's River, Olney, Green Mountain and part of Walluski; District 4 includes the eastern por-
tion of Astoria to the eastern border of the county, including Svensen, Knappa and Westport;
District 5 includes the southern portion of Clatsop County including Cannon Beach, Arch Cape,
Elsie, Jewell and Hamlet and portions of Seaside.

The Board hires the County Manager to carry out its policies and oversee the day-to-day opera-
tions of the county government. Commissioners serve on county-related committees, and most
relevant to this document, serve as the County Board of Health, and oversee the Commission on
Children and Families. Clatsop County is one of nine home-rule charter counties in Oregon.
Home rule charters are county rule books, much like constitutions, that allow local citizens to
craft their own laws rather than relying on state statutes.

It is in this context of the place, people, economy, and government that the health and well-
being of the county is set. While individual level health, healthcare, health behavior and social
services make important contributions to the county’s status, these contextual factors also con-
tribute tremendously to the health and well-being of its residents. What follows is an account-
ing of the health and well-being of Clatsop County’s residents, and the behavioral, social, and
environmental factors which contribute to health and well-being in the county.




Health and well-being: People

Mortality—death—is only one measure of health, and probably not the best one in Clatsop
county. Health and well-being go beyond living and length of life, and include both objective
measures of health status, such
as disease states or injuries,
and subjective measures, such
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as perceived physical and men- 14

tal health. Both are important

and related, yet distinct. This 12

section attempts to summarize

health and well-being in the 10

county, with a particular em- m Clatsop
phasis on health conditions that 8

affect our youngest residents, ® Oregon
children. The information pre- 6

sented here are indicators of 4

health and well-being,

measures that are viewed as 2

important markers for the

overall health and wellbeing of 0

county residents, but don’t by 2010 2011 2012

themselves constitute a com-

prehensive accounting of eV(.ery Figure 1. Percentage of adults reporting fair or poor health, 2010-
aspect of health and well-being 2012, Clatsop County and Oregon
in the county.

General health and disability

The proportion of adults reporting fair or poor health, a strong predictor of mortality and poor
health status, has remained largely stable in recent years, and is comparable to the rates for Or-
egon as a whole. At the county level, trends are difficult to detect, as rates can fluctuate year to

year based on statistical varia- 4
tion—for example, the esti-
mate for 2010 is 12%, but sta-
tistical variation given the 3
small sample size suggests
ranges from 10-16%. Never- 2
theless, perceived health in | Clatsop
Clatsop County is similar to 1 = Oregon
that of the state as a whole,
and has not fluctuated appre-
ciably in recent years. 0
2010 2011 2012

Broad measures of disability
paint a similar picture. Clatsop Figure 2. Self-reported physically unhealthy days in past month

County residents, on average, report approximately 4 days per month when they are physically
unhealthy (figure 2). These rates are stable and consistent with Oregon rates in the recent past.

14



The pattern is similar for 4
mental health. Clatsop
County residents, on av-
erage, report approxi-
mately 3 days per month  Clatsop
when they are mentally 2 -
unhealthy (figure 3).
These rates have also 1
been relatively stable and
consistent with Oregon
rates in the recent past.
Together, these indicators

suggest that while there are  fjgre 3. Self-reported mentally unhealthy days in past month
substantial physical and

H Oregon

2010 2011 2012

mental health challenges among Clatsop County residents,

their rates have not changed in the recent past, and are Many county residents
similar to those for the state as a whole. It is important to almost never have
remember, however, that mental and physical disability are unhealthy days, but a

not evenly spread in the population—the average unhealthy small number of residents
days reported here reflect the many county residents who spend most or all of their
almost never have unhealthy days, combined with the days with significant
smaller number of residents for whom many or most days health challenges

are unhealthy.

Disability, defined as difficulty
with self-care or independent |16
living, has substantial impact
across the entire community,
from individual well-being to ® Clatsop
employability and income, to 12
family caregiving and social

14

B State

services demand, to 10
healthcare utilization. Disa-

bility is generally slightly 8
more prevalent in Clatsop

County than the state, both 6
among adults under and over

age 65. (Figure 4) In addition 4
to the human and social cost 5 |
of disability, higher levels of
disability have county-wide 0 -

productivity impacts.

Self-care  Independence  Self-care  Independence
(18-65) (18-65) (65+) (65+)

Many citizens with develop-

mental disabilities depend on  Figure 4. Percentage with difficulty in self-care and independent liv-
family, private, and public ing, Clatsop County and Oregon, 2008-10, by age group.

resources to lead productive
and meaningful lives. The number of people in Clatsop County with documented developmental
disability has remained fairly constant over the past few years.
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Adult chronic conditions
200

The vast majority of deaths in

©
Clatsop County, as in Oregon and | 130 1 ?-).

the US, stem from chronic nonin- P

fectious diseases such as heart 100 1 <

disease, diabetes, and cancer. 50 -

For the most part, these chronic

conditions are strongly associat- 0 - : : :

ed with increased age and with 2006 2007 2008 2009 2010 2011

individual and social behavior, Figure 5. Number of people with developmental disabilities,
and with the built environment.  2006-11.

For instance, the various cardio-

vascular and metabolic conditions are strongly related to dietary patterns and physical activity,
while cardiovascular diseases and many cancers are related to tobacco use. Clatsop County’s
chronic disease rates are similar to Oregon’s for many conditions (table 1), and historical trends
in chronic disease rates are likely similar as well.

Table 2. Prevalence of adult chronic disease, Clatsop County and Oregon

Condition Clatsop County Oregon Period
Arthritis 39.1% 25.8% 2006-09
Asthma 10.0% 9.9% 2004-07
Cancer 480.2* 464.6* 2005-09
Diabetes 9% 8% 2012
7.1% 6.8% 2006-09
Heart attack 3.9% 3.3% 2006-09
Stroke 2.8% 2.3% 2006-09
High blood pressure 33.9% 25.8% 2006-09
High cholesterol 28.3% 33.0% 2006-09
Obesity 24.8% 24.1% 2004-07

*Rate per 100,000

Diabetes is very likely to have risen substantially in Clatsop County over the past two decades.
As recently as 1995, the Oregon rate was 4%, half of what it is today; risk factors for diabetes
have changed across the entire US during that period, so it is reasonable to expect that diabetes
has roughly doubled in Clatsop County during that period, as well. This increase represents a
substantial current and future burden on quality of life and healthcare utilization in Clatsop
County, as diabetes contributes substantially to the onset and severity of other chronic condi-
tions, particularly heart disease.
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Clatsop County Chronic Conditions

County Prevalence Rate as Percent of Statewide Prevalence Rate

Chemical Dependency
Depression

Schizophrenia

Attention Deficit Disorder
Post-Tramatic Stress Disorder
Borderline Personality Disorder
Dementia

Alzheimers

Autism

Bipolar Disorder

Anorexia

Diabetes

Congestive Heart Failure
Chronic Ischemic Heart Disease
Asthma

Emphysema

Chronic Bronchitis

End-Stage Renal Disease
Hepatitis C

HIV_AIDS

Owarian Cancer

Lung Cancer

Breast Cancer

Prostate Cancer

Colore ctal Cancer

% 0% 403 60% BO% 100% 120% 140% 160% 180% 200%

Among of the Oregon Health Plan members, Clatsop County OHP members seem more likely
than their Oregon counterparts to be suffering from diseases common among older adults:
prostate cancer, renal disease, heart failure, diabetes, and dementias (above). This may reflect
the overall older age among Clatsop County residents.

Obesity is also roughly as prevalent in Clatsop County as in Oregon (see map below), but again
these figures mask a state- and nation-wide upward trend in obesity over the past few decades.
In 1990, approximately 11% of Oregonians were obese. In 2009, the figure was 26.6%, with little
indication of slowing. Overall, approximately 60% of Oregonians were overweight or obese in
2009. The increase in body weight certainly con-

tributes to much of the chronic disease in the —
county, particularly for diabetes, heart disease, o
and some cancers. —

Clatsop County differs substantially from Oregon
state rates for arthritis. Arthritis risk is increased
by age, family history, sedentary lifestyle, over-
weight, joint injuries, infections, and trauma (oc-
cupational or recreational injuries), but there are
no identifiable reasons for Clatsop County to be
higher than the state average. The 2011 “Oregon
Arthritis Report” speculated that higher rates in
Clatsop and Douglas Counties might be due to
greater prevalence of employment in forest
products industry, and work- related trauma; while the highest rates in Oregon are focused on
heavily rural counties, there is no strong evidence to support this claim.

17



Cancer rates are somewhat elevated in Clatsop County compared to Oregon as a whole, but the
magnitude of the difference is not large and may not be consistent in the future. For instance,
the most recent cancer surveillance rates identified Clatsop County as substantially higher than
Oregon as a whole in cancers of the colon and rectum: 51.6/100,000 for the county vs.
42.7/100,000 for Oregon as a whole, during 2005-09. While this is cause for concern, the esti-
mate for Clatsop County was based on 25 cases, and the margin of error was wide enough to
make drawing firm conclusions impossible. Without robust cancer site-specific information at
the county level, it is difficult to determine whether rates for specific types of cancer are higher
in Clatsop County, or whether the apparent increased rates may be due to differences in detec-
tion or other factors not related to actual cancer development.

Overall, adult chronic disease rates in Clatsop County mirror those of the state, and are likely
due to the same behavioral and environmental influences, listed later in this report. Clatsop
County, like the state and the nation, face an ageing population with increased prevalence of
chronic conditions, with substantial impact on quality of life, need for community support sys-
tems, and demand for healthcare.

Childhood chronic conditions

Rates of chronic disease, with few exceptions, are lower in children than in adults—most chronic
diseases become common only in middle age and later. Chronic conditions in childhood, how-
ever, are a concern for two major reasons:

1. if they cannot be cured, it commits both the individual and community to care for that
person for a lifetime rather than one or two decades of later life, and

2. chronic disease in young residents may be a marker for larger behavioral, social, and en-
vironmental challenges.

Childhood asthma is rarely fatal, but has substantial quality of life and healthcare resource im-
plications. Asthma can be well controlled with appropriate primary care, and conversely can

lead to repeated and expensive emergency department visits when poorly controlled. Triggers
for asthma include both behavioral (e.g.

activity) and environmental factors (poor Condition Clatsop County Oregon

housing, air pollution, including tobacco ASthT]a

smoke) and other health conditions (e.g. 8 thgrade 12.3% 11.1%

colds, influenza). Rates of childhood asth- 11 ‘grade 9.5% 11.2%

ma are similar in Clatsop County and Ore- Over\t/:elght

gon; both rates represent a sizeable pro- 8" grade 14.4% 15.2%

portion of the population, considering the 11" grade 14.5% 14.2%

burden of asthma on children, their fami- Obesity

lies, schools, healthcare resources, and the 8" grade 10.1% 10.7%

county. 11" grade 15.4% 11.3%
Table 5. Chronic conditions in youth, Clatsop County
and Oregon.

Overweight and obesity trends in children mirror those in adults, and are similar to those of Or-
egon as a whole (table 5). While long-term historical information at the county level is not
available, trends in both Oregon and the US over the past three decades show that childhood
obesity has gone from a very rare condition to one that affects a large and growing proportion
of school aged children in the county and the state. Childhood overweight and obesity, while
associated with chronic conditions in childhood, is strongly associated with overweight and obe-
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sity in adulthood. As both conditions become more common at early ages, the chronic condi-
tions associated with them also become more common at early ages, with substantial implica-
tions for decreased quality of life, increased disability, and increased use of healthcare resources

and other support systems.

Perinatal conditions: Low birth weight

Low birth weight is

a risk factor for fu- 8

ture health and de-
velopmental chal-

lenges, and may be
a marker for poor 4

VARG

maternal health,
health habits, or

== Clatsop

environment.

== Oregon

2000 01 02 03 04 05 06 07 08 09
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Figure 6. Percentage of low birth weight babies, Clatsop County and Oregon.

Rates of low birth weight have been stable at both the county and state level over the past dec-
ade (figure 6). As with infant mortality, year-on-year fluctuations at the county level are unlikely
to reflect changes in the long term prevalence of low birth weight, or temporal changes in risk
factors year to year. At no single year during the reported period were there more than 31 low
birth weight babies in the county, so annual figures may be misleading due to small fluctua-
tions—the long term rate is consistent with that of the state.

