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Letter to Our Community
Dear Community Member,
On behalf of our community partners, we are pleased to provide you with the 2016 Community Health Assessment
(CHA) Technical Report for Cobb and Douglas counties. Cobb & Douglas Public Health (CDPH), along with Kennesaw
State University (KSU) and the steering teams of Cobb2020 – A Partnership for Health and Live Healthy Douglas (LHD),
conducted this thorough CHA between January 2016 and October 2016 to determine leading community health issues,
resident priorities and community resources. The partnership uses a nationally-recognized health assessment and
strategic planning model - Mobilizing for Action through Planning and Partnerships (MAPP) - to identify public health
issues in Cobb and Douglas counties, and to develop goals and strategies to address them.
This technical report provides:
• the most current, reliable metrics to evaluate the health of our community
• trends in key health metrics to allow readers to evaluate changes in local health status and compare these
measures to national goals
• the methodology used to secure all the data included in this report
• resources for priority setting in preventing disease, promoting health and improving access to care
• health information and websites for more details about the issues
• linkages to the 2017-2021 Cobb2020 and LHD Community Health Improvement Plans
We gathered and analyzed data for key community health indicators across a comprehensive set of categories. Care
was taken to obtain data from reliable sources for reproduction in the future. Cobb and Douglas data were compared to
regional, state and national trends when available. The 2016 Cobb and Douglas CHA Executive Report is also available
for review at http://cobbanddouglaspublichealth.org/publications.
The 2016 Cobb and Douglas CHA is a crucial component of the community health strategic planning process. The 2016
CHA findings are being used to identify key strategic issues and priorities for community action and to develop a 20172021 community health improvement plan available at http://cobbanddouglaspublichealth.org/publications. More
information about the Cobb2020 and LHD Community Health Improvement Plans and how to get involved may be
found at www.Cobb2020.com or www.healthydouglas.org.
Please feel free to share and use this information as needed for planning and decision making. We hope this report
assists you in your efforts to address health-related concerns in our community.
Sincerely,

John D. Kennedy, M.D., M.B.A.

Rebecca Shipley

Carol Lindstrom

District Health Director

Chair, Cobb2020

Chair, Live Healthy Douglas

Cobb & Douglas Public Health

12

Introduction
Cobb & Douglas Local Public
Health System Overview
While health is understood as “a dynamic state of complete physical, mental, spiritual, and social wellbeing and not merely the absence of disease or infirmity,” 1 public health is “what we as a society do
collectively to assure the conditions in which people can be healthy.”2 This definition of public health
provides a basis for the mission to engage partners in the work of promoting and protecting the health
and safety of the residents of Cobb and Douglas counties. These partners make up the local public
health system, commonly defined as “all public, private, and voluntary entities that contribute to the
delivery of essential public health services within a jurisdiction.” Ideally, a public health system includes:
•

Public health agencies at state and local levels

•

Healthcare providers

•

Public safety agencies

•

Human service and charity organizations

•

Education and youth development organizations

•

Recreation and arts-related organizations

•

Economic and philanthropic organizations

•

Environmental agencies and organizations

Derived from the CDC’s representation, Figure 1 shows the network of organizations and agencies that
comprise the Cobb and Douglas local public health system.
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Figure 1: The Local Public Health System

Cobb & Douglas Public Health (CDPH) recognizes that improving the county’s health is a collaborative
effort with the local public health networks, societal infrastructures, and community members.
Through organization services, neighborhood outreach, and collaboration with external stakeholders,
CDPH seeks to build upon the existing health of the community by addressing the public’s health
concerns, and identifying community strengths. Since April 2011, the district has championed and
facilitated the Mobilizing for Action through Planning and Partnerships (MAPP) framework for the
purpose of organizing partners, collecting comprehensive community data and implementing a health
improvement plan. Developed by the National Association of County and City Health Officials
(NACCHO) and the federal Centers for Disease Control and Prevention (CDC), MAPP is a communitydriven strategic planning tool for improving community health. 3
The MAPP Academic Model (Figure 2) illustrates the six phases of the MAPP Process that have been
followed with the guidance and advisement of Steering
Committees local to both Cobb and Douglas counties.
Comprised of a diverse group of representatives from
public, private, and volunteer sectors, these collective
partnerships have evolved through the MAPP process and
have taken on the names Cobb2020 - A Partnership for a
Healthier Cobb County (Cobb2020) and Live Healthy
Douglas.
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Figure 2: MAPP Academic Model

Introduction to Cobb2020 and Live
Healthy Douglas
Cobb2020 and Live Healthy Douglas are collaborative partnerships that bring together community
organizations dedicated to promoting healthy lifestyles and improving the delivery of essential health
services in Cobb and Douglas counties. Each coalition accomplishes its work through a number of
groups, teams, and committees. These include
Steering Committees – A cross-sector group of community leaders overseeing the strategic
planning process within each county. Steering committee members are responsible for guiding,
advising and bringing resources to both the Community Health Assessment (CHA) and
Community Health Improvement Plan (CHIP).
Implementation Teams – Organizations and community members engaged in planning,
facilitating and evaluating the initiatives of the partnership.
Workgroups – Individual teams dedicated to implementing the evidence-based initiatives
highlighted within the county’s Community Health Improvement Plan. Workgroup members
have community knowledge and a desire to advocate for a healthier county. The workgroups
provide a space for partners to network and collaborate on shared goals and objectives.

Cobb2020 overview
Mission: Creating a community that works together to achieve optimal
health for all those who live, learn, work, and play in Cobb County.
Vision: Cobb County will reach its full potential in health and well-being.
Values: Collaboration, Education, Access, Prevention and Equity
Cobb2020 was formed in April 2011 as a result of the Cobb County MAPP
process. It is a partnership of community organizations dedicated to
promoting healthy lifestyles and improving the delivery of essential health
services in Cobb County. This is accomplished through several groups,
teams, and committees.
See Appendix 1 for the Cobb2020 Community Balanced Scorecard utilized
to track health status metrics.
Cobb2020 is currently led by Rebecca Shipley, Multi-Branch Executive Director for Metro Atlanta
YMCA, and Lisa Crossman, Deputy Director for Cobb & Douglas Public Health. It has a Steering
Committee with a diverse membership of 22key community leaders who are dedicated to making
significant changes to the health status of Cobb County.
As identified in the 2017-2021 Cobb & Douglas Community Health Improvement Plan, Cobb2020’s 5Year strategic priorities and goals include:
•

Strategic Priority 1: Healthy Lifestyles
o

Goal 1.1: Tobacco Product use - Reduce illness, disability and death related to tobacco
product use and secondhand smoke exposure.
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•

o

Goal 1.2: Physical Activity - Improve health and the quality of life through daily physical
activity.

o

Goal 1.3: Healthy Eating - Promote health and reduce overweight and obesity through the
consumption of healthy foods.

Strategic Priority 2: Access to Health Services
o

Goal 2.1: Access to Primary Care - Increase access to quality primary health services for
the underserved community.

o

Goal 2.2: Chronic Disease Management - Increase access to local services that screen for
and help control chronic conditions.

o

Goal 2.3: Infant Mortality - Reduce infant mortality disparities through access to prenatal
care.

o

Goal 2.4: Behavioral Health - Improve access to appropriate, quality behavioral health
services.

Please visit Cobb2020.com for more information on this coalition and its current work in the Cobb
County community.

Live Healthy Douglas overview
Mission: To create an environment of wellness through community collaboration, advocacy and
education.
Vision: Healthy People, Safe Environment, Engaged Community
Values: Comprehensiveness, Accessibility, Sustainability & Empowerment – “CASE”
In 2004, the Live Healthy Douglas County Coalition developed to lead Douglas County toward
becoming a Tobacco-Free community. In partnership with the Douglas C.O.R.E.(Community
Organizing Resources for Excellence) Family
Connections Collaborative, they helped enact
some of the most forward-thinking Smoke
Free Air policies in the state prior to the 2005
Georgia Law. After that success, the group
turned their attention to hosting the Power in
Truth conference for youth and introducing
the community to other healthy behaviors
such as drug use prevention, the youth
alcohol prevention initiative, physical activity and proper nutrition. In the summer of 2014, Douglas
MAPP (created in 2011) merged with the Live Healthy Douglas County Coalition to better align
resources and now operates as Live Healthy Douglas (LHD). See Appendix 2 for the Live Healthy
Douglas Community Balanced Scorecard utilized to track health status metrics.
Live Healthy Douglas is currently led by Carol Lindstrom, a real estate agent with High Caliber Realty,
and former Vice-Chair of the Douglas County Board of Education (District 1). Its 15-member Steering
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Committee is equally dedicated to realizing a healthier Douglas County and represents key local public
health system partners.
As identified in the 2017-2021 Cobb & Douglas Community Health Improvement Plan, Live Healthy
Douglas’s 5-Year strategic priorities and goals include:
•

•

Strategic Priority 1: Healthy Lifestyles
o

Goal 1.1: Tobacco Product Use - Reduce illness, disability and death related to tobacco
product use and secondhand smoke exposure.

o

Goal 1.2: Healthy Eating - Promote health through portion control and the consumption
of healthy foods to reduce overweight and obesity.

o

Goal 1.3: Youth Behavior - Improve the health, safety, well-being and mental and
emotional development of youth (<10), adolescents (10-19) and young adults (20-24).

Strategic Priority 2: Access to Health Services
o

Goal 2.1: Access to Primary Care - Improve access to quality primary health services for
the underserved community.

o

Goal 2.2: Chronic Disease Management - Increase access to local services that screen for
and help control chronic conditions.

o

Goal 2.3: Behavioral Health - Improve access to appropriate, quality mental/behavioral
health services.

Please visit LiveHealthyDouglas.org for more information on this coalition and its current work in the
Douglas County community.

Mobilizing for Action through
Planning and Partnerships (MAPP)
Framework
The Mobilizing for Action through Planning and Partnerships (MAPP) model has provided a way for
CDPH to systematically implement the strategic priorities and develop community health improvement
plans for the future. CDPH originally introduced the MAPP process in 2011, creating the existing
county-level Steering Committees. This 2016 MAPP cycle is intended to refresh the data and ensure
that we are addressing the highest-priority health needs through an updated 2017-2021 Community
Health Improvement Plan (CHIP); the strategic priorities will be carried out by the county Steering
Committees. For more in-depth history and review of the MAPP process, please refer to the 2012 Cobb
& Douglas County Community Health Assessment and Improvement Plan at
http://www.cobbanddouglaspublichealth.com/publications/ and www.naccho.org/mapp. .
Championed by CDPH, the MAPP Steering Committees of Cobb and Douglas counties are comprised of
a diverse group of representatives from public, private, and volunteer sectors. MAPP supplied Cobb and
Douglas counties with a framework. In the planning phase, CDPH and MAPP stakeholders developed a

17

shared community health vision and values. Following the MAPP framework in 2016, CDPH and
Kennesaw State University (KSU) conducted four categories of assessments:
•

Community Health Status Assessment (CHSA)

•

Community Themes & Strengths Assessment (CTSA)

•

Local Public Health System Assessment (LPHSA)

•

Forces of Change Assessment (FCA).

CDPH and KSU summarized and reviewed the qualitative and quantitative data from each assessment
and presented findings to the MAPP Steering Committees.

Methodology
This section describes the methods used in gathering data for this Community Health Assessment
report. It covers the Community Health Status Assessment (CHSA),the Community Themes and
Strengths Assessment (CTSA), the Local Public Health System Assessment (LPHSA), and the Forces of
Change Assessment.

Community Health Status Assessment
(CHSA)
This assessment supplies the MAPP participants and the community members with data about health
factors, issues, health outcomes and quality of life. Possible approaches for data collection include:
using state and local databases, accessing previously conducted health assessments or reports,
identifying participants who have access to data through their organization, or developing a new data
collection method. This assessment answers the question, “How healthy are our residents?” and “What
does the health status of our community look like?” The results of the CHSA provide an understanding
of the community’s health status and ensure that the community’s priorities consider specific health
status issues.

Cobb/Douglas quantitative data
Design
A telephone and email survey was used to collect quantitative data for the Cobb2020 and Live
Healthy Douglas Community Health Assessments (CHA). This design enabled data collection from a
large sample in the Cobb and Douglas Counties, GA. The primary reason for incorporating email
surveys into the design was to collect data from a larger sample and to offset the screening of calls that
often results in lower response rate in phone surveys. The Cobb and Douglas CHA survey is found in
Appendix 4.

Sampling
To conduct the phone surveys, 27,031 telephone numbers were purchased; 8,831 landline numbers and
18,200 cell numbers for the two counties. All adults with a telephone number (land or cell) living in Cobb
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or Douglas County were eligible to participate in the survey. Random Digit Dialing (RDD) technique was
used to dial numbers from this sample frame. Included in the sample were working, non-working, and
unassigned numbers. RDD sampling technique insures that all eligible telephone numbers (area codes
and exchanges within Cobb and Douglas County) have an equal probability of being selected. With
2,111 calls made and 274 respondents, the phone surveys yielded a 13% response rate.
Since the telephone survey did not yield the desired number of responses, officials from Cobb &
Douglas Public Health negotiated with Greystone Power Corporation and Cobb Electric Membership
Corporation (EMC) to send customers who had a viable email address a link to the survey in the
companies’ newsletters. These companies were chosen to obtain the most representative sample
possible in the communities as the majority of residents have electricity regardless of socioeconomic
and demographic variations. The links were sent out on May 6 and May 12, 2016, respectively, with a
reminder sent in the Cobb EMC newsletter on June 14. Greystone Power’s listserv at that time
contained approximately 30,000 Cobb and Douglas members and Cobb EMC’s listserv covered 130,000
(all counties served, unknown how many in specifically Cobb and Douglas. However, the link informed
members to only take the survey if they were Cobb or Douglas residents). At the close of the survey, a
total of 291 members from both corporations responded to the online survey, yielding a response rate
of 0.18%.

Measurement and data collection
A 46-item questionnaire, first administered in 2011, was revised for administration in 2016. The five
categories of questions pertained to: 1) access to healthcare; 2) community health; 3) healthy lifestyles;
4) other health-related issues, and 5) demographics. The original questionnaire was developed through
workgroups that consisted of members from local schools, nonprofit organizations, hospitals,
universities, and public health officials. Many survey questions were used from national health surveys,
including CDC’s Behavioral Risk Factor Surveillance Survey (BRFSS), to allow for local, state and
national comparisons. Revisions to the questionnaire were made by Cobb & Douglas Public Health staff
in consultation with faculty from the WellStar College of Health and Human Services, Kennesaw State
University. The questionnaire took about 15 minutes to complete by phone or online. No personal
identifiers were collected; therefore, it is possible that an individual could have completed both the
telephone and online survey. (This could impact our analysis since non-independent sample impacts
the type of analysis we perform).
Seventy-two (72) KSU senior-level nursing students enrolled in an undergraduate Community Health
Nursing course conducted the telephone survey. All students completed the university-required ethics
training and a three-hour in-depth orientation to telephone surveying. After completing these two
requirements, students had the option to sign up for two 4-hour evening or one 8-hour daytime survey
session. The telephone calls were conducted using the KSU Burruss Institute phone bank. A faculty
member from the community health course and Burruss employees were available to supervise each
data collection session. When a potential participant answered their phone, verbal consent was
obtained prior to beginning the interview. The participant’s responses were entered into an electronic
database during March 2016.
For the email-based questionnaire, prior to starting the survey online, participants acknowledged that
they were 18 years of age or older and their participation was voluntary. If a participant was willing to
provide their email address at the end of the online survey, they were eligible to win one of five $25 gift
cards to a major department store.
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Figure 3 gives a description of survey participants. A more detailed sampling description by county and
survey method may be found in Appendix 5.
The aggregate phone and email survey results are referred to as “Cobb County CHA Survey” and
“Douglas County CHA Survey” throughout the CHA report. Detailed results of the Cobb County CHA
Survey and Douglas County CHA Survey may be found in Appendices 6 and 7, respectively.

Figure 3: CHA Survey Sampling Description
Combined Characteristics Survey Respondents
from Cobb and Douglas Counties
(Phone & Web Surveys)
(Total: 565 Respondents)
Frequency

Percent

Male

189

33.5%

Female

363

64.2%

Did Not Answer

13

2.3%

18 – 19

5

0.9%

20 – 24

9

1.6%

25 – 34

46

8.1%

35 – 44

65

11.5%

45 – 54

100

17.7%

55 – 64

102

18.1%

65 or older

183

32.4%

Did Not Answer

55

9.7%

White

338

60.0%

Black

143

25.3%

Asian

10

1.8%

Gender

Age

Race
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Native Hawaiian
or Pacific Islander

1

0.2%

Native American
or Alaska Native

7

1.2%

Other

19

3.3%

Do Not Know / Did
Not Answer

47

8.3%

Hispanic/Latino

22

3.9%

Non-Hispanic

503

89.0%

Do Not Know / Did
Not Answer

40

7.1%

Less than high
school

14

2.5%

High school
graduate or GED

77

13.6%

Some college or
Associates degree

184

32.6%

Bachelor’s Degree

147

26.0%

Professional or
Graduate Degree

101

17.9%

Do Not Know / Did
Not Answer

42

7.4%

Less than $15,000

27

4.8%

$15,000 - $24,999

43

7.6%

$25,000 - $34,999

58

10.3%

$35,000 - $49,999

61

10.8%

Ethnicity

Education

Household
Income
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$50,000 - $74,999

96

17.0%

$75,000 - $99,999

65

11.5%

$100,000 $299,999

95

16.8%

$300,000 or
greater

8

1.4%

Do Not Know / Did
Not Answer

112

19.8%

Married

286

50.6%

Single – never
been married

81

14.3%

Divorced or
Separated

84

14.9%

Living with a
partner

13

2.3%

Widow or
Widower

59

10.4%

Did Not Answer

42

7.4%

Marital Status

Secondary Data In Fall 2016, all the secondary data included in this section was pulled by the CDPH
Epidemiology team from various vetted sources, including Georgia Department of Public Health’s
OASIS (https://oasis.state.ga.us/) and the U.S. Census Bureau (https://www.census.gov/).

Community Themes and Strengths
Assessment (CTSA)
This assessment provides insight from the community members concerning what health issues are
important to them. These results guide the MAPP participants to identify key issues and prioritize them
to ensure that the community health improvement reflects the community needs and concerns.
Possible approaches for data collection include community meetings, focus groups, windshield surveys,
key informant interviews, surveys and town hall meetings. The Community Themes and Strengths
Assessment (CTSA) provides a deep understanding of the issues residents feel are important by
answering the questions “What is important to our community?” “How is quality of life perceived in our
community?” and “What assets do we have that can be used to improve community health?”
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Cobb and Douglas quantitative data
These data were collected from the telephone and email surveys used in the Community Health Status
Assessment described above.

Cobb and Douglas qualitative data
Focus Groups
A series of focus groups was conducted among Cobb and Douglas County residents and healthcare
providers to further assess local perceptions of the quality of healthcare and health-related needs.
Focus group interviews were completed to gather more in-depth information and perspectives from
targeted and stratified demographic and geographic areas of the two counties.
Following multiple planning meetings between Cobb & Douglas Public Health (CDPH) and Kennesaw
State University (KSU) in the spring of 2016, seven (7) focus groups were conducted in Cobb and
Douglas Counties in June and July 2016. Recruitment was conducted by distribution of flyers
throughout the community and businesses as well as social media promotion. An advertised incentive
of a $25 grocery store gift card was given to all participants upon the completion of the focus group. For
the 6 community focus group sessions, a set of 5 open-ended questions was developed to determine
how residents felt about health issues and the quality of local healthcare. For the healthcare provider
focus group, a different set of 4 in-depth open-ended questions was developed to assess providers’
perspective regarding the populations’ biggest health issues and service challenges. CDPH employees
helped secure private rooms at convenient locations to conduct the focus groups. The demographic
focus of the six community groups was strategized by CDPH and KSU to represent the voice of
potentially-disparate populations in the district.
A total of 54 community members participated, with the following in each focus group:
1.
2.
3.
4.
5.
6.

Hispanic/Latino: Marietta Public Health Center – Marietta*: 3 participants
Mixed Demographic (Cobb): Marietta Public Health Center – Marietta: 10 participants
Young Adult: Chattahoochee Tech Marietta Campus -Marietta: 6 participants
African American: South Cobb Public Health Center – Austell: 5 participants
Senior Citizen: Austell Neighborhood Senior Center – Austell: 11 participants
Mixed Demographic (Douglas): DeNyse Signs Corporate Office – Douglasville: 9
participants
7. Healthcare Providers: WellStar Cobb Hospital – Austell: 10 participants
(*focus group conducted in Spanish)

Prior to beginning each focus group, participants completed demographic forms and consent letters
were distributed and read aloud. Questions about the study were answered. The consent included
permission to audio record sessions. One Kennesaw State University researcher facilitated group
discussions while another took notes during the 1.5-hour discussions. Audiotapes from each group were
transcribed and reviewed to summarize common themes.

Secondary Data Through our partnership with WellStar Health System, CDPH was granted
permission to use part of their 2016 Community Health Needs Assessment to add to the CHA’s
captured data, especially regarding the Hispanic community.
•

Cobb and Douglas Key Informant Survey Themes
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•

Cobb County Latino focus group conducted by the Georgia Health Policy Center (12/7/15 at
South Cobb Regional Library)

•

Cobb County Latino community listening session conducted at WellStar Cobb with Ser
Familia and at 2 Latino churches in South and West Cobb

Secondary Data In Fall 2016, all the secondary data included in this assessment was pulled by the
CDPH Epidemiology team from various vetted sources, including Georgia Department of Public
Health’s OASIS (https://oasis.state.ga.us/), U.S. Census Bureau (https://www.census.gov/), EPA, etc.

Local Public Health Systems
Assessment
This assessment evaluates how well the public health system delivers the “Ten Essential Services of
Public Health” to the community. To assess the local public health system, the National Public Health
Performance Standards Program is employed. The Local Public Health Systems Assessment (LPHSA)
answers the questions, “What are the components, activities, competencies, and capacities of our local
public health systems?” and “How are the 10 Essential Public Health Services being provided to our
community?”

Cobb and Douglas LPHSA
In September and October 2016, Cobb and Douglas county representatives conducted the Local Public
Health System Assessment (LPHSA) through the combination of an online survey and in-person
discussion. From sixty-five (65) invited representatives, thirty-three (33) representatives and at least 13
organizations participated in the assessment of the district’s public health system. These groups
included the hospital systems, schools, universities, employers, local and state department of public
health, city government and other sectors which contribute to public health in Cobb and Douglas
counties.
Prior to the in-person segment of the assessment, participants rated the local public health system’s
performance against Model Standards, the highest level of performance (or gold standard) on Ten
Essential Public Health Services (EPHS). 4 Participants were split into five sub-groups (see Figure 4),
each group evaluating two of the ten Essential Services most important to their role within the system.
Participants completed these ratings by answering an online survey, and the average score was
calculated for each question. Figure 5 shows the five response options for each question that was posed
in the surveys.
Figure 4: Essential Service Assignments

ES 1 & 2

ES 3 & 4

ES 5 & 6

Epidemiologists

Health Educators

Health Officer

Environmental
Health Experts
Emergency
Preparedness

Public Information
Officers
Media

Elected Officials
Public Health
Attorney

Schools

Board of Health
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ES 7 & 9
Service
Providers
Service
Recipients

ES 8 & 10
Universities/Colleges
Foundations
Human Resources

Public Health
Laboratories
State Health
Department

Non-governmental
organizations

State Health
Department
Community Health
Planner

Figure 5: Summary of Assessment Response Options
No Activity

Zero percent (0%) or absolutely no activity

Minimal Activity

Greater than zero, but no more than 25% of the activity described within the
question is met.

Moderate Activity

Greater than 25%, but no more than 50% of the activity described with the question
is met.

Significant Activity

Greater than 50%, but no more than 75% of the activity described with the question
is met.

Optimal Activity

Greater than 75%, of the activity described with the question is met.

The assessment addressed the three core functions of public health (Assessment, Policy Development,
and Assurance). The dialogue that occurred during the 1.5-hour in-person portion of the assessment
helped to identify strengths and weaknesses, determine opportunities for immediate improvements,
and establish priorities for long term investments for improving the public health system. The
information obtained from this assessment will be used to improve and better coordinate public health
activities.

Forces of Change Assessment
This assessment focuses on identifying factors such as events, trends, legislation, technology and other
impending changes that affect health care and quality of life within the community. It answers the
questions “What is occurring or might occur that affects the health of our community or the local public
health system?” and “What specific threats or opportunities are generated by these occurrences?”
Purpose:
1. Identify Trends: patterns over time, such as migration in and out of a community or a growing
disillusionment with government.
2. Identify Factors: discrete elements, such as a community’s large ethnic population, and urban
setting, or the jurisdictions’ proximity to a major waterway.
3. Identify Events: one-time occurrences, such as a hospital closure, a natural disaster, or the
passage of new legislation.
4. Evaluate each force and identify associated threats and opportunities for the community and
the local public health system.
The results will be used to assist the community in responding to, or capitalizing on, these factors and
events.
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Cobb and Douglas Forces of Change Assessment
To prepare for the Forces of Change Assessment, a five-person subcommittee from Cobb & Douglas
Public Health was created. This subcommittee planned the assessment to take place during the biannual Steering Committee meetings of Live Healthy Douglas on June 22, 2016 and Cobb2020 on July
6, 2016. Approximately one week before the scheduled meetings, the CDPH Planning & Partnership
Director emailed the 2012 Forces of Change summary for the committees to review. In the meeting
facilitated by an external consultant from Leading Public Health, Inc., the discussion centered on the
following questions:
1. What is significantly missing from this data?
2. What about the data has significantly changed since 2012?
3. What forces now and in the future can reinforce health equity in our community? How can we
take advantage of these forces?
During the assessments, the facilitator provided participants with a brief overview of MAPP, health
equity and the Forces of Change Assessment. The meeting consisted of 1.5 hours of open discussion
that was documented on flip charts that were displayed throughout the room during the entire
meeting. As a participant listed a force, the facilitator asked probing questions to elicit threats and
opportunities related to the force. Twelve Steering Committee members participated in the Cobb2020
meeting and seven participated in the Live Healthy Douglas meeting.

Health Disparity Overview
This CHA report follows Healthy People 2020—the United States’ national public health agenda—and
addresses two important concepts: health disparity and health equity.
Health disparity is a health outcome that is seen to a greater or lesser extent between populations
(including race/ethnicity, sex, sexual identity, age, disability, socioeconomic status, geographic
location).5
Examples on a county level will be highlighted throughout the CHA, from birth outcomes (e.g,, higher
infant mortality in African American infants) to mortality from chronic diseases (e.g., males had higher
rates of mortality from cardiovascular disease and cancer).
Health equity is the “attainment of the highest level of health for all people. Achieving health equity
requires valuing everyone equally with focused and ongoing societal efforts to address avoidable
inequalities, historical and contemporary injustices, and the elimination of health and health care
disparities.”6
Both health disparity and health equity are rooted in multiple factors that influence an individual’s or
population’s health. Examples include biology, genetics, individual behavior, access to health services,
socioeconomic status, the physical environment, discrimination, racism, literacy levels, legislative
policies, 7 and conditions in the places where people live, learn, work, and play. 8
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A central goal of Healthy People 2020—and a common goal of public health departments at state, local,
tribal, and territorial levels—is to achieve health equity, eliminate disparities, and improve the health of
all groups.9
Accordingly, this CHA report will follow the national Public Health Accreditation Board’s
requirements—Standard 1.1, Measure 1.1.2 T/L—for addressing health disparities:
•

A description of the health issues of the population and their distribution, based on the
analysis of data listed above. The description must address the existence and extent of
health disparities between and among specific populations in the community or areas in the
community: populations with an inequitable share of poorer health outcomes must be
identified.

•

A discussion of the contributing causes of the health challenges, for example, behavioral
risk factors, environmental factors (including the built environment), socioeconomic
factors, policies (e.g., zoning, taxation, education, transportation, insurance status, etc.),
injury, maternal and child health issues, infectious and chronic disease, resource
distribution (e.g., grocery stores), and the unique characteristics of the community that
impact on health status. Multiple determinants of health, especially social determinants,
must be included. Health disparities and high health-risk populations must be addressed.
Community factors that contribute to higher health risks and poorer health outcomes of
specific populations must be considered. 10
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Chapter 1 – Changing
Contexts: Forces of
Change
County Characteristics
Cobb County
Cobb County is located north of Atlanta along the scenic Chattahoochee River. Formed in 1832, Cobb
County was originally part of Cherokee County and was named after Judge Thomas Willis Cobb, a U.S.
Senator. It is bordered on the northwest by Lake Allatoona, and its southernmost boundary lies south
of Interstate 20. Marietta, the seat of Cobb County government, lies 20 miles northwest of downtown
Atlanta. Cobb County’s 340 square miles include the municipalities of Marietta, Austell, Powder
Springs, Smyrna, Acworth, and Kennesaw, and unincorporated suburban areas. According to 2014
Census estimates, it is the third most populous county in Georgia, behind Fulton and Gwinnett
Counties. At 340 square miles, Cobb ranks 81st (out of 159) in the state in area and fourth in the 10county region.
Please see Chapter 2, “Socio-demographic, economic, education, and quality of life characteristics,” for
details about Cobb County’s demographics.

Douglas County
Douglas County is located 20 miles due west of Atlanta along Interstate 20, and is one of the smallest
counties in the State of Georgia in size. Its 199.3 square miles include the cities of Douglasville and
Lithia Springs, and portions of the cities of Villa Rica and Austell. There are suburban sections in both
Douglasville and unincorporated Douglas County, as well as rural areas in the western and
southwestern regions of the county. Douglas County was created on October 17, 1870 during the
Reconstruction period after the Civil War. It was first named for Fredrick Douglass, the AfricanAmerican abolitionist, and later changed to honor Stephen A. Douglas, the Illinois Senator who
opposed Abraham Lincoln in the 1860 presidential election.
Please see Chapter 2, “Socio-demographic, economic, education, and quality of life characteristics,” for
details about Douglas County’s demographics.

28

Population Growth Projections
Cobb County
The 2015 population in Cobb County was 741,334. As shown in Figure 6, the county population size is
projected to continuously grow, with a 5.4% increase projected between 2015 and 2020, and a 25.5%
increase projected between 2015 and 2040. 11

Figure 6. Population Projections in Cobb County
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Douglas County
The 2015 population in Douglas County was 140,733. As shown in Figure 7, the county population size is
projected to continuously grow, with a 10.8% increase projected between 2015 to 2020, and a 53.4%
increase projected between 2015 and 2040. 11
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Figure 7: Population Projections in
Douglas County
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Cobb is the New Headquarters for
3 Major Sports Teams
Cobb County is home to more than 100 million square feet dedicated to sports, including Major League
Baseball’s Atlanta Braves, Major League Soccer’s Atlanta United, Major League Lacrosse’s Atlanta
Blaze and a host of other competitive and recreational events.
In November 2013, the Atlanta Braves announced that the franchise would leave downtown Atlanta
after the 2016 season to move to a new 41,500 seat stadium built in Cobb County, GA. The Braves also
unveiled plans to build an expansive entertainment district that surrounds the new ballpark. The
Battery Atlanta, a 1.5 million-square-foot mixed-use development, features boutique shopping, chefdriven restaurants, an Omni Hotel, The Coca-Cola Roxy Theatre, 550 residences and One Ballpark
Center, Comcast’s regional office headquarters. The new stadium complex, which opened in April 2017,
was constructed in Cobb County in a public/private partnership with a project budget of $672 million
allotted for SunTrust Park and $452 million for The Battery Atlanta. The Braves have demonstrated
their commitment to expanding the culture of health in Cobb County through their significant support
of youth activities, renovation of public baseball parks throughout Cobb and through their national
model tobacco-free policy in the SunTrust Park and The Battery Atlanta.
The Atlanta Blaze began playing for the first time in late April 2016 at Kennesaw State University’s Fifth
Third Bank Stadium. Lacrosse is the fastest-growing sport in the United States and it has grown
significantly in Cobb at the youth, high school, collegiate and professional levels. The Blaze is an
expansion franchise in Atlanta. It is the ninth team in the league, which has been around since 2001.
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Atlanta United professional soccer made its Cobb debut in April 2017. The team practices in Marietta at
its home office complex, and matches are played at the new Mercedes-Benz Stadium in Atlanta. The
location in Marietta allowed Atlanta United to build a world-class training facility in an area that has a
strong youth soccer presence. Atlanta United hosts various youth development programs and
tournaments at the training ground, and the facility attracts top soccer talent. The 33-acre practice site
in Marietta includes six fields and also allows international teams a place to train when visiting Atlanta.
The training ground project represents more than $50 million in new investment to the area.
The addition of these 3 major sports complexes in Cobb County means that the opportunities
for physical activity and a “culture of health” will dramatically increase for our residents,
particularly our youth. Additionally, with the additional revenue generated for the County,
improvements to the various components of the Local Public Health System are certainly
encouraging.

Growth of Education Systems
Cobb and Douglas Counties have long been known for their excellent schools, comprising one of the
largest, most comprehensive, and most competitive “Pre-K through PhD” education communities in
the Southeast.
Cobb is home to the second largest school district (113,000 students) in the state and one of the top 25
largest in the U.S. Beyond just size, they demonstrate some of the highest test scores in Metro
Atlanta’s core counties and students consistently exceed national and state averages.
Marietta City Schools (MCS ) in Cobb County, is Georgia's first Charter School System and first
International Baccalaureate (IB) World School District. It serves 8,900 students at eight elementary
choice schools, one of which is a Science, Technology, Engineering, and Mathematics (STEM) Certified
Magnet school; one sixth-grade school and one middle school (7/8 grades) recognized as a Georgia
Lighthouse School to Watch (2012, 2015) – both offering STEM Certified Programs, and one high
school. Marietta High School has been named one of the top high schools in the nation by U.S. News
and World Report (2012) and by Newsweek (2010). They have recently received national acclaim for the
innovative Graduate Marietta Student Success Center, a public/private partnership designed to
improve student success and graduation rates by providing support services to students and their
families.
Douglas County student enrollment is approximately 26,000 students. There are 20 elementary schools
(grades K-5), eight middle schools (grades 6-8), five high schools (grades 9-12), and two specialized
high school programs. With approximately 3,500 employees, the Douglas County School System is the
county's largest employer.
Cobb houses the largest technical college in the state, with over 10,000 students enrolled in a broad
range of courses. Chattahoochee Technical College has built tremendous partnerships with employers
throughout Metro Atlanta.
Life University offers a variety of unique Undergraduate and Graduate programs rooted in innovation
and purpose, along with the world’s largest and most philosophically-sound Doctor of Chiropractic
program.
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Georgia Highlands College serves as a point of access to higher education in Northwest Georgia, with
locations on Kennesaw State University’s Marietta campus and in Douglas County servings thousands
of students annually.
Within Douglas County, employers also have access to regional centers of Mercer University, West
Georgia Technical College, and University of West Georgia.
Kennesaw State University (KSU) is a comprehensive university and third largest institution within the
University System of Georgia (USG). Recognized for its entrepreneurial spirit, global engagement and
sense of community, it is classified as a doctoral university with moderate research activity (R3) by the
Carnegie Classification of Institutions of Higher Learning. The University’s Fall 2016 enrollment
exceeded 35,000 students, of which nearly 3,000 are graduate students. More than 49% of the students
are female and over one-third are minorities. Approximately 5,300 students reside in on-campus
housing. KSU’s six-year first-time full-time undergraduate graduation rate is 42%.
KSU has experienced dramatic growth in recent years, punctuated by the consolidation of Kennesaw
State University and Southern Polytechnic State University (SPSU), approved by the Southern
Association of Colleges and Schools Commission on Colleges (SACSCOC) in December 2014 and by the
Board of Regents (BOR) of the University System of Georgia (USG) in January 2015. The five-year
enrollment trend for KSU, including the legacy institutions, indicates substantial increases before and
after consolidation.
Figure 8: Kennesaw State University Enrollment Growth
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Percent Change

35,000

5.3%

Regional Military Presence
Dobbins Air Reserve Base (DARB) in Marietta, Ga., is the largest multi-service reserve training base in
the world. Located 16 miles northwest of Atlanta in Cobb County, Dobbins ARB supports more than
10,000 guardsmen and reservists from the Air Force, Army, Navy and Marines. The base is home to the
94th Airlift Wing, which is the host unit, and tenant organizations including the 22nd Air Force
headquarters, Naval Air Station Atlanta and the Georgia Army National Guard. Nearly 50 aircraft are
assigned to different flying units at Dobbins and the base including the C-130 Hercules, DC-9 Sky Train,
C-12 Beachcraft Kingair, C-560 Cessna Citation, FA-18 Hornet, E-2 Hawkeye, AH-1 Cobra, UH-1 Huey
and UH-60 Blackhawk. The base boasts more than 7,000 take-offs and landings monthly.
As the host unit at Dobbins, the 94th Air Wing has a three-fold mission. Its primary mission is to train C130 Hercules aircrews for the U.S. Air Force - active duty, guard and reserve components. It also
maintains combat-ready units to deploy on short notice to support operations around the world.
Finally, the wing is responsible for providing security, civil engineering, fire protection, air traffic control
and other services to the base and its tenant units. The wing also provides maintenance for the airfield,
which is used by Naval Air Station (NAS) Atlanta and Lockheed Martin/Air Force Plant #6, which is
adjacent to the base.
The 22nd Air Force (AF) is one of three numbered air forces in Air Force Reserve Command. 22nd AF is
responsible for recruiting and training reservists and for maintaining subordinate units at the highest
level of combat readiness. A by-product of training is to coordinate daily support of the active duty air
force. 22nd AF's wartime mission is to provide combat-ready airlift and support units and augments
personnel requirements to Air Mobility Command in the United States. More than 27,000 reservists fall
under the 22nd Air Force across 14 different wings in 19 different states.
Naval Air Station Atlanta supports some 2,000 Navy and Marine Corps reservists in 31 different units.
Fleet Logistics Support Squadron 46 (VR-46) flies the DC-9 Sky Train to support the Chief of Naval
Operations airlift missions. Carrier Airborne Early Warning Squadron 77 (VAW-77) flies the E-2C
Hawkeye in support of the nation’s counter drug forces in the war on illegal drugs. In addition, the C-12
Beachcraft Kingair transports personnel and cargo throughout the continental U.S. and Caribbean
regions. Marine Air Group 42 (MAG-42) staff headquarters
is located aboard NAS Atlanta.
The Marines have two squadrons located on the base. Marine Helicopter Light Attack Squadron 773
(HMLA-773) flies the AH-1W Cobra and UH-1N Huey helicopters and has made two deployments to
Afghanistan since September 11, 2001. Marine Fighter Attack Squadron 142 (VMFA-142) flies the FA-18
Hornet. VMFA-142's mission is to plan for the conduct of air operations in support of the Fleet Marine
Force, supervise and train selected Marine Corps Reserve units, and ensure mobilization readiness.
The Georgia Army National Guard flies the UH-60 Blackhawk helicopters. Other Army units on the base
include the Joint Operations Directorate, which provides counter drug support to civil authorities and
operations planning.
Lockheed Martin/Air Force Plant #6, (one of Cobb’s largest employeers) which is adjacent to the base,
also shares the Dobbins runway. The corporation uses a 74-acre building to build the C-130 Hercules
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and the P-3 Orion. Lockheed built the C-141 Starlifter and the C-5B at that plant as well. Lockheed is
currently producing the Air Force's F-22 Raptor, an advanced air-to-air fighter designed to replace the
F-15 Eagle.
Dobb ARB serves as an active “Disaster Planning and Recovery Center” for the southeastern U.S. in
partnership with CDC, Georgia Department of Public Health, GEMA, FEMA, and Lockheed, National
Guard, local hospitals and ambulance service agencies. The community health resources have
frequently come together to welcome evacuees from New Orleans, Texas, Haiti, Florida and other
locations in times of crisis. It is the U.S. Department of Defense’s only Global Disaster Training facility
and is a preferred landing site for Air Force 1.

2016 Cobb and Douglas Forces of
Change Assessment
Methods
The Forces of Change Assessment is one of the four MAPP assessments and seeks to identify factors
that can affect health in a community. This assessment focuses on identifying factors such as events,
trends, legislation, technology and other impending changes that affect health care and quality of life
within the community.
Areas to consider include political, economic, social, technological, environmental, scientific, legal, and
ethical. This assessment seeks to answer these two main questions:
4. What is occurring or might occur that affects the health of our community or the local public
health system?
5. What specific threats or opportunities are generated by these occurrences?
The results will be used to assist the community in preparing how to respond to or capitalize on these
factors and events.
To prepare for the Forces of Change Assessment, a five-person subcommittee from Cobb & Douglas
Public Health was created. This subcommittee implemented the assessment during the bi-annual
Steering Committee meetings of Live Healthy Douglas on June 22, 2016 and Cobb2020 on July 6, 2016.
Approximately one week before the scheduled meetings, the Planning & Partnership Director emailed
the 2012 Forces of Change summary for the committees to review. In the meeting facilitated by an
external consultant from Leading Public Health, Inc., the discussion centered on the following
questions:
1. What is significantly missing from this data?
2. What about the data has significantly changed since 2012?
3. What forces now and in the next 5 years can reinforce health equity in our community? How can
we take advantage of these forces?
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During the assessments, the facilitator provided participants with a brief overview of MAPP, health
equity and the Forces of Change Assessment. The meeting consisted of 1.5 hours of open discussion
that was documented on flip charts that were displayed throughout the room. As a participant listed a
force, the facilitator asked probing questions to elicit threats and opportunities related to the force.
Twelve Steering Committee members participated in the Cobb2020 meeting and seven participated in
the Live Healthy Douglas meeting.

Results
Cobb County
Ten forces representing the greatest opportunities and threats for the community were identified at
the Forces of Change assessment. The results are listed in no particular order, see Appendix 8 for
detailed table of Forces Identified with Greatest Opportunities, Threats and Community Assets. Each
force is listed with the top opportunities and threats. Also included is a community resource which
could be leveraged to address the identified force. These issues were addressed in the strategic
planning process.

Identified Forces
•

Access to healthcare: Environmental/political event

•

Behavioral health: Social/political/legal factor

•

Community health: Environmental trend

•

Public transportation: Environmental factor

•

Economy: Economic trend

•

Onset of professional sports: Economic/environmental event

•

Educational changes: Political/economic event

•

Technology advances: Technological trend

•

Increasing aging population: Social factor

•

Increase in racial/ethnic diversity: Social factor

Three forces emerged from the assessment as the largest contributing factors to the physical and
mental health of Cobb County residents:
•

Community health

•

Access to healthcare

•

Behavioral health

Although we recognize gaps in the county’s ability to mitigate health disparities at this point, it is
recognized as an important issue to focus on in the next five years. Cobb County has many community
assets, with more being added to the landscape which should positively impact the health of the
county.
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Douglas County
Seven forces representing the greatest opportunities and threats for the community were identified at
the Douglas Forces of Change assessment. The results are listed in no particular order, see Appendix 9
for detailed table of forces Identified with Greatest Opportunities, Threats and Community Assets.
Each force is listed with the top opportunities and threats. Also included is a community resource which
could be leveraged to address the identified force. These issues were addressed in the strategic
planning process.

Identified Forces
•

Post-recession upswing: Economic trend

•

Technology Advances: Technological event

•

Community health: Environmental trend

•

Behavioral health: Social/political/legal trend

•

Public transportation: Environmental factor

•

Access to healthcare: Political/economic event

•

Disaster preparedness: environmental/technological event

Three forces emerged from the assessment as the largest contributing factors to the physical and
mental health of Douglas County residents, with “Access to Healthcare” playing a part in each of them:
•

Economy

•

Community health

•

Behavioral health

It is recognized that vulnerable populations will be more greatly affected by the above-listed factors
and therefore an important issue to focus on in strategic planning efforts by community partners.
During the assessment, multiple participants noted the post-recession economic upswing of Douglas
County and resulting optimism and engagement of many of its residents. With the stabilization of the
economy, it is hoped that more time and resources will be devoted to continuing to improve
community and behavioral health.

36

Chapter 2: Sociodemographic, economic,
education, and quality of
life characteristics
County Characteristics and
Demographics
Cobb County
In the Cobb County CHA Survey, 88.6% of participants rated the area they live in as Good or Very Good,
10.1% rated it Fair, and 1.1% rated it Poor or Very Poor. Looking to the future, 35% of survey
participants think the area they live in will be a "Better Place to Live" over the next 5 years while 17.8%
think it will be a "Worse Place to Live" and 43.2% answered "Not Much of a Change." Nearly 4% said
they don't know or refused to answer.

Race and ethnicity
Between 2011 and 2015, Georgia's population increased by 4.1%, from 9,815,210 to 10,214,860 and
Cobb County’s population increased by 6.3%, from 697,553 to 741,334. While Cobb County’s population
remained predominately White (64% in 2015), the county saw larger increases in minority populations
between 2011 and 2015: 12
•
•
•
•

the African American population increased by 14.2%, from 180,339 to 205,979;
the Asian population increased by 20.2%, from 32,657 to 39,258;
the Multiracial population increased by 18.6%, from 15,096 to 17,908;
the Hispanic or Latino (any race) population increased by 8.4%, from 87,477 to 94,853
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Figure 9: Population by Race, Cobb County, 2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Language
Cobb County contained 274,468 households, and 3.6% of Cobb County households had limited Englishspeaking ability. Of these limited English-speaking households, 23.7% were Spanish-speaking. 13
Between 2011 and 2015, the percentage of foreign-born persons in Cobb County (15.6%) was greater
than the percentages of foreign-born persons in Georgia (9.8%) and the United States as a whole
(13.2%).14

Age
The median age in Cobb County was 36.3 years in 2015, an increase from 35.6 in 2011. 14 Between 2011
and 2015, residents 35–64 years old comprised the largest age group, at 41%. However, the number of
residents 65+ years old increased by 28.5% during this time period. 12 This increase in the 65+ age group
size reflects the national trend of our aging “baby boomers,” which can significantly impact the overall
health status of a community.
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Figure 10: Population by Age, Cobb County, 2015
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Income
The 2010–2014 median household income (in inflation-adjusted 2014 dollars) in Cobb County was
$64,657. This is higher than both the US and Georgia median household incomes of $53,657 and
$49,342, respectively. Within the county, median income was higher in family households at $77,952
versus non-family households in Cobb County at $41,979.
Annual incomes of Cobb County residents had a wide range: 7.6% of Cobb County households had an
annual income of $200,000 or greater, while 5.2% of Cobb County households (3.6% of families and
9.7% of nonfamily households) made less than $10,000 per year.
In the same 2010–2014 time frame, the per capita income in Cobb County was higher than the state
average, at $33,418 and $25,427, respectively.13

Employment
Nearly 30% of Cobb County CHA Survey participants think the economy, particularly job opportunity, in
their area is getting better. However, nearly 8% think it is getting worse, 51.7% think it is about the
same and 10.3% said they don't know or refused to answer.
The unemployment rate in Cobb County was 5.9% in 2015, down from 11.1% unemployment in 2011.13
In 2015, 70.4% of Cobb County residents aged 16 and older were in the civilian labor force, with a civilian
employed population of 383,927. These workers mostly fit into three major classes:
•

88.2% worked in private industry;
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•

10.7% worked in government;

•

7% were self-employed.

Median earnings of Cobb County workers in 2015 varied by sex, with males employed full-time, yearround earning a median income of $52,350 and females employed full-time, year-round earning a
median income of $44,548.
In 2015, over 377,000 workers 16 years and over in Cobb County commuted to work, with an average
travel time to work of 31.8 minutes. The top two methods of commuting were driving alone (79.2%) and
carpooling (8.8%). Using public transportation (1.2%) was the least-used method of commuting behind
walking (1.6%) and other means.
The top two industries in Cobb County during 2015 were educational services, health care, and social
assistance (19.6%) and professional, scientific, management, and administrative and waste
management services (15.7%).16
Figure 11 shows the major occupational categories in which Cobb County’s civilian employed
population worked in 2015:
Figure 11: Major Occupational Categories in Cobb County
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44.8%

Sales and office occupations

24.6%
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14.1%

Production, transportation, and materialmoving occupations
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Source: US Census American Community Survey 2015 1-Year Estimates

In 2009, the top ten employers in Cobb County engaged a total of 60,614 workers: 14
1. Cobb County Schools – 20,133
2. WellStar – 9,142
3. Lockheed Martin – 7,028
4. Cobb County Government – 5,288
5. Publix Super Markets Inc. – 4,207
6. Ryla Teleservices, Inc. – 3,932
7. Kennesaw State University – 3,107
8. Walmart – 2,750
9. Dobbins Air Reserve Base/Naval Air Station – 2,521
10. Six Flags over Georgia (including White Water and American Adventures) – 2,506
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Poverty
Between 2011–2015, 12.4% of Cobb County residents were below poverty level, compared to 18.4% of
Georgia residents below poverty level in the same time period. 9.6% of households received
government food stamp/Supplemental Nutrition Assistance Program (SNAP) benefits. In 2015, 0.7% of
Cobb County residents received cash assistance income in 2015, with an average cash public assistance
income of $2,086.
Poverty levels disproportionally affected some residents of Cobb County by race and ethnicity, age
group, educational attainment, and employment status:
•

17.6% of African-Americans and 25.5% of Hispanics were below the poverty level,
compared to 7.3% of the White, non-Hispanic population below the poverty level.

•

17.4% of children under the age of 18 were below the poverty level, compared to 11.3%
of adults aged 18-64, and 7.2% of adults 65 years and over.

•

25.7% of residents with less than a high school diploma were below the poverty level,
compared to 15.1% of high school graduates (or equivalent) and 4.2% of those with a
Bachelor's degree or higher below the poverty level.

•

29.5% of unemployed residents were below the poverty level, compared to 6.8% of
those employed below the poverty level.13

Health insurance coverage
Of the civilian non-institutionalized residents of Cobb County (736,795 people), 13.3% had no health
insurance coverage, a decrease from 18.7% in 2011.
In 2015, of the 86.7% of Cobb County residents with some form of health insurance coverage, 72.7%
had private health insurance and 22.1% had public coverage. While 85.2% of employed Cobb County
residents had health insurance coverage, nearly half (43.5%) of those unemployed in the county had no
health insurance coverage.
In the civilian noninstitutionalized population of Cobb County under 18 years old (181,769 children),
6.5% had no health insurance coverage in 2015, a decrease from 10.0% in 2011. 16
In 2015, 16% of Georgia residents were uninsured. However, 30% of the state’s Hispanic population had
no health insurance coverage, compared to 12% in the White population and 16% of the AfricanAmerican population. 17 This comparable data by race and ethnicity was not found on a local level.
Of the Cobb County CHA Survey participants, 45.4% reported they have health insurance through a
plan purchased through their or a family members' employer or union, while 11.7% have health
insurance through a plan they or a family member bought on their own. An additional 27.1% have
Medicare coverage, 2.4% have Medicaid or other state coverage, and 2.7% have coverage through the
military. However, 3.5% of participants stated they currently do not have health insurance. Reasons
given for no health insurance included: cost, job loss, or not eligible for Affordable Care Act (ACA) or
Medicare coverage.
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Housing and homelessness
Housing
Cobb County contained 297,399 housing units in 2016, an increase of 3.8% from 286,490 housing units
in 2010. Each household contained an average of 2.64 persons. The median value of Cobb County’s
owner-occupied housing units (2011–2015) was $197,400, which is higher than the median value of
$148,100 in Georgia during the same time period. The median gross rent in Cobb County (2011-2015)
was $1,006, also higher than the Georgia median gross rent of $879.
Thus, in 2016, a household would need to work 2.5 full-time jobs at minimum wage to afford a 2bedroom housing unit at fair market rent in Cobb County. However, between 2011 and 2015, 42,698
children less than 18 years of age in Cobb County lived in a "female head of household (no husband
present)" home.18

Homelessness
Cobb County had a total of 415 homeless persons in 2015, including 91 unsheltered homeless
individuals and 324 in shelters (emergency and transitional housing) in 2015. A total of 348 emergency
and transitional beds were reported available in the county.
In Georgia’s 2015 “Point in Time Count,” of the state’s homeless population of nearly 14,000 in 2015,
the majority (65%) were African-American, while 31% were White, and 4% were Multiracial or other
(county-level racial data was not available). Men comprised 64% of the homeless population. Children
under the age of 18 are also affected by homelessness, comprising 18% of this population, with 30% of
Georgia’s homeless population among families with children.
Homelessness is particularly important to public health efforts because homelessness leads to and
makes worse a myriad of chronic and infectious health issues. In addition, special populations and
persons with disabilities—for example, veterans and/or persons experiencing mental illness, substance
abuse, HIV/AIDS, domestic violence, and/or chronic homelessness—are the most vulnerable subset of
homeless people.19

Crime
As shown in Figure 12, the 2015 crime rates in Cobb County were lower than the state and national
rates for total violent crimes and specifically for murder, rape, robbery, and aggravated assault.
However, between 2011 and 2015, the total violent crime rate in Cobb County increased from 232.1 to
285.4 per 100,000. In 2015, Cobb County had 26 murders, 141 rapes, 708 robberies, and 1,245 reports of
aggravated assault.20
Figure 12. Violent Crime Rates in 2015
Crime Rates (per
100,000)
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However, gang-related crime is a growing problem in Cobb County with its proximity to Atlanta. In
2013, 44 incidents of gang act violations were recorded by the Cobb County Magistrate Court. That
number dropped to 38 in 2014, but rose to 54 in 2015.21
In the Cobb County CHA Survey, 84.6% of participants rated their personal safety in the area they live
as Good or Very Good, 12.2% rated it as Fair, 2.7% rated it as Poor or Very Poor, and 0.5% didn't know
or refused to answer.

Education and literacy
Cobb County contains multiple educational institutions. Two public school systems—Cobb County
Schools and Marietta City Schools—as well as numerous private schools serve Cobb County’s young
population. And multiple colleges and universities, including Kennesaw State University’s original and
Marietta campuses and Chattahoochee Technical College, serve Cobb County’s adult population.
In the Cobb County CHA Survey, 70.8% of participants rated the quality of the schools in their area as
Good or Very Good, 14.3% rated it as Fair, 5.6% rated it as Poor or Very Poor, and 9.3% didn't know or
refused to answer.
Between 2011–2015, Cobb County had a higher percentage of residents holding Bachelor's degrees and
either graduate or professional degrees than Georgia or the United States as a whole: 29% of Cobb
County residents hold Bachelor’s degrees and 14.8% hold graduate or professional degrees, compared
to the Georgia rates of 17.9% and 10.4%, and the United States rates of 18.3% and 11%, respectively.
The relative percentages of males and females in Cobb County holding college degrees are comparable:
29.6% of men and 28.5% of women hold Bachelor’s degrees, and 14.6% of men and 14.9% of women
hold graduate or professional degrees. However, a higher percentage of males (5.4%) than females
(4.6%) drop out of high school in Cobb County.13
According to the latest data available (2003), 12% of Cobb County residents aged 16 years and older
lacked basic literacy. The county’s low-literacy rates were lower than the rates for Georgia (17%) and
the United States (14.6%).22
Cobb County high school (Cobb and Marietta districts combined) graduation rates increased 20.5%
over the 2011–2015 timespan, from 64.8% to 78.1%. However, as shown in Figure 13, within Cobb
County, Hispanic and African-American students had lower graduation rates than their Asian and White
counterparts (4-year cohort), Economically-disadvantaged students (all races) also had lower
graduation rates, at 70.2%. 23
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Figure 13: Disparities Exist in Graduation Rates, Cobb County,
2011-2015 Aggregate
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Parks and recreation
Cobb County
Cobb County has 41 parks and facilities—a total of 77 properties, 5490 acres, and 206 buildings— spread
throughout the county for both residents and non-residents to use. For a complete listing with
amenities, visit
https://cobbcounty.org/index.php?option=com_content&view=article&id=71&Itemid=317

Marietta
The City of Marietta has 25 parks and facilities for the use of both residents and non-residents. For a
complete listing with amenities, visit
http://www.mariettaga.gov/City/media/Docs/ParksRec/Amenities.pdf

Kennesaw
The City of Kennesaw has 25 parks, facilities, and greenway trails, all of which are “Breathe Easy
Zones.” All tobacco products, including e-cigarettes, are prohibited in Kennesaw parks by City
Ordinance Sec. 66-2.
For a complete listing of Kennesaw parks and facilities, including their amenities, visit
http://www.kennesaw-ga.gov/wp-content/uploads/2014/10/Parks-and-Facilities-Table.pdf

Smyrna
The City of Smyrna has 26 parks and facilities. For a complete listing with amenities, visit
http://www.smyrnacity.com/your-government/departments/parks-recreation/parks/show-all-parks-3

National Park Service – Kennesaw Mountain
This historic battlefield site is located in the heart of the City of Kennesaw. As stated in the “State of the
Park Report” from 2013, “Kennesaw Mountain NBP has the highest visitation of any Civil War
44

battlefield park in the nation. The park provides one of the largest contiguous federally managed public
green spaces in a major metropolitan area serving millions of recreationists each year, and has more
than 18 miles of designated trails used for hiking, running, dog walking, and horseback riding.”24 For
more information, visit https://www.nps.gov/kemo/index.htm

Arts and cultural affairs
Cobb County offers a wide variety of arts and cultural events, programs, and classes. Examples include:
•

arts centers in East, West and South Cobb: the Civic Center Complex, the historic Mable House
and the Mable House Barnes Amphitheatre;

•

performing arts, including Cobb Symphony Orchestra, Georgia Ballet, touring productions at
the Cobb Energy Performing Arts Centre, musical performances by the Atlanta Lyric Theatre at
The Earl Smith Strand Theatre, Theatre in the Square at the historic Marietta Square;

•

arts and entertainment festivals throughout the year in Cobb County cities.

Transportation
Individual transportation
With 741,334 residents, over 560,000 of which are between the ages of 15 and 74, and the close
proximity to Atlanta, traffic congestion is a significant problem in Cobb County. In 2015:
•

residents’ mean commute is 31.8 minutes;

•

79.2% of workers drove alone to work.16

22.3% of Cobb County CHA Survey participants rated access to public transportation in the area where
they live as Good or Very Good, 21.5% rated it as Fair, 47.8% rated it as Poor or Very Poor, and 8.5%
didn't know or refused to answer.

Public transportation
Cobb County residents have public transportation options through CobbLinc (formerly Cobb
Community Transit), as these city buses travel throughout Cobb County and to downtown Atlanta.
CobbLinc paratransit service is available to persons with disabilities and who qualify for ADA
Complementary Paratransit.
However, CobbLinc also has limitations: it generally serves the core portions of the county with much
fewer transportation options in the west and east sides of the county, and the service does not run on
certain days, including Sundays and holidays.
For more information on CobbLinc, visit
https://cobbcounty.org/index.php?option=com_content&view=category&id=426&Itemid=2071

Air transportation
Cobb County contains an airport, Cobb County International Airport - McCollum Field. As of June 2015,
a Border & Customs Protection facility is now open, and the airport now accepts international flights.
For more information on the airport, visit https://www.mccollumairport.com/
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Additional transportation options
Various collaborative and hired transportation options exist in Cobb County, such as rideshare/carpool
services, taxi services, and both Uber and Lyft.

Aging services
Cobb County saw a 28.5% increase in the 65+ age group between 2011 and 2015.12 This increase reflects
the national trend of our aging “baby boomers,” which can significantly impact the overall health status
of a community.
In the Cobb County CHA Survey, 74.8% of participants rated the area they live in now as a place to grow
old as Good or Very Good, 15.1% rated it as Fair, 8.0% rated it as Poor or Very Poor and 2.1% didn't
know or refused to answer.

Cobb Senior Services
Cobb County’s senior services are an important resource for its residents. Cobb Senior Services provides
8 Senior Centers which include three neighborhood centers, four multipurpose centers, and the Senior
Wellness Center. For more information, see
https://cobbcounty.org/index.php?option=com_content&view=article&id=2072&Itemid=637

Cobb Public Services Agency
Cobb Public Services Agency operates several programs that directly benefit senior citizens’ health and
well-being. According to the organization’s 2014 annual report, it offered
•

a Meals on Wheels program that delivered 50,271 meals to homebound clients;

•

55 exercise classes to 36,795 participants;

•

141 health and wellness seminars to3,996 participants.26

Faith-based organizations
In August 2016 there were 761 registered religious organizations in Cobb County including: 27
•

407 Christian (including 265 Protestant, 2 Roman Catholic)

•

5 Jewish

•

5 Islamic

•

1 Buddhist

•

4 Hindu
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Douglas County
In the Douglas County CHA Survey, 77.7% of participants rated the area they live in as Good or Very
Good, 19.2% rated it Fair, and 3.2% rated it Poor or Very Poor. Looking to the future, 30.3% of survey
participants think the area they live in will be a "Better Place to Live" over the next 5 years while 23.4%
think it will be a "Worse Place to Live" and 38.8% answered "Not Much of a Change." 7.5% said they
don't know or refused to answer.

Race and ethnicity
Between 2011 and 2015, Georgia's population increased by 4.3%, from 9,815,210 to 10,214,860 and
Douglas County’s population increased by 5.5%, from 133,355 to 140,733. While Douglas County’s White
population decreased by 4% t0 51% in 2015, the county saw larger increases in minority populations
between 2011 and 2015:12
•

the African-American population increased by 12.9%, from 55,538 to 62,688;

•

the Multiracial population increased by 31.5%, from 2,634 to 3,464;

•

the Asian population increased by 11.1%, from 2,196 to 2,440;

•

the Hispanic population increased by 11.3%, from 11,452 to 12,747

Figure 14: Population by Race, Douglas County, 2015
2% 2%

51%

45%

White

Black or African-American

Asian

Multiracial

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016
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Language
Douglas County contained 48,493 households; and 1.9% of Douglas County households had limited
English-speaking ability. Of these limited English-speaking households, 20.7% were Spanish-speaking
and 22.4% were Asian/Pacific Island language-speaking.13
Between 2011 and 2015, the percentage of foreign-born persons in Douglas County (8.2%) was lower
than the percentages of foreign-born persons in Georgia (9.8%) and the United States as a whole
(13.2%).14

Age
The median age in Douglas County was 36.7 years in 2015, a slight increase from 36.3 in 2011. 14
Between 2011 and 2015, residents 35–64 years old composed the largest age group, at 41%. However,
the number of residents 65+ years old increased by 25.1% during this time period. 12 This increase in the
65+ age group size reflects the national trend of our aging “baby boomers,” which can significantly
impact the overall health status of a community.

Figure 15: Population by Age, Douglas County, 2015

10.7%
29.2%

41.0%
19.1%

0-19 years

20-34 years

35-64 years

65+ years

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016
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Income
The 2010–2014 median household income 1 (in inflation-adjusted 2014 dollars) in Douglas County was
$52,997. This is higher than Georgia but lower than the US median household incomes of $49,342 and
$53,657, respectively. Within the county, median income was higher in family households at $60,062
versus nonfamily households in Douglas County at $35,670.
Annual incomes of Douglas County residents had a wide range: 2.7% of Douglas County households
had an annual income of $200,000 or greater, while 6.0% of Douglas County households (4.9% of
families and 11.3% of nonfamily households) made less than $10,000 per year.
In the same 2010–2014 time frame, the per capita income in Douglas County was lower than the state
average, at $23,356 and $25,427, respectively. 13

Employment
Nearly 22% of Douglas County CHA Survey participants think the economy, particularly job
opportunities, in their area is getting better. However, 11.2% think it is getting worse, 53.7% think it is
about the same and 13.3% said they don't know or refused to answer.
The unemployment rate in Douglas County was 8.8% in 2015, down from 15.6% unemployment in
2011.13 In 2015, 66.4% of Douglas County residents aged 16 and older were in the civilian labor force,
with a civilian employed population of 65,067. These workers mostly fit into three major classes:
•

75.9% worked in private industry;

•

17.4% worked in government;

•

6.8% were self-employed.

Median earnings of Douglas County workers in 2015 varied by sex, with males employed full-time, yearround earning a median of $46,009 and females employed full-time, year-round earning a median of
$40,081.
In 2015, over 64,000 workers 16 years and over in Douglas County commuted to work, with an average
travel time to work of 33.5minutes. The top two methods of commuting were driving alone (78.1%) and
carpooling (10.8%). Using public transportation (0.8%) was the least-used method of commuting
behind walking (2.5%) and other means.
The top two industries in Douglas County during 2015 were educational services, health care, and social
assistance (21%) and retail trade (12.8% ). 16
Figure 16 shows the major occupational categories in which Douglas County’s civilian employed
population worked in 2015:

1

“Per capita” income means the arithmetic mean income. It is calculated by dividing an area’s total income by its
total population.
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Figure 16: Major Occupational Categories in Douglas County
Management, business, science, and arts
occupations

36%

Sales and office occupations

20.2%

Service occupations

16.9%

Production, transportation, and materialmoving occupations

17.4%

Natural resource, construction, and
maintenance occupations

9.5%

Source: US Census American Community Survey 2015 1-Year Estimates

In 2012, the top ten employers in Douglas County engaged a total of 4,514 workers:28
1. Silver Line Building Products – 1200 (Douglas County)
2. Douglas County Government – 875 (City of Douglasville)
3. American Red Cross Blood Services 450 (City of Douglasville)
4. APL Logistics – 400 (Douglas County)
5. WellStar Douglas Hospital – 313 (City of Douglasville)
6. Benton Georgia – 300 (City of Douglasville)
7. Staples Customer Fulfillment Center – 258 (City of Douglasville)
8. Medline Industries – 250 (City of Douglasville)
9. Douglasville Government – 243 (Douglas County)
10. Seasons 4 – 225 (Douglas County)

Poverty
Between 2011 - 2015, 16.4% of Douglas County residents were below poverty level, compared to 18.4%
of Georgia residents below poverty level in the same time period. 17.3% of households received
government food stamp/Supplemental Nutrition Assistance Program (SNAP) benefits. In 2015, 3.1% of
Douglas County residents received cash assistance income in 2015, with a mean (average) cash public
assistance income of $2,402.
Poverty levels disproportionally affected some residents of Douglas County by race and ethnicity, age
group, educational attainment, and employment status:
•

58.9% of American Indian/Alaskan Natives, 18.6% of African-Americans and 27.6% of
Hispanics were below the poverty level, compared to 12% of the White, non-Hispanic
population below the poverty level.

•

22% of children under the age of 18 were below the poverty level, compared to 15% of
adults aged 18-64, and 9.9% of adults 65 years and over.

•

29.7% of residents with less than a high school diploma were below the poverty level,
compared to 13.8% of high school graduates (or equivalent) and 6.5% of those with a
Bachelor's degree or higher below the poverty level.
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•

29.3% of unemployed residents were below the poverty level, compared to 8.8% of
employed residents below the poverty level. 13

Health insurance coverage
Of the civilian non-institutionalized residents of Douglas County, 14.5% had no health insurance
coverage, a decrease from 17.7% in 2011. Of the 85.5% of Douglas County residents with some form of
health insurance coverage, 67.4% had private health insurance and 27% had public coverage. While
84.4% of the employed people residing in Douglas County had health insurance coverage, more than
half (57.1%) of those unemployed in the county had no health insurance coverage.
In the civilian noninstitutionalized population of Douglas County under 18 years old (37,497 children),
8% had no health insurance coverage in 2015, an increase from 6.7% in 2011. 16
In 2015, 16% of Georgia residents were uninsured. However, 30% of the state’s Hispanic population had
no health insurance coverage, compared to 12% in the White population and 16% of the AfricanAmerican population. 17 This comparable data is not available on a local level.
Of the Douglas County CHA Survey participants, 35.1% reported they have health insurance through a
plan purchased through their or a family members' employer or union, while 7.5% have health
insurance through a plan they or a family member bought on their own. An additional 27.1% have
Medicare, 5.3% have Medicaid or other state coverage and 7.5% have insurance through the military.
However, 5.9% of participants stated they currently do not have health insurance. Reasons given for no
health insurance included: cost, job loss, or not eligible for Affordable Care Act (ACA) or Medicare
coverage.