Mental health

Poor mental and behavioral
health, while seldom imme-
diate causes of mortality,
often contribute to both
injuries and chronic disease,
and have disproportionate
effects on quality of life,
social and family function,
employability and economic
status, use of healthcare
and social services, sub-
stance use, and crime.
Among youth and young
adults, poor mental health
can be a substantial barrier
to achieving academic suc-

30

H Clatsop

25 B Oregon
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Figure 7. Percentage of 11th graders reporting depressive episode in past
year, Clatsop County and Oregon

cess and attaining educational goals.
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Among adults, rates for psychological distress in the past year were similar for Clatsop County
and Oregon in 2002-04 (9% vs. 10%) and 2004-06 (11% vs. 12%). County and state rates are simi-
lar for major depressive episodes in the past year for 2004-06 (8% vs. 9%), reflecting the sub-
stantial contribution clini-
cal depression makes to 10
mental health status.

m Clatsop

H Oregon

Mental health indicators
are better documented
for Clatsop County youth.
In both Clatsop County
and Oregon, rates of de-
pressive episodes among
11" graders in the past
year were higher in 2010
than in previous years,
and for the first time the
county rate exceeded that 2004 2006 2008 2010

O P N W B U1 O N 00 ©
|

of the state (figure 7). Figure 8. Percentage of 11th graders psychological distress in past year,
While the rates for 2010  Clatsop County and Oregon

are higher and substan-

tially higher in the county, it is important to monitor this trend over time—if it returns to previ-
ous levels, the rise was
likely either in response
to a one-time influence,
or the result of unpre-
dictable variation. If the
trend continues, howev-
er, this represents a ma-
jor change in prevalence
which will have profound
implications if not ad-
dressed. The percentage
of 11" graders with psy-
chological distress,
measured on a standard

instrument, was much 2002 2004 2006 2008 2010

lower than for depressive  Figure 9. Percentage of 11th graders attempting suicide, Clatsop County
episodes, but higher in and Oregon.
Clatsop County than in the state in 2010—consistent with findings for depression (figure 8).

H Clatsop

B Oregon
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At the extreme, mental health challenges can lead to intentional injury and suicide attempts,
completed or not. The proportion of youth attempting suicide has remained relatively stable
over time, but again with a slight increase in the 2010 figures, mirroring the depressive symp-
tom measure. Suicide attempt estimates, though, are based on far fewer absolute numbers,
and it is therefore difficult to draw firm conclusions based on a single year. Because the data
are consistent with the depression data, and because suicide attempts represent a strong mark-
er for other physical and social problems, suicide attempts also bear close scrutiny in the coming
years, to detect any upward trend and to take action to stem it.
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In addition, some variation over time may result from differences in those responding to the
surveys (e.g. not all schools participate every year), differences in the surveys themselves, and
finally, variation coming from small numbers (e.g. suicide attempts per year).

Communicable disease
In 2010, Clatsop County had only 162 cases of reportable infectious disease, and 114 of those

(70%) were cases of chlamydia. Of the remaining 48 cases, half were HIV—no other reportable
disease made it to double digits.

Incidence of pertwssis by county of residence Oregon, 20002010

In both Oregon and the US, there is
substantial concern around resur-
gent childhood diseases, primarily
due to declining rates of immun-
ization. Clatsop County has not
been an area of substantial “opting
out” of immunization, and that is
reflected in relatively modest rates

cases per T 000
of childhood infectious diseases, LERRES
including pertussis (see map). :.'\“
There is considerable room for im- | [ERTE

- 19,2- 18

provement in immunization rates,
however, which will be detailed in
the next section.

Individual activity, health, and well-being

Individual actions, both freely chosen and influenced socially or environmentally, are strongly
associated with health and well-being. Important individual level indicator behaviors which have
implications for health and well-being are summarized here, with the exception of healthcare
services, which are characterized in the section on environmental influences on health and well-
being.

Tobacco use

Tobacco use remains the top cause |25
of preventable death in the US.
Across the state, smoking is sub- 20 u Clatsop
stantially less prevalent than at any
time in the past several decades. 15
Recently, however, improvement
has been weaker, with an uptick
among younger groups. In Clatsop
County, smoking was more com-

B Oregon

10

mon in the recent past at all ages, >

compared to Oregon as a whole. A

particular concern is smoking up- 0 -

take during the teenage years; 8th grade 11th grade Adult

smoking rates are currently higher  Figure 10. Smoking (%), Clatsop County and Oregon, 2006-09.
in 11" grade than in the general
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adult population. Since smoking during teen years is associated with adult smoking, high rates
of smoking uptake in high school will lead to high rates among adults, resulting either in contin-
ued high rates of smoking related illness, or substantial resource requirements for cessation
programs. There are parallel patterns, but lower rates, of smokeless tobacco use among men;
male county residents were more likely to use smokeless tobacco in both 11" grade (18% vs.
14%) and as adults (13% vs. 6%).

Smoking among expectant mothers contributes to poorer neonatal health outcomes, and may
influence early childhood health beyond birth. Smoking among pregnant women has remained
stable at approximately 20% over the past decade. In 2009 the rate was 21.7%. While thisis a
substantial improvement over maternal smoking rates in the county in the early 1990s (26%), it
is still well above the Oregon prevalence; tobacco use in 2004-07 was 20% for Clatsop County
and 12% for Oregon. This represents a substantial challenge for the health status of mothers
and children, but also an opportunity to make substantial improvements in health and well-
being.

Addictions

Drug use, including excessive alcohol intake, is associated with poorer individual health, eco-
nomic and social hardship within families, interpersonal violence, and crime. While substance
abuse is not exclusive to any single age group, use among expectant mothers and children is
concerning, both as threats to health and development among the most vulnerable county resi-
dents, and as indicators of potential larger social issues.

Alcohol use by adults largely parallels that for the state. Based on data from the mid-2000s, ap-
proximately half of Clatsop county residents (48% of women and 65% of men) had consumed
any alcohol in the previous 30 days. More importantly for health and well-being, Clatsop County
and Oregon had similar rates among women for binge drinking (9% vs. 8%) and heavy drinking

(6% vs. 6%), while Clatsop County men 50

were somewhat more likely to be binge a5 |

(34% vs. 22%) or heavy (11% vs. 6%) 40 = Clatsop

drinkers. 35 = Oregon
30

Alcohol is the county’s most widely used
substance among youths, despite the fact
that it is illegal to purchase and consume
alcohol under 21 years of age. The brain
goes through dynamic change during ado-
lescence, and alcohol can seriously dam-
age the growth processes. The American
Medical Association warns that damage
from early initiation of alcohol use may be
irreversible. In addition, those that begin
using substances before the age of 14 are  Figure 11. Alcohol use, last 30 days, by age, Clatsop
five times more likely to develop addiction County and Oregon, 2010

than those that began use after the age of 21. Data from the mid-2000s suggests that alcohol
use and binge drinking were more prevalent in Clatsop County 8" and 11" graders than in Ore-
gon as a whole. In 2010, Clatsop County children at all ages were more likely to have consumed
alcohol in the past 30 days, compared to Oregon children (figure 11). By later high school ages,
nearly half of Clatsop County children had consumed alcohol in the previous month.

25
20
15
10

5

6th grade 8th grade 11th grade
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The health risks associat-

ed with drug use are ex- 35

tensive and well docu- 30 | Clatsop
mented. For instance, M Oregon

recent studies conducted 25 —

by the Substance Abuse 20 Marijuana

and Mental Health Ser-
vices Administration show | 15

Prescription medication

weekly or more frequent 10

use of marijuana is asso-

ciated with twice the risk > .

of depression and anxiety 0 I : . :

in teens, and may cause 6th grade 8thgrade 11th  6thgrade 8thgrade 11th
other mental iliness. Data grade grade

from 2006-08 ejstimated that Figure 12. Marijuana and prescription drug abuse, percent, last 30 days,
980 county residents over by grade, Clatsop County and Oregon, 2010

the age of 12 either abused

or were dependent on drugs during the previous year. This represents a substantial health risk
for the individuals, and substantial social and economic disruption, as well as increased demand
for healthcare and support services. Past 30 day use of marijuana or hashish among both adults
and all residents 12 and over was similar for Clatsop County and Oregon (7% vs. 8%), but most
common among those 18-25 years old (18% vs. 20%). Similarly, use of other illicit drugs was
similar in both the county and state (5%), and higher among 18-25 year olds (10%). Data from
2010 suggests that youths in Clatsop County are more likely to abuse both marijuana and pre-
scription drugs, compared to their Oregon counterparts (figure 12). This elevated rate in the
county for 11% graders has been consistent since at least 2002.

Alcohol and drug use among ex-

. . 20
pectant mothers is a substantial
concern, as both are associated 18
with poor maternal and infant 16
health and developmental out- 14

comes. While substance abuseis |,
not common among pregnant 0
women, even a small proportion
can have a substantial impact on 8
family social and economic well- 6
being, poor birth outcomes, long- | 4 -
2
0

M Alcohol/drug use
M Born under influence

term disability, healthcare and
support services demand, devel-
opmental delays, and academic

2007 2008 2009 2010
challenges. In Clatsop County, Figure 13. Proportion of women receiving county maternal services
alcohol and drug use is higher using drugs/alcohol, delivering under the influence.

among preghant women receiving
care through county agencies, and has risen somewhat recently (figure 13). Whether these fig-
ures represent an emerging trend, or are paralleled in the general population, is not yet clear.
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Problem gambling (gambling that negatively influences personal or family relationships, educa-
tional or vocational activities) has influence far beyond the individual gambling. Problem gam-

bling has profound impacts on fam- . e

ily life, both social and economic: Byt ot 30 bG:T‘::;:III]ngglladers in Oregon, 2010
at the state level, the mean report-  q.pon=sis L i :

ed gambling debt among those in FET “ s oo nris manis WALLEWA
treatment for problem gambling :_: i’: i _-:1_§nu._=-?,:f;':;:_::- R " i e
was $32,000, and 34% reported co- s | emem koo y
occurring alcohol problems. Atthe [ 148 [ n o e '
community level, problem gam- | Heo dutm vl = i

bling is associated with crime: at [

the state level, 38% of those in o e e
treatment report committing . e '
crimes to obtain gambling money. Al i E

Among youth, gambling is associ- s T

ated with other risky behavior: alco-  Figure 14. Gambling among 11th graders in Oregon, 2011 (Ore-
hol use and binge drinking, tobacco  gon Wellness Survey)

and marijuana use, and skipping
school.

In 2008-09, the Addictions and Mental Health Division of the Oregon Health Authority estimated
that there were 772 problem gamblers in Clatsop County. Of these, 7 (1%) were enrolled in
treatment. Among children, approximately half reported gambling in the past month during
2010: rates were similar for 6" (46%), 8" (48%), and 11" (46%) graders. Prevalence of signs for
problem gambling were less common: in 8" and 11" graders, none of the four measured signs
of problem gambling exceeded 10%, and most were much lower. Figures for gambling overall
and gambling by type (e.g. lottery tickets, cards) show no clear differences from state data;
gambling overall may be somewhat more prevalent in Clatsop County compared to Oregon, but
the difference is not substantial. Nonetheless, these figures suggest that gambling is relatively
common in Clatsop County youth, and that for a minority gambling may already have become a
problem.

Diet

What people eat can have both acute and long term effects on health and well-being. Some
aspect of dietary patterns have been implicated in nearly all of the most important chronic dis-

eases, with diet acting both di- 30

rectly to influence health and m Clatsop
indirectly (e.g. through in- 25 B Oregon
creased body weight). Eating

habits have a profound effect 20 1

on child development, from be- 15 -

fore birth to young adulthood.

In addition to health effects, 10 -

childhood diet influences physi-

cal development, ability to learn 5

and educational outcomes, and o

family dynamics.
8th grade 11th grade Adults

One indicator of dietary intake,  Figure 15. Percentage eating five or more fruit or vegetable serv-
ings per day, 2006-09, Clatsop County and Oregon.

24



servings of fruits and vegetables per day, has been shown to be associated with general dietary
patterns as well as health conditions, and has been measured across the age spectrum in Ore-
gon. By slim margins, Clatsop County youth are more likely to report having five or more serv-
ings per day, compared to their Oregon peers (figure 15). County and state adults are both
more likely to achieve this standard, and at nearly equal rates. Overall, however, between one
fifth and one fourth of residents achieve these recommended levels, suggesting that—as in the
entire nation—substantial progress can be made.