Housing and homelessness
Housing
Douglas County contained 52,194 housing units in 2016, an increase of 1.0% from 51,672 housing units
in 2010. Each household contained an average of 2.64 persons. The median value of Douglas County’s
owner-occupied housing units (2011–2015) was $121,300, which is lower than the median value of
$148,100 in Georgia during the same time period. The median gross rent in Douglas County (2011-2015)
was $949, which is higher than the Georgia median gross rent of $879.14 Thus, in 2016, a household
would need to work 2.5 full-time jobs at minimum wage to afford a 2-bedroom housing unit at fair
market rent in Douglas County.18 However, between 2011 and 2015, 10,824 children less than 18 years
of age in Douglas County lived in a "female head of household (no husband present)" home.13

Homelessness
Douglas County had a total of 161 homeless persons in 2015, including 60 unsheltered homeless
individuals and 101 in shelters (emergency and transitional housing) in 2015. A total of 109 emergency
and transitional beds were reported available in the county.
In Georgia’s 2015 “Point in Time Count,” of the state’s homeless population of nearly 14,000 in 2015,
the majority (65%) were African-American, while 31% were White, and 4% were Multiracial or other
(county-level racial data was not available). Men comprised 64% of the homeless population. Children
under the age of 18 are also affected by homelessness, comprising 18% of this population, with 30% of
Georgia’s homeless population among families with children.
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Homelessness is particularly important to public health efforts because homelessness leads to and
makes worse a myriad of chronic and infectious health issues. In addition, special populations and
persons with disabilities—for example, veterans and/or persons experiencing mental illness, substance
abuse, HIV/AIDS, domestic violence, and/or chronic homelessness—are the most vulnerable subset of
homeless people.19

Crime
As shown in Figure 17, the 2015 crime rates in Douglas County were lower than the state and national
rates for total violent crimes and specifically for rape, robbery, and aggravated assault. However,
between 2011 and 2015, the total violent crime rate in Douglas County increased from 264.6 to 266.7
per 100,000. In 2015, Douglas County had 6 murders, 16 rapes, 102 robberies, and 251 reports of
aggravated assault.20

Figure 17. Violent Crime Rates in 2015
Crime Rates (per
100,000)

Douglas County

Georgia

United States

Murder/Manslaughter 4.3

5.9

4.9

Rape

11.4

21.8

28.1

Robbery

72.6

117.0

101.9

Aggravated Assault

178.5

210.6

237.8

Total Violent Crime

266.7

355.3

372.6

Source: Georgia Bureau of Investigation, 2015 Summary Report

In the Douglas County CHA Survey, 72.3% of participants rated their personal safety in the area they
live as Good or Very Good, 20.7% rated it as Fair, 4.8% rated it as Poor or Very Poor, and 2.1% didn't
know or refused to answer.

Education and literacy
Douglas County contains multiple educational institutions. Douglas County Schools and private schools
serve Douglas County’s young population. Georgia Highlands College and West Georgia Technical
College serve Douglas County’s adult population.
In the Douglas County CHA Survey, 63.3% of participants rated the quality of the schools in their area as
Good or Very Good, 18.6% rated it as Fair, 6.4% rated it as Poor or Very Poor, and 11.7% didn't know or
refused to answer.
Between 2011-2015, Douglas County had a lower percentage of residents holding Bachelor's degrees
and either graduate or professional degrees than Georgia or the United States as a whole: 16% of
Douglas County residents hold Bachelor’s degrees and 8.5% hold graduate or professional degrees,
compared to the Georgia rates of 17.9% and 10.4%, and the United States rates of 18.3% and 11%,
respectively. More females than males in Douglas County hold college degrees: 14.5% of men and
17.2% of women hold Bachelor’s degrees, and 7.2% of men and 9.7% of women hold graduate or
professional degrees. Also, a higher percentage of males (8.3%) than females (7.2%) drop out of high
school in Douglas County.13
52

According to the latest data available (2003), 12% of Douglas County residents aged 16 years and older
lacked basic literacy. The county’s low-literacy rates were lower than the rates for Georgia (17%) and
the United States (14.6%).22
Douglas County high school graduation rates increased 22.5% over the 2011–2015 timespan, from 72%
to 88.2%, with a 16.7% jump in one year alone, from 2014 to 2015. However, as shown in Figure 18,
within Douglas County, Hispanic and African-American, non-Hispanic students had a lower graduation
rate than their Asian or White counterparts (4-year cohort). Economically-disadvantaged students (all
races) also had lower graduation rates, at 71.8%.23

Figure 18: Disparities Exist in Graduation Rates, Douglas
County, 2011-2015 Aggregate
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Source: Georgia Governor’s Office of Student Achievement, 2011-2015

Parks and recreation
Douglas County Parks and Recreation
Douglas County has 10 parks and facilities with nearly 2,000 acres of park land. For a complete listing
with amenities, visit
http://www.celebratedouglascounty.com/view/departments/view_dept/&cdept=66&department=Park
s%20and%20Recreation

City of Douglasville Parks and Recreation
The City of Douglasville has 7 parks, ranging from “passive parks” featuring open spaces and
playground equipment, to sports parks featuring football, soccer, and baseball fields; tennis courts;
swimming pools; and both disc-golf and traditional golf courses. For a complete listing with amenities,
visit http://www.ci.douglasville.ga.us/114/City-Parks

Sweetwater Creek State Park
This state park, located in Douglas County, encompasses 2,549 acres, including a 215-acre lake and 12
miles of hiking/biking trails. For more information, visit http://gastateparks.org/SweetwaterCreek
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Arts and cultural affairs
There are many opportunities to enjoy arts, cultural events and programs, and classes in Douglas
County. In particular, the Cultural Arts Council of Douglasville/Douglas County sponsors concerts, art
exhibits, and local festivals. For more information, visit http://arts.douglas.org

Transportation
Individual transportation
With 140,733 residents, with nearly 105,000 between the ages of 15 and 74, and the close proximity to
Atlanta, traffic congestion is a growing issue in Douglas County. In 2015:
•

residents’ mean commute is 33.5 minutes;

•

78.1% of workers drove alone to work.16

In the Douglas County CHA Survey, 10.11% of participants rated access to public transportation in the
area where they live as Good or Very Good, 18.1% rated it as Fair, 63.8% rated it as Poor or Very Poor,
and 8.0% didn't know or refused to answer.

Other transportation
Although there does not currently exist a large transportation network in Douglas County, residents
have several options, and the county government recently completed the Douglas County
Transportation Services Study
(http://www.celebratedouglascounty.com/TransportationServicesStudy/), which examined
transportation options and methods to improve/expand existing services.

Xpress Bus service is a public transportation service offered by the Georgia Regional Transportation
Authority (GRTA). It operates Monday through Friday and connects Douglas County to downtown
Atlanta and Midtown Atlanta. Buses leave from and return to the Douglas County Transportation
Center.

Douglas County Rideshare is a commuter-oriented program that operates work-trip vanpools,
offers transportation assistance to senior adults and disabled individuals, provides carpool-matching
assistance, builds and maintains commuter facilities, and participates in transit and public
transportation planning and marketing.

Transportation Voucher Program is a service to assist senior adults aged 60 and over, and disabled
individuals aged 19 to 59, in paying for "quality of life" trips for purposes such as shopping,
entertainment, and visiting friends and family. The program also offers assistance with planning trips
that connect with a neighboring transportation provider such as MARTA or Cobb Community Transit.

Aging services
Douglas County saw a 25.1% increase in the 65+ age group between 2011 and 2015.12 This increase
reflects the national trend of our aging “baby boomers,” which can significantly impact the overall
health status of a community.
In the Douglas County CHA Survey, 62.8% of participants rated the area they live in now as a place to
grow old as Good or Very Good, 25.0% rated it as Fair, 8.0% rated it as Poor or Very Poor and 4.3%
didn't know or refused to answer.
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Douglas County’s senior services are an important resource for its residents. Douglas County Services
has two senior centers, the Fairburn Road Senior Center, and the Woodie Fite Senior Center. The
services offered to citizens of Douglas County ages 60 and older include:
•

Home delivered meals

•

Onsite meals

•

Homemaker services

•

Respite care services

•

Case management

•

Transportation

•

Volunteer services

•

Online assistance

For more information on services, visit
http://www.celebratedouglascounty.com/view/nonprofit/search/viewonecat/&ccommcatid=581

Faith-based organizations
In August 2016 there were 169 registered religious organizations in Douglas County: 27
•

95 Christian (including 56 Protestant, 1 Roman Catholic)

•

2 Islamic

•

1 Buddhist

•

1 Hindu

County Health Rankings
The annual County Health Rankings by the University of Wisconsin Population Health Institute and
Robert Wood Johnson Foundation provides a picture of a community’s health factors and resulting
health outcomes, as compared to other counties within the state. As Figure 19 illustrates, the rankings
“are based on a model of population health that emphasizes the many factors that, if improved, can
help make communities healthier places to live, learn, work and play.” 29
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Figure 19. County Health Rankings Model of Population Health

Source: http://www.countyhealthrankings.org/our-approach

Cobb County
According to the County Health Rankings 2016 report, out of 159 counties in Georgia, Cobb County
ranks 7th in Health Outcomes (length and quality of life) and 7th in Health Factors (health behaviors and
social/economic factors), with an overall rank in Georgia of 7. This ranking is similar to the previous five
years for Cobb County:
•

2012: 6

•

2013: 6

•

2014: 6

•

2015: 4

•

2016: 7

In examining specific measures in the report, Cobb County fared better than Georgia on multiple
specific health factors, including a lower level of adult obesity at 22% versus 29%, respectively and a
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lower number of children in poverty, at 18% versus 26%. However, Cobb County also did worse than
Georgia on other health factors, including air pollution – particulate matter at 13.2 versus 12.8 and
alcohol-impaired driving deaths, at 25% versus 24% of all driving deaths.

Douglas County
According to the County Health Rankings 2016 report, out of 159 counties in Georgia, Douglas County
ranks 36th in Health Outcomes and 45th in Health Factors, with an overall rank of 36. This ranking is a
marked decrease from 2013-2015:
•

2012: 36

•

2013: 27

•

2014: 26

•

2015: 27

•

2016: 36

In examining specific measures in the report, Douglas County fared better than Georgia on multiple
specific health factors, including a lower rate of sexually transmitted infections at 343.4 per 100,000
versus 514.8 per 100,000, respectively and a lower number of children in poverty, at 20% versus 26%.
However, Douglas County also did worse than Georgia on other health factors, including a higher level
of adult obesity at 34% versus 29% and a higher ratio of the population to primary care physicians at
2,310:1 versus 1,540:1.
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Chapter 3 – Leading
causes of death and
injury
Leading Causes of Mortality in
Cobb County
Leading Causes of Deaths in Cobb
County
Ischemic heart and vascular disease was the #1 cause of death in both Cobb County (1,528 deaths; a
rate of 54.2 per million) and the state of Georgia (39,981 deaths; a rate of 86.0) during 2011–2015.
All other mental and behavioral disorders (any disorder that does not come from using psychoactive
chemicals; examples include dementia, schizophrenia, and bipolar disorder) was the #2 cause of death
in Cobb County during 2011–2015. For Georgia, overall, 92% of deaths classified into this category were
due specifically to unspecified dementia.
The leading causes of death differed for African-American and white residents of Cobb County. Among
African-Americans, the #1 cause of death was Ischemic heart and vascular disease, but the #2 cause
of death was Cerebrovascular disease (Stroke). Among whites, the top 5 causes of death mirrored the
Cobb County overall results.
The top five leading causes of death in Cobb County from 2011 to 2015 were identical to the top 5
causes of death from 2008 to 2012:
•

Ischemic heart and vascular disease

•

All other mental and behavioral disorders

•

Malignant neoplasms (Cancer) of the trachea, bronchus, and lung

•

Cerebrovascular disease (Stroke)

•

All COPD except asthma 30

Figure 20 represents the age-adjusted death rate for the 10 most common causes of death in Cobb
County. The color-coded gauge represents percentiles from the lowest rate (green) to the highest rate
(red). The dashboard needle indicates Cobb County’s rate, and the label “GA” indicates Georgia’s
statewide rate.
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Figure 20. Leading Causes of Death in Cobb County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

The leading causes of death during 2011–2015 in Cobb County differed greatly per age group:
•

15- to 19-year-olds: Motor vehicle crashes (22 deaths)

•

20- to 44-year-olds: Accidental poisoning and exposure to noxious substances (241)

•

45- to 64-year-olds: Ischemic heart and vascular disease (353)

•

65- to 74-year-olds: Malignant neoplasms (Cancer) of the trachea, bronchus, and lung
(368)

•

75+ year-olds: All other mental and behavioral disorders, specifically dementia (1,220) 12

#1 Cause of Death in Cobb County
Ischemic heart and vascular disease was and has been the leading cause of death in Cobb County, in
Georgia, and across the United States.
According to the Centers for Disease Control and Prevention (CDC), “For the total US population, heart
disease has been the leading cause of death for decades, with cancer the second leading cause.
However, the ranking of these causes has varied across demographic group and geographic unit over
time.
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Cobb County’s age-adjusted death rate of 54.2 due to Ischemic heart and vascular disease in 2011–2015
was lower than its rate of 74.8 in 2006–2010. This difference was statistically significant. It is also lower
than Georgia’s rate of 86.0 during 2011-2015. 12
Figure 21 illustrates Cobb County’s trends in Ischemic heart and vascular disease from 2006 through
2015.
Figure 21. Age-Adjusted Death Rate and Number of the #1 Cause of Death, Ischemic
Heart and Vascular Disease, in Cobb County, 2006-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Leading Causes of Premature Deaths in
Cobb County
This section describes the leading causes of premature death (defined as death before age 75) in Cobb
County during 2011–2015. These deaths are ranked by Years of Potential Life Lost (YPLL), which is the
number of years a person died before age 75.
The top 10 causes of premature death in Cobb County during 2011–2015 matched the top 10 causes
from the previous five-year span (2006–2010). However, some of the causes shifted positions.
•

Accidental poisoning and exposure to noxious substances increased from #4 (5.31%) to
#1 (8.07%).

•

Certain conditions originating in the perinatal period dropped from #1 (7.57%) to #2
(6.13%).

•

Motor vehicle crashes dropped from #2 (6.07%) to #5 (3.95%).

•

Malignant neoplasms (Cancer) of the trachea, bronchus, and lung switched positions
with Assault (Homicide), but their overall percentages both decreased. 12

Figure 22 illustrates the 10 leading causes of premature death in Cobb County in 2006-2010 and 20112015.
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Figure 22. Leading Causes of Premature Death in Cobb County, 2006-2010 vs. 2011-2015

2006–2010

Rank

2011–2015

% of
Total
YPLL

% of
Total
YPLL

1

Certain conditions originating in the
perinatal period

7.57

Accidental poisoning and exposure to
noxious substances

8.07

2

Motor vehicle crashes

6.07

Certain conditions originating in the
perinatal period

6.13

3

Intentional self-harm (Suicide)

5.43

Intentional self-harm (Suicide)

5.64

4

Accidental poisoning and exposure
to noxious substances

5.31

Ischemic heart and vascular disease

5.20

5

Ischemic heart and vascular disease

5.03

Motor vehicle crashes

5.12

6

Malignant neoplasms (Cancer) of the
trachea, bronchus, and lung

4.21

Malignant neoplasms (Cancer) of the
trachea, bronchus, and lung

3.95

7

Congenital malformations,
deformations and chromosomal
abnormalities

3.53

Assault (Homicide)

3.02

8

Assault (Homicide)

3.11

Congenital malformations, deformations
and chromosomal abnormalities

2.86

9

Cerebrovascular disease (Stroke)

2.58

Cerebrovascular disease (Stroke)

2.57

10

Malignant neoplasm of the breast
(Breast cancer)

2.55

Malignant neoplasm of the breast (Breast
cancer)

2.56

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Looking specifically at a few of the top causes of premature death between 2011-2015, the #1 cause of
premature death in Cobb County was Accidental poisoning by and exposure to noxious substances.
This was formally the #4 cause of premature death between 2006-2010. The World Health
Organization defines this cause of death as the result of
•

accidental (specifically not suicidal or homicidal) overdoses;

•

the wrong drug being given or taken in error;

•

drugs taken inadvertently;

•

drug-related accidents in medical and surgical procedures; and

•

accidental or not-clearly-intentional poisoning.31

As shown in Figure 23, the primary group affected by Accidental poisoning by and exposure to
noxious substances was white males aged 20–34 years old, with 113 deaths. By way of comparison,
there were 5 deaths among black males in the same age group.12
This data suggests the need for drug-related outreach for both prescription and non-prescription drugs.
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Figure 23: Accidental Poisoning and Exposure to Noxious Substances is the #1 Cause of
Premature Death in Cobb County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Intentional self-harm (Suicide) was the #3 cause of premature death in Cobb County during 2011–2015
was. As shown in Figure 24, the primary group affected by this cause of premature death was White
males, who comprised 61% (215 deaths) of the 354 suicides in Cobb County. Of those deaths, 43% (93)
were 35–55 years old. 12
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Figure 24: Intentional Self-Harm (Suicide) is the #3 Cause of Premature Death in Cobb
County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Ischemic heart and vascular disease was not only the leading cause of death across all ages in Cobb
County but the #4 cause of premature death during 2011–2015 was. As shown in Figure 25, males
comprised 61% (916 deaths) of 1,494 premature deaths in this time frame, and males died from this
cause at younger ages than females. 12
Figure 25: Ischemic Heart and Vascular Disease is Both the #1 Cause of Death & #4
Cause of Premature Death in Cobb County, 2011-2015
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The leading causes of premature death in Cobb County and the state of Georgia during 2011–2015 were
similar, but not identical.
•

Diabetes mellitus became the #10 cause of death across Georgia but was not a top cause
of premature death in Cobb County

•

Essential (primary) hypertension and hypertensive renal, and heart disease was the #8
cause of premature death across Georgia, but it did not appear on the Cobb County list.

•

Malignant neoplasm of the breast (Breast cancer) was the #10 cause of premature death
in Cobb County, but it did not appear on Georgia’s list.

Statewide, Ischemic heart and vascular disease remained the #1 cause of premature death. Across
Georgia during 2006–2010, it was responsible for 7.62% of premature deaths, and during 2011–2015, it
was responsible for 7.40% of premature deaths. In Cobb County, percentages were lower for both time
periods, at 5.03% and 5.20%, respectively.12
Figure 26 compares the top 10 leading causes of premature death in Georgia and Cobb County during
2011–2015.
Figure 26. Leading Causes of Premature Death in Cobb County vs. Georgia, 2011-2015

Rank

Georgia
2011–2015

% of
Total
YPLL

Cobb County
2011–2015

% of
Total
YPLL

1

Ischemic heart and vascular disease

7.40

Accidental poisoning and exposure
to noxious substances

8.07

2

Motor vehicle crashes

5.70

Certain conditions originating in
the perinatal period

6.13

3

Certain conditions originating in
the perinatal period

5.24

Intentional self-harm (Suicide)

5.64

4

Intentional self-harm (Suicide)

4.86

Ischemic heart and vascular disease

5.20

5

Malignant neoplasms (Cancer) of
the trachea, bronchus, and lung

4.66

Motor vehicle crashes

5.12

6

Accidental poisoning and exposure
to noxious substances

4.57

Malignant neoplasms (Cancer) of
the trachea, bronchus, and lung

3.95

7

Assault (Homicide)

3.77

Assault (Homicide)

3.02

8

Essential (primary) hypertension
and hypertensive renal, and heart
disease

3.31

Congenital malformations,
deformations and chromosomal
abnormalities

2.86

9

Cerebrovascular disease (Stroke)

2.85

Cerebrovascular disease (Stroke)

2.57

10

Diabetes mellitus

2.67

Malignant neoplasm of the breast
(Breast cancer)

2.56

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016
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Leading Causes of Hospitalization
in Cobb County
A hospitalization rate is useful for monitoring morbidity* 2 and health issues in a community because it
indicates serious medical problems that prevent patients from simply leaving emergency departments.
These rates are not age-adjusted.
Cobb County did better than the state average during 2011–2015 on all top 10 causes for
hospitalization. See Figure 27 for a comparison.
The color-coded gauge represents percentiles from the lowest rate (green) to the highest rate (red).
The dashboard needle indicates Cobb County’s rate, and the label “GA” indicates Georgia’s statewide
rate.
Figure 27. Leading Causes of Hospitalizations in Cobb County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

*2 Morbidity means “having a disease or a symptom of disease, or…the amount of disease within a population.”
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The #1 cause of hospitalizations in Cobb County and Georgia during 2011–2015 was Pregnancy,
childbirth, and the puerperium (the post-delivery period). This high rate is normal because the vast
majority of women deliver their babies in a healthcare setting.
The #2 cause of hospitalizations in Cobb County during 2011–2015 was Diseases of the
musculoskeletal system and connective tissue. In the 10 years since 2006, there was a statistically
significant increase in the rate of hospitalizations for these conditions. The 2006–2010 rate was 457.5
per 100,000, and it increased to 488.5 during 2011–2015.
Leading causes of hospitalizations in Cobb County were similar for both men and women. The top 2
causes (excluding Pregnancy, childbirth, and the puerperium) for both sexes were All other mental
and behavioral disorders (#1 for males; #2 for females) and Diseases of the musculoskeletal system
and connective tissue (#2 for males, #1 for females), and the #5 cause for both sexes was Pneumonia.
The #3 and 4 causes were unique for each sex. Among women, the #3 and 4 causes for hospitalization
were All other diseases of the genitourinary system and Falls. Among men, the #3 and 4 causes for
hospitalization were Ischemic heart and vascular disease and Septicemia.30
This data for Cobb County mirrors the data for Georgia as a whole.

Leading Causes of Emergency
Department Use in Cobb County
Cobb County’s 2011–2015 rate of emergency department (ED) visit rate due to all causes (27,608.1 per
100,000) was lower than Georgia’s statewide rate (37,621.1). These statistics are not age-adjusted. Even
so, 3 of the top 5 causes for injuries in Cobb County (All other unintentional injury [#1], Falls [#4], and
Motor vehicle crashes [#5]) were caused by external factors, not diseases, and still accounted
for thousands of Emergency Department visits every year.30
Figure 28 represents the 10 most common causes of emergency room use in Cobb County. The colorcoded gauge represents percentiles from the lowest rate (green) to the highest rate (red). The
dashboard needle indicates Cobb County’s rate, and the label “GA” indicates Georgia’s statewide rate.
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Figure 28. Leading Causes of Emergency Department Visits in Cobb County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Asthma was the only cause of emergency department visits in Cobb County that was not in the “green
zone” of the needle charts in Figure 28 above. Asthma was the #9 cause of emergency department use
in Cobb County during 2011–2015, causing 18,288 visits to emergency rooms. As shown in Figure 29,
the rate of emergency department visits due to this cause increased a statistically significant amount in
the 10 years since 2006. The 2006–2010 rate was 445.6 per 100,000. It increased to 508.8 during 2011–
2015.
Among Cobb County children aged 0-17 years, asthma was the #3 cause of ED visits and #2 cause of
hospitalizations between 2011-2015. However, disparities exist, as asthma-related ED visit rates for
Cobb County children aged 0-17 years with Medicaid, PeachCare, or Self-Pay* 3were over three times
higher than visits by children with private insurance, at 913.3 and 258.7 per 100,000, respectively.30

Medicaid, based on Title XIX of the Social Security Act, is a Federal-State matching entitlement program that pays for
medical assistance for certain vulnerable and needy individuals and families with low incomes and resources; PeachCare for
Kids (Georgia's State Child Health Insurance Program (SCHIP)) is a program that provides comprehensive health care
insurance for children through the age of 18 who do not qualify for Medicaid and live in households with incomes at or below
*
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Figure 29. Emergency Department Visit Rate and Number for Asthma in Cobb County,
2006-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Leading Causes of Intentional
Injury in Cobb County
Homicides
There were 149 homicides in Cobb County during 2011–2015, a homicide rate of 3.9 per 100,000. This
rate was lower than both Georgia’s statewide rate (6.5) and the United States’ national rate (5.0) during
the same time period. African-American males had the highest rate of homicides in Cobb County (59
homicides; a rate of 13.4). This rate was lower than the homicide rate for African-Americans across
Georgia (1,855 homicides; a rate of 25.2). These statistics are not age-adjusted.
Homicide disproportionately affected certain age groups:
•

10- to 14-year-olds: #6 cause of death (2 deaths)

•

15- to 19-year-olds: #3 cause of death (12)

•

20- to 24-year-olds: #3 cause of death (25)

•

25- to 34-year-olds: #4 cause of death (34)

•

35- to 44-year-olds: #6 cause of death (21)

the federal poverty level; Self-Pay includes patients with no proof of insurance, patients filing their own insurance claims,
patients paying their own bills, Hill-Burton cases, charity cases, etc..
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Homicide was not in the leading 10 causes of death for any other age groups.12
Figure 30 illustrates the location of homicides in Cobb County during 2011–2015.
Figure 30. Number of Homicides by Census Tract of Residence, Cobb County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Assaults
In Cobb County during 2011–2015, there were 595 reported rapes and 5,347 reported assaults. 32
Figure 31 provides a per-year breakdown of these reported crimes, with data for both Cobb County and
the state of Georgia.
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Figure 31. Number of Reported Rape and Assault Cases in Cobb County and Georgia,
2011-2015

Number of Reported Rape Cases
2011
Cobb County

118

Georgia

2,047

2012

2013

2014

2015

119

125

92

141

2,102

1,765

2,014

2,234

Number of Reported Assault Cases
Cobb County
Georgia

2011

2012

2013

2014

2015

856

1,115

1,141

990

1,245

19,936

21,882

20,321

21,826

21,506

Source: Georgia Bureau of Investigation, 2016

Domestic violence
There were 32 known domestic violence-related deaths in Cobb County during 2011–2015.
Across Georgia, the #1 cause of death in domestic violence incidents was firearms, in 74% of these
incidents. The #2 cause of death was stabbing, in 12% of these incidents.33 This data is not available at a
local level.
Figure 32 provides a per-year breakdown of domestic violence-related deaths, with data for both Cobb
County and the state of Georgia.
Figure 32. Number of Domestic Violence-Related Death in Cobb County and Georgia,
2011-2015

Number of Domestic ViolenceRelated Deaths
2011 2012
Cobb County
Georgia

2013

2014

2015

4

7

12

8

1

109

128

116

117

139

Source: Georgia Commission on Family Violence, 2016
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Suicides
There were 362 suicides in Cobb County during 2011–2015, a rate of 10.1 per 100,000. This rate was
lower than both Georgia’s statewide rate (12.0) and the United States’ national rate (13.4) during the
same time period. Suicide was the #3 cause of premature deaths both in Cobb County and across
Georgia during 2011–2015, and the #10 cause of all deaths in the United States in 2014, pointing to a
need for additional mental health outreach and resources for residents.
Males’ rate of suicide (14.8) was more than 2.5 times higher than females’ rate of suicide (5.7) across all
races and age groups in Cobb County.
White males comprised 60% (215 deaths) of the 362 suicides in Cobb County. Of those deaths, 43% (93)
were 35–55 years old.
Suicide disproportionately affected certain age groups:
•

10- to 14-year-olds: #5 cause of death (2 deaths)

•

15- to 19-year-olds: #2 cause of death (20)

•

20- to 24-year-olds: #4 cause of death (23)

•

25- to 34-year-olds: #3 cause of death (48)

•

35- to 44-year-olds: #2 cause of death (58)

•

44- to 54-year-olds: #3 cause of death (93)

Suicide was not in the leading 10 causes of death for any other age groups.12
Figure 33 illustrates the locations of deaths due to suicide in Cobb County during 2011–2015.

71

Figure 33: Number of Suicides by Census Tract of Residence, Cobb County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Leading Causes of Unintentional
Injury in Cobb County
Motor vehicle crashes
There were 276 deaths from motor vehicle crashes in Cobb County during 2011–2015, a death rate of 7.7
per 100,000. Cobb County’s death rate was lower than both Georgia’s statewide rate (12.5) and the
United States’ national rate (11.1) during the same time span. These numbers represented an
improvement from 2006–2010, when there were 298 deaths, a death rate of 8.8, in Cobb County.
Motor vehicle crashes were the #5 cause of premature death in Cobb County over 2011–2015, and were
a major cause of premature death in children and young-to-middle-age adults:
•

5- to 9-year-olds: #2 cause of death (2 deaths)
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•

10- to 14-year-olds: #4 cause of death (2)

•

15- to 19-year-olds: #4 cause of death (22)

•

20- to 24-year-olds: #1 cause of death (37)

•

25- to 34-year-olds: #2 cause of death (62)

•

35- to 44-year-olds: #3 cause of death (33)

•

45- to 54-year-olds: #8 cause of death (39)

Motor vehicle crashes were not in the top 10 causes of death for any other age groups.
Males made up a disproportionate number of the deaths resulting from motor vehicle crashes in Cobb
County. The death rate among males (10.9) was more than double the death rate in females (4.7) across
all races and age groups. White males made up nearly half (48%), and African-American males made up
21.2% of all deaths in Cobb County that resulted from motor vehicle crashes. 12
The 2014 Behavioral Risk Factor Surveillance System (BRFSS) Survey of Cobb County and Douglas
County residents revealed that overall, 97.9% of adults reported using seat belts, with very similar
results among genders, races, and age groups.34

Falls
Injuries from falls were the #4 reason for visits to emergency departments, both in Cobb County and
statewide in Georgia, during 2011–2015. In Cobb County, the total of 57,321 injuries works out to a fallrelated injury rate of 1,594.7 per 100,000. That rate may seem high, but the Cobb County rate was far
lower than Georgia’s statewide rate of 2,044.4.
Injuries from falls were the #8 reason for hospitalization in Cobb County and the #10 reason in Georgia
statewide during 2011–2015. Cobb County’s fall-related hospitalization rate (180.0) during that time
period was lower than Georgia’s statewide rate (189.3), but it was not significantly different from Cobb
County’s fall-related hospitalization rate during 2006–2010.
Hospitalization rates due to falls were significantly higher for Cobb County’s elderly population
(residents aged 75 and older) during 2011–2015 than for the county’s younger residents. Falls were the
#1 cause of hospitalizations in this age group and put 3,499 people into a hospital.
Figure 34 breaks down the hospitalization rates due to falls by age group in Cobb and Douglas Counties
and Georgia.
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Figure 34. Hospitalization Rates due to Falls by Age Group,
2011-2015
3000

Rate per 100,000
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Bicycle- and Pedestrian-vs.-Motor
Vehicle crashes
Bicycle-vs.-Motor Vehicle crashes
There were 4,613 bicyclists killed in crashes across the United States during 2011–2015, an age-adjusted
rate of 0.27 per 100,000. Of those deaths, just over two-thirds of them—a total of 3,132 deaths—were
due to Bicycle-vs.-Motor Vehicle crashes.35
In Cobb County during 2011–2015, there were a total of 208 emergency department visits, 40
hospitalizations, and 1 death due to Bicycle-vs.-Motor Vehicle crashes.12
Figure 35 illustrates Cobb County’s 2011–2015 trends in the number of emergency room visits and
hospitalizations due to Bicycle-vs.-Motor Vehicle crashes.
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Figure 35. Emergency Department (ED) Visits and
Hospitalizations for Bicycle-vs.-Motor Vehicle Accidents in
Cobb County, 2011-2015
60
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016The CDC reports that most Bicycle-vs.-Motor Vehicle crash deaths

occur in urban areas and at non-intersection locations.36

Pedestrian-vs.-Motor Vehicle crashes
There were 30,552 pedestrians killed in crashes across the United States during 2011–2015, an ageadjusted rate of 1.86 per 100,000. Of those deaths, 84% of them—a total of 25,736 deaths—were due to
Pedestrian-vs.-Motor Vehicle crashes.35
In Cobb County during 2011–2015, there were a total of 815 emergency department visits, 189
hospitalizations, and 4 deaths due to Pedestrian-vs.-Motor Vehicle crashes.
Figure 36 illustrates Cobb County’s 2011–2015 trends in the number of emergency room visits and
hospitalizations due to Pedestrian-vs.-Motor Vehicle crashes.

75

Figure 36. Emergency Department Visits and
Hospitalizations for Pedestrian-vs.-Motor Vehicle Accidents
in Cobb County, 2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

The CDC reports that most Pedestrian-vs.-Motor Vehicle crash deaths occur in urban areas, nonintersection locations, and at night, and that alcohol was involved—for either the pedestrian or the
driver—in 49% of the crashes that resulted in pedestrian death. 36

Leading Causes of Mortality in
Douglas County
Leading Causes of Deaths in Douglas
County
Malignant neoplasm (Cancer) of the trachea, bronchus, and lung was the #1 cause of death in
Douglas County (289 deaths; a rate of 48.6 per 100,000) and the #2 cause of death in Georgia (22,565
deaths; a rate of 45.6) during 2011–2015. The Douglas County rate was lower than the previous five
years’ rate (52.4, during 2006–2010), but this decrease was not statistically significant.
All other mental and behavioral disorders (which includes dementia, schizophrenia, and bipolar
disorder) was the #2 cause of death in Douglas County, with the majority of these deaths being due to
dementia. For Georgia overall, 92% of deaths classified into this category were due specifically to
unspecified dementia.
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The leading causes of death differed for African-American and White residents of Douglas County.
Among African-Americans, the #1 cause of death—Ischemic heart and vascular disease—matched
Georgia’s statewide #1 cause of death, but African-Americans’ #2 cause of death was Cerebrovascular
disease (Stroke), and their #4 case of death was Diabetes mellitus. Among Whites, the #1 cause of
death—Malignant neoplasms (Cancer) of the trachea, bronchus, and lung—matched Douglas
County’s #1 cause of death, but whites’ #2 cause of death was All COPD except asthma.
The top 5 causes of death in Douglas County during 2011–2015 matched the top 5 causes from the
previous five-year span (2006–2010). However, some of the causes shifted positions.
•

Malignant neoplasm (Cancer) of the trachea, bronchus, and lung climbed one spot, from
#2 to #1

•

All other mental and behavioral disorders jumped three places, from #5 to #2.

•

Ischemic heart and vascular disease dropped two places, from #2 to #4.