Considerable attention has been paid recently to consumption of sweetened beverages, particu-
larly in youth. While not the only source of sugar in children’s diets, sugar sweetened beverages
are strongly associated with overweight and obesity in both children and adults. Soda consump-
tion is associated with reduced bone density, while milk consumption (along with other sources

Of calcium) is associated Table 6. Milk and soda consumption, 8th and 11th graders, Clatsop
with bone health. Bone County and Oreaon. 2007-08.
strength in a(:!olescence is 8" grade 117 grade
a strong predictor of bone
) . Clatsop Clatsop

health in later years. Milk
remains a primary source Beverage County Oregon County Oregon

primary souree 173 elasses of 23.0% 215% | 19.6% | 15.6%
of both protein and calci- .

. . milk per day
um, particularly for chil-
. 1 or more soda 22.8% 19.7% 17.2% 19.5%
dren whose bones are still q
per day

developing through the
teenage years. Clatsop County 8" and 11" graders have rates of milk and soda consumption
that are comparable to those of the state as a whole.

While dietary patterns in Clatsop County are not markedly better or worse than those of the
state as a whole, changes in dietary patterns in the county could make a substantial long term
contribution to well-being and health, primarily through reduction in rates and later onset of
chronic disease.

The diet of the youngest county residents, newborns, is particularly important. The health ben-
efits of exclusive breastfeeding during a child’s first year are increasingly well documented, and
include at least:

e generally improved immune function, conveying protection against a wide range of in-
fections, including diarrheal illnesses, pneumonia, and meningitis
e reduced risk of childhood and adult overweight and obesity, and potentially other

chronic diseases 100
such as asthma and
diabetes 80 -

H Clatsop

B Oregon

Breastfeeding can also lead 60 -
to money saved, due to
avoiding the cost of formu- 40 -
la, and perhaps healthcare
costs. 20

Breastfeeding among coun-

Initiation Exclusive BF 3 months Exclusive BF 6 months

ty women enrolled in the Figure 16. Breastfeeding initiation and maintenance, WIC members, Clatsop
County and Oregon
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Women, Infants, and Children (WIC) program has been assessed over time. Overall, breastfeed-
ing initiation is high among WIC members in Clatsop County, consistent with Oregon as a whole
(see figure 16). Exclusive breastfeeding at 3 and 6 months, however, drops substantially, and is
lower than the rates for Oregon as a whole. These lower rates mean that many Clatsop County
infants are not getting the early health benefits associated with breastfeeding, and that families
are likely to be paying more for infant nutrition.

Breastfeeding in WIC members  Table 7. Breastfeeding rates among WIC participants, 2006-11, Clatsop
has fluctuated over time, with County.

no clear emerging trends in 2006 2007 2009 2010 2011
either initiation or Initiation 95.1% 94.9% 99.5% 91.5% 93.7%
maintenance. (table 7) Any BF 6 months 37.3% 35.6% 38.3% 43.6% 27.6%
) . Any BF 12 21.4% 15.3% 15.4% 32.4% 20.5%
Relatively small sample sizes months
may account for the apparent Exclusive BF 3 34.7% 36.5%
fluctuation in rates over the months
. Exclusive BF 6 27.2% 231.4%
past few years, and necessitate months

summarizing exclusive
breastfeeding rates across years.

For many families, there are likely substantial barriers to exclusive breastfeeding, including the
need for mothers to return quickly to work, combined with work schedules which make
breastfeeding difficult and lack of support for breastfeeding.

Physical activity

Physical activity, both occupational and leisure time have declined over the past few decades.
Lack of activity is associated with a number of health conditions, ranging from cardiovascular
disease to diabetes to some cancers to osteoporosis. The decline in physical activity has resulted
from a number of population level trends, including shifts away from manual occupational labor,
labor reduction in home keeping, shifts toward more sedentary forms of leisure time activity,
and transportation modes which minimize physical activity. As a result, large proportions of the
US population do not achieve recommended levels of daily physical activity.

In Clatsop County, as in Oregon, a
substantial proportion of resi-
dents at all ages do not achieve 60
current activity recommendations.
Approximately half of county
adults achieve recommendations 40 -
for number of days with moderate
or vigorous physical activity,
roughly the same as Oregon as a 20 A
whole. Clatsop County youth,

70 m Clatsop

B Oregon

50 A

30 -

10 A
while having considerable room
for improvement, report greater 0 -
rates of physical activity than their 8th grade 11th grade Adults

. . ath
Oregon peers, particularly in 11 Figure 17. Percentage of adults and children achieving activity rec-
grade. If these rates are improved ommendations, 2007-08, Clatsop County and Oregon.

upon, not only with individual
health be enhanced, but community norms around increased activity will be enhanced.
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Crime

Crime is not often considered in “traditional” community assessments, but it has a substantial

impact on both individual and collective quality of life, social and economic standing of individu-
als and communities, direct and indirect impact on health, and attractiveness to businesses and
organizations seeking to relocate or start up. Overall crime rates are included here as they con-

stitute a behavior related to health and well-being. Juvenile crime, because of its substantial
impact on adult crime, families, and educational, economic, and social outcomes, is detailed in

the section focusing on families.

Like Oregon and the US as a whole, crime rates in Clatsop County have been dropping over the
past couple of decades, from recent highs in the mid-1990s (above 500/10,000 residents) to
2009 (418/10,000 residents). Clatsop County, until the latest year reported, was consistently
below the state rate for crime. Whether the 2009 crossover is sustained should be monitored

closely. If the trend is sustained, it represents a major departure from historical patterns, and a
cause for concern and action.
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Figure 18. Adult crime rates per 10,000 residents, Clatsop County and Oregon
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Mortality

In 2009 (the most recent available comparative
data), Clatsop County had 399 births and 372 15 m Clatsop
deaths. The county had lower birth rates M Oregon
(10.5/1000 vs. 12.3/1000) and higher mortality |10 -
(death) rates (9.8/1000 vs. 8.3/1000) than Ore-
gon as a whole, consistent with the relatively

5 .
slower population growth in the county, and
with the lower proportion of residents under
age 18. (Figure 19) 0 -
Births Deaths
Deaths followed a typical distribution by age, Figure 19. Birth and death rates (per 1000)

with relatively few deaths in younger ages and

increased mortality at older ages. (Figure 20) As is commonly seen in both Oregon and the US as
a whole, excess male mortality occurred in the teenage and young adult years and extended
through middle age—only in the

85+ group did women substantially 140
outnumber men. 120
T . 100
A major limitation of the mortality
data—only from a statistical point 80
of view—is that there are relatively 60
few deaths in Clatsop County, and
it is therefore difficult to identify 40
trends, particularly in groups with 20
relatively few members (e.g. ethnic 0

minorities) or few deaths (e.g. in-
fants). Some of the causes of
death which are most important to
a community—violent deaths, Figure 20. Deaths by age, 2009

deaths in young residents—are

sufficiently rare that even long term monitoring is not enough to detect trends.
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Causes of death have remained stable in Clatsop County in the recent past, with natural causes
and unintentional injuries constituting the vast majority of deaths. (See table 8) From the table,
it is clear that over recent time there has been relatively little movement in the larger causes of
death, and that causes of death other than natural fluctuate sufficiently that discerning trends

Table 8. Deaths by cause, Clatsop County, 2004-10

Cause 2004 2005 2006 2007 2008 2009 2010
All 359 360 392 360 388 372 372
Natural 331 317 354 330 361 340 345
Unintentional 22 29 27 21 19 19 18
injury

Suicide 5 11 3 8 6 7 3
Homicide 1 0 2 0 0 1 1
Undetermined 0 2 4 1 1 5 5

even over long time periods is difficult. It is notable, however, that Clatsop County appears not
to have seen a substantial rise in suicide during the recent and ongoing economic down cycle, a
phenomenon that has been speculated about during the current recession.
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In 2009, the top causes of death in Clatsop County largely mirrored those of Oregon as whole,
and were concentrated in non-infectious chronic dis- Clatsop County has higher
eases. As has been the case in recent history, cancer death rates and lower birth

and cardiovascular diseases were the most common rates than the state, which will
causes, with the first non-chronic cause (injury) in 5" move the county toward an
place. older age distribution with

greater chronic disease burden

Consistent with overall greater mortality rates and an

older population in Clatsop County, compared to the state, rates for major chronic disease-
related deaths were also higher. To some extent, the higher rates may also reflect behavioral
and environmental influences on health status underlying these causes of death. Rates of unin-
tentional injury death may also reflect both environmental (e.g. employment patterns) and be-
havioral (e.g. seat belt use) factors.
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Figure 21. Top 5 causes of death (per 100,000), Clatsop vs. Oregon, 2009

It is important to note that some causes of death result in greater loss of potential life years
than others—that is, they generally occur at younger ages. In Oregon, the median ages for
deaths due to cancer (73), heart disease (83), and cerebrovascular disease (84) are well above
those for unintentional injury (55), suicide (49), and homicide (40). Deaths due to these latter
causes therefore take proportionally greater years of life from county residents.

Four specific causes of death deserve attention. First, recent county and state level data, using
rolling totals from 2000 to 2007, suggest that Clatsop County residents are consistently more
likely to die from drug-induced deaths compared to Oregon residents on the whole. (Figure 22)
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Figure 22. Rates of drug induced death (per 100,000) Clatsop vs. Oregon 2000-2007
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Because drug induced deaths occur at younger ages, in general, compared to other common
causes of death, the years of potential life lost (i.e. the difference between age at death and life
expectancy) in these deaths is greater per life lost than for the most common causes of death
above; in addition, these deaths often are accompanied by considerable resource use (e.g. so-
cial, emergency, healthcare services) and substantial social disruption (e.g. stress in families and
friend groups).

Second, tobacco linked deaths in the county (20.4%) are not appreciably different from the state
as a whole (22.3%), given the difficulty of ascertaining underlying causes of death; similarly to-
bacco related cancer rates are similar for the county (146.7/100,000) and state (146.8/100,000).

Third, infant mortality is, thankfully, so rare in Clatsop County that comparing rates, both over
time and with the state, is not justified. In 2009, the infant death rate in the county was
5.0/100,000 compared with the state rate of 4.8/100,000, but the county rate was based on two
infant deaths. Because absolute numbers of deaths are so small at the county level, apparently
large year-on year fluctuations should not be interpreted as reflecting important differences;
state rates are more stable because of the larger numbers of births.
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Figure 23. Infant mortality, deaths per 1000 live births, Clatsop County and Oregon

Fourth, unintentional injury deaths are rare, partly due to the changing nature of employment
patterns and safety regulations. Of the 23 injury deaths in 2009, the classified causes were mo-
tor vehicles (6), falls (6), poisoning (6), drowning (1), and water transport (2).

Despite this, it is clear that Clatsop County has death rates greater than the state, which com-
bined with lower birth rates, will move the county toward an older age distribution and there-
fore causes of death associated with older age—chronic diseases. This pattern in already clear
in the leading causes of death in the county, compared to the state. Deaths due to violence and
injury are rare, and not significantly different from the state average, although drug induced
deaths are consistently greater in the county. In the sections examining well-being status, per-
sonal behavior, social influences, and environmental factors, the underpinnings of these causes
of death will be detailed.
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Health and Well-being: Family

Families, broadly defined, provide the immediate social context for most people’s entire lives,
and are particularly crucial for the youngest and oldest residents, and those with substantial
care needs. Families provide not just for material needs, but for emotional and social support,
as well. For youth, families provide the safety and structure that allows development and
growth, setting the stage for success in learning and adult lives. Families, in turn, are affected by
their economic, physical, and social settings in ways that either promote or limit their ability to
provide support.

Income and poverty

As previously noted, Clatsop Coun- $55,000
ty residents have lower personal 4= Clatsop
incomes than residents of Oregon  ($50,000

or the US. Median income for —#—Oregon )/./'\.\.
county residents has been consist- $45,000

ently below that for all Oregonians $40,000 //\/
in the recent past, and has either ’ ‘/‘/ﬁ—(
$35,000

dropped or held steady during the
recent economic downturn (figure
24). Free or reduced price lunch is

$30,000 T T
2003 2004 2005 2006 2007 2008 2009 2010

a marker for family income. In Figure 24. Median income, Clatsop County and Oregon.

2011, 49% of public school chil-

dren were eligible to receive free/reduced price lunches during the school year. On average,

1,634 children ate free/reduced price lunches on a given day, while 15,416 lunches were served

to children during the summer.

Poverty levels in Clatsop County have also risen during the current economic downturn, as they
have across the state. In both overall measures of poverty, and in measures of childhood pov-

erty, the county has seen in-
creases since 2003 (figure 25). |25
There has been a substantial

rise in the proportion of coun- |20 - -9

ty residents under age 18 liv-

ing in poverty, rising from ap- |15 N
proximately 18% in 2003, to

nearly one in four children in 10

2010. Given the well docu- o—All county o—All state
mented effects of poverty on 5 . .
=@=Children county ==@==Children state
health status, access to
healthcare, school outcomes, 0 . - . . . . . .
economic and social well- 2003 2004 2005 2006 2007 2008 2009 2010

being, and life course, this
trend is an important concern,
with implications for both for
current county resource use
and for long term community health, economic vitality, and social well-being.

Figure 25. Percentage of all residents and children living in poverty,
Clatsop County and Oregon.
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Housing

While median values of owner occupied houses were similar in the county compared to the
state, several indicators suggest that Clatsop County households are more mobile than those for
the state as a whole. Compared to Oregon as a whole, Clatsop County residents were less likely
to have lived in their current home for the past year, and were likely to have smaller households
(suggesting greater percentage of single person households). Whether this mobility is voluntary
(e.g. turnover in second or beach homes) or more directly economically driven (e.g. families and
individuals relocated for work, or due to unemployment) can’t be determined from the infor-

mation available.
Table 9. Housing status, Clatsop County

Home ownership rates, and pro- Housing Clatsop Oregon
portion of housing in multiple Living in same house >1 year 79.2% 81.5%
units, were similar for the county 2006-2010
and state. '\g“k')t"”“'t houls'”.g 'T | Homeownership rate, 2006-2010 62.0% 63.8%
concentrated but not exclusively in

y Housing units in multi-unit struc- 22.7% 23.3%

the county’s relatively few popula-

tion centers, and less likely to be tures, percent, 2006-2010

owned by occupants than single Median value of owner-occupied $253,100 $252,600
family, stand-alone dwellings housing units, 2006-2010
Persons per household, 2006-2010 2.18 2.45

Homelessness is the most extreme

form of housing limitation, and brings unique social and economic challenges. In the most re-
cent accounting, Clatsop County had 455 households, and 639 people, classified as homeless.
Of these, 70 were households with at least one adult and one child, accounting for 221 (35%) of
the 639 county homeless. An additional 125 (20%) were children under age 18. By far the most
common reasons given for homelessness were inability to afford rent and job loss. Other com-
mon reasons for homelessness included eviction by landlords, relatives, or friends, and sub-
stance abuse or domestic violence.

Family environment

The home environment sets the stage for growth and success in childhood and for economic
and social well-being in adulthood. Negative influences, such as child abuse or hunger and food
insecurity, may set children up for academic challenges, problematic social behavior, or criminal
activity.

One major function in most families Fiscal Pounds dis- Food boxes | Meals served
is providing physical nourishment— Year tributed distributed at shelters

food. In Clatsop County, approxi- 2011-12 1,228,190 20,254 216,700
mately one fourth of residents qual- | 2010-11 1,081,544 16,433 258,902
ify for emergency food aid; 40% of 2009-10 1,036,587 14,191 254,291
recipients are children and 20% are 2008-09 949,587 14,664 155,033
seniors. By all measures from the 2007-08 803,693 12,180 94,836
regional food bank, food aid has Table 10. Distributions by Clatsop Community Action Regional Food

increased in the county during the Bank, 2007-12

recent economic downturn. (Table

10) While these measures suggest

greater need during difficult times, it also reflects increased capacity of the county to address
that need. Regardless, a substantial proportion of county residents are challenged to obtain the
basic dietary necessities.
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Child abuse and ne- 80
glect, or threat of
harm to children,
constitutes an envi-
ronment which inhib-
its both physical and
social growth and
well-being in child-
hood. Rates of abuse
and neglect have re-
mained fairly stable
in recent years, while 2002 03 04 05 06 07 08 09 10

rates of threatened Figure 26. Rates of abuse/neglect and threat of harm, per 1000 children,
harm have generally Clatsop County, 2002-10

been rising in Clatsop

County during recent years. (Figure 26) Changes in rates, of course, can be due to commenda-
ble increases in awareness and reporting, but may also reflect a real trend in prevalence, per-
haps coinciding with recent economic challenges.

m Abuse/neglect

B Threat of harm

Rates of domestic disturbance offenses are a direct indicator of disruption in the social fabric of
the community, and are associated on one side with substance use and mental health condi-

tions, and on the other with poorer family social and economic outcomes, acute health threats
(e.g. intentional injury), and poor 100

child development and school per- | Clatsop

formance. 20 ® Oregon
80

In the recent past Clatsop County 70 |

has consistently reported substan-

tially more domestic disturbances 60 -

per person than the state as a 50 -

whole (figure 27). Until more re- 20

cent data are available, it is impos-
sible to know whether this pattern | 30 -
has persisted. In addition, there
may be differences between

Clatsop County and the state if the | 10 -

20 -+

county has historically been quick- 0 - . .

er to act on reports of domestic 2002 2003 2004 2005
disturbance, and to make arrests

at greater rates than other juris- Figure 27. Domestic disturbance offenses per 10,000 popula-

e tion, Clatsop County and Oregon.
dictions. P Y g
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Juvenile arrests constitute an important indicator of both current and future crime, since young
offenders are more likely to be repeat offenders as adults. There is considerable variation in
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Figure 28. Juvenile arrests per 10,000 residents, Clatsop County and Oregon.

Clatsop County’s juvenile arrest rate, likely due to a combination of relatively small sample sizes
(compared to the state sample, which shows much clearer trends), actual fluctuation in juvenile
crime, and fluctuation in enforcement efforts. In general, juvenile arrests in both Clatsop County
and Oregon follow the overall crime rates, with general reduction in juvenile arrests over the
past couple of decades (figure 28). The drop in juvenile arrests may represent primary preven-
tion of crime by juveniles, or relative success at preventing repeat crimes by first offenders (see
next section). The drop in crime and juvenile arrests, while paralleling larger trends, is an oppor-
tunity for the county to consolidate gains and assure resources are in place to prevent an uptick.

Youth crime is both a result of poor physical and social environments, and a contributor to those
poor environments. In 2011, 35 county youths committed crimes against persons, of which 31
(89%) were assaults; 72 youths committed property crimes, primarily thefts, criminal mischief,
and criminal trespass. Sixty-eight were detained for holding or consuming illicit substances or
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Figure 29. Number of youths referred for crimes against persons or property, or referred for
substance use, alcohol use, or posession, Clatsop County, 2003-11
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alcohol. Patterns suggest a general decline in referrals for substance use/possession and crimes
against persons since the early 2000s, but the pattern for property crime referrals is not as clear.

Referrals for possession by minors are not distributed evenly across the county. Possession in
Astoria is dominated by county youth, while possession in resort communities (e.g. Cannon
Beach, Seaside) involve substantial numbers of non-county youth, suggesting that successful
approaches to prevention and referral may take different forms in different jurisdictions
throughout the county.

Table 11. Minor in possession by jurisdiction, all youths and Clatsop County youths, Clatsop County, 2009-
11.

2009 2010 2011
Department All Clatsop All Clatsop All Clatsop
Astoria 13 11 28 24 22 22
Cannon Beach 13 1 10 7
Gearhart 1
Seaside 70 32 48 22 55 36
Warrenton 10 10 2 2 5 5
Co. Sheriff 8 5 6 5 4 4
State Police 2

Of those youths detained, the vast majority are handled informally or dismissed. Of 277 youths
committing crimes in 2011, 69% were “not petitioned,” that is, the case was closed, referred to
another agency, or received authorized diversion or other informal disposition. Of those peti-
tioned, 4.4% were either dismissed or plea bargained, and of the remaining 25% adjudicated
delinquent, only one was referred to the Youth Correctional Facility. By diverting the vast major-
ity of youthful offenders, the county realized substantial cost savings and provided offending
youths the opportunity to remain in the community.

A measure of the effectiveness of the community, and the Juvenile Department, is prevention of
future offenses
among those who
have already offend-

ed. The Clatsop 72
County Juvenile De- 70
partment philosophy 68
is a continuum of 66
prevention, through 64
adulthood, with mul- 62
tiple areas for inter- 60 - . . . . . .

vention, and balanc- 2003 2004 2005 2006 2007 2008 2009
INg corrections and

treatment. One
measure of success
is the degree to
which youthful of-
fenders go on to repeat crimes—recidivism. [Note: the measurement of recidivism for counties
differs (measuring all subsequent offenses) from the adult system and OYA (which measure sub-
sequent felonies only)] From 2003 to 2009, the proportion of juvenile offenders without repeat
offenses has steadily grown, to the point that three-fourths of offenders do not record a second

76
74

Figure 30. Percentage of juvenile offenders without repeat offense, Clatsop
County
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offense. (Figure 30) Repeat offenders can be divided into those with multiple repeat offenses
and those without. In 2010, there were 173 juvenile offenders in the county, with 129 (75%)
receiving no subsequent referrals (similar to the state rate of 72%); 10 offenders (5.8%), howev-
er, received 3 or more subsequent referrals, and were classified as chronic offenders. Chronic
offenders, while few in number, contribute disproportionally to crime, and are most costly
monetarily and socially to the community.

Mental Health ;
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school Issues %

0 20 40 60 80 100

Figure 31. Percentage of referred youth with risk factors for re-offense, 2009-2011

Juveniles referred in Clatsop County are screened for risk of re-offense, and the results of those
screens confirm that youthful offenders have multiple challenges socially and behaviorally.
Among those re-
ferred, challenges
with violence, be- 50
havioral issues, and
substance abuse are

60

N Low

B Moderate

m High

common. Family 30 -

function and peer 20 -

relationships are

poor. lIssues with 10

school are common 0 -

and high risk atti- 2009 2010 2011

tudes, beliefs and Figure 32. Percentage of referred county youth classified as at low, moderate, or

values are not unu- high risk of re-offense

sual. (See figure 31)

Of those juveniles referred, most are considered moderate or low risk to re-offend, but a sub-
stantial minority is considered high risk. (See figure 32)

Crime and substance abuse are strongly linked. A youth’s perception of risk and favorable atti-
tudes towards use, coupled with a parent’s attitude toward substance use, influence young
people’s behaviors and substance use. In Clatsop County, youth perceive alcohol as being less
risky than using tobacco or marijuana, though there is a shift in older ages toward lower per-
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ceived risk with marijuana.

In addition, youth report that their
parents disapprove of alcohol, to-
bacco, and marijuana use in gen-
eral, but would be most likely to
feel tobacco and marijuana use by
their children is wrong, and would
be less likely to feel alcohol use by
their children is wrong. Students
themselves also perceive alcohol,
tobacco, and marijuana use to be
generally “wrong” or “very wrong”
but the proportions endorsing that

statement drop with age across all
three substances. In general,
students’ report their own positions
as more tolerant than their parents’
perceived positions.
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Figure 33. Percentage of Clatsop County youth perceiving risk
due to use of alcohol, tobacco, and marijuana use, 2010
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Figure 34. Proportions of students who say that is it "wrong" or "very wrong" to use substances (left), or

report that their parents would think it was "wrong" or "very wrong" (right), Clatsop County, 2010
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Environment

Individual factors, including behavior, are strongly associated with health and well-being. These
individual factors, however, are embedded in an environmental context. For Clatsop County,
the environmental context includes institutions and social organizations, the built environment,
and the natural environment. Environmental influences can both promote health and well-
being, or discourage them. This section summarizes Clatsop County’s environment as it relates
to health and well-being, with the up-front limitation that in many instances more is unknown
about environmental influences than is known.

Institutions and social organizations

It is beyond the scope of this report to enumerate all of the organizations, institutions, and busi-
nesses which have some influence on the health and well-being of Clatsop County—a case can
be made that nearly all do to some extent. In addition, the interconnected networks, formal and
informal, though which organizations interact to promote health and well-being, are complex,
and should be the subject of a separate assessment in conjunction with the county health im-
provement plan. An in-depth assessment of organizations, the factors that promote linkages
(e.g. data sharing) or discourage cooperation (e.g. billing practices) should be part of that effort.
The broad categories listed below capture a few indicators of the most direct health-related ser-
vices in Clatsop County.