•

All COPD except asthma and Cerebrovascular disease (Stroke) each dropped one place,
from #3 and 4 to #4 and 5, respectively.30

Figure 37 represents the age-adjusted death rate for the 10 most common causes of death in Douglas
County. The color-coded gauge represents percentiles from the lowest rate (green) to the highest rate
(red). The dashboard needle indicates Douglas County’s rate, and the label “GA” indicates Georgia’s
statewide rate.
Figure 37. Leading Causes of Death in Douglas County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016
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The leading causes of death during 2011–2015 in Douglas County differed according to age group:
•

10- to 24-year-olds: Motor vehicle crashes (21 deaths)

•

25- to 44-year-olds: Accidental poisoning and exposure to noxious substances (38)

•

45- to 54-year-olds: Diabetes mellitus (26)

•

55- to 74-year-olds: Malignant neoplasms (Cancer) of the trachea, bronchus, and lung
(185)

•

75+ year-olds: All other mental and behavioral disorders (specifically dementia) (237)30

#1 Cause of Death in Douglas County
The #1 cause of death in Georgia and the United States, Ischemic heart and vascular disease, was only
the #3 cause of death in Douglas County. Instead, Malignant neoplasm (Cancer) of the trachea,
bronchus, and lung was the #1 cause of death in Douglas County. This ranking is unusual because it
counters the state and national trend.
Douglas County’s age-adjusted death rate of 48.6 due to Malignant neoplasm (Cancer) of the trachea,
bronchus, and lung in 2011–2015 was lower than its 2006–2010 rate of 52.4, but the decrease was not
statistically significant. It was also higher than Georgia’s statewide rate of 45.6 during the same time
period.12
Figure 38 illustrates Douglas County’s trends in Malignant neoplasms (Cancer) of the trachea, bronchus,
and lung from 2006 through 2015.
Figure 38. Age-Adjusted Death Rate and Number of Cancer of the Trachea, Bronchus and
Lung in Douglas County, 2006-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016
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Leading Causes of Premature Deaths in
Douglas County
This section describes the leading causes of premature death (defined as death before age 75) in
Douglas County during 2011–2015. These deaths are ranked by Years of Potential Life Lost (YPLL),
which is the number of years a person died before age 75.
Eight of the top 10 causes of premature death in Douglas County during 2011–2015 match the top 10
causes from the previous five-year span (2006–2010), and several of the causes shifted positions.
•

Motor vehicle crashes remained the #1 cause of premature death.

•

Ischemic heart and vascular disease dropped four spots, from #2 (7.07%) to #6 (4.26%).

•

Intentional self-harm (Suicide) jumped two spots, from #5 (4.27%) to #3 (5.02%).

•

Accidental poisoning and exposure to noxious substances jumped four spots, from #6
(3.61%) to #2 (5.33%).

•

Assault (Homicide) dropped three spots, from #7 (2.86%) to #10 (2.69%).

•

All other diseases of the nervous system and Malignant neoplasm of the breast (Breast
cancer) dropped off the list and were replaced by Diabetes mellitus and Congenital
malformations, deformations, and chromosomal abnormalities.12

Figure 39 illustrates the 10 leading causes of premature death in Douglas County.

Figure 39. Leading Causes of Premature Death in Douglas County, 2006-2010 vs. 20112015

Rank

Douglas County 2006–2010

% of
Total
YPLL

Douglas County 2011–2015

% of
Total
YPLL

1

Motor vehicle crashes

7.91

Motor vehicle crashes

7.09

2

Ischemic heart and vascular
disease

7.07

Accidental poisoning and exposure to
noxious substances

5.33

3

Malignant neoplasms (Cancer) of
the trachea, bronchus, and lung

5.07

Intentional self-harm (Suicide)

5.02

4

Certain conditions originating in
the perinatal period

5.06

Malignant neoplasms (Cancer) of the
trachea, bronchus, and lung

4.95

5

Intentional self-harm (Suicide)

4.27

Certain conditions originating in the
perinatal period

4.32

6

Accidental poisoning and exposure
to noxious substances

3.61

Ischemic heart and vascular disease

4.26

7

Assault (Homicide)

2.86

Congenital malformations,
deformations, and chromosomal
abnormalities

3.69
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8

Cerebrovascular disease (Stroke)

2.66

Diabetes mellitus

3.51

9

All other diseases of the nervous
system

2.69

Cerebrovascular disease (Stroke)

2.78

10

Malignant neoplasm of the breast
(Breast cancer)

2.47

Assault (Homicide)

2.69

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Looking specifically at a few of the top causes of premature death between 2011-2015, the #1 cause of
premature death in Douglas County during 2011–2015 was Motor vehicle crashes. As shown in Figure
40, males made up a disproportionate number of the deaths resulting from Motor vehicle crashes in
Douglas County, comprising 73% (69) of the 95 total deaths. The death rate among males (21.3) was
nearly 3 times the death rate in females (7.6) across all races and age groups. In particular, White males
made up 41%, and African-American males made up 31.5% of all deaths in Douglas County that
resulted from Motor vehicle crashes.12
Figure 40: Motor Vehicle Crashes is the Number 1 Cause of Premature Death in Douglas
County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

The #2 cause of premature death in Douglas County during 2011–2015 was Accidental poisoning and
exposure to noxious substances. As shown in Figure 41, the primary group affected by this cause of
premature death was males, who comprised 66% (50 deaths) of the 76 fatal poisonings in Douglas
County. The males’ ages were spread fairly evenly between 20 and 59.12

80

Figure 41. Accidental Poisoning and Exposure to Noxious Substances is the #2 Cause of
Premature Death in Douglas County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

The #3 cause of premature death in Douglas County during 2011–2015 was Intentional self-harm
(Suicide). As shown in Figure 42, the primary group affected by this cause of premature death was
White males. Overall, males comprised 82% (63 deaths) of the 78 suicides, and White males comprised
84% of the male total. The males’ age range was spread fairly evenly, with a spike of 10 deaths in 55- to
59-year-olds.12
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Figure 42: Intentional Self-Harm (Suicide) is the #3 Cause of Premature Death in Douglas
County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

The leading causes of premature death in Douglas County and the state of Georgia during 2011–2015
were similar, but not identical.
•

While Ischemic heart and vascular disease was the #1 cause of premature death across
Georgia, it was #6 in Douglas County.

•

Essential (primary) hypertension and hypertensive renal, and heart disease was the #8
cause of premature death across Georgia, but it did not appear on Douglas County’s list.

•

Accidental poisoning and exposure to noxious substances was the #2 cause of
premature death in Douglas County, but #6 cause across Georgia

Statewide, Ischemic heart and vascular disease remained the #1 cause of premature death. Across
Georgia during 2006–2010, it was responsible for 7.62% of premature deaths, and during 2011–2015, it
was responsible for 7.40% of premature deaths. In Douglas County, percentages were lower for both
time periods, at 7.07% and 4.26%, respectively.12
Figure 43 compares the top 10 leading causes of premature death in Georgia and Douglas County
during 2011–2015.
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Figure 43. Leading Causes of Premature Death in Douglas County vs. Georgia, 20112015
Rank

Georgia 2011–2015

% of
Total
YPLL

Douglas County 2011–2015

% of
Total
YPLL

1

Ischemic heart and vascular disease

7.40

Motor vehicle crashes

7.09

2

Motor vehicle crashes

5.70

Accidental poisoning and exposure to
noxious substances

5.33

3

Certain conditions originating in the
perinatal period

5.24

Intentional self-harm (Suicide)

5.02

4

Intentional self-harm (Suicide)

4.86

Malignant neoplasms (Cancer) of the
trachea, bronchus, and lung

4.95

5

Malignant neoplasms (Cancer) of the
trachea, bronchus, and lung

4.66

Certain conditions originating in the
perinatal period

4.32

6

Accidental poisoning and exposure to
noxious substances

4.57

Ischemic heart and vascular disease

4.26

7

Assault (Homicide)

3.77

Congenital malformations,
deformations, and chromosomal
abnormalities

3.69

8

Essential (primary) hypertension and
hypertensive renal, and heart disease

3.31

Diabetes mellitus

3.51

9

Cerebrovascular disease (Stroke)

2.85

Cerebrovascular disease (Stroke)

2.78

10

Diabetes mellitus

2.67

Assault (Homicide)

2.69

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Leading Causes of Hospitalization
in Douglas County
A hospitalization rate is useful for monitoring morbidity* 4and health issues in a community because it
indicates serious medical problems that prevent patients from simply leaving emergency departments.
These rates are not age-adjusted.
Douglas County did worse than Georgia during 2011–2015 on nearly half of the top 10 causes for
hospitalization, but only the #2 cause, All other mental and behavioral disorders, was significantly
worse than the statewide measure. For this cause, Georgia’s Hospital Discharge Rate was 472.0 per

*4 Morbidity means “having a disease or a symptom of disease, or…the amount of disease within a population.”
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100,000, and Douglas County’s Hospital Discharge rate was 576.7.30 See Figure 44 for a comparison of
the top causes of hospitalization.
The color-coded gauge represents percentiles from the lowest rate (green) to the highest rate (red).
The dashboard needle indicates Douglas County’s rate, and the label “GA” indicates Georgia’s
statewide rate.

Figure 44. Leading Causes of Hospitalizations in Douglas County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Leading causes for hospitalization in Douglas County only differed slightly by sex. The #1 cause of
hospitalizations in Douglas County and Georgia during 2011–2015 was Pregnancy, childbirth, and the
puerperium (the post-delivery period). This high rate is normal because the vast majority of women
deliver their babies in a healthcare setting.
The #1 and 2 causes (excluding childbirth) for both sexes were All other mental and behavioral
disorders and Diseases of the musculoskeletal system and connective tissue, in that order.
Septicemia was the #4 cause of hospitalization among males and the #3 cause among females.
The only differences between males and females in causes for hospitalization were Ischemic heart and
vascular disease (#3 for men) and All other diseases of the genitourinary system (#4 for females).12
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The #2 cause of hospitalizations in Douglas County during 2011–2015 was All other mental and
behavioral disorders. In the 10 years since 2006, there has not been any statistically significant change
in the rate of hospitalizations for the conditions covered by this term.30

Leading Causes of Emergency
Department use in Douglas County
Douglas County’s 2011–2015 rate of emergency department visit rate due to all causes (47,529.9 per
100,000) was higher than Georgia’s statewide rate (37,621.1). These statistics are not age-adjusted.
Accordingly, Douglas County’s rate of emergency department visits was higher—sometimes markedly
higher— than Georgia’s statewide rate for all top 10 causes.30 Figure 45 represents these 10 most
common causes of emergency room use in Douglas County.
The color-coded gauge represents percentiles from the lowest rate (green) to the highest rate (red).
The dashboard needle indicates Douglas County’s rate, and the label “GA” indicates Georgia’s
statewide rate. It is noteworthy that all the Douglas County indicators are in the yellow, orange, and red
zones.
Figure 45. Leading Causes of Emergency Department Visits in Douglas County, 20112015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016
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In looking at one particular cause of emergency department (ED) use in which Douglas County was in
the red and exceeded Georgia’s rate, Asthma was the #9 cause of emergency department use in
Douglas County during 2011–2015, causing 5,407 visits to emergency rooms. As shown in Figure 46, the
rate of emergency department visits due to asthma increased a statistically significant amount, from
579.3 per 100,000 in 2006–2010, to 791.4 during 2011–2015.
Among Douglas County children aged 0-17 years, asthma was the #3 cause of ED visits and #4 cause of
hospitalizations between 2011-2015. However, disparities exist, as asthma-related ED visit rates for
Douglas County children aged 0-17 years with Medicaid, PeachCare, or Self-Pay * were over three times
higher than visits by children with private insurance, at 1,120.6 and 341.6 per 100,000, respectively. 30
Figure 46. Emergency Department Visit Rate and Number for Asthma in Douglas County,
2006-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Leading Causes of Intentional
Injury in Douglas County

Medicaid, based on Title XIX of the Social Security Act, is a Federal-State matching entitlement program that pays for
medical assistance for certain vulnerable and needy individuals and families with low incomes and resources; PeachCare for
Kids (Georgia's State Child Health Insurance Program (SCHIP)) is a program that provides comprehensive health care
insurance for children through the age of 18 who do not qualify for Medicaid and live in households with incomes at or below
the federal poverty level; Self-Pay includes patients with no proof of insurance, patients filing their own insurance claims,
patients paying their own bills, Hill-Burton cases, charity cases, etc.
*

86

Homicides
There were 32 homicides in Douglas County during 2011–2015, a homicide rate of 4.7 per 100,000. This
rate was lower than both Georgia’s statewide rate (6.5) and the United States’ national rate (5.0) during
the same time period. These statistics are not age-adjusted.
African-American males had the highest rate of homicides in Douglas County (18 homicides; a rate of
13.5). This rate was lower than the homicide rate for African-Americans across Georgia (1,855
homicides; a rate of 25.2).
Homicide disproportionately affected certain age groups:
•

1- to 4-year-olds: #4 cause of death (1 death)

•

5- to 9-year-olds: #2 cause of death (2)

•

10- to 14-year-olds: #6 cause of death (2)

•

15- to 19-year-olds: #3 cause of death (12)

•

20- to 24-year-olds: #3 cause of death (25)

•

25- to 34-year-olds: #4 cause of death (34)

•

35- to 44-year-olds: #6 cause of death (21)

Homicide was not in the leading 10 causes of death for any other age groups.12
Figure 47. Number of Homicides by Census Tract of Residence, Douglas County, 20112015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for
Planning, Georgia Department of Public Health, 2016

Assaults
In Douglas County during 2011–2015, there were 113 reported rapes and 1,323 reported assaults.32
Figure 48 provides a per-year breakdown of these reported crimes, with data for both Douglas County
and the state of Georgia.
Figure 48. Number of Reported Rape and Assault Cases in Douglas County and Georgia,
2011-2015
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22
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Number of Reported Assault Cases
2011

2012

2013
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Douglas

226

269
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269

251

Georgia

19,936

21,882

20,321

21,826

21,506

Source: Georgia Bureau of Investigation, 2016

Domestic violence
There were 13 known domestic violence-related deaths in Douglas County during 2011–2015.
Across Georgia, the #1 cause of death in domestic violence incidents was firearms, in 74% of these
incidents. The #2 cause of death was stabbing, in 12% of these incidents.33 This data is not available at a
local level.
Figure 49 provides a per-year breakdown of domestic violence-related deaths, with data for both
Douglas County and the state of Georgia.
Figure 49: Number of Domestic Violence-Related Death in Douglas County and Georgia,
2011-2015

Domestic Violence-related Deaths
2011

2012

2013
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2015
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Source: Georgia Commission on Family Violence, 2016
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Suicides
There were 78 suicides in Douglas County during 2011–2015, a rate of 11.4 per 100,000. This rate was
lower than both Georgia’s statewide rate (12.0) and the United States’ national rate (13.4) during the
same time period. Suicide was the #3 cause of premature deaths both in Douglas County and across
Georgia during 2011–2015; the #14 cause of all deaths in Douglas County during 2011–2015; and the
#10 cause of all deaths in the United States in 2014, pointing to a need for additional mental health
outreach and resources for residents.
Males’ rate of suicide (19.5) was 5 times higher than females’ rate of suicide (3.9) across all races and
age groups in Douglas County.
Males comprised 82% (63 deaths) of the 78 suicides in Douglas County during 2011–2015, and white
males comprised 84% of the male total. The males’ age range was spread fairly evenly, with a spike of
10 deaths at 55–59 years old.
Suicide disproportionately affected certain age groups:
•

5- to 9-year-olds: #1 cause of death (2 deaths)

•

15- to 19-year-olds: #2 cause of death (3)

•

20- to 24-year-olds: #4 cause of death (3)

•

25- to 34-year-olds: #2 cause of death (14)

•

35- to 44-year-olds: #2 cause of death (16)

•

45- to 54-year-olds: #7 cause of death (15)

Suicide was not in the leading 10 causes of death for any other age groups.12
Figure 50 illustrates the locations of deaths due to suicide in Douglas County during 2011–2015.
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Figure 50: Number of Suicides by Census Tract of Residence, Douglas County, 20112015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Leading Causes of Unintentional
Injury in Douglas County
Motor vehicle crashes
There were 97 deaths from Motor vehicle crashes in Douglas County during 2011–2015, a death rate of
14.2 per 100,000. Douglas County’s death rate from this cause was higher than both Georgia’s
statewide rate (12.5) and the United States’ national rate (11.1) during the same timespan. These
numbers represented a slight, but not statistically significant improvement from 2006–2010, when
Douglas County had a Motor vehicle crash death rate of 14.9.
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Motor vehicle crashes were the #9 cause of all deaths and the #1 cause of premature death in Douglas
County over 2011–2015. Accordingly, Motor vehicle crashes were a major cause of premature death in
most age groups, and especially in children:
•

0- to 1 year-olds: #4 cause of death (2 deaths)

•

1- to 4-year-olds: #1 cause of death (3)

•

10- to 14-year-olds: #1 cause of death (3)

•

15- to 19-year-olds: #1 cause of death (7)

•

20- to 24-year-olds: #1 cause of death (11)

•

25- to 34-year-olds: #3 cause of death (13)

•

35- to 44-year-olds: #4 cause of death (12)

•

45- to 54-year-olds: #6 cause of death (17)

•

55- to 64-year-olds: #9 cause of death (18)

Motor vehicle crashes were not in the top 10 causes of death for any other age groups.12
The 2014 Behavioral Risk Factor Surveillance System (BRFSS) Survey of Cobb County and Douglas
County residents revealed that overall, 97.9% of adults reported using seat belts, with very similar
results among genders, races, and age groups.34

Falls
Injuries from Falls were the #4 reason for visits to emergency departments , both in Douglas County
and statewide in Georgia, during 2011–2015. In Douglas County, the total of 17,092 injuries works out to
a fall-related injury rate of 2,501.7 per 100,000. That rate is slightly higher than Georgia’s statewide rate
of 2,044.4.
Injuries from Falls were the #13 reason for hospitalization in Douglas County and the #10 reason in
Georgia statewide during 2011–2015. Douglas County’s fall-related hospitalization rate (171.8) during
that time period was lower than Georgia’s statewide rate (189.3), but it was not significantly different
from Douglas County’s fall-related hospitalization rate during 2006–2010.
Hospitalization rates due to Falls were significantly higher for Douglas County’s elderly population
(residents aged 75 and older) during 2011–2015 than for the county’s younger residents. Falls were the
#2 cause of hospitalizations in this age group and put 552 people into a hospital.
Figure 51 breaks down the hospitalization rates due to Falls by age group in Cobb and Douglas Counties
and Georgia.
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Figure 51. Hospitalization Rates due to Falls by Age Group,
2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Bicycle- and Pedestrian-vs.-Motor
Vehicle crashes
Bicycle-vs.-Motor Vehicle crashes
There were 4,613 bicyclists killed in crashes across the United States during 2011–2015, an age-adjusted
rate of 0.27 per 100,000. Of those deaths, just over two-thirds of them—a total of 3,132 deaths—were
due to Bicycle-vs.-Motor Vehicle crashes.35
In Douglas County during 2011–2015, there were a total of 19 emergency department visits, 5
hospitalizations, and 1 death due to Bicycle-vs.-Motor Vehicle crashes.12
Figure 52 illustrates Douglas County’s 2011–2015 trends in the number of emergency room visits and
hospitalizations due to Bicycle-vs.-Motor Vehicle crashes.
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Figure 52. Emergency Department Visits and
Hospitalizations for Bicycle-vs.-Motor Vehicle Accidents in
Douglas County, 2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

The CDC reports that most Bicycle-vs.-Motor Vehicle crash deaths occur in urban areas and at nonintersection locations. 36

Pedestrian-vs.-Motor Vehicle crashes
There were 30,552 pedestrians killed in crashes across the United States during 2011–2015, an ageadjusted rate of 1.86 per 100,000. Of those deaths, 84% of them—a total of 25,736 deaths—were due to
Pedestrian-vs.-Motor Vehicle crashes.35
In Douglas County during 2011–2015, there were a total of 815 emergency department visits, 189
hospitalizations, and 4 deaths due to Pedestrian-vs.-Motor Vehicle crashes.12
Figure 53 illustrates Douglas County’s 2011–2015 trends in the number of emergency room visits and
hospitalizations due to Pedestrian-vs.-Motor Vehicle crashes.
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Figure 53. Emergency Department Visits and Hospitalizations
for Pedestrian-vs.-Motor Vehicle Accidents in Douglas
County, 2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

The CDC reports that most Pedestrian-vs.-Motor Vehicle crash deaths occur in urban areas, nonintersection locations, and at night, and that alcohol was involved—for either the pedestrian or the
driver—in 49% of the crashes that resulted in pedestrian death. 36
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Chapter 4: Healthy
behaviors and chronic
disease
Cardiovascular Diseases in Cobb
County
Definition of cardiovascular disease
Cardiovascular disease is commonly called “heart disease,” but it is a much broader problem. It includes
many heart-, artery-, and vein-related problems such as heart attacks, strokes, heart valve problems,
high blood pressure, high cholesterol, and arrhythmia. The most common form of cardiovascular
disease is a process called atherosclerosis (commonly called “hardening of the arteries”), which is a
buildup of plaque on artery walls that makes it harder for blood to pass through and increases the
potential for blood clots to form.37

Prevalence of cardiovascular disease
Cardiovascular disease is the #1 cause of death in both men and women across the United States. It is
responsible for 1 in every 4 deaths, and it kills about 610,000 people every year.
Cardiovascular disease is the #1 cause of death for people of most ethnicities in the United States,
including African Americans, Hispanics, and Whites. For American Indians or Alaska Natives and Asians
or Pacific Islanders, cancer is the #1 killer, and cardiovascular disease is #2.38
Results from the CHA Survey (phone and email combined) revealed interesting findings regarding the
prevalence of cardiovascular disease in Cobb & Douglas Health District residents—specifically about
their cholesterol levels and blood pressure levels.

High cholesterol
The vast majority of Cobb County survey participants (88.9%) had their cholesterol checked at least
once. Of those people, 40.6% said they had been told by a medical professional that their cholesterol
levels were high.

95

High blood pressure
Over a third (39.5%) of Cobb County CHA survey participants said they had been told at some point by a
medical professional that they have high blood pressure. Of the other participants, 7.4% were told their
blood pressure was borderline or pre-hypertensive, 50.9% had not been told they have high blood
pressure, and 2.1% didn't know or refused to answer.
Among residents of both Cobb and Douglas counties (data combined), several statistically-significant
results emerged:
•

Mature adults (55 and older) are more likely than expected to have high blood pressure
(Chi-square = 54.30, p < 0.001);

•

less-educated individuals (those with high-school educations and less) are more likely than
expected to have high blood pressure (Chi-square = 6.65, p = 0.036);

•

married individuals are more likely than expected to have high blood pressure (Chi-square =
17.44, p = 0.026).

Age-adjusted death rates
Two components of cardiovascular disease were responsible for many deaths in Cobb County during
2011–2015: Ischemic heart and vascular disease, better known as “heart attack” and Cerebrovascular
disease, better known as “stroke.”
Ischemic heart and vascular disease was the #1 cause of death in Cobb County during 2011–2015,
causing 1,528 deaths. Cerebrovascular disease (stroke) was the #4 cause of death, causing 967 deaths.
As shown in Figure 54, Cobb County’s age-adjusted* 5mortality rate due to these major cardiovascular
diseases combined (182.5 per 100,000) was lower than Georgia’s rate (237.2) in that same time period,
but both Cobb County’s and Georgia’s rates were higher than the United States’ nationwide rate of
167.0 during 2014.30, 38

*5An age-adjusted death rate is a statistical adjustment used to compare differently-aged groups of people. It
involves weighting groups as if they were members of a “standard” population of all the same age.

96

Figure 54. Age-Adjusted Mortality Rates Due to
Major Cardiovascular Diseases, Cobb County, 20112015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Deaths due to cardiovascular diseases were spread fairly evenly across Cobb County. Figure 55
illustrates this geographic distribution in Cobb County during 2011–2015.
Figure 55. Number of Major Cardiovascular Disease Deaths by Census Tract of
Residence, Cobb County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for
Planning, Georgia Department of Public Health, 2016
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Death rates due to cardiovascular diseases in Cobb County during 2011–2015 differed greatly by sex,
race, and age groups.
•

Males had a higher death rate from cardiovascular disease (165.0 per 100,000) than females
(153.0).

•

White males had the highest death rate (206.3), followed by White females (199.3). AfricanAmerican males and females died from cardiovascular disease at nearly half those rates, at
104.6 and 90.1, respectively.

•

Older county residents died from cardiovascular disease much more frequently than
younger residents.12

Cancer in Cobb County
Definition of cancer
“Cancer is a term used for diseases in which abnormal cells divide without control and can invade other
tissues. Cancer cells can spread to other parts of the body through the blood and lymph systems.
Cancer is not just one disease, but many diseases. There are more than 100 kinds of cancer. For more
information, visit the National Cancer Institute’s What Is Cancer?”39

Prevalence of cancer
Cancer is a common condition in the United States; 8.5% of adults (20.3 million people) have been
diagnosed with cancer at some point in their lives. In 2014, cancer was the #2 cause of death in the
United States, with an age-adjusted mortality rate of 161.2 per 100,000.40

Age-adjusted death rates
Malignant neoplasm (Cancer) of the trachea, bronchus, and lung was the #3 cause of death in Cobb
County during 2011–2015, causing 1,114 deaths. Malignant neoplasm (Cancer) of the colon, rectum,
and anus was the #8 cause of death, causing 422 deaths. Malignant neoplasm of the breast (Breast
cancer) was the #14 cause of death, causing 367 deaths.
Statewide in Georgia during 2011–2015, Malignant neoplasm (Cancer) of the trachea, bronchus, and
lung was the #2 cause of death. Malignant neoplasm (Cancer) of the colon, rectum, and anus was
the #10 cause of death. Malignant neoplasm of the breast (Breast cancer) was the #15 cause of
death.30
Both Cobb County’s and Georgia’s age-adjusted mortality rate due to cancer declined slightly over that
same time period, but Cobb County’s average rate (147.1 per 100,000) was lower than Georgia’s
statewide rate (164.9).12 Figure 56 illustrates this trend.
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Figure 56. Age-Adjusted Mortality Rates Due to
Cancer, 2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Deaths due to cancer were spread fairly evenly across Cobb County. Figure 57 illustrates this geographic
distribution in Cobb County during 2011–2015.
Figure 57: Number of Cancer Deaths by Census Tract of Residence, Cobb County, 20112015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016
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Death rates due to cancer in Cobb County during 2011–2015 differed greatly by sex, race, and age
groups.
•

Males had a higher death rate from cancer (130.5 per 100,000) than females (119.2).

•

White males had the highest death rate (163.0), followed by White females (144.5). AfricanAmerican males and females died from cancer at about half those rates, at 73.6 and 88.2,
respectively.

•

Older county residents died from cancer much more frequently than younger residents.12

Diabetes in Cobb County
Definition of diabetes
Diabetes mellitus, better known simply as “diabetes,” is a disease in which blood glucose levels are
above normal. The human body turns food into glucose—a form of sugar—that it uses for energy, and
the pancreas—an internal organ near the stomach—creates a hormone called insulin that helps cells use
glucose. Sometimes the human body either does not produce enough insulin, or it cannot use its own
insulin as well as it should. This condition causes glucose to accumulate in the blood. Diabetes can lead
to heart disease, strokes, kidney disease, blindness, and nerve damage that often leads to toe- or footamputations (especially if untreated).41
There are three major types of diabetes:
•

Type 1 – The body’s immune system destroys the pancreas, and the body cannot not make
its own insulin. People with Type 1 diabetes must inject themselves with insulin in order to
stay alive. Type 1 diabetes is permanent, and it accounts for about 5% of all diabetes cases.

•

Type 2 – The body either does not make or does not use insulin very well. People with Type
2 diabetes must adjust their diets, exercise regularly, control their weight, monitor their
blood glucose levels, and take medication (often insulin) as needed. Type 2 diabetes can go
away with treatment, but it is often a persistent condition. It accounts for about 95% of all
diabetes cases.

•

Gestational diabetes – A woman’s body produces hormones during pregnancy that make
her body’s cells less able to use insulin effectively. Women with gestational diabetes must
adjust their diets, exercise regularly, control their weight, monitor their blood glucose
levels, and take medication (often insulin) as needed. Gestational diabetes usually goes
away after childbirth, but it makes a woman more likely to develop Type 2 diabetes later in
life.

For more information about diabetes, visit the Centers for Disease Control and Prevention (CDC)
website at https://www.cdc.gov/diabetes/basics/diabetes.html.
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Prevalence of diabetes
Diabetes is a serious problem in the United States. According to the CDC, during 2011–2014,
•

diabetes was responsible for 37.3 million visits each year to doctors’ offices, hospital
outpatient departments, and emergency departments;

•

9.6% of adults 20 years and older had physician-diagnosed diabetes;

•

3.0% of adults 20 years and older had undiagnosed diabetes.40

A 2014 BRFSS survey of residents of Cobb and Douglas counties revealed that 6.8% of the counties’
residents had diabetes.
•

Males had a slightly higher rate of diabetes (7.6%) than females (5.9%).

•

Whites and African-Americans had almost the same rates of diabetes, at 7.3% and 7.4%,
respectively.

•

Older residents had much higher rates of diabetes than younger residents.
o

1.5% of residents 18–44 years old

o

9.4% of residents 46–64 years old

o

22.8% of residents 65 years old and above.34

Age-adjusted death rates
Diabetes was the #11 cause of death in Cobb County during 2011–2015, causing 394 deaths. Cobb
County’s age-adjusted death rate of 13.3 per 100,000 was lower than Georgia’s rate (22.3) in that same
time period. Cobb County’s rate was essentially unchanged from its 2006–2010 rate of 13.4.30
Death rates due to diabetes in Cobb County during 2011–2015 differed by sex, race, and age groups.
•

Males had a higher death rate from diabetes (163.0 per 100,000) than females (144.5).

•

White males had the highest death rate (16.7), followed by African-American males (11.6).
White and African-American females had similar rates, at 10.8 and 11.0, respectively.

•

Older county residents died from diabetes much more frequently than younger residents.12

In the United States in 2014, diabetes was the #7 cause of death, with 76,488 deaths. The nationwide
death rate due to diabetes was 24.0 per 100,000.40

Hospitalization rates
Diabetes was the #12 cause of hospitalizations in Cobb County during 2011–2015, causing 4,712
hospitalizations.
Cobb County’s hospitalization rate due to diabetes increased every year since 2006, and the 2011–2015
rate of 131.1 per 100,000 was a statistically significant increase from the 2006–2010 hospitalization rate
of 106.9.30
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Diabetes was most prevalent in the central and southern parts of Cobb County. Figure 58 illustrates the
number of deaths, hospitalizations and emergency department visits combined due to diabetes in Cobb
County during 2011–2015.
Figure 58: Number of Diabetes Deaths, Hospitalizations, and ED Visits Combined by
Census Tract of Residence, Cobb County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Asthma in Cobb County
Definition of asthma
Asthma is a chronic lung disease that inflames and narrows the airways. Asthma causes recurring
periods of wheezing (a whistling sound when you breathe), chest tightness, shortness of breath, and
coughing. The coughing often occurs at night or early in the morning.
Asthma is a significant condition not only because of its physical effects, but because it has multiple
financial and social effects. In addition to high medical costs, poorly controlled asthma leads to missed
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school days, decreased academic performance and causes parents/guardians to miss work. In Georgia,
54% of children with current asthma missed one or more days of school or daycare.42

Prevalence of asthma
Asthma is a common health problem in the United States. State-by-state, asthma rates range from a
low of 6.5% to a high of 12%.42
In Georgia, 8.3% of adults 18 years old and above (626,931 people), and 10.2% of children 0–17 years old
(245,728 people) have asthma. 43,44 Both these rates are higher than the United States’ asthma rates of
7.6% and 8.4%, respectively.45
Risk factors for asthma include race/ethnicity, poverty, overweight/obesity, and lack of health
insurance.46

Age-adjusted death rates
Asthma was not in the top 10 causes of deaths in any pediatric or adult age group in Cobb County
during 2011–2015. However, during that time period, asthma was in the top 10 causes of death for 2 age
groups in Georgia:
•

5- to 9-year-olds: #10 cause of death (12 deaths)

•

10- to 14-year-olds: #8 cause of death (21).30

Hospitalization rates
Asthma was in the top 10 causes for hospitalization among 4 age groups in Cobb County during 2011–
2015:
•

0- to 1-year-olds: #9 cause of hospitalization (29 hospitalizations)

•

1- to 4-year-olds: #1 cause of hospitalization (398)

•

5- to 9-year-olds: #1 cause of hospitalization (292)

•

10- to 14-year-olds: #6 cause of hospitalizations (116).30

Emergency department visit rates
Asthma was the #9 cause of emergency department use in Cobb County during 2011–2015, causing
18,288 visits to emergency rooms.
The rate of emergency department visits in Cobb County due to asthma increased by a statistically
significant amount in the 10 years since 2006. The 2006–2010 rate was 445.6 per 100,000. It increased
to 508.8 during 2011–2015.
Cobb County’s 2011–2015 rate of emergency department visits due to asthma (508.8) was lower than
Georgia's statewide rate (558.6) during the same time period.12
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Emergency department visit rates by age group
Asthma was in the top 10 causes for emergency department (ED) visits among all Cobb County
residents younger than 45 years old during 2011–2015:
•

0- to 1-year-olds: #8 cause of ED visits (194 visits)

•

1- to 4-year-olds: #3 cause of ED visits (3,673)

•

5- to 9-year-olds: #3 cause of ED visits (3,939)

•

10- to 14-year-olds: #3 cause of ED visits (2,077)

•

15- to 19-year-olds: #9 cause of ED visits (1,305)

•

20- to 24-year-olds: #9 cause of ED visits (1,180)

•

25- to 34-year-olds: #9 cause of ED visits (2,076)

•

35- to 44-year-olds: #10 cause of ED visits (1,610). 30

Emergency department visit rates of children by race
During 2011–2015, children of different races visited Cobb County emergency departments due to
asthma-related problems at greatly different rates.
Cobb County children identifying as Multiracial had the highest rates of ED visits for asthma, at 2,917.7
per 100,000 (1,178 visits). This rate was 1.4 times higher than African-American children's rate of 2,157.3
(5,968 visits), and 4.5 times higher than White children's rate of 642.0 (3,398 visits).12
Figure 59 illustrates Cobb County’s 20011–2015 trends in the rates of ED visits due to asthma by
multiracial, African-American, and White children.