Healthcare access and services

Clatsop County has two hospitals, one in Astoria (Columbia Memorial) and one in Seaside (Prov-
idence Seaside). Columbia is a Level 4 trauma center with 25 beds, while Providence has 34
acute care beds. The vast majority of all clinical care facilities are located along the Pacific coast
or the Columbia River, in the major population centers of the county. In 2009, Clatsop County
residents had 1.5 physicians for every thousand population, compared to 2.5 per thousand for
Oregon as a whole; this ratio has remained largely unchanged during the current century. In
2012, Clatsop County had 1.3 mental health providers for every ten thousand residents, com-
pared to 4.5 per ten thousand for Oregon. Access to dental care, as measured by dentists per
ten thousand residents, was approximately the same for Clatsop County (4.6) as for Oregon as a
whole (4.2). These countywide estimates may be only approximate measures of access, howev-
er—access, in many instances, may depend on insurance status or other selection factors which
prevent or discourage ac-
cess. For rural residents,
the location of services
and low clinician numbers
certainly translates into
reduced access to care.

Health insurance, whether

l Clatsop l I I
il

through private or public

sources, is associated with I I I I I I I

increased access to both
primary and specialty care. 2005 2006 2007 2008 2009 2010 2011 2012

Clatsop County has had
P y Figure 35. Percentage of residents under 65 without health insurance,

overall insurance rate Clatsop County and Oregon, 2005-12
(84.5%) only slightly above
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the state rate (83.3%) [BRFSS]. The proportion of residents reporting that they could not see a
physician due to cost was also similar for Clatsop County (13.6%) and the state (14.0%).

Two important indicators of community level healthcare status are provision of prenatal care
and early childhood immunization rates. Both have been associated with improved birth out-
comes and maternal and child well-being. Late prenatal care is associated with lack of insur-
ance or underinsurance, so women with the fewer economic resources are also less likely to
receive prenatal care. Historical-
ly, Clatsop County residents have
been unlikely to either forego 6
prenatal care or initiate prenatal
care late in pregnancy (i.e.inthe |5
third trimester). The vast majori-
ty of those initiating care before
the third trimester do so in the 3
first three months of pregnancy:
in 2009, 57.3% of Clatsop County |2
residents initiated prenatal care
in the first trimester, comparable
to the 59.4% state rate. In 2009,
10.2% of Clatsop County resi- 2000 01 02 03 04 05 06 07 08 09
dents were classified as receiving
inadequate prenatal care, com-
pared to 10.0% for all of Oregon.
Overall, figures for Clatsop County largely mirror those of the state, and suggest that the ma-
jority of Clatsop County residents receive timely prenatal care. While strong conclusions are
not possible, the rise in late prenatal care since the mid-2000s may be the result of increasing
economic pressure on households, and decreased access to care through health insurance.

~

H Clatsop

H Oregon

Figure 36. Percentage of pregnant women with no or late (3rd tri-
mester) pre-natal care, Clatsop County and Oregon, 2000-2009.

Vaccination status has varied in the county during recent years. The proportion of two year olds
with “up to date” vaccination status (based on 4 doses of DTaP, 3 doses of IPV, 1 dose of MMR

vaccine, 3 doses of Hib, or 4:3:3:1:3)
was somewhat greater in 2010 than |100

in 2005 (figure 37). Vaccination 90 " 4:3:3:1
rates for individual immunizations 80 = MMR
(e.g. MMR) are higher than for en-

tire series. Because vaccinations 70

are required for school entry, the 60 -

rates for 2 year olds substantially

underestimate rates for school aged >0 1

children, as many families wait until 40 ~

school entry to “catch up” on im- 30

munizations. The most recent coun- 20

ty level data suggest a drop-off in
up to date status among 2 year 10 -
olds. It is important to note, how-
ever, that some of the fluctuation in
rates may be due to under-
reporting: some children get initial  Figure 37. Vaccination status of two year-olds, Clatsop Coun-
vaccinations with one provider, and ty, 2005-10.

subsequent vaccinations in the

0 -

2005 2006 2007 2008 2009 2010
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same series from another provider—not all providers enter their vaccination data, so some chil-
dren may appear to be under-vaccinated in records even though they are up to date.

There are many potential indicators of adult healthcare adequacy. Two commonly used metrics
available at both the county and state level, which have implications for early disease detection
and secondary prevention of downstream complications, are diabetes testing (fasting glucose
tests) and mammography for women. Estimates for 2012 suggest that diabetes screening rates
among Medicare recipients in the county (84%) are comparable to those for the state (89%), as
are mammography rates in the county (64%) and state (68%). These rates, however, do not in-
clude residents under age 65, in whom both conditions are less prevalent but for whom the im-
plications for long term survival and quality of life may be greater. Among older Clatsop County
residents, influenza vaccination was 70.8% in the last documented period, 2007; since then,
rates have likely gone up, as publicity around H1IN1 increased awareness and concern.

Access to dental care is viewed as a challenge in Clatsop County, as it is in many areas of Oregon.
Specific data on dental care access in children is sparse. In 2010-11, as part of the Oregon
Health Authority School Dental Sealant Program, 87 children were screened for dental treat-
ment need, with 22 children screened (25.3%) needing treatment beyond sealant. The 2010-
2013 Comprehensive Local Public Health Authority Plan noted that dental care for the uninsured
was substantially restricted due to a shortage of private dentists willing to see uninsured resi-
dents, coupled with the lack of a pediatric dentist in the county.

Mental healthcare is fragmented and poorly documented in Clatsop County. As with other
healthcare, many county residents likely leave the county for mental healthcare, and some likely
come from other counties to receive mental healthcare. There are many individual and small
counseling and other mental healthcare practices, and no comprehensive method to collect in-
formation on their services. In addition, many individuals may be unable (e.g. financially) or
unwilling (e.g. fearing stigma) to seek behavioral healthcare, and so go untreated.

Clatsop Behavioral Healthcare is located in Astoria but serves countywide. During 2011, Clatsop
Behavioral Healthcare served 1680 unique people in 2037 visits (1502 adult and 535 youth vis-
its). Of these, 463 were for addictions (239 for alcohol, 216 for other drugs, 8 for gambling),
1217 for mental health issues not specified, 756 for mood disorders, 186 for serious chronic
mental illnesses, and 275 for other conditions. While this is a summary of only one agency, it
does make clear that there is substantial mental healthcare demand, that there is mental
healthcare demand across the

lifespan, and spans the entire

range of mental health condi- Table 12. Calls for assistance and shelter stays, Clatsop County,

. 2008-11
tions.

Se:jwces fc:r dom:etstlc V|oler'1;ed 2008 2009 2010 2011
and sexuat assautt are proviaed IFn oo ctic 2460 3083 2951 3591
by multiple providers in Clatsop violence

County (e.g. Clatsop Women's

Resource Center). In 2011, :ael)jllial as- 282 334 315 485

3,591 calls for help were fielded

for domestic violence, 485 for Stalking NA 37 13 64
sexual assault, and 64 for stalk-

Shelter stays 144 143 136 133

ing. Since 2008, calls for assis-
for DV

tance have trended upward,

while shelter stays for domestic violence have trended downward. Information prior to 2008 is
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not available at the county level, so it is difficult to determine whether this represents part of a
longer term trend in utilization.

Senior services are crucial to enable older adults to remain active in the community and live out-
side of institutional settings for as long as they are able. According to Northwest Senior and Dis-
ability Services, the Area Agency on Aging for the region including Clatsop County, the Clatsop
County 60+ population grew by 11.6% in 2006-10, and the 85+ population by 4.9%, compared to
overall county population growth of only 0.3% during the same period. During the most recent
needs assessment, the top assistance needs among seniors were cleaning/yard work and home
repair, and the top service needs were linkages to services, medical alert services, and legal con-
sultation. Clearly, the assistance needs among seniors go well beyond the “traditional” activities
of assistance with food, transportation, and healthcare. A close accounting of services provided
is not available, unfortunately.

Education

Education has a profound impact both on

immediate well-being, and on long term 10
life outcomes, including social, economic, 5 -
and physical well-being. School failure is 0 -
strongly associated with crime. Comple- 5
tion of both high school and college edu- 10
cation is associated with substantial in- 15
creases in lifetime income and other pre-

dictors of well-being. ;g

2002 03 04 05 06 07 08 09 10

For many children, successful pre-school
development depends in part on access to  Figure 38. Child care supply, percentage above or be-
early care and educations. In 2002, low state rates, 2002-10

Clatsop County’s child care supply (slots

per 100 children ages 0-13) was 7% higher than the state supply. Since then, however, the
county supply has consistently been below that for the state as a whole. (Figure 38) If the con-
stricted supply results either in higher costs for care, unavailability of slots, or both, this repre-
sents not only a threat to child development, but also potential economic hardship for families
depending on child care to allow full employment. It is important to note that the availability of
care is not sufficient to guarantee good outcomes—quality of care has been consistently
demonstrated to be a crucial
factor.

100%
A Head Start program has
been in Clatsop County since
the mid-to-late 60’s. Head 60%
Start is a comprehensive pre-
school program that address-
es the health needs of the 20%
child as well as social service
needs of families. Enrollment
priority goes to children most
in need and includes children m County M State
with disabilities or serious

80%

40%

0%

Fall Math Spring Math  Fall Literacy  Spring Literacy

health concerns and children Figure 39. Percentage of Head Start children meeting or exceeding ex-
pectation in math and literacy, SY 2011-12
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from families affected by serious health, social and
economic concerns. At least 90% of the children
enrolled must be from families below the federal
poverty level. Head Start in Clatsop County is a
Child and Family Development Program of Commu- Literac 86%
nity Action Team, Inc. with a service area that in- y 87%
cludes Tillamook and Columbia Counties. Clatsop
County is funded to enroll 162 children, in three
sites, in nine classrooms in Seaside, Warrenton and Math
Astoria. Fifty-two percent of the funding is provid-
ed by Oregon Head Start Prekindergarten and 48%
of the funds are federal, provided by the Office of

m County m State

81%
70%

Figure 40. Percentage of Head Start chil-
Head Start. dren meeting or exceeding age-level ex-
pectations by spring, of those who were
Head Start is dedicated to school readiness in the ar-  P€low age-level expectation in the fall
eas of health and education in an effort to close the
achievement gap for those children most in need. Teaching Strategies Gold is the assessment
tool used to measure and analyze child progress and outcomes. Oregon Head Start Prekinder-
garten reported child outcomes during the 2011-12 program years in two areas: math and liter-
acy. The charts below show the state and county data in math and literacy for children that at-
tended Head Start. The outcomes reflect that children in Head Start make progress in meeting
age-level expectations. Head Start is a program that is able to help most children close the

achievement gap at the prekindergarten age-level.

80 mEI

Early intervention and early child-
hood special education are highly
focused educational and develop-
mental programs for children with |4,
disabilities. Services are based on
individual child needs. The Early 20
Intervention (El)/Early Childhood
Special Education (ECSE) program 0 -
offers special services and sup- 2008-09 2009-10 2010-11 2011-12

W ECSE

60

ports to families with children di-  Figyre 41. Growth in EVECSE population, Clatsop County, 200812
agnosed with developmental disa-

bilities or experiencing developmental delays. El offers services and supports to eligible children

birth to age 3 years and their fam-

ilies, and supports families in de- 100

veloping the skills to help their 80 - El

children learn and grow. Services W ECSE

are delivered through a parent 60 -

coaching model in each family’s

home or other caregiving set- 40 1

tings. ECSE offers special educa- 20 -

tion services to eligible children

starting at age 3 and continuing 0 -

until they enter kindergarten. Social emotional  Knowledge/skills Taking action

Services can include specially de-  Figure 42. Percentage of EI/ECSE children achieving gains toward

; ; ; same age peers in social/emotional skills, aquiring and using
signed instruction and/or related knowledge and skills, and taking appropriate action to meet needs.
Clatsop County. 2011
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services such as physical, occupational, or speech and language therapy. Services may be pro-
vided at community preschools, childcare facilities or at ECSE center sites.

El and ECSE populations have been growing in Clatsop County. In 2011, Clatsop County further
classified 15 children within the El programs (12 developmentally disabled, 2 with autism, and 1
visually impaired), and 44 in the ECSE programs T oy
(18 conduct disorder, 11 developmentally disa-
bled, 9 with autism, 1 with emotional disturbance,
and 4 with other impairments). The relatively
small numbers make it impossible to draw strong
conclusions regarding the effectiveness of EI/ECSE
programs, but in general both groups showed im-
provements in functioning following engagement
in programs (figure 42).

Astoria School District #1
Clatskanie School District #6)
Jewell School District #8

Clatsop County has five public school districts (As-  |—=m—L
toria, Jewell, Knappa, Seaside, Warrenton- —
Hammond) serving distinct areas of the county (see map), as well Knappa School District #4

. . Seaside School District #10
as South Jetty School (run by the Youth Corrections Education Warrenton-Hammond School Di
Program).

One objective and important indicator of the success of school systems is dropout rate—the
proportion of students enrolled who do not complete their high school education and receive a
high school diploma. Over the past two decades, dropout rates in Oregon have been falling,
from highs over 7% in the mid-1990s to 3.3% in the 2010-11 school years. Dropout rates in
Clatsop County schools mirror
this trend. Dropout rates are
comparable to those of Oregon
as a whole, and rates among the
various school districts are not
appreciably different; small stu-
dent populations for some dis-
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Across Oregon, children from N
minority race/ethnicity house- Figure 43. Dropout rates (percent), Clatsop County schools and Or-

holds have had poorer gradua- egon, 2010-11 (with total student enroliment above bars).

tion rates than those of other
Oregonians. While non-white races are not well enough represented in Clatsop County to pro-
vide strong conclusions about

graduation rates, 2010-11 data

suggest that students of Hispanic 60

origin are no more likely to drop 40 -
out, once enrolled, than other 20 -
Clatsop County students—dropout 0 -

rates for Hispanic students ranged >
from 0 to 4%, closely approximat- &

Figure 44. Academic proficiency, by school district, Clatsop
County overall, and Oregon, 2010-11
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ing the dropout rate overall.

Measures of academic proficiency suggest that Clatsop County is consistent with state rates,

both for 2011 and the most recent 5
years, but with considerable room
for improvement (figure 44). In gen-
eral, reading proficiency has been
higher in the recent past, compared
to math proficiency (figure 45).
These figures are very close to those
for Oregon as a whole. Among 11"
graders, academic proficiency was
somewhat below the state average,
and there was considerable variation

among county high schools (figure
44),

100 m 2011
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3rd grade 3rdgrade 8thgrade 8thgrade
math read math read

Figure 45. Academic proficiency, 3rd and 8th grade, Clatsop
County.

School climate refers to the social and organizational aspects of schools which support or hinder
learning and growth. School climate may be an important determinant of academic achieve-
ment and graduation. Clatsop County schools have been assessed on a number of climate

Table 13. School climate, Clatsop County schools, grades 6, 8, 11. Grade
Climate variable 6" g™ 11"
Support

Caring teachers 60.9 71.2
Available teachers 56.7 36.7 57.5
Helpful peers 53.2 70.5
Attachment

Meaningful/important schoolwork 55.3 35.0 24.4
Relevant schoolwork 77.8 64.0 50.0
Overall enjoyment of school 47.6 37.5 36.9
Participation

Opportunities for class participation 79.8 83.6 87.6
Extracurricular opportunities 86.1 86.9 89.2
Safety

Missed school due to safety concerns 13.7 7.5 5.8
Harassed in past 30 days 56.9 45.4 45.1
Problem behavior

Drunk at school 15.1 26.8
Fight at school 28.2 29.6 19.5

measures (table 13). Students commonly report that their schools have supportive teachers and
peers, and provide opportunities for participation both in and out of the classroom. At the same
time, a minority reported enjoying school, and the proportion of students reporting safety con-
cerns and problem behaviors is cause for concern.
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As noted in the introduction to this report, Clatsop County residents are somewhat less likely
than Oregonians to receive degrees beyond high school (figure 46). Census estimates from
2006-10 show that a substantial number of Clatsop County residents had some college educa-
tion, but had not completed a formal course of study. To some extent, this reflects students

35
30
25
20
15
10

5

m Clatsop
H Oregon

<9th grade 9-12 HS grad  some college Associates Bachelors Grad/prof

Figure 46. Educational attainment in Clatsop County and Oregon, 2006-2010.

over 25 currently enrolled in degree programs, often part time. In many instances, however,
this represents a lost opportunity both for individuals and the county, as people withdraw from
educational programs for social and economic reasons.

Clatsop Community College, in Astoria, offers four associates degrees, and has cooperative en-
rollment agreements with Portland State University and Oregon State University, but the county
has no four year colleges. The relatively lower proportion of residents with post-high school de-
grees may reflect lack of educational opportunities in Clatsop County, or may be the result of
Clatsop County residents either leaving to obtain degrees, or leaving after obtaining degrees for
occupational opportunities.

In addition to the community college, the Tongue Point Job Corps Center is a no-cost education
and career technical training program administered by the U.S. Department of Labor that helps
young people ages 16 through 24 improve the quality of their lives through career technical and
academic training. The Center is located on a retired naval base east of Astoria, and offers both

vocational training (e.g. “traditional” trades, health and healthcare, service) and academic pro-

grams (e.g. GED, English Language Learning, driver education).
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Human environment

The human environment relates to both the physical and social environment which people
shape. The environment provides much of the context in which individual behavior occurs, and
is at the bottom of a large proportion of both individual and community well-being and health.

Healthy communities

In the most recent county health rankings, Clatsop County was ranked 12" in Oregon, compared
to all other counties, in access to recreational facilities, suggesting that Clatsop County residents
have greater than average access to recreational '
facilities. The definition of a recreational facility
used in the rankings—“establishments primarily
engaged in operating fitness and recreational
sports facilities, featuring exercise and other
active physical fitness conditioning or recrea-
tional sports activities—favors urban centers,
since it rates based on facilities, rather than on a _ T
metric that accounts for access or capacity (e.g. ¢'6 i M
land area devoted to parks/recreation. If parks, B KL
Oceanside, public forests, and other public lands

were included in the calculations, Clatsop Coun- RANK = 1-8 5.
ty’s access to recreation would appear greater : :

than reported.

Compared to Oregon as a whole, Clatsop County residents have a lower proportion of fast-food
restaurants. In Oregon, 43% of restaurants are classified by the North American Industry Classi-
fication System as fast food (i.e. “limited service”) outlets, while only 26% of Clatsop County res-
taurants are classified as fast food. Only 2% of Clatsop County’s residents were classified as hav-
ing limited access to healthful foods (i.e. less than 10 miles in non-metro counties), versus 6%
for Oregon as a whole. In Clatsop County, there were 3.0 liquor stores per 10,000 populations,
compared to 0.5 per 10,000 for Oregon as a whole. These indicators, by themselves, do not im-
ply that Clatsop County residents eat fewer fries but drink more alcohol; in addition to residents
making individual choices regarding diet, the population density and distribution of Clatsop
County may be important determinants of business locations.

Oral health, while rarely a matter of life and death, is vital to health and well-being generally,
and contributes to a wide range of other conditions, including disability and chronic diseases in
adults, and learning outcomes in children. Fluoridation of drinking water has been well docu-
mented as a highly effective preventive against dental carries. In Clatsop County, 11 of 21 water
systems are fluoridated, covering 81% of county residents. These systems are primarily located
in the county’s major population centers, however; the 19% of residents without fluoridation
are more likely to be located in areas with poorer access to regular dental screening and care.

Natural environment
In the past year, Clatsop County had only 9 days in which airborne particulate matter was suffi-

ciently elevated to be potentially harmful, compared to an average of 12 days for other areas of
the state combined. The county had no days with excessive ozone levels.
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Clatsop County generally, and particu-
larly the Pacific coastal area, is suscep-
tible to damaging Pacific storms, pri-
marily in the winter months. These
cause local challenges related to flood-
ing, power loss, transportation and
communication interruption, and prop-
erty damage. For most county resi-
dents, these are nuisances, but for indi-
viduals relying on this infrastructure for
moment to moment survival (e.g. on
home oxygen), the interruption can po-
tentially be life threatening. Weather is
likely to influence well-being in less
dramatic ways. For instance, from 1971
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to 2000, Astoria averaged 189.7 days per year with measurable precipitation. During that peri-
od, Astoria averaged 67 inches of rain per year, and Seaside 76 inches; many areas of the interi-

or of the county received more. (Figure) This, in turn, may influence citizens’ ability or willing-

ness to engage in outdoor physical activity generally (e.g. by reducing use of open space and

parks), but particularly among children (e.g. whose schools may restrict activity in the rain) or

the elderly (e.g. who may perceive safety concerns on wet surfaces). While frank mental health

diagnoses of seasonal affective disorder (not a sepa-

rate condition but a modifier for depression or bipo-
lar disorders) may be greater at higher latitudes in
and areas with substantial overcast, there are no da-
ta which address this specifically for Clatsop County.
A broader effect of weather on activity is likely.
There is reasonable evidence that physical activity is
seasonal, with lower levels of activity in months with
less light and less favorable weather, and that in-
clement weather (e.g. rain) discourages physical ac-
tivity.

Two rare but related events could be devastating to
the county’s health and well-being. The Cascadia
Subduction Zone, a fault running along the west coast
of North America, is very close to the coast along
Clatsop County. With an interval as short as 210
years, but averaging somewhat longer, the Cascadia

fault is capable of producing magnitude 9 earth-
quakes, with devastating effect. Most of the highest haz-
ard areas for earthquake damage are, not surprisingly, in

the built up areas of the county (see map). A magnitude 9

earthquake would quickly overwhelm the ability of county resources to respond, and in such a

Zone A - Highest Hazard
Zone B - Intermediate-High
Zone C - Low-Intermediate
Zone D - Lowest Hazard

situation it is unlikely that assistance from nearby jurisdictions or from the state would be avail-

able or able to get to the county.
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A tsunami, whether the result of a local earthquake or not, is also a potentially major threat to
the county, particularly in the low lying coastal and riverfront areas (see green shaded areas on

map). A tsunami without a local earthquake
could lead to substantial local damage, but
would likely have substantial warning, and
disaster response teams from other jurisdic-
tions and the state would be available to as-
sist. A tsunami from a local major earth-
guake, on the other hand, would provide
residents with only a few minutes warning,
could produce a tsunami wave of up to 100
feet, and would be coupled with sufficient
damage to local infrastructure and statewide
response resources that outside aid would be
substantially delayed.
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Determinants of individual and community well-being

The findings of this report are consistent with two approaches to assessing and improving health
and well-being of both individuals and communities: first, that individual health is embedded in
and influenced by the social and physical environment, and second, that environmental, social,
and biological factors early in life can have profound influences on health and well-being
throughout the lifespan.

Environmental and social determinants of health

It is clear that individual well-being and
behavior can be powerfully shaped by EuoBAL Emﬁrﬂr
the social and physical environment. A
sixth grader’s decision to try a cigarette is
not a random behavior, nor is it a behav-
ior decided upon based on a dispassion-
ate weighing of the individual risks and
benefits of smoking. It is more likely to
result from a peer environment in which
smoking is either promoted or at least
not unusual, a built environment where
cigarettes are available and promoted, a
family or school environment that is not
explicitly anti-youth smoking, and a poli-

cy environment that does not actively ThnrI dntarmlnml-llt: of
discourage public smoking. Imhnﬂlg%m

It is not surprising, therefore, that youth

referred to the juvenile system commonly have multiple behavioral, social, and environmental
risk factors for re-offense; re-offense is more likely in a poorly functioning family, in the face of
substance use and mental health challenges, and problems in the school environment. Similarly,
given the ongoing (and historical) prevalence of tobacco use, inactivity, and unhealthful eating,
and the environmental conditions which promote them, it is not surprising that circulatory dis-
eases and cancers dominate the causes of death.

Life course influences on well-being

Many diseases and conditions, even those appearing late in life, may have their origins much
earlier. Biological, psychological, social, and environmental factors early in life—even before
birth—can influence health status at later ages. A 60 year-old with newly discovered type 2 dia-
betes may have arrived at that diagnosis through some combination of intrauterine environ-
ment and maternal gestational diabetes, a pre-school home environment promoting excessive
eating, a school environment de-emphasizing recess and activity, young adulthood in a setting
promoting fast food consumption, and middle age in a sedentary profession. No one factor de-
termined the diagnosis, but cumulatively and over time, they led to metabolic problems and
diabetes. An example of potential lifespan influences on breast cancer is illustrated below, sug-
gesting that risks start to rise early in life, and are cumulative over the life span.
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Both of these approaches to health and well-being can be discouraging: if ill health starts so ear-
ly in life, and is influenced by social and environmental factors that are difficult to change, how
can disease prevention and well-being promotion succeed? Fortunately, both of the above ap-
proaches can be turned on their heads. Early intervention at the individual level can break the
pattern of accumulating risk across the lifespan, and collective effort to change the environment
can enable individuals to make health-promoting choices.