Figure 59. Rate of Cobb County ED Visits by 0-17 year-olds
for Asthma by Race, 2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016
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Cobb County’s rates are higher than, but also similar to, Georgia’s statewide rates during the same time
period. Across Georgia, Multiracial children had the highest rate of emergency department visits due to
asthma, at 2,163.6 per 100,000. African-American children had the second-highest rate, at 1,876.2, and
White children had the lowest rate, at 501.7.12

Emergency department visit rates of children by payors
Cobb County children with asthma who were covered by Medicaid and PeachCare visited emergency
rooms during 2011–2015 at more than twice the rate of children covered by private insurance.
Children covered by Medicaid and PeachCare visited emergency departments for asthma-related
problems 6,756 times, for a rate of 753.7 per 100,000. Children covered by private insurance made 2,319
visits, for a rate of 258.7.12 For further comparison and Medicaid/PeachCare definitions, see page 67.
Figure 60 illustrates trends in who paid for Cobb County children’s visits to emergency rooms over
2011–2015.

Figure 60. Rate of Cobb County ED visits by 0-17 year olds for
Asthma by Payors, 2011-2015
900
800

Rate per 100,000

700
600
500
400
300
200
100
0
2011

2012

2013

Private Insurance

2014

2015

Medicaid & PeachCare

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

The highest rates of emergency department visits for asthma were in the southern half of Cobb County.
Figure 61 illustrates the use of emergency rooms due to asthma in Cobb County during 2011–2015.
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Figure 61. Number of Asthma-Related ED Visits by Census Tract of Residence, Cobb
County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Oral health in Cobb County
Definition of oral health
According to the Centers for Disease Control, “Oral health refers to the health of the teeth, gums, and
the entire oral-facial system that allows us to smile, speak, and chew. Some of the most common
diseases that impact our oral health include tooth decay (cavities), gum (periodontal) disease, and oral
cancer.”47
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Dental caries
Definition of dental caries
Dental caries are better known as “tooth decay” or “cavities.” (The word “caries” comes from the Latin
word meaning “rotten.”) There are many reasons why people get cavities, but common risk factors
include having a dry mouth, eating sugar- and carbohydrate-loaded foods, and not cleaning one’s teeth
both regularly and thoroughly.47
Modern dentistry considers tooth decay to be “an infectious and transmissible disease because it is
caused by bacteria colonizing the tooth surfaces,”48 and tooth decay has been linked to diabetes, heart
attacks, atherosclerosis (hardening of the arteries), stroke, pneumonia, and low birth weight.49

Prevalence of dental caries
No county or health district data is available for Cobb County, but statewide statistics are available for
Georgia. As of 2014,
•

60.6% of Georgia residents had visited a dentist or dental clinic in the past year;

•

43.1% of adults aged 65 and over had lost 6 or more teeth from tooth decay or gum disease;

•

19.3% of adults aged 65 and over had lost all their natural teeth from tooth decay or gum
disease;

•

52.0% of third-graders had tooth decay (either treated or untreated).50

Challenges in accessing dental care
The Cobb and Douglas county residents who participated in the CHA focus groups acknowledged that
dental care is important, and several residents cited other health-related issues that can arise from
tooth problems.
However, the high cost of dentist visits prevented many Cobb & Douglas Health District residents from
accessing dental care. Several residents described dental care something to be put off until there was
actually a problem, and one said that dental care was a “luxury.” One resident explained why going to
the dentist was not a realistic option for low-income people:
“I'm not going to try and challenge anybody, but the truth of the matter is not many of
us can actually afford dental, especially when you have a family of four or three and you
have to deal with medical, that's almost like $200 and then you don't get paid as much
as you know, what you're getting in, you can't afford a dental. So I mean, it does help if
you could do it once a year, like you said or you know, even just a cleaning once a year
would help if we can get it.”
Other residents agreed, and one expressed a strong desire for public dental services:
“I'd love to see a bus or a clinic come in to the community and just announce you can
come and get checked out. I've seen it on like Sunday morning with Charles Oscar TV
shows, where someone just takes an equipped vehicle to the community. People know
it's coming on Wednesday or whatever day, just like a farmer’s market. Where we have
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food, just take it to them. I think everybody wants healthcare and I think that's also
evident, when they have free dental, Saturdays on the news, it's like I show up and it's
like freakin’ thousands of people who are getting their teeth cleaned or to
have...somethings wrong. So go to the people.”

Oral cancer
Definition of oral cancer
“Oral cancer is a growth of malignant cells in any part of the oral cavity, which includes the lips, tongue,
hard and soft palates, salivary glands, lining of the cheeks, floor of the mouth or under the tongue,
gums, and teeth.”51
People who use tobacco products (e.g., cigarettes, cigars, pipes, chewing tobacco, and dipping snuff),
drink alcohol, or have human papillomavirus (HPV) infections in their mouths are at the highest risk for
developing oral cancer.47

Prevalence and death rate of oral cancer
In 2012, there were nearly 40,000 new cases of cancer of the oral cavity and pharynx (the space behind
the nose and mouth) diagnosed in the United States, and nearly 9,000 deaths.50
Cobb County’s death rate from oral cancer during 2011–2015 was 1.8 per 100,000, but this rate’s
breakdown by sex and race revealed large differences:
•

Males’ death rate from oral cancer (2.6) was more than double females’ death rate (1.1).

•

Whites’ death rate (2.8) was triple that of African-Americans (0.9).

Georgia’s statewide death rate from oral cancer (2.7) was higher than Cobb County’s rate (1.8).
Similarly, Georgia’s death rates were slightly higher than Cobb County’s rates among males, females,
and Whites. The exception was the death rate among African-Americans. Georgia’s rate was 2.5, nearly
triple Cobb County’s rate of 0.9.12
Figure 62 illustrates the Georgia and Cobb County mortality rates from oral cancer.

Figure 62. Oral Cancer Mortality Rates, 2011-2015 Aggregate
Overall
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016
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Chronic Disease Risk Factors in
Cobb County
This section describes factors that increase people’s risk for chronic diseases.

Overweight and obesity
Definition of overweight and obesity
Overweight and obesity are related, but separate, conditions.
•

Overweight is defined as having a body mass index (BMI)* 6between 25.0 and 29.9 kg/m2. It
may be due to having excess weight from fat, muscle, bone, water, or a combination of
these factors.

•

Obese is defined as having a BMI greater than or equal to 30.0 kg/m*. It is due to having
excess weight from body fat.

In adults, obesity increases the risk of developing chronic diseases that are some of the leading causes
of death, including high blood pressure, Type 2 diabetes, coronary heart disease, stroke, high
cholesterol, gallbladder disease and some types of cancers.52
In children, obesity increases the risk for chronic health conditions such as asthma, sleep apnea, bone
and joint problems, and Type 2 diabetes, and it may lead to adult obesity. Obesity in children also has
negative effects on their emotional lives. Obese children are teased and bullied frequently, and they are
likely to suffer from social isolation, depression, and low self-esteem.

Prevalence of obesity in the United States
Obesity is a significant problem across the United States, for adults and children alike. In 2014, over a
third of adults (36.5%, or 89.5 million) were obese. Childhood obesity has more than doubled in children
and quadrupled in adolescents in the past 30 years. In 2012, about 20% of children and adolescents
were overweight or obese.53
Figure 63 illustrates the 2015 obesity prevalence by state. In Georgia, 30.5% of adults reported being
obese. 52

*

BMI is a person’s weight in kilograms divided by the square of their height in meters.
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Figure 63. Prevalence of Self-Reported Obesity Among U.S. Adults by State and Territory,
2015

Prevalence of adult obesity in the United States by sex,
race, age, income, and education
Adult obesity across the United States varies by race, age groups, income levels, and education levels.
•

Females had a higher obesity rate (38.3%) than males (34.3%).

•

Non-Hispanic African-Americans have the highest age-adjusted obesity rate (48.1%),
followed by Hispanics (42.5%), non-Hispanic Whites (34.5%), and non-Hispanic Asians
(11.7%).

•

Middle-age adults ages 40–59 years (40.2%) have the highest obesity rate, followed by
older adults ages 60 and over (37.0%) and younger adults ages 20–39 (32.3%).

•

Among Mexican-American and non-Hispanic African-American males, those with higher
incomes are more likely to be obese than those with low income.

•

Low-income females are more likely to be obese than higher-income females.

•

Among males, no significant relationship exists between obesity and education levels.

•

Lesser-educated females are more likely to be obese than females with college degrees.52
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Prevalence of child obesity in the United States by race,
age, and income
During 2011–2014, obesity rates among children aged 2–19 years remained fairly stable, at about 17%
(12.7 million children).
Obesity rates in these children varied by their race, age, and parents’ income.
•

Hispanics had the highest levels of obesity (21.9%), followed by non-Hispanic AfricanAmericans (19.5%), non-Hispanic Whites (14.7%), and non-Hispanic Asians (8.6%).

•

Children ages 12–19 had the highest obesity level (20.5%), followed by children ages 6–11
(17.5%), and children ages 2–5 (8.9%).

•

The prevalence of obesity among children ages 2–5 years decreased significantly from
13.9% in 2003–2004 to 9.4% in 2013–2014.

•

However, in 2014, 14.5% of children in the federal Women, Infant, and Children (WIC)
programs ages 2–4 years were obese.52

Prevalence of obesity in Cobb County
Results from the 2014 BRFSS survey found that 37.9% of the Cobb & Douglas Health District’s adult
residents were overweight and 23.4% were obese.34 This was higher than Georgia’s 2014 prevalence of
overweight adults (35.2%) but lower than the state’s obesity prevalence (30.5%).54
The BRFSS survey also found that African-Americans (of both sexes) in the district had a higher rate of
obesity than White residents, and males (of all races) in the district had higher obesity rates than
females.
In the Cobb County CHA Survey, 79 male Cobb County residents provided their height/weight details:
•

1.3% were underweight (BMI < 8.5);

•

25.3% were in the healthy range (BMI 18.5–24.9);

•

46.8% were overweight (BMI 25–29.9);

•

26.6% were obese (BMI > 30.0).

115 female Cobb County residents provided their height/weight details in the CHA survey:
•

2.6% were underweight (BMI < 8.5);

•

33.0% were in the healthy range (BMI 18.5–24.9);

•

30.4% were overweight (BMI 25–29.9);

•

33.9% were obese (BMI > 30.0).
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Nutrition
Importance of nutrition
Good nutrition is a vital part of a healthy lifestyle. The combination of making good food choices and
getting enough exercise can help people maintain a healthy weight, reduce their risk of chronic
diseases, and promote good health in general.
A nutritious diet can help prevent obesity, which is a significant problem in the United States for both
adults and children. In 2014, over a third of adults (36.5%, or 89.5 million) were obese. Childhood
obesity has more than doubled in children and quadrupled in adolescents in the past 30 years. In 2012,
about 20% of children and adolescents were overweight or obese. 53
A healthy diet can also help prevent some chronic diseases that may not be caused by obesity. For
example, a nutritious diet can help reduce the risk of cardiovascular disease, osteoporosis and bone
fractures, dental problems (e.g., cavities, gum disease, tooth loss), and certain types of cancer. 55
Healthy eating is a lifelong habit, but many American children do not learn healthy eating habits, and as
a result, children are developing chronic diseases such as high blood pressure and Type 2 diabetes,
which can follow them the rest of their lives. It is important to teach children healthy eating habits so
they can avoid these problems and live longer, healthier lives.

Nutrition statistics
Across the United States, more than a third of adults and adolescents alike eat fruit less than 1 time
daily, and more than a third of adolescents eat vegetables less than 1 time daily. Almost a quarter of
American adults eat vegetables less than 1 time daily.
The Georgia statistics are even worse. Nearly half of Georgia adolescents eat fruits or vegetables less
than 1 time daily. Nearly half of Georgia adults eat fruit less than 1 time daily, and nearly a quarter eat
vegetables less than 1 time daily. 56
Even so, most Cobb County residents who participated in the CHA survey felt positive about the quality
of their diets.
•

13.5% rated their overall general diet as Excellent;

•

66.3% rated it as Good or Very Good;

•

12.5% rated it as Fair;

•

3.2% rated it as Poor;

•

4.5% didn't know or refused to answer.

Challenges to nutrition
Participants in the CHA focus groups identified multiple challenges to good nutrition.
Problems with gaining access to nutritious food was a major theme. Residents of the Cobb & Douglas
Health District identified challenges they face in obtaining healthy food, such as
•

a small number of quick-service restaurants that serve healthy food versus the many fastfood outlets that serve unhealthy food;
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•

high cost of nutritious foods at quick-service restaurants versus those same restaurants’
highly processed 99-cent specials;

•

scarcity of fresh, natural foods in the city;

•

problems growing vegetables during the summer heat, in Cobb and Douglas counties’ red
clay soil.

Healthcare workers in Cobb and Douglas counties also identified other factors impacting their clients’
ability to obtain healthy food:
•

a lack of nearby grocery stores (“food deserts”) but a plethora of convenience stores;

•

a lack of transportation to grocery stores;

•

dependence on food banks, which primarily stock highly processed, non-perishable foods;

•

inability to qualify for food stamps/SNAP/EBT benefits.

A lack of understanding/education about nutrition was another major theme. Cobb & Douglas Health
District residents identified challenges related to this, including
•

unfamiliarity with healthy foods versus long experience with fast food;

•

difficulty understanding nutrition labels;

•

distrust of nutrition labels’ accuracy;

•

misperceptions of what constitutes healthy foods (in particular, the idea that fruit
smoothies are healthy).

Healthcare workers in Cobb and Douglas counties also added two major factors that they noticed in
their clients:
•

the lack of knowledge about how to cook fresh foods;

•

the lack of food-preparation equipment and skills.

Physical activity
Importance of physical activity
Physical activity is a vital part of a healthy lifestyle. The combination of exercise and making good food
choices can help people maintain a healthy weight, reduce their risk of chronic diseases, and improve
their general physical and mental health.
Specific benefits of getting regular physical activity include
•

weight control;

•

reduced risk of cardiovascular disease;

•

reduced risk of Type 2 diabetes and metabolic syndrome;* 7

7

* “Metabolic syndrome is a condition in which you have some combination of too much fat around the waist,
high blood pressure, low HDL cholesterol, high triglycerides, or high blood sugar.”
https://www.cdc.gov/physicalactivity/basics/pa-health/
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•

reduced risk of some cancers;

•

stronger bones and muscles;

•

avoiding age-related declines in thinking, learning, and judgment abilities;

•

improved sleep;

•

reduced risk of depression;

•

improved ability to do daily activities and prevent falls;

•

increased chances of living longer.

The Centers for Disease Control recommends getting 150 minutes of moderate-intensity aerobic
exercise, 75 minutes of vigorous aerobic exercise, or an equivalent mix of the two, every week.

Physical activity statistics
America is a sedentary nation. A study from 2014 revealed that only half of American adults (50.2%)
met the recommended basic level of physical activity, and 23.7% did not engage in any leisure-time
physical activity at all. Similarly, only 27% of American adolescents were physically active on a daily
basis.
The statistics were almost identical for the state of Georgia. Statewide, only 50.8% of adults met the
recommended basic level of physical activity, 23.6% of adults did not engage in leisure-time physical
activity, and only 24.7% of adolescents were physically active on a daily basis. 56
Results from the 2014 BRFSS Survey found that 17.4% of Cobb and Douglas adult residents reported no
leisure-time physical activities in the past month. The prevalence of physical inactivity was higher
among females (19.6%) than males (15.4%) and White residents (19.1%) than African-American
residents (12.6%).34
The residents of Cobb County appear to be more active than average Georgia residents. Cobb County
residents who participated in the CHA survey reported spending an average of 30.6 minutes per day
engaging in moderate-intensity sports, fitness, or recreational activities.

Types of physical activity
Participants in the CHA focus groups revealed consistent answers about how and why Cobb County and
Douglas County residents exercise.
Multiple residents reported getting their regular physical activity through
•

consciously choosing to walk;

•

doing household chores and maintenance (e.g., mowing the lawn, painting the house);

•

taking care of small children (e.g., playing basketball);

•

organized exercise classes (e.g., Silver Sneakers, yoga, kickboxing, Zumba);

•

taking the stairs;

•

walking their dogs;

•

engaging in physically-oriented leisure activities (e.g., basketball, dancing, swimming,
walks through parks, Pokémon Go);

•

jogging;
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•

going to a gym.

Two universal themes emerged from the focus groups about their motivations to exercise. One theme
was that physical activity should be both relaxing and entertaining. For example, one focus group
member described the benefits of mall-walking:
“So I like to go to malls there then I walk around the mall. To see different stores and just shop
around, even though you’re not buying anything. Feed your eyes, feed your soul and it’s also
[indiscernible]. You feel relaxed and exercise at the same time.”
A second universal theme was that the social aspect of exercise can be a motivating factor. Several
focus group members stated that they disliked solo, repetitive activities such as walking on treadmills
or lifting weights at a gym, whereas multiple people expressed the desire to engage in interactive
activities such as playing basketball, taking exercise classes, or simply going to a park with their family
members.

Opportunities for physical activity
Participants in the Cobb County CHA Survey were asked to rate the opportunities for physical activity in
the areas in which they lived. Of the Cobb County respondents,
•

81.4% rated them as Good or Very Good;

•

9.0% rated them as Fair;

•

6.4% rated them as Poor or Very Poor;

•

3.2% didn't know or refused to answer.

Survey respondents from both Cobb and Douglas counties who rated their living areas’ opportunities
for physical activity as Fair, Poor, or Very Poor cited several common themes: *8
•

danger/crime in the area;

•

few recreational opportunities specifically for children;

•

lack of nearby gyms or parks;

•

limited access to existing recreational facilities, especially due to a lack of sidewalks.

Similarly, residents of both Cobb and Douglas counties who participated in the CHA focus groups also
identified several common problems that kept them from exercising as much as they would like:
•

lack of family-oriented recreational opportunities;

•

lack of exercise facilities;

•

lack of insurance coverage for exercise-related activities;

•

lack of education about exercise.

*8These themes are from Cobb & Douglas Health District as a whole; they are not broken out by county.
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Tobacco use
Health effects of tobacco use
Smoking
Tobacco is smoked in many ways, such as pipes, cigars, cigarillos, and cigarettes, but the most common
form is the cigarette. Cigarette smoking is the #1 cause of preventable death in the United States and
causes more than 480,000 deaths per year. That is nearly 1 in 5 deaths in America.
Smokers—and even people who smoke fewer than 5 cigarettes a day—are more likely than nonsmokers
to develop cardiovascular disease, stroke, diabetes, lung cancer, emphysema, and chronic bronchitis.
Inparticular, smoking increases the risk of coronary heart disease by 2–4 times, stroke by 2–4 times, and
lung cancer by 25 times.57
The effects of secondhand smoke are equally bad. Exposure to secondhand smoke is responsible for
about 41,000 deaths among nonsmoking adults and 400 infants in the U.S. each year. In addition,
children exposed to secondhand smoke are at increased risk for sudden infant death syndrome (SIDS),
acute respiratory infections, middle ear disease, severe asthma, and delayed lung growth.58

Smokeless tobacco
Smokeless tobacco is associated with many health problems, including nicotine addiction; cancers of
the mouth, esophagus (the passage that connects the throat to the stomach), and pancreas (the gland
that makes insulin); dental problems such as gum disease, tooth decay, and tooth loss; early delivery
and stillbirth; cardiovascular disease, and stroke.59

E-cigarettes
E-cigarettes, also known as “e-cigs,” “e-hookahs,” “mods,” “vape pens,” or “vapes,” heat a nicotinecontaining “e-liquid” and deliver nicotine via a flavored, inhaled aerosol.
The health effects of the nicotine alone include addiction and are suspected to include high blood
pressure; heart attacks; problems with prenatal and adolescent brain development; problems with
attention and memory; mood disorders; and obesity, problems with auditory processing, and SIDS in
children exposed prenatally. Acute, potentially fatal nicotine poisoning is possible if the e-liquid is
ingested.
The long-term health effects of the aerosol that carries the nicotine are unknown, but the aerosol
carries a very large number of submicron-sized particles and free radicals* 9that can irritate and
potentially damage the users’ lungs.
The flavorings have never been tested for inhalation, so their health effects are unknown.60

Tobacco use in Cobb & Douglas Health District
For the most part, tobacco use rates in the Cobb & Douglas Health District are slightly lower than the
statewide Georgia rates.

*9Highly reactive atoms “that can damage cells, proteins, and DNA by altering their chemical structure.” –
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Smoking
The 2014 BRFSS adult smoking prevalence in the Cobb & Douglas Health District (13.4%) was lower
than the state rate (17.4%) but higher than the national rate (11.4%). Differences among groups exist:
Males were far more likely to smoke (20.3%) than females (5.9%). African-American residents were
more likely to smoke (15.1%) than Whites (14.7%).34
Among Cobb County residents, 89.9% of participants in the CHA Survey reported they did not currently
smoke cigarettes at all, and 6.1% stated they did smoke cigarettes. Of the smokers, 3.5% smoked every
day, and 2.6% smoked some days (4.0% refused to answer).
Among 6–12 graders in Cobb County schools (both public school systems combined), 1.4% (678
students) reported smoking cigarettes on at least one day out of the last 30 days. 61
A significant majority of Cobb County respondents to the CHA Survey (74.8%) stated they would
support a law that prohibits smoking in all public places and outlines specific guidelines for allowing
smoking in and around establishments that serve the public, while 12.7% of participants stated they
would oppose this law, and 8.0% were not sure of their stance (4.5% refused to answer).

Smokeless tobacco
According to the 2014 BRFSS survey, the Cobb & Douglas Health District’s rate of smokeless tobacco
use was 2.5%, a rate lower than both the United States (3.4%) and Georgia (4.6%) rates.
Almost all the use of smokeless tobacco was by White males. Males were 11 times more likely to use
smokeless tobacco (4.5%) than females (0.4%), and statistically, 0% of African-Americans used
smokeless tobacco in the district.34

E-cigarettes
Among Cobb County residents, 86.5% of participants in the CHA Survey reported they had never used
an e-cigarette, 9.5% stated they had (at least one time), and 4.0% refused to answer. Of the people
who had used e-cigarettes, 13.9% currently used e-cigarettes daily, 16.7% used them some days, and
69.4% did not currently use them at all.
Among 6–12 graders in Cobb County schools (both public school systems combined), 3% (1433
students) reported smoking an e-cigarette on at least one day out of the last 30 days. This rate is double
the rate of youth smoking cigarettes and consistent with the current trend of increased vaping among
young people. 61

Disparities in tobacco use
Nationwide, African American youth and young adults are less likely to smoke cigarettes than Hispanics
and Whites, and African-Americans also smoke fewer cigarettes and start smoking cigarettes at an
older age. Even so, they are more likely to die from smoking-related diseases than Whites.
American adults who have mental illnesses or substance use problems are more likely to use tobacco
than adults without these disorders. For example, in 2013, 36.5% of adults with any mental illness
reported using tobacco, compared to 25.3% of adults with no mental illness. The roughly 25% of
American adults who are mentally ill or have substance use problems are also the major consumers of
cigarettes; they smoke almost 40% of all cigarettes smoked by adults.
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Americans’ socioeconomic status correlates to their tobacco use rates. People who live below the
poverty level and people who have lower education levels are more likely to smoke than the rest of the
American population. In fact, 40% of the people having only a GED certificate smoke; this smoking rate
is the highest of any socioeconomic status group.62

Student FitnessGram Results in
Cobb County
The Georgia Student Health and Physical Education (S.H.A.P.E.) Act was passed in 2009. Beginning in
the 2011–2012 school year, the law requires each local school district to conduct an annual fitness
assessment program (FitnessGram) for all students in grades 1–12 enrolled in classes taught by certified
physical education teachers.
The FitnessGram measures students’ physical fitness in four dimensions—aerobic endurance, strength,
flexibility, and body composition—and compares the students’ scores to the Healthy Fitness Zone
(HFZ). Fitness scores in the HFZ indicate a fitness level associated with positive health benefits. Scores
not in the HFZ over a sustained period of time may indicate some health risk. Also, students who fall
within the HFZ score higher in math and reading, have fewer discipline referrals, and have better
attendance.63
Aerobic endurance is measured through one of two tests—either a 1-mile run, or a progressive running
test called the Progressive Aerobic Cardiovascular Endurance Run (PACER).
Data from 2015 revealed that 71.0% of K–12 students attending Cobb County/Marietta City Schools
(combined) were in the Aerobic Capacity HFZ, with 29% not meeting the set healthy fitness level in
aerobic capacity. 64
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Cardiovascular Diseases in
Douglas County
Definition of cardiovascular disease
Cardiovascular disease is commonly called “heart disease,” but it is a much broader problem. It includes
many heart-, artery-, and vein-related problems such as heart attacks, strokes, heart valve problems,
high blood pressure, high cholesterol, and arrhythmia. The most common form of cardiovascular
disease is a process called atherosclerosis (commonly called “hardening of the arteries”), which is a
buildup of plaque on artery walls that makes it harder for blood to pass through and increases the
potential for blood clots to form.37

Prevalence of cardiovascular disease
Cardiovascular disease is the #1 cause of death in both men and women across the United States. It is
responsible for 1 in every 4 deaths, and it kills about 610,000 people every year.
Cardiovascular disease is the #1 cause of death for people of most ethnicities in the United States,
including African Americans, Hispanics, and whites. For American Indians or Alaska Natives and Asians
or Pacific Islanders, cancer is the #1 killer, and cardiovascular disease is #2.38
Results from the CHA Survey revealed interesting findings regarding the prevalence of cardiovascular
disease in Cobb & Douglas Health District residents—specifically about their cholesterol levels and
blood pressure levels.

High cholesterol
The vast majority of Douglas County survey participants (90.4%) had their cholesterol checked at least
once. Of those people, 47.9% said they had been told by a medical professional that their cholesterol
levels were high.

High blood pressure
Well over a third (42.6%) of Douglas County survey participants said they had been told at some point
by a medical professional that they have high blood pressure. Of the other participants, 8.0% were told
their blood pressure was borderline or pre-hypertensive, 43.6% had not been told they have high blood
pressure, and 5.9% didn't know or refused to answer.
Among residents of both Cobb and Douglas counties (data combined), several statistically-significant
results emerged:
•

mature adults (55 and older) are more likely than expected to have high blood pressure
(Chi-square = 54.30, p < 0.001);

•

less-educated individuals (those with high-school educations and less) are more likely than
expected to have high blood pressure (Chi-square = 6.65, p = 0.036);
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•

married individuals are more likely than expected to have high blood pressure (Chi-square =
17.44, p = 0.026).

Age-adjusted death rates
Two components of cardiovascular disease were responsible for many deaths in Douglas County during
2011–2015: Ischemic heart and vascular disease, better known as “heart attack” and Cerebrovascular
disease, better known as “stroke.”
Ischemic heart and vascular disease was the #3 cause of death in Douglas County during 2011–2015,
causing 260 deaths. Cerebrovascular disease was the #5 cause of death, causing 223 deaths.
As shown in Figure 64, Douglas County’s age-adjusted* 10 mortality rate due to both these major
cardiovascular diseases (244.5 per 100,000) was slightly higher than Georgia’s rate (237.2) in that same
time period, and significantly higher than the United States’ nationwide rate of 167.0 during 2014.30, 38

Figure 64. Age-Adjusted Mortality Rates Due to Major
Cardiovascular Diseases, Douglas County, 2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Deaths due to cardiovascular diseases were spread fairly evenly across Douglas County between 20112015.

*10An age-adjusted death rate is a statistical adjustment used to compare differently-aged groups of people. It
involves weighting groups as if they were members of a “standard” population of all the same age.
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Death rates due to cardiovascular diseases in Douglas County during 2011–2015 differed greatly by sex,
race, and age groups.
•

Males had a higher rate of mortality from major cardiovascular disease (223.9 per 100,000)
than females (175.2).

•

White males had the highest death rate (320.6), followed by White females (258.9). AfricanAmerican males and females died from cardiovascular disease at less than half those rates,
at 121.3 and 100.5, respectively.

•

Older county residents died from cardiovascular disease much more frequently than
younger residents, which can be expected.12

Cancer in Douglas County
Definition of cancer
“Cancer is a term used for diseases in which abnormal cells divide without control and can invade other
tissues. Cancer cells can spread to other parts of the body through the blood and lymph systems.
Cancer is not just one disease, but many diseases. There are more than 100 kinds of cancer. For more
information, visit the National Cancer Institute’s What Is Cancer?”39

Prevalence of cancer
Cancer is a common condition in the United States; 8.5% of adults (20.3 million people) have been
diagnosed with cancer at some point in their lives. In 2014, cancer was the #2 cause of death in the
United States, with an age-adjusted mortality rate of 161.2 per 100,000.40

Age-adjusted death rates
Malignant neoplasm (Cancer) of the trachea, bronchus, and lung was the #1 cause of death in
Douglas County during 2011–2015, causing 289 deaths. Malignant neoplasm (Cancer) of the colon,
rectum, and anus was the #10 cause of death, causing 91 deaths. Malignant neoplasm of the breast
(Breast cancer) was the #13 cause of death, causing 82 deaths.
Statewide in Georgia during 2011–2015, Malignant neoplasm (Cancer) of the trachea, bronchus, and
lung was the #2 cause of death. Malignant neoplasm (Cancer) of the colon, rectum, and anus was
the #10 cause of death. Malignant neoplasm of the breast (Breast cancer) was the #15 cause of
death.30
Both Douglas County’s and Georgia’s age-adjusted mortality rate due to cancer declined slightly over
that same time period, but Douglas County’s average rate (170.4 per 100,000) was higher than
Georgia’s statewide rate (164.9), and was consistently higher each year.12 Figure 65 illustrates this
trend.
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Figure 65. Age-Adjusted Mortality Rates Due to Cancer,
2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Deaths due to cancer were spread fairly evenly across Douglas County. Figure 66 illustrates this
geographic distribution in Douglas County during 2011–2015.
Figure 66. Number of Cancer Deaths by Census Tract of Residence, Douglas County,
2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016
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Death rates due to cancer in Douglas County during 2011–2015 differed greatly by sex, race, and age
groups.
•

Males had a higher death rate from cancer (154.3 per 100,000) than females (135.9).

•

White males had the highest death rate (213.2), followed by White females (191.7). AfricanAmerican males and females died from cancer at far lower rates, at 84.6 and 82.6,
respectively.

•

Older county residents died from cancer much more frequently than younger residents.12

Diabetes in Douglas County
Definition of diabetes
Diabetes mellitus, better known simply as “diabetes,” is a disease in which blood glucose levels are
above normal. The human body turns food into glucose—a form of sugar—that it uses for energy, and
the pancreas—an internal organ near the stomach—creates a hormone called insulin that helps cells use
glucose. Sometimes the human body either does not produce enough insulin, or it cannot use its own
insulin as well as it should. This condition causes glucose to accumulate in the blood. Diabetes can lead
to heart disease, strokes, kidney disease, blindness, and nerve damage that often leads to toe- or footamputations (especially if untreated).41
There are three major types of diabetes:
•

Type 1 – The body’s immune system destroys the pancreas, and the body cannot not make
its own insulin. People with Type 1 diabetes must inject themselves with insulin in order to
stay alive. Type 1 diabetes is permanent, and it accounts for about 5% of all diabetes cases.

•

Type 2 – The body either does not make or does not use insulin very well. People with Type
2 diabetes must adjust their diets, exercise regularly, control their weight, monitor their
blood glucose levels, and take medication (often insulin) as needed. Type 2 diabetes can go
away with treatment, but it is often a persistent condition. It accounts for about 95% of all
diabetes cases.

•

Gestational diabetes – A woman’s body produces hormones during pregnancy that make
her body’s cells less able to use insulin effectively. Women with gestational diabetes must
adjust their diets, exercise regularly, control their weight, monitor their blood glucose
levels, and take medication (often insulin) as needed. Gestational diabetes usually goes
away after childbirth, but it makes a woman more likely to develop Type 2 diabetes later in
life.

For more information about diabetes, visit the Centers for Disease Control website at
https://www.cdc.gov/diabetes/basics/diabetes.html

Prevalence of diabetes
Diabetes is a serious problem in the United States. During 2011–2014,
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•

diabetes was responsible for 37.3 million visits each year to doctors’ offices, hospital
outpatient departments, and emergency departments;

•

9.6% of adults 20 years and older had physician-diagnosed diabetes;

•

3.0% of adults 20 years and older had undiagnosed diabetes.40

A 2014 BRFSS survey of residents of Cobb and Douglas counties revealed that 6.8% of the counties’
residents had diabetes.
•

Males had a slightly higher rate of diabetes (7.6%) than females (5.9%).

•

Whites and African-Americans had almost the same rates of diabetes, at 7.3% and 7.4%,
respectively.

•

Older residents had much higher rates of diabetes than younger residents.
o

1.5% of residents 18–44 years old

o

9.4% of residents 46–64 years old

o

22.8% of residents 65 years old and above.34

Age-adjusted death rates
Diabetes was the #6 cause of death in Douglas County during 2011–2015, causing 136 deaths. Douglas
County’s age-adjusted death rate of 23.9 per 100,000 was slightly higher than Georgia’s rate (22.3) in
that same time period. Douglas County’s rate showed a statistically significant increase, nearly
doubling from its 2006–2010 rate of 13.4.30
Death rates due to diabetes in Douglas County during 2011–2015 were similar across sex but differed by
race and age groups.
•

Males and females had almost equal death rates from diabetes, at 21.6 per 100,000 and
21.8, respectively.

•

White females had the highest death rate (28.6), followed by White males (25.2), AfricanAmerican males (19.3), and African-American females (15.9).