Policy, health, and well-being

Most often, when we consider the health of the population, we tend to think about how we can
better care for the individual. However, much of health and well-being involves multiple causes
common to many citizens, behaviors embedded in the environment, and effects over the life
course. Community-wide policies—regardless of whether the “community” is a school, a high
risk group, or the entire county—have enormous potential for improving well-being and health.
The greatest impact on the overall health of a community is often reflected in the policies that
have been adopted, implemented, and enforced. Public policy is a decision, plan, and action that
is undertaken to achieve specific health related goal within a community or society. Explicit pol-
icies can achieve several things:

o avision for the future;

o outlining priorities and the expected roles of different groups;

o building consensus and informing citizens.
Whether in public health, early childhood, juvenile justice, or any other area influencing the
well-being of the county and its residents, policies are important tools for shaping the environ-
ment in which health and well-being can be improved.
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Opportunities

In many respects, Clatsop County is similar to the state of Oregon in its challenges and opportu-
nities. Its population is highly concentrated, with areas of relatively dense population spread
among large areas of sparse population.

General health and disability. General health in the county mirrors that of Oregon. Disability,
while not appreciably higher in the county than elsewhere, is substantial and is associated with
both decreased quality of life and with considerable resource use. Preventing disability, particu-
larly among seniors, and providing services for disabled citizens, is an opportunity for the coun-
ty. To the extent preventive and adaptive services are made available; it is plausible to expect
downstream resource savings.

Chronic disease. In general, Clatsop County has higher rates of chronic disease, particularly
those associated with aging, than Oregon: arthritis, cancer, diabetes, heart attack, stroke, and
hypertension. Some of this may be due to the somewhat older county population. Like the state
as a whole, many Clatsop County residents, both adults and children, are insufficiently physically
active and eat poorly. Tobacco use, an important cause of cancer, heart disease, and other con-
ditions, is higher in Clatsop County than in the state, beginning in high school and including
pregnant women. Tobacco control represents an important area for county health improve-
ment. Chronic mental health issues, while not differing substantially from state rates, are never-
theless substantial, and an area for action both in adults and children. Breastfeeding has been
convincingly demonstrated to be both health promoting and economical; while many Clatsop
County mothers initiate breastfeeding, rates diminish substantially over time, representing a lost
opportunity to confer long-term health benefits to the county’s youngest citizens.

Substance use. Substance use is closely tied to crime, educational failure, and domestic prob-
lems. While adult alcohol use in the county mirrors that for the state in some respects, binge
and heavy drinking among men was considerably above the state average. Alcohol use is also
more prevalent among county high schoolers, compared to their Oregon peers. Similarly, coun-
ty high schoolers are more likely to abuse marijuana and prescription medications than their
state peers. County residents are more likely to die of drug related causes than other Orego-
nians. Drug and alcohol use appears to be a promising area for action.

Crime. Overall, crime rates have been dropping both in Clatsop County and in Oregon, both for
adults and juveniles. This, combined with the ability of the juvenile department to divert the
vast majority of cases and to improve recidivism in recent years, is a major achievement for the
county and improves the quality of life for everyone in the County. Domestic violence, closely
tied to substance use, is more commonly reported in the county than in the state. While the
county has had success, public safety is an important area for further considerationcrime pre-
vention, chronic offenders, domestic and sexual violence, and juvenile crime are areas in which
enhancement would have substantial impact.

Education. Clatsop County residents are less likely to have post-high school education than oth-
er Oregon residents, which in turn may limit the economic prospects both for individuals and
the county. Whether the educational status of the county is the result of out-migration, fewer
opportunities for higher education, or the somewhat lower achievement among high schoolers
compared to the Oregon average is unclear. The well documented influence of education on
well-being suggests that improved educational opportunities for county residents be a priority.
Both the county and state are addressing these issues. Key elements of ongoing efforts include
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alignment and integration of services to ensure children and ready for kindergarten, focus on
high risk children, and tracking outcomes with a willingness to change approaches that do not
deliver results. Achieving these goals requires communities to align services and agencies to-

ward a common goal of school readiness and best practice interventions.

Income and housing. The recent economic downturn has had a predictable effect on the coun-
ty: income is flat, more adults and children are living in poverty, and emergency food aid distrib-
uted has risen. The ability of the county to improve incomes and housing is of course limited,
but would probably be the largest single way to contribute to the well-being of the county and
its citizens. County policies that enable those who wish to work to find meaningful employment
(e.g. services, education) may be the most important long term actions to be taken.

Healthcare. There are a number of healthcare institutions in the county, though physical access
is limited by distance for many residents. A greater access issue is lack of insurance, which has
remained high into the current economic downturn, and which may be responsible for a spike in
late pre-natal care. Non-medical care—dental care, behavioral health—is viewed as limited in
the county, and represents an area for improvement.

Environment. In general, Clatsop County residents enjoy a healthy environment, both natural
and human. Because of the county’s location, it is highly vulnerable to the unpredictable but
eventually certain major earthquake and related tsunami. Such an event may be days or centu-
ries away, but when it occurs there is no time for reaction—the only solution is prior planning.
Planning for such an event, while it can’t overshadow other immediate needs, is vital to assuring
county well-being.
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Limitations of this report

There are a number of limitations to this report, most of which stem from the nature of the data
available to document the county’s well-being. Three major limitations are obvious:

1. Lack of longitudinal data. In some instances, there is ample historical record of im-
portant health indicators over time. For well-established demographic, clinical, and ser-
vice indicators (e.g. population by gender, income) standard definitions have been in
common use and are consistent across time and jurisdictions. For many elements, in-
cluding some key indicators, data have either not been kept over the years, or have
been defined in various ways over the years. In either event, this makes it impossible to
determine whether there are trends in the county, or whether data from Clatsop County
is comparable to other locations.

2. Inability to link data from multiple sources. While it is reasonable to expect associations
among the indicators discussed in this report (e.g. parallel changes in eating, over-
weight, and diabetes), it is not possible to make strong claims about those associations,
simply because it is not possible to link individual level information on the relevant indi-
cators. First, most indicator data are simply not available at the individual level. Sec-
ond, there is no common linking mechanism (e.g. name, address, SSN) consistently
available to link data. Third, there are appropriately strong privacy regulations that pre-
clude or at least make difficult combining data at the individual level (e.g. domestic vio-
lence data with demographic data).

3. Small numbers. For many important indicators, there are ample numbers from which to
draw fairly tight estimates of population rates. For some indicators (e.g. suicides) how-
ever, the numbers are—sometimes thankfully—too low to see all but the biggest trends
over time. This is a challenge inherent in examining county level data, and can only be
overcome through longer term longitudinal tracking, if then.

The reasons for these limitations are clear and understandable. Agencies may have resource
and logistical challenges finding and reporting data. Collecting data over time, in a consistent
manner, using a system which allows linkages but protects privacy, is a major undertaking.
There simply are not resources at either the county or state level to make this happen.

The larger implication of these limitations is clear. While this report has identified a number of
areas which seem ripe for action, confidence in recommending action is reduced in some cases
because it is not possible to identify, with certainty, the causes of some important indicators.
On the other hand, enough is known in many instances (e.g. that tobacco use and cancer are
related) to recommend taking action.
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Next steps

First, this assessment should inform two emerging processes. The next phase of this assessment
effort will be to conduct an integrated community health assessment in partnership with Co-
lumbia Pacific Coordinated Care Organization (CCO). This will inform both the health improve-
ment plan and the strategic plan, which are in turn requirements for county public health ac-
creditation and a mandate for the CCOs. At the same time, results from this assessment should
assist the transition for the Early Learning Council, as it seeks greater integration and synergy
among programs. The data collected here can be used to inform the community to make policy
and programmatic decisions that benefit the community.

Second, use these findings to better coordinate among county agencies. The inroads against
underage crime made by the juvenile department are impressive, for instance. By combining
information across sectors it may be possible to make more effectively targeted interventions to
improve the lives of young residents. Coordinating services through shared data can improve
efficiencies, identify gaps in services, and serve to develop common outcomes.

Third, put in place infrastructure to assure ongoing collection and dissemination of the indica-
tors in this report (or those agreed to in a revision in collaboration with the CCO). Providers of
services in Clatsop County do not always have access to their data or the resources needed to
analyze it. Many meetings take place where there is the discussion about the problem and the
people, but there is no data to reference. A central mechanism for collecting important indica-
tors would help all agencies inform their actions.
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Local Public Health Authority: Clatsop County Department of Public Health
Date: January 27, 2014

Minimum Standards
To the best of your knowledge, are you in compliance with these program indicators from
the Minimum Standards for Local Health Departments?

I. Organization

1.Yes _x__ No___ A Local Health Authority exists which has accepted the legal responsibilities for public
health as defined by Oregon Law.

2.Yes _x__No___ The Local Health Authority meets at least annually to address public health concerns.

3.Yes_x__No ___ A current organizational chart exists that defines the authority, structure and function of
the local health department; and is reviewed at least annually.

4.Yes _x__No ___ Current local health department policies and procedures exist which are reviewed at least
annually.

5.Yes _x__ No___ Ongoing community assessment is performed to analyze and evaluate community data.

6. Yes _x__ No___ Written plans are developed with problem statements, objectives, activities, projected
services, and evaluation criteria.

7.Yes _x__No __ Local health officials develop and manage an annual operating budget.
8.Yes_x__ No ___ Generally accepted public accounting practices are used for managing funds.

9.Yes _x__No___ Allrevenues generated from public health services are allocated to public health
programs.

10. Yes _x__No ___ Written personnel policies and procedures are in compliance with federal and state laws
and regulations.

11. Yes _x__No ___ Personnel policies and procedures are available for all employees.

12. Yes _x__No ___ All positions have written job descriptions, including minimum qualifications.
13.Yes _x__ No ____ Written performance evaluations are done annually.

14.Yes _x__No __ Evidence of staff development activities exists.

15. Yes _x__No ___ Personnel records for all terminated employees are retained consistently with State
Archives rules.

16. Yes _x__ No ___ Records include minimum information required by each program.

17.Yes _x__No A records manual of all forms used is reviewed annually.
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Local Public Health Authority: Clatsop County Department of Public Health
Date: January 27, 2014

18. Yes _x__ No ___ There is a written policy for maintaining confidentiality of all client records which
includes guidelines for release of client information.

19.Yes _x__No ___ Filing and retrieval of health records follow written procedures.

20. Yes _x__No __ Retention and destruction of records follow written procedures and are consistent with
State Archives rules.

21. Yes _x__No ___ Local health department telephone numbers and facilities' addresses are publicized.
22.Yes _x__No ___ Health information and referral services are available during regular business hours.

23.Yes _x__No ___ Written resource information about local health and human services is available, which
includes eligibility, enrollment procedures, scope and hours of service. Information is updated as needed.

24.Yes _x__No __ 100% of birth and death certificates submitted by local health departments are reviewed
by the local Registrar for accuracy and completeness per Vital Records office procedures.

25.Yes _x__No___ To preserve the confidentiality and security of non-public abstracts, all vital records and
all accompanying documents are maintained.

26. Yes _x__No ___ Certified copies of registered birth and death certificates are issued within one working
day of request.

27.Yes _x__No __ Vital statistics data, as reported by the Center for Health Statistics, are reviewed
annually by local health departments to review accuracy and support ongoing community assessment
activities.

28. Yes _x__No___ Asystem to obtain reports of deaths of public health significance is in place.

29. Yes _x__No __ Deaths of public health significance are reported to the local health department by the
medical examiner and are investigated by the health department.

30. Yes _x__ No ___ Health department administration and county medical examiner review collaborative
efforts at least annually.

31. Yes _x__ No ___ Staff is knowledgeable of and has participated in the development of the county's
emergency plan.

32.Yes _x__No__ Written policies and procedures exist to guide staff in responding to an emergency.

33.Yes _x__ No ____Staff participate periodically in emergency preparedness exercises and upgrade response
plans accordingly.