•

Older county residents died from diabetes much more frequently than younger residents.
(Please note that the available data about death rates by age does not represent the entire
story due to less than 5 deaths in certain age groups.) 12

In the United States in 2014, diabetes was the #7 cause of death, with 76,488 deaths. The nationwide
death rate due to diabetes was 24.0 per 100,000.40

Hospitalization rates
Diabetes was the #10 cause of hospitalizations in Douglas County during 2011–2015, causing 1,323
hospitalizations.
Douglas County’s hospitalization rate due to diabetes increased every year since 2006. The 2011–2015
rate of 193.6 per 100,000 was higher than the 2006–2010 hospitalization rate of 172.6, but this
difference was not statistically significant.30
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Diabetes was slightly more prevalent in the northern parts of Douglas County. Figure 67 illustrates the
numbers of deaths, hospital discharges and emergency department visits combined due to diabetes in
Douglas County during 2011–2015.
Figure 67. Number of Diabetes Deaths, Hospitalizations, and ED Visits Combined by
Census Tract of Residence, Douglas County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Asthma in Douglas County
Definition of asthma
Asthma is a chronic lung disease that inflames and narrows the airways. Asthma causes recurring
periods of wheezing (a whistling sound when you breathe), chest tightness, shortness of breath, and
coughing. The coughing often occurs at night or early in the morning.”
Asthma is a significant condition not only because of its physical effects, but because it has multiple
financial and social effects. In addition to high medical costs, poorly controlled asthma leads to missed
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school days, decreased academic performance and causes parents/guardians to miss work. In Georgia,
54% of children with current asthma missed one or more days of school or daycare.42

Prevalence of asthma
Asthma is a common health problem in the United States. State-by-state, asthma rates range from a
low of 6.5% to a high of 12%.42
In Georgia, 8.3% of adults 18 years old and above (626,931 people), and 10.2% of children 0–17 years old
(245,728 people) have asthma 43,44 Both these rates are higher than the United States’ asthma rates of
7.6% and 8.4%, respectively.45
Risk factors for asthma include race/ethnicity, poverty, overweight/obesity, and lack of health
insurance.46

Age-adjusted death rates
Asthma was not in the top 10 causes of deaths in any pediatric or adult age group in Douglas County
during 2011–2015. However, during that time period, asthma was in the top 10 causes of death for 2 age
groups in Georgia:
•

5- to 9-year-olds: #10 cause of death (12 deaths)

•

10- to 14-year-olds: #8 cause of death (21).30

Hospitalization rates
Asthma was in the top 10 causes for hospitalization among 3 age groups in Douglas County during
2011–2015:
•

1- to 4-year-olds: #1 cause of hospitalization (60)

•

5- to 9-year-olds: #1 cause of hospitalization (91)

•

10- to 14-year-olds: #5 cause of hospitalizations (23).30

Emergency department visit rates
Asthma was the #9 cause of emergency department use in Douglas County during 2011–2015, causing
5,407 visits to emergency rooms.
The rate of emergency department visits in Douglas County due to asthma increased by a statistically
significant amount in the 10 years since 2006. The 2006–2010 rate was 579.3 per 100,000. It increased to
791.4 during 2011–2015.
Douglas County’s 2011–2015 rate of emergency department visits due to asthma (791.4) was higher
than Georgia's statewide rate (558.6) during the same time period.12
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Emergency department visit rates by age group
Asthma was in the top 10 causes for emergency department (ED) visits among all Douglas County
residents younger than 45 years old during 2011–2015:
•

0- to 1-year-olds: #8 cause of ED visits (51 visits)

•

1- to 4-year-olds: #3 cause of ED visits (832)

•

5- to 9-year-olds: #3 cause of ED visits (1,032)

•

10- to 14-year-olds: #4 cause of ED visits (628)

•

15- to 19-year-olds: #9 cause of ED visits (360)

•

20- to 24-year-olds: #10 cause of ED visits (351)

•

25- to 34-year-olds: #10 cause of ED visits (603).30

Emergency department visit rates of children by race
During 2011–2015, children of different races visited Douglas County emergency departments due to
asthma-related problems at greatly different rates.
Douglas County children identifying as multiracial had the highest rates of ED visits for asthma, at
2,608.7 per 100,000 (218 visits). This rate was 1.3 times higher than African-American children's rate of
2,043.8 (1,833 visits), and 3 times higher than the White children's rate of 854.2 (716 visits).12
Figure 68 illustrates Douglas County’s 20011–2015 trends in the rates of emergency room visits due to
asthma by multiracial, African-American, and White children.

Figure 68. Rate of Douglas County ED visits by 0-17 year olds for
Asthma by Race, 2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016
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Douglas County’s rates are lower than Georgia’s statewide rates during the same time period. Across
Georgia, multiracial children had the highest rate of emergency department visits due to asthma, at
2,163.6 per 100,000. African-American children had the second-highest rate, at 1,876.2, and White
children had the lowest rate, at 501.7.12

Emergency department visit rates of children by payors
Douglas County children with asthma who were covered by Medicaid and PeachCare visited emergency
departments during 2011–2015 at almost twice the rate of children covered by private insurance.
Children covered by Medicaid and PeachCare visited emergency rooms for asthma-related problems
635 times, for a rate of 341.6 per 100,000. Children covered by private insurance made 1,313 visits, for a
rate of 192.2.12 For further comparison and Medicaid/PeachCare definitions, see page 84 – update with
final pg #.
Figure 69 illustrates trends in who paid for Douglas County children’s visits to emergency departments
over 2011–2015.

Figure 69. Rate of Douglas County ED visits by 0-17 year olds for
Asthma by Payors, 2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

The highest rates of emergency department visits for asthma were in the central and northern parts of
Douglas County. Figure 70 illustrates the use of emergency rooms due to asthma in Douglas County
during 2011–2015.
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Figure 70. Number of Asthma-Related ED Visits by Census Tract of Residence, Douglas
County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Oral Health in Douglas County
Definition of oral health
According to the CDC, “Oral health refers to the health of the teeth, gums, and the entire oral-facial
system that allows us to smile, speak, and chew. Some of the most common diseases that impact our
oral health include tooth decay (cavities), gum (periodontal) disease, and oral cancer.” 47
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Dental caries
Definition of dental caries
Dental caries are better known as “tooth decay” or “cavities.” (The word “caries” comes from the Latin
word meaning “rotten.”) There are many reasons why people get cavities, but common risk factors
include having a dry mouth, eating sugar- and carbohydrate-loaded foods, and not cleaning one’s teeth
both regularly and thoroughly.47
Modern dentistry considers tooth decay to be “an infectious and transmissible disease because it is
caused by bacteria colonizing the tooth surfaces,” 48 and tooth decay has been linked to diabetes, heart
attacks, atherosclerosis (hardening of the arteries), stroke, pneumonia, and low birth weight.49

Prevalence of dental caries
No county or health district data is available for Douglas County, but statewide statistics are available
for Georgia. As of 2014,
•

60.6% of Georgia residents had visited a dentist or dental clinic in the past year;

•

43.1% of adults aged 65 and over had lost 6 or more teeth from tooth decay or gum disease;

•

19.3% of adults aged 65 and over had lost all their natural teeth from tooth decay or gum
disease;

•

52.0% of third-graders had tooth decay (either treated or untreated).50

Challenges in accessing dental care
The Cobb and Douglas county residents who participated in the CHA focus groups acknowledged that
dental care is important, and several residents cited other health-related issues that can arise from
tooth problems.
However, the high cost of dentist visits prevented many Cobb & Douglas Health District residents from
accessing dental care. Several residents described dental care something to be put off until there was
actually a problem, and one said that dental care was a “luxury.” One participant explained why going
to the dentist was not a realistic option for low-income people:
“I'm not going to try and challenge anybody, but the truth of the matter is not many of
us can actually afford dental, especially when you have a family of four or three and you
have to deal with medical, that's almost like $200 and then you don't get paid as much
as you know, what you're getting in, you can't afford a dental. So I mean it does help if
you could do it once a year, like you said or you know, even just a cleaning once a year
would help if we can get it.”
Healthcare providers who participated in the Community Themes and Strengths Assessment (CTSA)
commented that publicly funded dental care is “not existent in Douglas County” and remarked that “If
there were…a free dental clinic…in Douglas County, they would be busy, always.”
Residents agreed. One resident stated,
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“I'd love to see a bus or a clinic come in to the community and just announce you can
come and get checked out. I've seen it on like Sunday morning with Charles Oscar TV
shows, where someone just takes an equipped vehicle to the community. People know
it's coming on Wednesday or whatever day, just like a farmers market. Where we have
food, just take it to them. I think everybody wants healthcare and I think that's also
evident, when they have free dental, Saturdays on the news, it's like in show up and it's
like freakin’ thousands of people who are getting their teeth cleaned or to
have...somethings wrong. So go to the people.”

Oral cancer
Definition of oral cancer
“Oral cancer is a growth of malignant cells in any part of the oral cavity, which includes the lips, tongue,
hard and soft palates, salivary glands, lining of the cheeks, floor of the mouth or under the tongue,
gums, and teeth.”51
People who use tobacco products (e.g., cigarettes, cigars, pipes, chewing tobacco, and dipping snuff),
drink alcohol, or have human papillomavirus (HPV) infections in their mouths are at the highest risk for
developing oral cancer.47

Prevalence and death rate of oral cancer
In 2012, there were nearly 40,000 new cases of cancer of the oral cavity and pharynx (the space behind
the nose and mouth) diagnosed in the United States, and nearly 9,000 deaths.50
Douglas County’s death rate from oral cancer during 2011–2015 was 1.9 per 100,000, but this rate’s
breakdown by sex and race revealed large differences:
•

Enough males died from oral cancer to calculate a death rate (2.8), but only 1–4 Douglas
County women died from oral cancer, making it impossible to calculate a death rate.

•

Similarly, enough Wwhites died from oral cancer to calculate a death rate (2.5), but only 1-4
African-Americans died from oral cancer, making it impossible to calculate a death rate.

Georgia’s statewide death rate from oral cancer (2.7) was higher than Douglas County’s rate (1.9).
Similarly, Georgia’s death rates were slightly higher than Douglas County’s rates among Whites and a
full point higher among males.12
Figure 71 illustrates the Georgia and Douglas County mortality rates from oral cancer.
Figure 71. Oral Cancer Mortality Rates, 2011-2015 Aggregate
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Chronic Disease Risk Factors in
Douglas County
This section describes factors that increase people’s risk for chronic diseases.

Overweight and obesity
Definition of overweight and obesity
Overweight and obesity are related, but separate, conditions.
•

Overweight is defined as having a body mass index (BMI) 11 between 25.0 and 29.9 kg/m2. It
may be due to having excess weight from fat, muscle, bone, water, or a combination of
these factors.

•

Obese is defined as having a BMI greater than or equal to 30.0 kg/m2. It is due to having
excess weight from body fat.

In adults, obesity increases the risk of developing chronic diseases that are some of the leading causes
of death, including high blood pressure, Type 2 diabetes, coronary heart disease, stroke, high
cholesterol, gallbladder disease and some types of cancers.52
In children, obesity increases the risk for chronic health conditions such as asthma, sleep apnea, bone
and joint problems, and Type 2 diabetes, and it may lead to adult obesity. Obesity in children also has
negative effects on their emotional lives. Obese children are teased and bullied frequently, and they are
likely to suffer from social isolation, depression, and low self-esteem.

Prevalence of obesity in the United States
Obesity is a significant problem across the United States, for adults and children alike. In 2014, over a
third of adults (36.5%, or 89.5 million) were obese. Childhood obesity has more than doubled in children
and quadrupled in adolescents in the past 30 years. In 2012, about 20% of children and adolescents
were overweight or obese.53.
Figure 72 illustrates the 2015 obesity prevalence by state. In Georgia, 30.5% of adults reported being
obese. 52

11

BMI is a person’s weight in kilograms divided by the square of their height in meters.
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Figure 72. Prevalence of Self-Reported Obesity Among U.S. Adults by State and Territory,
2015

Prevalence of adult obesity in the United States by sex,
race, age, income, and education
Adult obesity across the United States varies by race, age groups, income levels, and education levels.
•

Females had a higher obesity rate (38.3%) than males (34.3%).

•

Non-Hispanic African-Americans have the highest age-adjusted obesity rate (48.1%),
followed by Hispanics (42.5%), non-Hispanic whites (34.5%), and non-Hispanic Asians
(11.7%).

•

Middle-age adults ages 40–59 years (40.2%) have the highest obesity rate, followed by
older adults ages 60 and over (37.0%) and younger adults ages 20–39 (32.3%).

•

Among Mexican-American and non-Hispanic African-American males, those with higher
incomes are more likely to be obese than those with low income.

•

Low-income females are more likely to be obese than higher-income females.

•

Among males, no significant relationship exists between obesity and education levels.

•

Lesser-educated females are more likely to be obese than females with college degrees.52
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Prevalence of child obesity in the United States by race,
age, and income
During 2011–2014, obesity rates among children aged 2–19 years remained fairly stable, at about 17%
(12.7 million children).
Obesity rates in these children varied by their race, age, and parents’ income.
•

Hispanics had the highest levels of obesity (21.9%), followed by non-Hispanic AfricanAmericans (19.5%), non-Hispanic Whites (14.7%), and non-Hispanic Asians (8.6%).

•

Children ages 12–19 had the highest obesity level (20.5%), followed by children ages 6–11
(17.5%), and children ages 2–5 (8.9%).

•

The prevalence of obesity among children ages 2–5 years decreased significantly from
13.9% in 2003–2004 to 9.4% in 2013–2014.

•

However, in 2014, 14.5% of children in the Women, Infants, and Children WIC federal
programs ages 2–4 years were obese.52

Prevalence of obesity in Douglas County
Results from the 2014 BRFSS survey found that 37.9% of the Cobb & Douglas district’s adult residents
were overweight and 23.4% were obese.34 This was higher than Georgia’s 2014 prevalence of
overweight adults (35.2%) but lower than the state’s obesity prevalence (30.5%).54
The BRFSS survey also found that African-Americans (of both sexes) in the district had a higher rate of
obesity than White residents, and males (of all races) in the district had higher obesity rates than
females.
In the Douglas County CHA Survey, 39 male Douglas County residents provided their height/weight
details:
•

0% were underweight (BMI < 18.5);

•

20.5% were in the healthy range (BMI 18.5–24.9);

•

38.5% were overweight (BMI 25–29.9);

•

41.0% were obese (BMI > 30.0).

46 female Douglas County residents provided their height/weight details in the CHA survey:
•

2.2% were underweight (BMI < 18.5);

•

26.1% were in the healthy range (BMI 18.5–24.9);

•

30.4% were overweight (BMI 25–29.9);

•

41.3% were obese (BMI > 30.0).
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Nutrition
Importance of nutrition
Good nutrition is a vital part of a healthy lifestyle. The combination of making good food choices and
getting enough exercise can help people maintain a healthy weight, reduce their risk of chronic
diseases, and promote good health in general.
A nutritious diet can help prevent obesity, which is a significant problem in the United States for both
adults and children. In 2014, over a third of adults (36.5%, or 89.5 million) were obese. Childhood
obesity has more than doubled in children and quadrupled in adolescents in the past 30 years. In 2012,
about 20% of children and adolescents were overweight or obese. 53
A healthy diet can also help prevent some chronic diseases that may not be caused by obesity. For
example, a nutritious diet can help reduce the risk of cardiovascular disease, osteoporosis and bone
fractures, dental problems (e.g., cavities, gum disease, tooth loss), and certain types of cancer.55
Healthy eating is a lifelong habit, but many American children do not learn healthy eating habits, and as
a result, children are developing chronic diseases such as high blood pressure and Type 2 diabetes,
which can follow them the rest of their lives. It is important to teach children healthy eating habits so
they can avoid these problems and live longer, healthier lives.

Nutrition statistics
Across the United States, more than a third of adults and adolescents alike eat fruit less than 1 time
daily, and more than a third of adolescents eat vegetables less than 1 time daily. Almost a quarter of
American adults eat vegetables less than 1 time daily.
The Georgia statistics are even worse. Nearly half of Georgia adolescents eat fruits or vegetables less
than 1 time daily. Nearly half of Georgia adults eat fruit less than 1 time daily, and nearly a quarter eat
vegetables less than 1 time daily.56
Even so, most Douglas County residents who participated in the CHA survey mostly felt positive about
the quality of their diets.
•

6.4% rated their overall general diet as Excellent;

•

63.8% rated it as Good or Very Good;

•

16.0% rated it as Fair;

•

3.7% rated it as Poor;

•

10.1% didn't know or refused to answer.

Challenges to nutrition
Participants in the CHA focus groups identified multiple challenges to good nutrition.
Problems with gaining access to nutritious food was a major theme. Residents of the Cobb & Douglas
Health District identified challenges they face in obtaining healthy food, such as
•

a small number of quick-service restaurants that serve healthy food versus the many fastfood outlets that serve unhealthy food;
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•

high cost of nutritious foods at quick-service restaurants versus those same restaurants’
highly processed 99-cent specials;

•

scarcity of fresh, natural foods in the city;

•

problems growing vegetables during the summer heat, in Cobb and Douglas counties’ red
clay soil.

Healthcare workers in Cobb and Douglas counties also identified other factors impacting their clients’
ability to obtain healthy food:
•

a lack of nearby grocery stores (“food deserts”) but a plethora of convenience stores;

•

a lack of transportation to grocery stores;

•

dependence on food banks, which primarily stock highly processed, non-perishable foods;

•

inability to qualify for food stamps/EBT benefits.

A lack of understanding/education about nutrition was another major theme. Cobb & Douglas Health
District residents identified challenges related to this, including
•

unfamiliarity with healthy foods versus long experience with fast food;

•

difficulty understanding nutrition labels;

•

distrust of nutrition labels’ accuracy;

•

misperceptions of what constitutes healthy foods (in particular, the idea that fruit
smoothies are always healthy).

Healthcare workers in Cobb and Douglas counties also added two major factors that they noticed in
their clients:
•

the lack of knowledge about how to cook fresh foods;

•

the lack of food-preparation equipment and skills.

Physical activity
Importance of physical activity
Physical activity is a vital part of a healthy lifestyle. The combination of exercise and making good food
choices can help people maintain a healthy weight, reduce their risk of chronic diseases, and improve
their general physical and mental health.
Specific benefits of getting regular physical activity include
•

weight control;

•

reduced risk of cardiovascular disease;

•

reduced risk of Type 2 diabetes and metabolic syndrome;* 12

*12“Metabolic syndrome is a condition in which you have some combination of too much fat around the waist,
high blood pressure, low HDL cholesterol, high triglycerides, or high blood sugar.”
https://www.cdc.gov/physicalactivity/basics/pa-health/
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•

reduced risk of some cancers;

•

stronger bones and muscles;

•

avoiding age-related declines in thinking, learning, and judgment abilities;

•

improved sleep;

•

reduced risk of depression;

•

improved ability to do daily activities and prevent falls;

•

increased chances of living longer.

The Centers for Disease Control recommends getting 150 minutes of moderate-intensity aerobic
exercise, 75 minutes of vigorous aerobic exercise, or an equivalent mix of the two, every week.

Physical activity statistics
America is a sedentary nation. A study from 2014 revealed that only half of American adults (50.2%)
met the recommended basic level of physical activity, and 23.7% did not engage in any leisure-time
physical activity at all. Similarly, only 27% of American adolescents were physically active on a daily
basis.
The statistics were almost identical for the state of Georgia. Statewide, only 50.8% of adults met the
recommended basic level of physical activity, 23.6% of adults did not engage in leisure-time physical
activity, and only 24.7% of adolescents were physically active on a daily basis.56
Results from the 2014 BRFSS Survey found that 17.4% of Cobb and Douglas adult residents reported no
leisure-time physical activities in the past month. The prevalence of physical inactivity was higher
among females (19.6%) than males (15.4%) and White residents (19.1%) than African-American
residents (12.6%).34
Results from the Douglas County CHA Survey indicate that residents of Douglas County appear to be
more active than average Georgia residents. Douglas County residents who participated in the CHA
survey reported spending an average of 36.9 minutes per day engaging in moderate-intensity sports,
fitness, or recreational activities.

Types of physical activity
Participants in the CHA focus groups revealed consistent answers about how and why Cobb County and
Douglas County residents exercise.
Multiple residents reported getting their regular physical activity through
•

consciously choosing to walk;

•

doing household chores and maintenance (e.g., mowing the lawn, painting the house);

•

taking care of small children (e.g., playing basketball, “sav[ing] from the arms of certain
death”)

•

organized exercise classes (e.g., Silver Sneakers, yoga, kickboxing, Zumba);

•

taking the stairs;

•

walking their dogs;
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•

engaging in physically-oriented leisure activities (e.g., basketball, dancing, swimming,
walks through parks, Pokémon Go);

•

jogging;

•

going to a gym.

Two universal themes emerged from the focus groups about their motivations to exercise. One theme
was that physical activity should be both relaxing and entertaining. For example, one focus group
member described the benefits of mall-walking:
“So I like to go to malls there then I walk around the mall. To see different stores and just shop
around, even though you’re not buying anything. Feed your eyes, feed your soul and it’s also
[indiscernible]. You feel relaxed and exercise at the same time.”
A second universal theme was that the social aspect of exercise can be a motivating factor. Several
focus group members stated that they disliked solo, repetitive activities such as walking on treadmills
or lifting weights at a gym, whereas multiple people expressed the desire to engage in interactive
activities such as playing basketball, taking exercise classes, or simply going to a park with their family
members.

Opportunities for physical activity
Participants in the Douglas County CHA Survey were asked to rate the opportunities for physical
activity in the areas in which they lived. Of the respondents,
•

76.6% rated them as Good or Very Good;

•

11.7% rated them as Fair;

•

5.9% rated them as Poor or Very Poor;

•

5.9% didn't know or refused to answer.

Survey respondents from both Cobb and Douglas counties who rated their living areas’ opportunities
for physical activity as Fair, Poor, or Very Poor cited several common themes: *13
•

danger/crime in the area;

•

few recreational opportunities specifically for children;

•

lack of nearby gyms or parks;

•

limited access to existing recreational facilities, especially due to a lack of sidewalks.

Similarly, residents of both Cobb and Douglas counties who participated in the CHA focus groups also
identified several common problems that kept them from exercising as much as they would like:
•

lack of family-oriented recreational opportunities;

•

lack of exercise facilities;

•

lack of insurance coverage for exercise-related activities;

•

lack of education about exercise.

*13These themes are from Cobb & Douglas Health District as a whole; they are not broken out by county.
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Tobacco use
Health effects of tobacco use
Smoking
Tobacco is smoked in many ways, such as pipes, cigars, cigarillos, and cigarettes, but the most common
form is the cigarette. Cigarette smoking is the #1 cause of preventable death in the United States and
causes more than 480,000 deaths per year. That is nearly 1 in 5 deaths in America.
Smokers—and even people who smoke fewer than 5 cigarettes a day—are more likely than nonsmokers
to develop cardiovascular disease, stroke, diabetes, lung cancer, emphysema, and chronic bronchitis. In
particular, smoking increases the risk of coronary heart disease by 2–4 times, stroke by 2–4 times, and
lung cancer by 25 times.57
The effects of secondhand smoke are equally bad. Exposure to secondhand smoke is responsible for
about 41,000 deaths among nonsmoking adults and 400 infants each year. In addition, children
exposed to secondhand smoke are at increased risk for sudden infant death syndrome (SIDS), acute
respiratory infections, middle ear disease, severe asthma, and delayed lung growth.58

Smokeless tobacco
Smokeless tobacco is associated with many health problems, including nicotine addiction; cancers of
the mouth, esophagus (the passage that connects the throat to the stomach), and pancreas (the gland
that makes insulin); dental problems such as gum disease, tooth decay, and tooth loss; early delivery
and stillbirth; cardiovascular disease, and stroke.59

E-cigarettes
E-cigarettes, also known as “e-cigs,” “e-hookahs,” “mods,” “vape pens,” or “vapes,” heat a nicotinecontaining “e-liquid” and deliver nicotine via a flavored, inhaled aerosol.
The health effects of the nicotine alone include addiction and are suspected to include high blood
pressure; heart attacks; problems with prenatal and adolescent brain development; problems with
attention and memory; mood disorders; and obesity, problems with auditory processing, and SIDS in
children exposed prenatally. Acute, potentially fatal nicotine poisoning is possible if the e-liquid is
ingested.
The long-term health effects of the aerosol that carries the nicotine are unknown, but the aerosol
carries a very large number of submicron-sized particles and free radicals* 14that can irritate and
potentially damage the users’ lungs.
The flavorings have never been tested for inhalation, so their health effects are unknown.60

Tobacco use in Cobb & Douglas Health District
For the most part, tobacco use rates in the Cobb & Douglas Health District are slightly lower than the
statewide Georgia rates.

*14Highly reactive atoms “that can damage cells, proteins, and DNA by altering their chemical structure.”
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Smoking
The 2014 adult smoking rate in the Cobb & Douglas Health District (13.4%) was 4% lower than the state
rate (17.4%) and 2% higher than the national rate (11.4%). Differences among groups exist: Males were
far more likely to smoke (20.3%) than females (5.9%). African-American residents were more likely to
smoke (15.1%) than Whites (14.7%).34
Among Douglas County residents, 75.5% of participants in the CHA Survey reported they did not
currently smoke cigarettes at all, and 14.4% stated they did smoke cigarettes. Of the smokers, 10.1%
smoked every day, and 4.3% smoked some days (10.1% refused to answer).
Among 6–12 graders in Douglas County schools, 1.5% (159 students) reported smoking cigarettes on at
least one day out of the last 30 days.61
A majority of Douglas respondents to the CHA Survey (60.1%) stated they would support a law that
prohibits smoking in all public places and outlines specific guidelines for allowing smoking in and
around establishments that serve the public, while 19.7% of participants stated they would oppose this
law, and 11.2% were not sure of their stance (9.0% refused to answer).

Smokeless tobacco
According to the 2014 BRFSS survey, the Cobb & Douglas Health District’s rate of smokeless tobacco
use was 2.5%, a rate lower than both the United States (3.4%) and Georgia (4.6%) rates.
Almost all the use of smokeless tobacco was by White males. Males were 11 times more likely to use
smokeless tobacco (4.5%) than females (0.4%), and statistically, 0% of African-Americans used
smokeless tobacco.34

E-cigarettes
Among Douglas County residents, 77.1% of participants in the CHA Survey reported they had never
used an e-cigarette, 13.8% stated they had (at least one time), and 9.0% refused to answer. Of the
people who had used e-cigarettes, 7.7% currently used e-cigarettes daily, 23.1% used them some days,
and 61.5% did not currently use them at all (7.7% didn’t know or refused to answer).
Among 6–12 graders in Douglas County schools, 4.3% (469 students) reported smoking an e-cigarette
on at least one day out of the last 30 days. This rate is nearly triple the rate of youth smoking cigarettes
and consistent with the current trend of increased vaping among young people.61

Disparities in tobacco use
Nationwide, African American youth and young adults are less likely to smoke cigarettes than Hispanics
and Whites, and African-Americans also smoke fewer cigarettes and start smoking cigarettes at an
older age. Even so, they are more likely to die from smoking-related diseases than Whites.
American adults who have mental illnesses or substance use problems are more likely to use tobacco
than adults without these disorders. For example, in 2013, 36.5% of adults with any mental illness
reported using tobacco, compared to 25.3% of adults with no mental illness. The roughly 25% of
American adults who are mentally ill or have substance use problems are also the major consumers of
cigarettes; they smoke almost 40% of all cigarettes smoked by adults. They are, however, slightly less
likely to use smokeless tobacco.
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Americans’ socioeconomic status correlates to their tobacco use rates. People who live below the
poverty level and people who have lower education levels are more likely to smoke than the rest of the
American population. In fact, 40% of the people having only a GED certificate smoke; this smoking rate
is the highest of any socioeconomic status group.62

Student Fitnessgram Results in
Douglas County
The Georgia Student Health and Physical Education (S.H.A.P.E.) Act was passed in 2009. Beginning in
the 2011–2012 school year, the law requires each local school district to conduct an annual fitness
assessment program (FitnessGram) for all students in grades 1–12 enrolled in classes taught by certified
physical education teachers.
The FitnessGram measures students’ physical fitness in four dimensions—aerobic endurance, strength,
flexibility, and body composition—and compares the students’ scores to the Healthy Fitness Zone
(HFZ). Fitness scores in the HFZ indicate a fitness level associated with positive health benefits. Scores
not in the HFZ over a sustained period of time may indicate some health risk. Also, students who fall
within the HFZ score higher in math and reading, have fewer discipline referrals and have better
attendance.63
Aerobic endurance is measured through one of two tests—either a 1-mile run, or a progressive running
test called the Progressive Aerobic Cardiovascular Endurance Run (PACER).
Data from 2015 revealed that 69.9% of K–12 students attending Douglas County schools were in the
Aerobic Capacity HFZ, with 30.1% not meeting the set healthy fitness level in aerobic capacity.64
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Chapter 5: Mental and
Behavioral Health
The terms “Mental Health” and “Behavioral Health” are often used interchangeably. This chapter
includes topics that fall under the mental / behavioral health spectrum: mental illnesses, substance use
disorders, and dementia.

Mental Illness in Cobb County
Mental illnesses are health conditions involving changes in thinking, emotion or behavior (or a
combination of these). Mental illnesses are associated with distress and/or problems functioning in
social, work or family activities.65 Depression is the most common form of mental illness, with more
than 26% of the U.S. adult population affected.66
Unfortunately, the current rates of mental illnesses among Georgia and Cobb County residents are
unknown. However, the Cobb and Douglas Community Services Boards (CSB), which provide citizens
challenged by mental health, developmental disabilities and/or addictive disease issues with
appropriate care and resources reported serving approximately 6,000 individuals in Cobb and Douglas
counties per year, in a 2016 report. As shown in Figure 73, of those patients seen at the CSB, 50% were
diagnosed with Mood Disorders, 25% with Anxiety Disorders, and 25% with Psychotic Disorders. For
more information about CSB, visit http://www.cobbcsb.com/.

Figure 73. Disorders Affecting Patients Seen at Cobb and
Douglas Community Services Boards (CSB), 2016
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Source: Cobb and Douglas Service Boards, 2016
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In the Cobb County CHA survey, participants (95.2% response to this question) reported that during the
past 30 days, a mental health condition or emotional problem kept them from doing their work or other
usual activities an average of 0.6 days (with a standard deviation of 2.8 days). And 10.9% of survey
participants reported they are currently taking medicine or receiving treatment from a doctor or other
health professional for any type of mental health condition or emotional problem (84.6% are not and
4.5% didn't know or refused to answer).

Substance Use Disorders in Cobb
County
“Substance use disorders occur when the recurrent use of alcohol and/or drugs causes clinically and
functionally significant impairment, such as health problems, disability, and failure to meet major
responsibilities at work, school, or home.”67
The most common substance use disorders in the United States include Alcohol Use Disorder, Tobacco
Use Disorder, Cannabis Use Disorder, Stimulant Use Disorder, Hallucinogen Use Disorder, and Opioid
Use Disorder. This section covers alcohol and opioid use, with tobacco use being covered in Chapter 4.

Alcohol
Serious health problems may occur from excessive alcohol use, and according to the CDC, excessive
alcohol use causes 88,000 deaths in the U.S. per year.68
In the Cobb County CHA survey, male participants (61.6% response) reported an average of 1.2 binge
drinking occurrences (5 or more drinks) during the past 30 days, with a standard deviation of 4.4
occurrences. Female participants (47.4% response) reported an average of 0.3 binge drinking
occurrences (4 or more drinks) during the past 30 days, with a standard deviation of 1.5 occurrences.
Alcohol use in adolescents is discussed in Chapter 6.

Opioids
Opioids are a class of drugs used to reduce pain. Different types include:
•

Prescription opioids: legally-available pain relievers such as oxycodone, hydrocodone, and
morphine that may be misused and can cause serious health effects with misuse

•

Fentanyl: a synthetic opioid used to treat severe pain, and is many times more powerful than
other opioids

•

Heroin: an illegal, highly addictive opioid drug

Deaths from opioid drug overdoses continues to increase in the United States, with more than six out of
ten deaths involving an opioid drug.69 For more information on opioid drugs and overdoses, visit
https://www.cdc.gov/drugoverdose/opioids/index.html.
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As shown in Figure 74, in both Georgia and Cobb County, age-adjusted death rates from overdoses of
all opioids (including both prescription opioids and heroin) increased between 2011 and 2015. This rate
increase was most pronounced in Cobb County between 2013 and 2015, from 1.6 to 11.4 per 100,000
respectively. A total of 187 Cobb County residents lost their lives to opioid overdoses, with 103 of those
from misuse of prescription opioid pain relievers alone, between 2011 and 2015.12

Figure 74. Age-Adjusted Death Rates from Opioids in
Cobb County, 2011-2015
12

Rate per 100,000

10
8
6
4
2
0
2011

2012

2013
Georgia

2014

2015

Cobb

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Within Cobb County, certain groups have been most affected by the recent opioid epidemic. The White
non-Hispanic population had an age-adjusted death rate from opioid overdoses nearly six times higher
than the African-American non-Hispanic population, at 8.7 versus 1.5 per 100,000, respectively,
between 2011 and 2015. Males (all races) in Cobb County saw an age-adjusted death rate of more than
double that of females, at 7.1 versus 3.0 per 100,000, respectively, between 2011 and 2015. As shown in
Figure 75, of all the life stages, adults aged 20 – 44 years old in Cobb County had the highest number
and rate of deaths, with a total of 131 deaths and a death rate of 10.1 per 100,000.12

144

Figure 75. Number of Deaths from Opioid Overdoses by
Lifestage, Cobb County,
2011-2015 Aggregate
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Note: 45 opioid deaths with no age listed on the death certificate
Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

In the Cobb County CHA survey, 7.7% of participants reported they have, at least one time, used any
prescription pain reliever, tranquilizer, stimulant or sedative in any way a doctor did not direct them to
use it (87.5% reported they have not and 4.8% didn't know or refused to answer).

Dementia in Cobb County
Due to the aging population at the national, state, and local level, information and data on mental
capacity, which most often affects senior citizens, is presented within this chapter. This section
describes dementia and the most common form of dementia, Alzheimer’s disease.