34.Yes _x__ No ___ Written policies and procedures exist to guide staff and volunteers in maintaining
appropriate confidentiality standards.
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Local Public Health Authority: Clatsop County Department of Public Health
Date: January 27, 2014

35. Yes_x__No___ Confidentiality training is included in new employee orientation. Staff includes:
employees, both permanent and temporary, volunteers, translators, and any other party in contact with clients,
services or information. Staff sign confidentiality statements when hired and at least annually thereafter.

36.Yes_x__ No___ AClient Grievance Procedure is in place with resultant staff training and input to assure
that there is a mechanism to address client and staff concerns.

Control of Communicable Diseases
37.Yes _x__No___ There is a mechanism for reporting communicable disease cases to the health
department.

38. Yes _x__No___Investigations of reportable conditions and communicable disease cases are conducted,
control measures are carried out, investigation report forms are completed and submitted in the manner and
time frame specified for the particular disease in the Oregon Communicable Disease Guidelines.

39. Yes _x__ No___ Feedback regarding the outcome of the investigation is provided to the reporting health
care provider for each reportable condition or communicable disease case received.

40. Yes _x__ No ___ Access to prevention, diagnosis, and treatment services for reportable communicable
diseases is assured when relevant to protecting the health of the public.

41.Yes _x__No ___ There is an ongoing/demonstrated effort by the local health department to maintain
and/or increase timely reporting of reportable communicable diseases and conditions.

42.Yes _x__No ___ There is a mechanism for reporting and following up on zoonotic diseases to the local
health department.

43.Yes _x__No ___ A system exists for the surveillance and analysis of the incidence and prevalence of
communicable diseases.

44. Yes _x__No ___ Annual reviews and analysis are conducted of five year averages of incidence rates
reported in the Communicable Disease Statistical Summary, and evaluation of data are used for future
program planning.

45.Yes x__ No __ Immunizations for human target populations are available within the local health
department jurisdiction.

46. Yes _x__ No ___ Rabies immunizations for animal target populations are available within the local health
department jurisdiction.

Environmental Health
47.Yes _x__No __ Food service facilities are licensed and inspected as required by Chapter 333 Division
12.

48. Yes _x__No___ Training is available for food service managers and personnel in the proper methods of
storing, preparing, and serving food.

I'\LOCALHD\ANNUAL PLANS\annual plans 14-15\Clatsop\Minimum Standards for local PH
Plan-Clatsop County.docx 3



Local Public Health Authority: Clatsop County Department of Public Health
Date: January 27, 2014

49. Yes _x__No___ Training in first aid for choking is available for food service workers.

50. Yes_x__No ___ Public education regarding food borne illness and the importance of reporting suspected
food borne illness is provided.

51. Yes _x__ No ___ Each drinking water system conducts water quality monitoring and maintains testing
frequencies based on the size and classification of system.

52. Yes _x__No ___ Each drinking water system is monitored for compliance with applicable standards based
on system size, type, and epidemiological risk.

53. Yes_x__No___ Compliance assistance is provided to public water systems that violate requirements.

54.Yes _x__No ___ All drinking water systems that violate maximum contaminant levels are investigated
and appropriate actions taken.

55. Yes _x__ No___ Awritten plan exists for responding to emergencies involving public water systems.

56. Yes _x__ No ___Information for developing a safe water supply is available to people using on-site
individual wells and springs.

57. Yes _x__No___ A program exists to monitor, issue permits, and inspect on-site sewage disposal systems.

58.Yes _x__ No ___ Tourist facilities are licensed and inspected for health and safety risks as required by
Chapter 333 Division 12.

59.Yes_x__No __ School and public facilities food service operations are inspected for health and safety
risks.

60. Yes _x__ No ___ Public spas and swimming pools are constructed, licensed, and inspected for health and
safety risks as required by Chapter 333 Division 12.

61. Yes __ No _x__ A program exists to assure protection of health and the environment for storing,
collecting, transporting, and disposing solid waste.

62. Yes_x__ No _W:\HEALTH\Annual Plans\2014-15\Minimum Standards for local PH Plan-Clatsop
County.docxW:\HEALTH\Annual Plans\2014-15\Minimum Standards for local PH Plan-Clatsop
County.docx__ Indoor clean air complaints in licensed facilities are investigated.

63. Yes _x__ No __ Environmental contamination potentially impacting public health or the environment is
investigated.

64. Yes _x__ No ___ The health and safety of the public is being protected through hazardous incidence
investigation and response.

65. Yes _x__ No ___ Emergency environmental health and sanitation are provided to include safe drinking
water, sewage disposal, food preparation, solid waste disposal, sanitation at shelters, and vector control.
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Local Public Health Authority: Clatsop County Department of Public Health
Date: January 27, 2014

66. Yes _x__ No___ All license fees collected by the Local Public Health Authority under ORS 624, 446, and
448 are set and used by the LPHA as required by ORS 624, 446, and 448.

Health Education and Health Promotion
67.Yes_x__ No___ Culturally and linguistically appropriate health education components with appropriate
materials and methods will be integrated within programs.

68. Yes _x__ No ___ The health department provides and/or refers to community resources for health
education/health promotion.

69. Yes _x__ No ___ The health department provides leadership in developing community partnerships to
provide health education and health promotion resources for the community.

70. Yes _x__ No ___ Local health department supports healthy behaviors among employees.

71.Yes _x__ No ___ Local health department supports continued education and training of staff to provide
effective health education.

72. Yes _x__No __ All health department facilities are smoke free.

Nutrition
73.Yes _x__No___ Local health department reviews population data to promote appropriate nutritional
services.

74. The following health department programs include an assessment of nutritional status:
a.Yes_x__No__ WIC

b. Yes_x__No___ Family Planning

c. Yes_x__No___ Parentand Child Health
d. Yes_N/A_No __ Older Adult Health
e. Yes _N/A__No ___ Corrections Health

75. Yes _x__No ___ Clients identified at nutritional risk are provided with or referred for appropriate
interventions.

76. Yes _x__No___ Culturally and linguistically appropriate nutritional education and promotion materials
and methods are integrated within programs.

77.Yes _x__No __ Local health department supports continuing education and training of staff to provide
effective nutritional education.

Older Adult Health
78. Yes _x__ No ___ Health department provides or refers to services that promote detecting chronic diseases
and preventing their complications.

79. Yes _x__No__ A mechanism exists for intervening where there is reported elder abuse or neglect.

I'\LOCALHD\ANNUAL PLANS\annual plans 14-15\Clatsop\Minimum Standards for local PH
Plan-Clatsop County.docx 5



Local Public Health Authority: Clatsop County Department of Public Health
Date: January 27, 2014

80. Yes _x__ No Health department maintains a current list of resources and refers for medical care,
mental health, transportation, nutritional services, financial services, rehabilitation services, social services,
and substance abuse services.

81. Yes _x__ No ___ Prevention-oriented services exist for self health care, stress management, nutrition,
exercise, medication use, maintaining activities of daily living, injury prevention and safety education.

Parent and Child Health
82. Yes _x__ No ___ Perinatal care is provided directly or by referral.

83. Yes_x__No___ Immunizations are provided for infants, children, adolescents and adults either directly
or by referral.

84. Yes _x__ No___ Comprehensive family planning services are provided directly or by referral.

85.Yes_x__ No ___ Services for the early detection and follow up of abnormal growth, development and
other health problems of infants and children are provided directly or by referral.

86. Yes_x__ No___ Child abuse prevention and treatment services are provided directly or by referral.

87.Yes _x__No___ Thereis asystem or mechanism in place to assure participation in multi-disciplinary
teams addressing abuse and domestic violence.

88.Yes_x__ No___ There isasystem in place for identifying and following up on high risk infants.

89. Yes x__ No___ Thereisasystem in place to follow up on all reported SIDS deaths.
90. Yes _x__No ___ Preventive oral health services are provided directly or by referral.

91. Yes _x__No___ Use of fluoride is promoted, either through water fluoridation or use of fluoride mouth
rinse or tablets.

92. Yes _x__No ___Injury prevention services are provided within the community.

Primary Health Care
93.Yes_x__No ___ The local health department identifies barriers to primary health care services.

94.Yes _x__No ___ The local health department participates and provides leadership in community efforts to
secure or establish and maintain adequate primary health care.

95. Yes_x__ No___ The local health department advocates for individuals who are prevented from receiving
timely and adequate primary health care.

96. Yes _x__ No __ Primary health care services are provided directly or by referral.

97.Yes _x__No ___ The local health department promotes primary health care that is culturally and
linguistically appropriate for community members.
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Local Public Health Authority: Clatsop County Department of Public Health
Date: January 27, 2014

98. Yes _x__No___ The local health department advocates for data collection and analysis for development
of population based prevention strategies.

Cultural Competency
99. Yes_x__ No___ The local health department develops and maintains a current demographic and cultural
profile of the community to identify needs and interventions.

100. Yes _x__ No ___ The local health department develops, implements and promotes a written plan that
outlines clear goals, policies and operational plans for provision of culturally and linguistically appropriate
services.

101. Yes _x__No ___ The local health department assures that advisory groups reflect the population to be
served.

102. Yes _x__ No __ The local health department assures that program activities reflect operation plans for
provision of culturally and linguistically appropriate services.

Health Department Personnel Qualifications

Local health department Health Administrator minimum qualifications:

The Administrator must have a Bachelor degree plus graduate courses (or equivalents) that
align with those recommended by the Council on Education for Public Health. These are:
Biostatistics, Epidemiology, Environmental health sciences, Health services administration,
and Social and behavioral sciences relevant to public health problems. The Administrator
must demonstrate at least 3 years of increasing responsibility and experience in public health
or a related field.

Answer the following questions:

Administrator name: __Brian J. Mahoney, BS, MPH
Does the Administrator have a Bachelor degree? Yes_x__ No ___

Does the Administrator have at least 3 years experience in Yes_x__ No ____
public health or a related field?

Has the Administrator taken a graduate level course in Yes_x__ No
biostatistics?

Has the Administrator taken a graduate level course in Yes_x__ No
epidemiology?

Has the Administrator taken a graduate level course Yes _x__ No

in environmental health?

Has the Administrator taken a graduate level course Yes _x__ No____

in health services administration?

Has the Administrator taken a graduate level course in Yes_x__ No___
social and behavioral sciences relevant to public health problems?

a. Yes_X__No ___ The local health department Health Administrator meets minimum qualifications:
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Local Public Health Authority: Clatsop County Department of Public Health
Date: January 27, 2014

If the answer is “No”, submit an attachment that describes your plan to meet the minimum
gualifications.

b. Yes x _No___ The local health department Supervising Public Health Nurse meets minimum
gualifications:

Licensure as a registered nurse in the State of Oregon, progressively responsible experience in a public health
agency,

AND

Baccalaureate degree in nursing, with preference for a Master's degree in nursing, public health or public
administration or related field, with progressively responsible experience in a public health agency.

If the answer is “No”, submit an attachment that describes your plan to meet the minimum
gualifications.

c. Yes_x__No___ The local health department Environmental Health Supervisor meets minimum
gualifications:

Registration as an environmental health specialist in the State of Oregon, pursuant to ORS 700.030, with
progressively responsible experience in a public health agency

OR

a Master's degree in an environmental science, public health, public administration or related field with two
years progressively responsible experience in a public health agency.

If the answer is “No”, submit an attachment that describes your plan to meet the minimum
gualifications.

d. Yes_x__ No___ The local health department Health Officer meets minimum qualifications:

Licensed in the State of Oregon as M.D. or D.O. Two years of practice as licensed physician (two years after
internship and/or residency). Training and/or experience in epidemiology and public health.

If the answer is “No”, submit an attachment that describes your plan to meet the minimum
gualifications.

Agencies are required to include with the submitted Annual Plan:

The local public health authority is submitting the Annual Plan pursuant to ORS
431.385, and assures that the activities defined in ORS 431.375-431.385 and ORS
431.416, are performed.

Brian J. Mahoney Clatsop January-30,-2014
Local Public Health Authority County Date
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Local Public Health Authority 2013-2014 Plan
BUDGET ACCESS INFORMATION

Clatsop County operates on an annual budget.

The 2013-2014 Adopted Biennium Budget for the fiscal period July 1, 2013 to June 30,
2014 is available on the web at:
http://co.clatsop.or.us/assets/dept 6/pdf/7.%20public%20health%2013-14a.pdf

Aaron BeMiller

Finance Director

Department of Budget and Finance
800 Exchange St - Suite 301
Astoria, OR 97102

503 325-8565x1101
abemiller@co.clatsop.or.us
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