Dementia
Dementia is an overarching term, not a specific disease, that describes a decline in mental capacity that
interferes with daily life and functioning ability. Symptoms of dementia vary widely, and at least two of
the following essential mental functions must be highly impaired to be considered dementia:
•
•
•
•
•

Memory
Communication and language
Ability to focus and pay attention
Reasoning and judgment
Visual perception70
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Many conditions may cause symptoms of dementia, including Alzheimer’s disease, Parkinson’s disease,
and Vascular dementia. Chronic substance use may also increase the risk of cognitive impairment,
including dementia, later in life.71
In Georgia, “All Other Mental & Behavioral Disorders” was the 4th leading cause of death between 2011
and 2015, with 20,047 deaths and an age-adjusted death rate of 48.5 per 100,000. In this category, 92%
of deaths were due to Unspecified Dementia.
In Cobb County, “All Other Mental & Behavioral Disorders” was the 2nd leading cause of death between
2011 and 2015, with 1,328 deaths and an age-adjusted death rate of 54.3 per 100,000, which is higher
than the state’s rate. Although the specific causes of death in this category are not available at a county
level, it may be assumed the overwhelming majority were also due to Unspecified Dementia.30

Alzheimer’s Disease
Alzheimer’s disease is the most common form of dementia, accounting for 60% to 80% of cases. The
number of Americans living with Alzheimer’s disease is projected to increase from 5 million in 2013 to
14 million by 2050.
Alzheimer’s disease affects parts of the brain that control thought, memory, and language and is
progressive in nature. Scientists do not yet fully know what causes Alzheimer’s disease. Although age is
the best-known risk factor, several other factors may also come into play, including genetics and
chronic diseases such as high blood pressure and high cholesterol.72
Alzheimer’s disease was the 7th leading cause of death in Georgia between 2011 and 2015, with 12,548
deaths and an age-adjusted death rate of 30.6 per 100,000.
In Cobb County, Alzheimer’s Disease was the 6th leading cause of death between 2011 and 2015, with
646 deaths and an age-adjusted death rate of 26.6, which is lower than the state’s rate.30

Mental Illness in Douglas County
Mental illnesses are health conditions involving changes in thinking, emotion or behavior (or a
combination of these). Mental illnesses are associated with distress and/or problems functioning in
social, work or family activities.65 Depression is the most common form of mental illness, with more
than 26% of the U.S. adult population affected.66
Unfortunately, the rates of mental illnesses among Georgia and Douglas County residents are
unknown. However, the Cobb and Douglas Community Services Boards (CSB), which provide citizens
challenged by mental health, developmental disabilities and/or addictive disease issues with
appropriate care and resources reported serving approximately 6,000 individuals in Cobb and Douglas
counties per year, in a 2016 report. As shown in Figure 76, of those patients seen at the CSB, 50% were
diagnosed with Mood Disorders, 25% with Anxiety Disorders, and 25% with Psychotic Disorders. For
more information about CSB, visit http://www.cobbcsb.com/.
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Figure 76. Disorders Affecting Patients Seen at Cobb
and Douglas Community Services Boards (CSB), 2016
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In the Douglas County CHA survey, participants (92.0% response to this question) reported that during
the past 30 days, a mental health condition or emotional problem kept them from doing their work or
other usual activities an average of 1.5 days (with a standard deviation of 5.2 days). And 15.0% of survey
participants reported they are currently taking medicine or receiving treatment from a doctor or other
health professional for any type of mental health condition or emotional problem (76.1% are not and
9.0% didn't know or refused to answer).

Substance Use Disorders in
Douglas County
“Substance use disorders occur when the recurrent use of alcohol and/or drugs causes clinically and
functionally significant impairment, such as health problems, disability, and failure to meet major
responsibilities at work, school, or home.” 67
The most common substance use disorders in the United States include Alcohol Use Disorder, Tobacco
Use Disorder, Cannabis Use Disorder, Stimulant Use Disorder, Hallucinogen Use Disorder, and Opioid
Use Disorder. This section covers alcohol and opioid use, with tobacco use being covered in Chapter 4.

Alcohol
Serious health problems may occur from excessive alcohol use, and according to the CDC, excessive
alcohol use causes 88,000 deaths in the U.S. per year.68
Douglas County CHA survey, male survey participants (62.9% response) reported an average of 0.2
binge drinking occurrences (5 or more drinks) during the past 30 days, with a standard deviation of 0.8
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occurrences. Female survey participants (40.5% response) reported an average of 1.0 binge drinking
occurrences (4 or more drinks) during the past 30 days, with a standard deviation of 3.4 occurrences.
Alcohol use in adolescents is discussed in Chapter 6.

Opioids
Opioids are a class of drugs used to reduce pain. Different types include:
•

Prescription opioids: legally-available pain relievers such as oxycodone, hydrocodone, and
morphine that may be misused and can cause serious health effects with misuse

•

Fentanyl: a synthetic opioid used to treat severe pain, and is many times more powerful than
other opioids

•

Heroin: an illegal, highly addictive opioid drug

Deaths from opioid drug overdoses continues to increase in the United States, with more than six out of
ten deaths involving an opioid drug.69 For more information on opioid drugs and overdoses, visit
https://www.cdc.gov/drugoverdose/opioids/index.html.
As shown in Figure 77, in both Georgia and Douglas County, age-adjusted death rates from overdoses
of all opioids (including both prescription opioids and heroin) increased between 2011 and 2015.
Douglas County’s increase from 5.2 in 2011 to 11.4 per 100,000 in 2015 gave it a higher final ageadjusted death rate than the state, which had a rate of 8.8 per 100,000 in 2015. A total of 55 Douglas
County residents lost their lives to opioid overdoses, with 38 of those from misuse of prescription opioid
pain relievers alone, between 2011 and 2015.12

Figure 77. Age-Adjusted Death Rates from Opioids in
Douglas County, 2011-2015
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Within Douglas County, certain groups have been most affected by the recent opioid epidemic. The
White non-Hispanic population had an age-adjusted death rate from opioid overdoses over six times
higher than the African-American non-Hispanic population, at 16.2 versus 2.6 per 100,000, respectively,
between 2011 and 2015. Males (all races) in Douglas County saw an age-adjusted death rate of more
than double that of females, at 11.2 versus 5.3 per 100,000, respectively, between 2011 and 2015. As
shown in Figure 78, of all the life stages, adults aged 20 – 44 years old in Douglas County had the
highest number and rate of deaths, with a total of 38, and a death rate of 16.2 per 100,000.12

Figure 78. Number of Deaths from Opioid Overdoses
by Lifestage, Douglas County, 2011-2015 Aggregate
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

In the Douglas County CHA survey, 5.3% of participants reported they have, at least one time, used any
prescription pain reliever, tranquilizer, stimulant or sedative in any way a doctor did not direct them to
use it (84.0% reported they have not and 10.6% didn't know or refused to answer).

Dementia in Douglas County
Due to the aging population at the national, state, and local level, information on mental capacity,
which is most often associated with this population, is presented within this chapter. This section
describes dementia and the most common form of dementia, Alzheimer’s disease.
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Dementia
Dementia is an overarching term, not a specific disease, that describes a decline in mental capacity that
interferes with daily life and functioning ability. Symptoms of dementia vary widely, and at least two of
the following essential mental functions must be highly impaired to be considered dementia:
•
•
•
•
•

Memory
Communication and language
Ability to focus and pay attention
Reasoning and judgment
Visual perception70

Many conditions may cause symptoms of dementia, including Alzheimer’s disease, Parkinson’s disease,
and Vascular dementia. Chronic substance use may also increase the risk of cognitive impairment,
including dementia, later in life.71
In Georgia, “All Other Mental & Behavioral Disorders” was the 4th leading cause of death between 2011
and 2015, with 20,047 deaths and an age-adjusted death rate of 48.5 per 100,000. In this category, 92%
of deaths were due to Unspecified Dementia.
In Douglas County, “All Other Mental & Behavioral Disorders” was the 2nd leading cause of death
between 2011 and 2015, with 265 deaths and an age-adjusted death rate of 66.5 per 100,000, which is
higher than the state’s rate. Although the specific causes of death in this category are not available at a
county level, it may be assumed the overwhelming majority were also due to Unspecified Dementia.30

Alzheimer’s Disease
Alzheimer’s disease is the most common form of dementia, accounting for 60% to 80% of cases. The
number of Americans living with Alzheimer’s disease is projected to increase from 5 million in 2013 to
14 million by 2050.
Alzheimer’s disease affects parts of the brain that control thought, memory, and language and is
progressive in nature. Scientists do not yet fully know what causes Alzheimer’s disease. Although age is
the best-known risk factor, several other factors may also come into play, including genetics and
chronic diseases such as high blood pressure and high cholesterol.72
Alzheimer’s disease was the 7th leading cause of death in Georgia between 2011 and 2015, with 12,548
deaths and an age-adjusted death rate of 30.6 per 100,000.
In Douglas County, Alzheimer’s Disease was also the 7th leading cause of death between 2011 and 2015,
with 121 deaths and an age-adjusted death rate of 30.7, which is nearly the same as the state’s rate.30
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Chapter 6: Maternal,
Child, and Adolescent
Health
Pregnancy and Birth Rates in
Cobb County
Cobb County recorded 61,806 pregnancies, with an aggregate pregnancy rate*15of 51.0, between 2011
and 2015, nearly equal to Georgia’s pregnancy rate of 50.8 in the same time period. As shown in Figure
79, pregnancy rates decreased 6.2% in Cobb County between 2011 and 2015, from 53.1 to 49.8 per
1,000, respectively.12

Figure 79. Pregnancy Rates Decreasing in Cobb County
and Georgia, 2011-2015
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*15Pregnancy rate is the total number of pregnancies (including live births, abortions and fetal deaths) per 1,000
females ages 10-55 years of age.
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Between 2011 and 2015, Cobb County recorded 47,162 live births, with an aggregate birth rate* 16of
38.9, lower than Georgia’s birth rate of 40.4 in the same time period. As shown in Figure 80, birth rates
remained relatively stable in Cobb County, with a 4.5% decrease from 40.0 in 2011 to 38.2 per 1,000 in
2015.12

Figure 80. Cobb Birth Rates are Slightly Lower than
Georgia, 2011-2015
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As Figure 81 shows, when looking at Cobb County pregnancy and birth rates by age group, the highest
rates of both are in 30 to 34-year-old females, at 132.4 and 110 per 1,000, respectively, followed by 25 to
29-year-old females. The 20 to 24-year-old female age group had the largest difference between a
group’s pregnancy and birth rate, with a pregnancy rate of 96.8 but a birth rate of 63.5 per 1,000.
Between 2011 and 2015, 34.2% of births in Cobb County were to unmarried mothers of all ages. This is
lower than the Georgia average of 45.1% in the same time period.12

*16Birth rate is the number of live births per 1,000 females ages 10-55 years of age.
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Figure 81. Pregnancy and Birth Rates by Age Group in Cobb
County, 2011-2015 Aggregate
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As Figure 82 shows, when looking at Cobb County pregnancy and birth rates by race and ethnicity, the
highest rates of both are in Hispanic females, at 70.8 and 58.2 per 1,000, respectively, followed closely
by Multiracial females. African-American females had the largest difference between a group’s
pregnancy and birth rate, with a pregnancy rate of 53.7 but a birth rate of 35.8 per 1,000.12

Figure 82. Pregnancy and Births Rates by Race/Ethnicity in Cobb
County, 2011-2015 Aggregate
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Teenage Pregnancies and Births
Teenage pregnancies are on the decline at a local, state, and national level. Between 2011 and 2015,
2,155 births to teen mothers (aged 15-19 years) were recorded in Cobb County, with a pregnancy rate of
28.9 and a birth rate of 18.2 per 1,000. These rates are lower than Georgia’s pregnancy rate of 40.9 and
birth rate of 31.1 per 1,000 in the same time period. The highest pregnancy rates among race and
ethnicity in Cobb County mirrored those for all age groups, with the highest teen pregnancy rate in
Hispanic teenagers at 54.7 per 1,000 between 2011 and 2015.12
As shown in Figure 83, a decrease in Cobb County’s teen pregnancy rate of 36.9 in 2011 to 23.3 in 2015
mirrored the state’s decline from 50.0 in 2011 to 33.5 in 2015.

Figure 83. Teenage Pregnancy Rates are Declining in Cobb
County and Georgia, 2011-2015
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Poor Birth Outcomes in Cobb
County
Low Birth-weight Infants
Babies weighing less than 5.5 pounds or 2500 grams at birth are considered to low birthweight.
Although some low birthweight babies are healthy, serious health problems may occur immediately
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after birth and later in life. Compared to babies born at a normal weight, low birthweight babies are
more likely to later have chronic health conditions such as obesity, diabetes, and heart disease.
Maternal risk factors include age and race/ethnicity, with mothers younger than 17 and older than 35
and African-American mothers more likely than others to have a low birthweight infant born. Lifestyle
and situational risk factors include smoking, drinking alcohol, using drugs, in addition to having little
education, low income and being unemployed.73
Between 2011 and 2015, 8.4% of babies, a total of 3,956, were born in Cobb County at a low
birthweight, with a slight increase from 8.2% in 2011 to 8.8% in 2015. This aggregate is lower than
Georgia’s 9.4% of low birthweight babies born in the time period.12
As shown in Figure 84, consistent with the national age risk factors, Cobb County females aged 40-55
years had the highest percentage of low birthweight babies compared to other age groups, followed by
teenage mothers aged 15-17 years. There was no significant difference in low birthweight outcomes by
education levels.12
Figure 84. Percentages of Low Birthweight Babies
by Age Group, Cobb County, 2011-2015 Aggregate
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Also consistent with national race/ethnicity risk factors, Cobb County African-American females of all
ages had the highest percentage of low birthweight babies compared to other racial/ethnic groups, as
shown in Figure 85.12
Figure 85. Percentages of Low Birthweight Babies
by Race/Ethnicity, Cobb County, 2011-2015
Aggregate
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White

6.4%

Black

12.2%

Asian

9.3%
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Multiracial

8.1%

Hispanic/Latino, all races

6.9%

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Infant Mortality
Infant mortality is the death of a baby before his or her first birthday from any cause. In the United
States, the top five leading causes of infant mortality are: birth defects, preterm birth, maternal
complications of pregnancy, Sudden Infant Death Syndrome (SIDS), and injuries. 74
Infant mortality is a health indicator of Healthy People 2020 (HP2020), with the goal of reducing infant
mortality to 6.0 infant deaths per 1,000 live births.75 Between 2011 and 2015, a total of 280 infants died
in Cobb County. While the county’s aggregate infant mortality rate* 17of 5.9 was lower than Georgia’s
infant mortality rate of 7.3 in that same time period, Cobb County saw a 30% increase from 5.4 in 2011
to 7.0 per 1,000 in 2015, as shown in Figure 86.12

Figure 86. Infant Mortality Rates are Increasing in Cobb County
and Georgia, 2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

*17Infant mortality rate is the number of infant deaths occurring per 1,000 live births
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Although the U.S.’s 2014 infant mortality rate of 5.8 achieved the HP2020 goal of 6.0 or lower,
disparities exist in infant mortality at a national, state, and local level. The infant mortality rate for
African-American infants is consistently higher than other races and ethnicities. As shown in Figure 87,
in Cobb County, with 142 deaths, African-American infants had the highest rate of death of all infants in
the county, with a five-year aggregate infant mortality rate of 10.8 and an increase from 10.9 in 2011 to
11.8 per 1,000 in 2015.12

Figure 87. Infant Mortality Rates by Race/Ethnicity, Cobb County,
2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Infant mortality is also concentrated in certain geographic locations, primarily in the southern areas, of
Cobb County as shown in Figure 88.
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Figure 88. Infant Mortality Rate by Census Tract of Residence, Cobb County, 2011-2015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

The specific causes of infant deaths in Cobb County between 2011 and 2015 were comparable to
Georgia, as shown in Figure 89.
Figure 89. Infant Mortality Rates (and Number of Deaths) by Causes in Cobb County
and Georgia, 2011 – 2015 Aggregate
Cause

Cobb County

Georgia

Fetal and Infant Conditions*

3.1 (146 deaths)

3.8

Birth Defects**

1.2 (55 deaths)

1.3

Sudden Infant Death
Syndrome (SIDS)***

0.7 (34 deaths)

0.8

External Causes****

0.3 (12 deaths)

0.4
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*Includes prematurity, lack of oxygen to fetus, respiratory distress syndrome, birth-related infections
**Includes neural tube defects
***Unexpected, sudden death of an infant or child less than one year old in which an autopsy does not show an
explainable cause of death
****Includes motor vehicle crashes, falls, accidental shooting, drowning, fire/smoke exposure, poisoning,
suffocation, all other unintentional injuries, and homicide
Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Healthy Pregnancies and Infants in
Cobb County
Prenatal Care
One of the best ways to ensure a healthy birth is to have a healthy pregnancy, and a vital component of
a healthy pregnancy is prenatal care. Beginning with preconception care, these regular medical visits
can reduce the risk of both pregnancy and infant complications.76
However, in 2015, 7.8% of mothers and 406 births in Cobb County received late or no prenatal care.* 18
This percentage was higher than Georgia, with 5.3% of mothers in the state receiving late or no
prenatal care in the same year. (Note: only 2015 data is available). This difference was higher by
race/ethnicity, with only 3.9% of White mothers but 7.4% of Hispanic mothers and 7.9% of AfricanAmerican mothers in Cobb County receiving late or no prenatal care. Mothers with less than a high
school education (all ages and races/ethnicities) were also most likely to receive late or no prenatal care,
at 10.5%.12
Also in 2015, 5.8% of mothers and 436 births in Cobb County received less than five prenatal care visits.
This difference was similarly higher by race/ethnicity, with only 4.1% of White mothers but 8.1% of
Hispanic mothers and 8.9% of African-American mothers in Cobb County having less than five prenatal
care visits before giving birth.12

Breastfeeding
Breastfeeding, or nursing, is another decidedly effective measure that can be taken to ensure a healthy
infant. Breast milk provides ideal nutrients, including vitamins and antibodies, that help protect a baby
from illnesses, SIDS, and potentially even chronic diseases later in life. Therefore, the American

*18Late or no prenatal care: Births where the mother received prenatal care after the 2nd trimester, or not at all
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Academy of Pediatrics (AAP) recommends that infants be exclusively breastfed for the first six months
of life.77
However, in the United States, breastfeeding rates quickly decrease from 81% at birth to only 22%
exclusively breastfed at six months, with these rates even lower for African-American infants.78
As county and state breastfeeding rates are not available, Figure 90 shows the percentage of Cobb &
Douglas Public Health’s Women, Infant, and Children (WIC) clients both fully and partially
breastfeeding their infants. Cobb and Douglas County WIC clients consistently have higher
breastfeeding rates than Georgia’s WIC clients, although work is still ongoing to continue to raise
breastfeeding rates, not only in WIC clients but all new mothers.

Figure 90. Percentage of WIC Clients Fully and Partially
Breastfeeding, FY2011-FY2015
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Source: WIC Breastfeeding Data Local Agency Annual Reports, 2016

Adolescent Health Issues in Cobb
County
The adolescent period of life is one of rapid change in many areas: physical, neurodevelopmental,
psychological and social, making this a particularly vulnerable and critical time. Many behaviors that
begin during adolescence may affect not only an adolescent’s current health but also his or her future
health. 79
To assess health-related behaviors of adolescents in Georgia, the Georgia Department of Education
conducts the annual Georgia Student Health Survey (GSHS 2.0) at all public-school districts (and
private schools that wish to participate) in grades 6 - 12. Data collected is anonymous and self-reported
by students.61
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The following issues are highlighted from the GSHS 2.0 2016 survey: Physical activity, alcohol,
cigarettes, electronic vapor products, prescription drug use, online bullying, and attempted suicide.
In 6 – 12th grade students from both public-school systems in Cobb County, a total of 47,547 adolescents
were surveyed in 2015:
•

Physical Activity: 12.2% (5,822 students) reported they were not physically active for at least 60
minutes on any day in the past 7 days. An additional 8.6% (4,075 students) were physically
active only one day in the past week;

•

Alcohol Use: 7.8% (3,727 students) reported drinking alcohol at least one day out of the last 30
days, with 144 of those students reporting having at least one drink of alcohol every single day
in the past 30 days;

•

Cigarette Smoking: 1.4% (678 students) reported smoking cigarettes on at least one day out of
the last 30 days;

•

Electronic Vapor Products: 3% (1433 students) reported smoking an electronic vapor on at least
one day out of the last 30 days;
o

This is double the number of Cobb County adolescents smoking cigarettes and
consistent with the current trend of increased vaping among young people.60

•

Prescription Drug Use: Of the 7,740 students reporting using prescription drugs without a
doctor's prescription, 70.8% said they used it for "medical reasons" and the remaining 29.2%
(2,260 students) reported using prescription drugs either "feel more alert", "relax or quiet my
nerves", "enjoy myself", or "get high”;

•

Online Bullying: 3.9% (1,873 students) reported experiencing online bullying once or twice in the
past 30 days while 2.7% (1277 students) experienced it "a few times" to “many times” and nearly
1% (418 students) reported daily mocking, torment, or harassment on a social networking site
by other students;

•

Attempted Suicide: 9% (4,258 students) reported they have seriously considered attempting
suicide at least one time in the past 12 months, with more than one-third of these students
seriously considering it at least 3 times.
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Pregnancy and Birth Rates in
Douglas County
Douglas County recorded 11,406 pregnancies, with an aggregate pregnancy rate* 19of 48.8, between
2011 and 2015, lower than Georgia’s pregnancy rate of 50.8 in the same time period. As shown in Figure
91, pregnancy rates remained relatively stable in Douglas County between 2011 and 2015, with only a
1.8% decrease from 50.8 to 49.9 per 1,000, respectively.12

Figure 91. Pregnancy Rates Slightly Decreasing in
Douglas County and Georgia, 2011-2015
54

Rate per 1,000

52
50
48
46
44
42
40
2011

2012

2013
Georgia

2014

2015

Douglas

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Between 2011 and 2015, Douglas County recorded 8,806 live births, with an aggregate birth rate** 20of
37.6, lower than Georgia’s birth rate of 40.4 in the same time period. As shown in Figure 92, birth rates
remained stable in Douglas County, at 38.7 in 2011 and 38.6 per 1,000 in 2015.12

*19Pregnancy rate is the total number of pregnancies (including live births, abortions and fetal deaths) per 1,000
females ages 10-55 years of age.
**20Birth rate is the number of live births per 1,000 females ages 10-55 years of age.
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Figure 92. Douglas County's Birth Rates are Lower than
Georgia, 2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

As Figure 93 shows, when looking at Douglas County pregnancy and birth rates by age group, the
highest rates of both are in 25 to 29-year-old females, at 143.9 and 113.8 per 1,000, respectively,
followed by 20 to 24-year-old females. The 20 to 24-year-old female age group also had the largest
difference between a group’s pregnancy and birth rate, with a pregnancy rate of 133.2 but a birth rate of
99.6 per 1,000. Between 2011 and 2015, nearly half (47.2%) of births in Douglas County were to
unmarried mothers of all ages. This is higher than the Georgia average of 45.1% in the same time
period.12

Figure 93. Pregnancy and Birth Rates by Age Group in
Douglas County, 2011-2015 Aggregate
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As Figure 94 shows, when looking at Douglas County pregnancy and birth rates by race and ethnicity,
the highest rates of both are among females that identify as Multiracial, at 97 and 90.6 per 1,000,
respectively, followed by Hispanic females at 71.6 and 61 per 1,000, respectively. African-American
females had the largest difference between a group’s pregnancy and birth rate, with a pregnancy rate
of 48.1 but a birth rate of 34.0 per 1,000.12

Figure 94. Pregnancy and Birth Rates by Race/Ethnicity in
Douglas County, 2011-2015 Aggregate
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Teenage Pregnancies and Births
Teenage pregnancies are on the decline at a local, state, and national level. Between 2011 and 2015, 687
births to teen mothers (aged 15-19 years) were recorded in Douglas County, with a pregnancy rate of
39.5 and a birth rate of 27.8 per 1,000. These rates are slightly lower than Georgia’s pregnancy rate of
40.9 and birth rate of 31.1 per 1,000 in the same time period. The highest teen pregnancy rate was in
Hispanic teenagers at 43.8 per 1,000, followed by white teenagers at 32.4 per 1,000 between 2011 and
2015.12
As shown in Figure 95, a decrease in Douglas County’s teen pregnancy rate of 46.9 in 2011 to 33.8 per
1,000 in 2015 mirrored the state’s decline from 50.0 in 2011 to 33.5 per 1,000 in 2015.
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Figure 95. Teenage Pregnancy Rates are Declining in Douglas
County and Georgia, 2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Poor Birth Outcomes in Douglas
County
Low Birth-weight Infants
Babies weighing less than 5.5 pounds or 2500 grams at birth are considered to low birthweight.
Although some low birthweight babies are healthy, serious health problems may occur immediately
after birth and later in life. Compared to babies born at a normal weight, low birthweight babies are
more likely to later have chronic health conditions such as obesity, diabetes, and heart disease.
Maternal risk factors include age and race/ethnicity, with mothers younger than 17 and older than 35
and African-American mothers more likely than others to have a low birthweight infant born. Lifestyle
and situational risk factors include smoking, drinking alcohol, using drugs, in addition to having little
education, low income and being unemployed.73
Between 2011 and 2015, 9.5% of babies, a total of 836, were born in Douglas County at a low
birthweight, with a slight decrease from 10.0% in 2011 to 9.6% in 2015. This aggregate is nearly equal to
Georgia’s 9.4% of low birthweight babies born in the time period.12
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As shown in Figure 96, consistent with the national age risk factors, Douglas County females aged 4055 years had the highest percentage of low birthweight babies compared to other age groups, followed
by teenage mothers aged 15-17 years. There was no significant difference in low birthweight outcomes
by education levels.12
Figure 96. Percentages of Low Birthweight
Babies by Age Group, Douglas County, 20112015 Aggregate
Age Group (in Years)
% Low Birthweight
15-17

12.4%

18-19

10.2%

20-24

9.6%

25-29

8.6%

30-34

8.7%

35-39

10.8%

40-55

13.9%

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Also consistent with national race/ethnicity risk factors, Douglas County African-American females of
all ages had the highest percentage of low birthweight babies compared to other racial/ethnic groups,
as shown in Figure 97.12
Figure 97. Percentages of Low Birthweight Babies
by Race/Ethnicity, Douglas County, 2011-2015
Aggregate
Race / Ethnicity
% Low Birthweight
White

7.4%

Black

11.9%

Asian

9.9%

Multiracial

10.8%

Hispanic/Latino, all races

7.4%

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016
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Infant Mortality
Infant mortality is the death of a baby before his or her first birthday from any cause. In the United
States, the top five leading causes of infant mortality are: birth defects, preterm birth, maternal
complications of pregnancy, Sudden Infant Death Syndrome (SIDS), and injuries.74
Infant mortality is a health indicator of Healthy People 2020 (HP2020), with the goal of reducing infant
mortality to 6.0 infant deaths per 1,000 live births.75 Between 2011 and 2015, a total of 64 infants died in
Douglas County. While the county’s aggregate infant mortality rate* 21of 7.3 was equal to Georgia’s
infant mortality rate in that same time period, Douglas County saw a 45% increase from 6.7 in 2011 to
9.7 per 1,000 in 2015, as shown in Figure 98.12

Figure 98. Infant Mortality Rates are Increasing in Douglas
County and Georgia, 2011-2015
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Department of Public Health, 2016

Although the U.S.’s 2014 infant mortality rate of 5.8 achieved the HP2020 goal of 6.0 or lower,
disparities exist in infant mortality at a national, state, and local level. The infant mortality rate for
African-American infants is consistently higher than other races and ethnicities. As shown in Figure 99,
in Douglas County, with 34 deaths, African-American infants had the highest rate of death of all infants
in the county, with a five-year aggregate infant mortality rate of 9.1 and an increase from 9.8 in 2011 to
11.8 per 1,000 in 2015.12

*21Infant mortality rate is the number of infant deaths occurring per 1,000 live births
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Figure 99. Infant Mortality Rates (and Number of Deaths) by Race/Ethnicity,
Douglas County, 2011-2015
Race/Ethnicity
2011
2012
2013
2014
2015
All
6.7 (12)
8.1 (14)
8.3 (15)
3.0 (5)
9.7 (18)
White
* (4)
7.8 (5)
* (6)
* (2)
8.1 (7)
African-American
9.8 (8)
8.8 (7)
10.4 (8)
* (3)
11.8 (10)
Hispanic
* (2)
* (1)
* (2)
0 (0)
* (2)
Note: Rates based on 1-4 events are not shown and indicated by an *
Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Infant mortality is also concentrated in certain geographic locations, primarily in the northeast side of
the county, as shown in Figure 100.
Figure 100. Infant Mortality Rate by Census Tract of Residence, Douglas County, 20112015

Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016
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The specific causes of infant deaths in Douglas County between 2011 and 2015 were comparable to
Georgia, as shown in Figure 101.
Figure 101. Infant Mortality Rates (and Number of Deaths) by Causes in Douglas
County and Georgia, 2011 – 2015 Aggregate
Cause

Cobb County

Georgia

Fetal and Infant Conditions**

3.1 (27 deaths)

3.8

Birth Defects***

2.3 (20 deaths)

1.3

Sudden Infant Death
Syndrome (SIDS)****

0.6 (5 deaths)

0.8

External Causes*****

* (4 deaths)

0.4

Note: Rates based on 1-4 events are not shown and indicated by an *
**Includes prematurity, lack of oxygen to fetus, respiratory distress syndrome, birth-related infections
***Includes neural tube defects
****Unexpected, sudden death of an infant or child less than one year old in which an autopsy does not show an
explainable cause of death
*****Includes motor vehicle crashes, falls, accidental shooting, drowning, fire/smoke exposure, poisoning,
suffocation, all other unintentional injuries, and homicide
Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Healthy Pregnancies and Infants in
Douglas County
Prenatal Care
One of the best ways to ensure a healthy birth is to have a healthy pregnancy, and a vital component of
a healthy pregnancy is prenatal care. Beginning with preconception care, these regular medical visits
can reduce the risk of both pregnancy and infant complications.76
However, in 2015, 7.8% of mothers and 125 births in Douglas County received late or no prenatal
care.* 22This percentage was higher than Georgia, with 5.3% of mothers in the state receiving late or no
prenatal care in the same year. (Note: only 2015 data is available). This difference was higher by
race/ethnicity, with 6.0% of white mothers but 8.6% of Hispanic mothers and 8.7% of African-American

*22Late or no prenatal care: Births where the mother received prenatal care after the 2nd trimester, or not at all
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mothers in Douglas County receiving late or no prenatal care. Mothers with less than a high school
education (all ages and races/ethnicities) were also most likely to receive late or no prenatal care, at
13.9%.12
Also in 2015, 7.2% of mothers and 117 births in Douglas County received less than five prenatal care
visits. This difference was similarly higher by race/ethnicity, with only 4.3% of White mothers but 10.1%
of Hispanic mothers and 8.7% of African-American mothers in Douglas County having less than five
prenatal care visits before giving birth.12

Breastfeeding
Breastfeeding, or nursing, is another decidedly effective measure that can be taken to ensure a healthy
infant. Breast milk provides ideal nutrients, including vitamins and antibodies, that help protect a baby
from illnesses, SIDS, and potentially even chronic diseases later in life. Therefore, the American
Academy of Pediatrics (AAP) recommends that infants be exclusively breastfed for the first six months
of life.77
However, in the United States, breastfeeding rates quickly decrease from 81% at birth to only 22%
exclusively breastfed at six months, with these rates even lower for African-American infants.78
As county and state breastfeeding rates are not available, Figure 101 shows the percentage of Cobb &
Douglas Public Health’s Women, Infant, and Children (WIC) clients both fully and partially
breastfeeding their infants. Cobb and Douglas County WIC clients consistently have higher
breastfeeding rates than Georgia’s WIC clients, although work is still ongoing to continue to raise
breastfeeding rates, not only in WIC clients but all new mothers.

Figure 101. Percentage of WIC Clients Fully and Partially
Breastfeeding, FY2011-FY2015
40
35

Percentage

30
25
20
15
10
5
0
Fully

Partially

FY2011

Fully

Partially

FY2012

Fully

Partially

FY2013

Cobb & Douglas

Fully

Partially

FY2014

Georgia

Source: WIC Breastfeeding Data Local Agency Annual Reports, 2016
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Adolescent Health Issues in
Douglas County
The adolescent period of life is one of rapid change in many areas: physical, neurodevelopmental,
psychological and social, making this a particularly vulnerable and critical time. Many behaviors that
begin during adolescence may affect not only an adolescent’s current health but also his or her future
health.79
To assess health-related behaviors of adolescents in Georgia, the Georgia Department of Education
conducts the annual Georgia Student Health Survey (GSHS 2.0) at all public-school districts (and
private schools that wish to participate) in grades 6 - 12. Data collected is anonymous and self-reported
by students.61
The following issues are highlighted from the GSHS 2.0 2016 survey: Physical activity, alcohol,
cigarettes, electronic vapor products, prescription drug use, online bullying, and attempted suicide.
In 6 – 12th grade students from the Douglas County School System, a total of 10,682 adolescents were
surveyed in 2015:
•

Physical Activity: 13.6% (1,453 students) reported they were not physically active for at least 60
minutes on any day in the past 7 days. An additional 7.9% (841 students) were physically active
only one day in the past week;

•

Alcohol Use: 6.5% (698 students) reported drinking alcohol at least one day out of the last 30
days, with 18 of those students reporting having at least one drink of alcohol every single day in
the past 30 days;

•

Cigarette Smoking: 1.5% (159 students) reported smoking cigarettes on at least one day out of
the last 30 days;

•

Electronic Vapor Products: 4.4% (469 students) reported smoking an electronic vapor on at
least one day out of the last 30 days;
o

This is nearly triple the number of Douglas County adolescents smoking cigarettes and
consistent with the current trend of increased vaping among young people.60

•

Prescription Drug Use: Of the 1,916 students reporting using prescription drugs without a
doctor's prescription, 77.7% said they used it for "medical reasons" and the remaining 22.3%
(427 students) reported using prescription drugs either "feel more alert", "relax or quiet my
nerves", "enjoy myself", or "get high”;

•

Online Bullying: 3.8% (407 students) reported experiencing online bullying once or twice in the
past 30 days while 3.0% (319 students) experienced it "a few times" to “many times” and 1.1%
(122 students) reported daily mocking, torment, or harassment on a social networking site by
other students;

•

Attempted Suicide: 8.8% (941 students) reported they have seriously considered attempting
suicide at least one time in the past 12 months, with more than one-third of these students
seriously considering it at least 3 times.
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Chapter 7 – Infectious
Diseases
Infectious diseases are caused by pathogenic microorganisms such as bacteria, viruses, and parasites.
These diseases spread from person to person through a variety of methods, and may lead to epidemics.
A primary mission of Cobb & Douglas Public Health (CDPH) is preventing epidemics and the spread of
disease within our community.
Per the legal authority of the Official Code of Georgia (OCGA section 31-12-2), diseases deemed
notifiable by the state must be reported to Public Health by physicians, laboratories, and other health
care providers. See Figure 102 for the Georgia notifiable disease list. Timely disease reporting is
essential for public health follow-up for patient care, to help identify outbreaks, and to provide the
community with an understanding of disease trends and patterns.80
This chapter covers some of those notifiable diseases, with Cobb and Douglas County-level data
presented simultaneously in each section.
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Figure 102. Georgia Department of Public Health Notifiable Disease Reporting Poster

Source: Acute Disease Epidemiology Section, Georgia Department of Public Health, 2016

173

Vaccine-Preventable Diseases
(VPD)
Vaccine-preventable diseases (VPDs) are illnesses for which effective preventive vaccines exist. Many
infectious diseases can be prevented through vaccination, and many of these diseases (such as polio
and diphtheria) are becoming rare in the United States.
People in the U.S. routinely receive vaccines for these VPDs:
•

Diphtheria

•

Hepatitis A

•

Hepatitis B

•

Haemophilus influenzae type b (Hib)

•

Herpes Zoster (Shingles)

•

Human Papillomavirus (HPV)

•

Influenza (Flu)

•

Measles

•

Mumps

•

Meningococcal disease

•

Mumps

•

Pertussis (Whooping Cough)

•

Pneumococcal disease

•

Poliomyelitis (Polio)

•

Rotavirus

•

Rubella (German Measles)

•

Tetanus (Lockjaw)

•

Varicella (Chickenpox)
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Pertussis, also known as “whooping cough,” is a particularly dangerous VPD for infants. Infants aged <1
year, who are at greatest risk for serious disease and death, continue to have the highest reported rate
of pertussis. Children aged 7–10 years continue to contribute a large proportion of reported pertussis
cases. And because immunity wanes, adults should receive a booster pertussis vaccination.

Cobb County
As shown in Figure 103, in Cobb County, pertussis was the number one reported VPD to public health
(excluding hepatitis), followed by varicella (chickenpox) between 2011-2015.

Figure 103. Selected Vaccine-Preventable Diseases Reported in Cobb
County by Disease, 2011-2015

Disease
Diphtheria
H. influenzae type B (Hib)
Measles
Mumps
Pertussis
Meningococcal disease
Rubella
Tetanus
Varicella

2011
0
0
0
1
24
1
0
0
20†

2012
0
0
0
1
65
0
0
0
33

2013
0
0
0
0
34
0
0
0
23

2014
0
0
0
0
29
3
0
0
35

2015
0
0
1
0
34
1
0
0
21

*Includes confirmed and probable cases as defined by the CSTE/CDC case definition used during
the specified year.
† Individual cases of varicella became reportable in July 1, 2011.
Source: Data Request to Acute Disease Epidemiology Section, Georgia Department of Public Health, 2016

Douglas County
As shown in Figure 104, in Douglas County, pertussis and varicella (chickenpox) were the most commonly reported
vaccine-preventable diseases (excluding hepatitis).

Figure 104. Selected Vaccine-Preventable Diseases Reported in Douglas
County by Disease, 2011-2015

Disease
Diphtheria
H. influenzae type B (Hib)
Measles
Mumps

2011
0
0
0
0

2012
0
0
0
0
175

2013
0
0
0
0

2014
0
0
0
0

2015
0
0
0
0

Pertussis
Meningococcal disease
Rubella
Tetanus
Varicella

3
0
0
0
1†

7
0
0
0
0

2
0
0
0
5

3
0
0
0
5

6
0
0
0
6

*Includes confirmed and probable cases as defined by the CSTE/CDC case definition used during
the specified year.
† Individual cases of varicella became reportable in July 1, 2011.
Source: Data Request to Acute Disease Epidemiology Section, Georgia Department of Public Health,
2016

For more info on VPDs, visit https://www.cdc.gov/vaccines/parents/diseases/index.html

Immunization rates
Vaccinations (immunizations) are an effective way to protect against the diseases listed above.
The annual Georgia Immunization Study is conducted by Georgia Department of Public Health and the
health districts to assess the immunization coverage rates of two-year-old children. The reports are
available at https://dph.georgia.gov/immunization-publications.
As shown in Figure 105 below, immunization rates among two-year-old children in Cobb and Douglas
district have fluctuated between 2011-2015, with a 5.9% decrease from 2014 (86.8%) to 2015 (81.7%).
Note: county-level data are not available.

Figure 105. Percent of Children 2 Years of Age Fully
Immunized†, 2011-2015
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†4:3:1:3:3:1:4 Immunizations coverage considered fully immunized (a child has received 4 DTaP, 3 Polio, 1 MMR, 3
Hib, 3 Hepatitis B, 1 Varicella, and 4 PCV vaccine doses), were based on the childhood immunization and catch-up
schedules recommended by the Advisory Committee on Immunization Practices.
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*Note: The 2015 immunization rate calculations have been revised to incorporate a stricter adherence to
vaccination dates and birth date, which may account for a general decrease in immunization rates this year. The
2014 rates have also been updated from the original report to reflect this new calculation change.
Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

For more information on recommended vaccination schedules, visit http://www.cdc.gov/vaccines/acip/.

Sexually Transmitted Infections
(STIs)
A sexually transmitted infection (also known as a sexually transmitted disease, or STD), is an infection
that can be transferred from one person to another primarily through sexual contact such as vaginal,
anal, and oral intercourse. Some STIs can be transmitted through contact with blood or blood products.
STIs are reportable to public health.
Cobb: Highest rates of all reportable STIs fall in the young adult age group: 20-29 years
Douglas: Highest rates of all reportable STIs fall in the young adult age group: 20-29 years12

HIV/AIDS
Human Immunodeficiency Virus (HIV) is a virus that attacks the body’s immune system, leaving the
body unable to fight off infections and disease. The virus may lead to acquired immunodeficiency
syndrome (AIDS), the last stage of HIV infection. Although there is no cure for HIV, with proper medical
care and treatment, it can be managed to allow someone infected live a long, healthy life.
For more information on HIV/AIDS transmission, signs/symptoms, and prevention, visit
https://www.cdc.gov/hiv/.

HIV in Cobb and Douglas counties
Note: All local HIV data is presented at the district level.
In Georgia between 2011-2014, there were 11,235 newly-diagnosed HIV infections and 53,230 persons
living with diagnosed HIV in 2014. In this same time period in Cobb and Douglas Counties (Aggregate)
there were 771 newly-diagnosed HIV infections and 3,527 persons living with diagnosed HIV in 2014.81
As shown in Figure 106 below, the rates of new diagnoses decreased in Georgia between 2011-2014 but
remained fairly steady in the Cobb and Douglas district (District 3-1) in that time period.
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Figure 106. Diagnoses of HIV Infection, 2011-2014
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Source: HIV Surveillance Report, Georgia Department of Public Health, 2014

HIV disparities
Note: HIV disparity data is not available at a district or county level but presumed to be similar to state
data.
1. Gender
In Georgia, males comprised both the majority of new HIV diagnoses (80%) and persons living with HIV
infection (75%) in 2014. Among newly-diagnosed males, 75% of HIV infections diagnosed were among
males having sex with males (MSM).81
2. Race/Ethnicity
Black/Non-Hispanics accounted for 65% of new HIV infection diagnoses and 66% of persons living with
HIV infection and comprised 31% of Georgia’s population.81

Syphilis
Syphilis remains a major and increasing health problem. It is a bacterial infection that may cause genital
ulcers and other, potentially fatal effects. If syphilis is left untreated, it may aid in both transmitting and
acquiring HIV infection. It is caused by infection with Treponema pallidum.
There are multiple forms of syphilis: primary, secondary, latent, tertiary, and congenital.
•

Primary syphilis is the first stage of the disease, when the infected person first develops open
sores at the site of infection. This stage usually lasts 3–6 weeks before secondary syphilis
begins.

•

Secondary is the second stage of the disease, when the infected person develops multiple
symptoms. Symptoms may include skin rashes, sores on the mucous membranes, fever,
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swollen lymph nodes, sore throat, patchy hair loss, headaches, weight loss, muscle aches, and
fatigue. This stage will go away with or without treatment.
•

Latent syphilis is when the disease seems to go quiet; the infected person does not display any
signs or symptoms. This stage can last for years.

•

Tertiary syphilis is rare but potentially fatal, and it can affect the body’s organ systems. This
stage can occur 10–30 years after infection.

•

Congenital syphilis is transmitted from infected mothers to their babies. It may result in
deafness, tooth deformities, and saddle nose (the nose’s bridge collapses).

Syphilis in Cobb and Douglas counties
This report focuses on primary and secondary (P&S) syphilis rates.
According to the 2015 National STD Surveillance Report, "the P&S syphilis rate has increased almost
every year since 2000–2001 (it was 2.1 at that time…) During 2014–2015, the national P&S syphilis rate
increased 19.0% to 7.5 cases per 100,000 population, the highest rate reported since 1994." 82
As shown in Figure 107, Cobb and Douglas counties, and the entire state of Georgia, saw this same
increase in P&S syphilis rates.

Figure 107. Primary and Secondary Syphilis Rates are
Increasing, 2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

In 2015:
•

Georgia reported the second-highest rate of P&S syphilis in the US—14.0 per 100,000—
which is nearly double that year’s national rate;

•

Cobb County reported the 60th-highest number of P&S syphilis cases in US counties and
independent cities (11.2 per 100,000);
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•

Douglas County reported an increase of 108.6% from 2014 to 2015 in P&S syphilis rates,
from 5.8 to 12.1 per 100,000.12

Primary and secondary syphilis disparities
1. Gender
Males make up the vast majority of all P&S syphilis cases. At the national level, the 2015 data
indicates that males accounted for 90.3% of all P&S syphilis cases, and men who have sex with men
(MSM) accounted for 59.6% of the male cases. At the state level in 2015, Georgia males accounted
for 93.3% of all P&S syphilis cases.
Between 2011-2015, P&S syphilis rates in males increased at both the state and local levels:
•

Georgia: 65.1% increase, from 16.3 to 26.9 per 100,000 males

•

Cobb County: 59.0% increase, from 14.4 to 22.9 per 100,000 males

•

Douglas County: 90.4% increase, from 12.5 to 23.3 per 100,000 males

Females in Georgia, Cobb County, and Douglas County had much lower aggregate rates over that
timespan:
•

Georgia: 1.6 per 100,000 females

•

Cobb County: 1.0 per 100,000 females

•

Douglas County: number of cases (1–4) too low to be reported as a rate

The difference between the Cobb County P&S syphilis rates for males and females is particularly
noteworthy. The 2011–2015 male rate was 18.5 times higher than the female rate.12

2. Race/Ethnicity
In Cobb County between 2011 and 2015, the rate of P&S syphilis was highest among African-Americans
(both genders, all ages), at 23.0 per 100,000. This rate was 5 times higher than P&S syphilis in Whites,
at 4.3 per 100,00, and 6 times higher than Hispanics, at 3.7 per 100,000.
In Douglas County between 2011 and 2015, the rate of P&S syphilis was highest among AfricanAmericans (both genders, all ages), at 11.0 per 100,000. This rate was nearly 4 times higher than in
Whites, at 2.9 per 100,000.12

Other notifiable STIs
In addition to syphilis and HIV, Public Health tracks other notifiable STIs. The two most common are
chlamydia and gonorrhea.

Chlamydia
Chlamydia is the most common notifiable STI in the United States. It is a bacterial infection that may
cause serious, permanent damage to a woman’s reproductive system. It is caused by infection with
Chlamydia trachomatis.
If chlamydia is left untreated in women, it may lead to pelvic inflammatory disease (PID), which is a
major cause of chronic pelvic pain, infertility, and ectopic pregnancy (which may be potentially fatal).
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Chlamydia in Cobb and Douglas counties
As shown in Figure 108, Cobb and Douglas counties and the state of Georgia saw increases in chlamydia
rates between 2011 and 2015. Over this timespan,
•

Georgia’s statewide rate of chlamydia increased from the eighth-highest rate (554.3 per
100,000) in the US to the sixth-highest rate (570.8 per 100,000);

•

Cobb County reported 14,390 chlamydia cases—a 25.0% increase from 2,800 to 3,501 cases
(401.4 per 100,000 to 472.3 per 100,000);

•

Douglas County reported 3,683 chlamydia cases—a 36.7% increase from 698 to 954 cases
(523.4 per 100,000 to 677.9 per 100,000).12

Figure 108. Chlamydia Rates are Increasing, 2011-2015
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Source: Online Analytical Statistical Information System, Office of Health Indicators for Planning, Georgia
Department of Public Health, 2016

Gonorrhea
Gonorrhea is the second most common notifiable STI in the United States. It is a bacterial infection that
can be found in the genitals, rectum, and throat. It is caused by infection with Neisseria gonorrhoeae.
If gonorrhea is left untreated in women, it may lead to pelvic inflammatory disease (PID), which is a
major cause of chronic pelvic pain, infertility, and ectopic pregnancy (which may be potentially fatal). If
it is left untreated in men, it may lead to a painful condition in the tubes attached to the testicles and
may cause sterility. If left untreated in men and women, it can spread to the blood or joints, and it can
aid in transmitting HIV infection.
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Gonorrhea in Cobb and Douglas counties
As shown in Figure 109, Cobb and Douglas counties and the state of Georgia saw mixed changes in
gonorrhea rates between 2011 and 2015. Over this timespan,
•

Georgia still had the seventh-highest rate of gonorrhea in the US, even though the
statewide rate of gonorrhea slightly decreased, from 167.4 per 100,000 to 158.3 per
100,000;

•

Cobb County reported 3,559 gonorrhea cases—a 17.6% increase from 750 to 882 cases
(107.5 per 100,000 to 119 per 100,000);

•

Douglas County reported 876 gonorrhea cases—a 19.1% increase from 183 to 218 cases
(137.2 per 100,000 to 154.9 per 100,000).12

Figure 109. Gonorrhea Rates Remain High, 2011-2015
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Tuberculosis (TB)
Tuberculosis (TB) is the second-biggest killer, globally. It is an airborne bacterial infection that primarily
affects the lungs, but TB can also affect the kidney, spine, and brain. TB is caused by infection with
Mycobacterium tuberculosis.
TB is transmitted by airborne bacteria. When a person with TB coughs, sneezes, speaks, laughs, or
sings, that person puts TB bacteria into the air, and other people nearby breathe in the bacteria. The TB
bacteria then lodge in the other people’s lungs, where they begin to grow.
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Not everyone infected with TB bacteria becomes sick. As a result, two TB-related conditions exist:
latent TB infection (LTBI) and TB disease. If not treated properly, TB disease can be fatal.

TB in Georgia and Cobb County
The number of TB cases in Georgia has decreased 63% since 1991, when case numbers peaked, but the
numbers are still higher than the national case numbers.
Georgia had the fifth-highest rate of newly-reported TB cases in the US during 2014 (334 cases) and
2015 (321 cases), and had the seventh- and eighth-highest TB incidence rates among all the 50 states
during 2014 (3.3 per 100,000) and 2015 (3.1 per 100,000), respectively. Comparatively, the US had an
incidence rate of 3.0 per 100,000 in both 2014 and 2015.
Four counties in the metropolitan Atlanta area reported the highest number of TB cases in 2014 and
2015. They accounted for 59% and 55% of TB cases in Georgia, respectively:
•

Fulton — 76 cases in 2014; 63 cases in 2015

•

DeKalb – 60 cases in 2014; 58 cases in 2015

•

Gwinnett — 35 cases in 2014; 29 cases in 2015

•

Cobb — 25 cases in 2014; 26 cases in 2015.

TB-related disparities exist in Georgia, including in Cobb County. According to the 2015 Georgia
Tuberculosis Report, African-Americans, Asians and Hispanics accounted for 48%, 25% and 13% of the
2015 TB cases in Georgia respectively, but only represented 32%, 4% and 10% of Georgia’s population
respectively. In Cobb County, 54% of TB cases were foreign-born, 11% were co-infected with HIV, and
8% reported substance abuse.
Note: Douglas County had zero reported cases in 2014 and 2015.83

Hepatitis
"Hepatitis" means inflammation of the liver. Hepatitis is most often caused by a virus. The most
common types of viral hepatitis are Hepatitis A, Hepatitis B, and Hepatitis C, all of which are reportable
to Public Health.

Hepatitis A
Hepatitis A is a liver infection caused by the hepatitis A virus. It is highly contagious and usually
transmitted by the fecal-oral route, either through person-to-person transmission or eating/drinking
contaminated food/water. It is an acute disease that does not become a chronic infection. The best way
to prevent hepatitis A is to get vaccinated.
Between 2011-2015, there were a total of 13 reported acute hepatitis A cases in Cobb County, 2
reported cases in Douglas County, and 159 cases in the state of Georgia.84
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Hepatitis B
Hepatitis B is a liver infection caused by the hepatitis B virus. It is transmitted by blood and other body
fluids, through a variety of methods such as sexual contact; sharing needles, syringes, or other druginjection equipment; or from mother to baby at birth. For some people, hepatitis B can become a longterm, chronic infection with serious health consequences. The best way to prevent Hepatitis B is to get
vaccinated.
Between 2011-2015, there were a total of 40 reported acute hepatitis B cases in Cobb County, 15
reported cases in Douglas County, and 580 cases in the state of Georgia.
Of the 8,329 newly-identified chronic hepatitis B cases in Georgia between 2011 and 2015, there were
552 cases in Cobb County and 97 in Douglas County.84

Hepatitis C
Hepatitis C is a liver infection caused by the hepatitis C virus. It is transmitted by blood, and the most
common transmission now is through sharing needles or other equipment to inject drugs. Hepatitis C
becomes a long-term, chronic illness in up to 85% of people who become infected. There is no vaccine
to prevent hepatitis C. The best way to prevent infection with this virus is to avoid behaviors that can
spread the disease.
Between 2011-2015, there were a total of 2,416 reported hepatitis C cases in Cobb County, 542 reported
cases in Douglas County, and 46,015 reported cases in the state of Georgia (these cases include acute,
newly-diagnosed chronic, and unknown infection status).84 Note: Hepatitis C surveillance data is limited
and based on what is available in the Georgia Department of Public Health’s State Electronic Notifiable
Disease Surveillance System (SendSS). Data may not depict the true burden on hepatitis C infection in
Georgia.

Rabies
Rabies is a viral disease of mammals that is most often transmitted through the bite of a rabid animal,
when the virus is present in the saliva. Most cases in the U.S. are found in wild animals such as raccoons,
bats, skunks, and foxes. The disease is nearly always fatal once clinical signs and symptoms begin if the
proper antibodies and vaccines are not given in time. The best prevention against rabies is vaccination
of pets, avoidance of wild animals, pre-exposure vaccination before travel to a rabies-endemic area of
the world, immediate consultation with Public Health, and vaccination after risk of exposure.
All animal bites are reportable to Public Health because of the risk of rabies.

Cobb County
Between 2013 and 2015, a total of 2,061 animal bites in Cobb County were reported to Public Health. As
a result, 371 animals were tested for rabies, and of these 9 were positive for rabies: 4 bats, 3 raccoons, 1
cat and 1 dog, as shown in Figure 110.85
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Figure 110. Rabies-Positive Animals Tested in
Cobb County, 2013-2015 Aggregate
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Source: State Electronic Notifiable Disease Surveillance System (SENDSS), Georgia Department of Public Health,
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Douglas County
Between 2013-2015, a total of 633 animal bites in Douglas County were reported to Public Health, with
168 animals tested for rabies. Of these 12 were positive for rabies: 6 raccoons, 3 foxes, 2 bats, and 1 cat,
as shown in Figure 111.85

Figure 111. Rabies-Positive Animals Tested in
Douglas County, 2013-2015 Aggregate
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2016
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Gastrointestinal (GI) Illnesses
Gastrointestinal illnesses, also called enteric diseases, are infections of the stomach and intestines.
These illnesses are caused by viruses and bacteria that enter the body through the mouth or intestinal
system, primarily as a result of eating and drinking contaminated foods or liquids that have been in
contact with animals, their environments, or the feces of an infected person.
Many GI illnesses go unreported as many people may not seek medical care, and when they do,
physicians do not always collect a stool sample to be laboratory tested (and therefore confirmed and
reported).
In the US, there are an estimated 179 million GI illnesses per year, leading to nearly 500,000
hospitalizations and over 6,000 deaths.86

Cobb County
As shown in Figure 112, in Cobb County between 2011 to 2015, there were 535 reported cases of
Salmonella (non-typhoidal) infection, 342 cases of Shigella infection, 300 cases of Campylobacter
infection, 86 cases of Shiga Toxin-Producing E.coli, and 4 cases of Salmonella Typhi (typhoid)
infection.85

Figure 112. Number of Cases of Reported Gastrointestinal Illnesses
by Type, Cobb County, 2011-2015
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Douglas County
As shown in Figure 113, in Douglas County between 2011 to 2015, there were 90 reported cases of
Salmonella (non-typhoidal) infection, 52 cases of Shigella, infection, 9 cases of Campylobacter
infection, 86 cases of Shiga Toxin-Producing E.coli, and 0 cases of Salmonella Typhi (typhoid)
infection.85

Figure 113. Number of Cases of Reported Gastrointestinal Illnesses
by Type, Douglas County, 2011-2015
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Emerging infectious diseases
(EIDs)
An emerging infectious disease (EID) is a disease that has newly appeared in a population or that has
been known for some time but is rapidly increasing in incidence or geographic range. This type of
disease is of particular concern because, according to the Centers for Disease Control, “In today’s
tightly connected world a disease can be transported from an isolated, rural village to any major city in
as little as 36 hours.”87
In the past two decades, Emerging Infectious Diseases (EIDs) have notably spread without respect for
continental, national, or state borders. This spread has challenged Public Health officials to develop and
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modify disease policies while working with local, state, national, and international partners to prevent
and contain EIDs.
Due to EIDs such as the 2003 SARS outbreak, the 2009 H1N1 (Swine Flu) pandemic, the 2014 Ebola
outbreak, and the 2015 spread of Zika Virus, Public Health has been propelled to center stage. The
world has closely watched health officials track diseases and work with partners to respond to the EID
at hand.
In 2014, when the nation was hit with the prospect of Ebola Virus Disease (EVD) on U.S. soil, CDPH was
drawn into the response, with integrated healthcare emergency preparedness activities, disease
surveillance, and response coordination. Coordinating and disseminating accurate and timely health
messaging on Ebola was essential among healthcare professionals, which included Dobbins Air Reserve
Base in Cobb County and other healthcare coalition partners throughout metro-Atlanta. CDPH staff
worked with state Public Health officials when the need to monitor travelers from West Africa became
evident in the fall of 2014 and did so until early 2016 when the Ebola epidemic officially ended.
However, as the Ebola epidemic concluded, the newest big name EID quickly took its place: Zika Virus.
Previously never seen in the western hemisphere, Zika Virus spread rapidly through the Central and
South American countries, bringing with it a deadly new threat to our most vulnerable population:
unborn children of mothers infected with the virus. Fortunately, Public Health agencies at all levels of
government had learned new practices and approaches to EIDs as a result of monitoring Ebola patients.
And at the state and local level they used the same system to follow-up and coordinate Zika testing for
travelers that visited areas where there was widespread Zika transmission.
Although viruses like Ebola and Zika were the big players making recent headlines, other EIDs such as
antibiotic-resistant and healthcare-associated infections are also causing morbidity and mortality at an
alarming rate.
Antibiotic-resistant infections, in which antibiotics are unable to kill and stop the spread of bacteria, are
on the rise, due in part to overuse and incorrect prescribing practicing of antibiotics. The CDC estimates
that at least 2 million people become infected with antibiotic-resistant bacteria and at least 23,000
people die each year in the U.S. as a result. Drug-resistant bacteria categorized as a serious or urgent
threat to the United States include but are not limited to Clostridium difficile, Gonorrhea, Salmonella,
and Tuberculosis.88
Healthcare-associated infections (HAI) are those that patients can contract while receiving medical
treatment in a healthcare facility. Per CDC, on any given day, about one in 25 hospital patients in the
U.S. has at least one healthcare-associated infection. There were an estimated 722,000 HAIs in U.S.
acute care hospitals and approximately 75,000 patients with HAIs died during their hospitalizations in
2011.89
EIDs will continue to spread around the globe. Preventing and mitigating EIDs takes a collaboration
between many key players at local, state, national, and international levels – public health, medical
providers, policy makers, and the general public.
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Figure 114. Global Examples of Emerging and Re-Emerging Infectious Diseases

Source: A.S. Fauci, 2013 Symposium Presentation
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Chapter 8:
Environmental Health
County Oversight for
Environmental Health
According to the National Environmental Health Association, the combined environmental health
advancements of drinking water chlorination, milk pasteurization, proper sewage disposal, food
establishment inspections, and mosquito control have contributed significantly to the 32-year increase
in average life expectancy that has occurred in the United States since 1900.90
To help assure that these public health gains are maintained and improved upon, the Cobb & Douglas
Public Health, Center for Environmental Health, along with local government and private agencies,
provides the services that are necessary to recognize and resolve the various environmental issues that
could potentially threaten the health and safety of the community.

Restaurant Inspections
CDC estimates that approximately 48 million people become ill, 128,000 are hospitalized, and 3,000 die
each year from a foodborne illness.91 Foodborne illnesses acquired from eating and drinking in foodservice facilities contribute to these statistics. Therefore, regulation by Environmental Health agencies
is essential to help protect the public from contracting potential illnesses from these facilities. Riskbased inspections are conducted by staff on a routine basis in addition to complaint and outbreakrelated follow-up.

Cobb County
Between 2011 and 2015, the number of food-service facilities in Cobb County grew from 1,860 to 1,974,
as shown in Figure 115.
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Figure 115. Food Service Permits in Cobb County,
2011-2015
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Douglas County
Between 2011 and 2015, the number of food-service facilities in Douglas County grew from 279 to 304,
as shown in Figure 116.

Figure 116. Food Service Permits in Douglas County,
2011-2015
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Public Pool Safety
CDC estimates there are more than 300 million pool visits in America each year. Potential negative
outcomes related to public pools include:
•

gastrointestinal illness: the number of pool-associated outbreaks has significantly increased in
the past 20 years, with thousands becoming ill, mostly with diarrhea, each year;

•

injuries due to improper use of pool chemicals: 5,000 emergency department visits in 2012
alone;

•

drownings: nearly 4,000 swimmers drown each year, and most occur in children less than 5
years old. 92

Cobb County
Public Health regulates all public swimming pools, including subdivision pools and water parks, in Cobb
County. Between 2011 and 2015, an average of 1,226 pools were permitted and inspected each year, as
shown in Figure 117.

Figure 117. Swimming Pool Permits in Cobb County,
2011-2015
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Douglas County
Public Health regulates all public swimming pools, including subdivision pools, in Douglas County.
Between 2011 and 2015, an average of 145 pools were permitted and inspected each year, as shown in
Figure 118.
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Figure 118. Swimming Pool Permits in Douglas County,
2011-2015
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Air Quality
Air pollution is known to have serious public health and environmental implications. It may worsen
health problems for both the very young and old and those with heart or respiratory diseases. Some air
pollutants are toxic and can cause cancer, birth defects, and other long-term injuries to humans. Air
pollution damages the environment by thinning the protective ozone layer and forming acid rain.
The Clean Air Act is the federal law that authorizes Environmental Protection Agency (EPA) to regulate
air emissions to protect the public’s health.93 As one result of this law, the Air Quality Index (AQI) was
developed to monitor five major air pollutants: ground-level ozone, particle pollution (particulate
matter), carbon monoxide, sulfur dioxide, and nitrogen dioxide. The higher the AQI value, the higher
the level of air pollution and increase of potential negative effects on the public’s health, as shown in
Figure 119.94
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Figure 119. Understanding Air Quality Index Ranges
Air Quality Index Levels of
Health Concern
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Air quality is considered satisfactory, and
air pollution poses little or no risk.
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Air quality is acceptable; however, for some
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may experience health effects. The general
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Everyone may begin to experience health
effects; members of sensitive groups may
experience more serious health effects.
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201 to 300

Health alert: everyone may experience
more serious health effects.
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301 to 500

Health warnings of emergency conditions.
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Source: Air Now 2016

Because air pollution is a serious public health and environmental issue in metro Atlanta, vehicle
emissions testing is required annually in the 13 metro Atlanta counties in Georgia (Cherokee, Clayton,
Cobb, Coweta, DeKalb, Douglas, Fayette, Forsyth, Fulton, Gwinnett, Henry, Paulding and Rockdale
County), except for certain exemptions allowed by the state. Vehicle emissions testing has contributed
to improving air quality and decreasing the number of unhealthy air days in the region.95

Cobb County
From 2011-2015, the air quality in Cobb County has generally improved. Using Figure 120 for reference,
the yearly percentage of Air Quality Index (AQI) scores in the best possible range (Good) has increased
nearly every year, while the total number of days per year in which a AQI score was measured has also
generally increased over time--from 317 days in 2011 to 362 days in 2015. From 2011-2015, fine
particulate matter (PM2.5) has been the main pollutant in Cobb County for several more days per year
than Ozone, with an average of 222 days versus 118 days, respectively.96
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Figure 120. Air Quality Index in Cobb County,
2011-2015
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In the Cobb County CHA survey, regarding the extent to which they believe the area they live in is free
from problems associated with pollution, 65% of survey participants rated it as Good or Very Good,
25.2% rated it as Fair, 6.4% rated it as Poor or Very Poor, and 3.5% didn't know or refused to answer.

Douglas County
The air quality in Douglas County has improved from 2011 to 2015. Although the annual number of days
in which an Air Quality Index (AQI) was measured has remained fairly consistent, the percentage of
measured AQIs in the Good range has increased while the percentage of AQIs in the Moderate and
Unhealthy for Sensitive Groups ranges have decreased. From 2011-2015, Ozone was identified as the
main pollutant in Douglas County; however, fine particulate matter (PM2.5) was not measured in this
time period.96
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Figure 121. Air Quality Index in Douglas County,
2011-2015
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Source: Environmental Protection Agency, Air Quality Index Report, 2016

In the Douglas County CHA Survey, regarding the extent to which they believe the area they live in is
free from problems associated with pollution, 71.3% of survey participants rated it as Good or Very
Good, 20.2% rated it as Fair, 4.8% rated it as Poor or Very Poor, and 3.7% didn't know or refused to
answer.

Water Quality
Access to safe drinking water is essential for the public’s health. Safe drinking water protects residents
from waterborne outbreaks from microbes such as cryptosporidium and E. coli and serious negative
health effects from inorganic substances such as lead and nitrates.
The Safe Drinking Water Act is the federal law that ensures clean and safe drinking water from public
sources by setting standards for quality through the EPA.97

Cobb County
Testing of drinking water by the Cobb County Water System for the 2016 Water Quality Report
demonstrates that the county’s drinking water was not in violation for any contaminant regulated by
EPA, including inorganic substances such as lead or microbiological contaminants that may lead to
enteric illness.98
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Douglas County
Testing of drinking water by the Douglasville-Douglas County Water and Sewer Authority for the 2016
Consumer Confidence Report demonstrates that the county’s drinking water was not in violation for
any contaminant regulated by EPA, including inorganic substances such as lead or microbiological
contaminants that may lead to enteric illness.99

Lead Exposure
Lead is a natural element that can be found in all parts of the environment – air, water, and soil. It can
enter our homes through the past and present use of lead containing products, such as paint, ceramics,
pipes and plumbing materials, batteries, and through environmental contamination associated with
nearby industrial sites.
Although lead has some valuable uses, it can be very dangerous to humans and animals. Children are at
the highest risk of negative health effects from lead exposure due to higher absorption and sensitivity
than adults. Lead exposure in America disproportionately affects African-American children. Other risk
factors include poverty and living in older housing.100 Exposure to lead, even at low levels, can result in:
•
•
•
•
•
•

Behavior and learning problems
Lower IQ and Hyperactivity
Slowed growth
Hearing Problems
Anemia
In rare cases, ingestion of lead can cause seizures, coma and even death.

Pregnant women and their fetuses are also at an increased risk from lead exposure, with serious side
effects including reduced growth of the fetus and premature birth.
As shown in Figure 122, children with levels at 10 or more micrograms per deciliter of lead in blood were
reported to Public Health for mitigation. However, due to new research, the actionable value is now 5
micrograms per deciliter of lead in blood to allow earlier action by parents, physicians, and public health
officials to reduce the child’s lead exposure.101

Cobb and Douglas Counties
Note: Lead level data in children is only available at a district level.
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Figure 122. Reportable Blood Lead Levels in Children - Cobb and Douglas Counties,
2011-2015
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Source: Data Request to Georgia Department of Public Health Lead Coordinator, 2016
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Chapter 9 – Public
Health Systems: Access
and Resources
The Public Health System and the
Ten Essential Public Health
Services
The National Public Health Performance Standards Program (NPHPSP) is a partnership effort to
improve the practice of public health and the performance of public health systems. The NPHPSP
assessments are intended to help answer questions such as
•

What are the activities and capacities of our public health system?

•

How well are we providing the Essential Public Health Services in our jurisdiction?

The Ten Essential Public Health Services shown in Figure 123 provide a working definition of public
health and a guiding framework for the responsibilities of local public health systems. They are shown
again in Figure 124 as they fit within the three core public health functions of Assessment, Policy
Development, and Assurance.102
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Figure 123. The Ten Essential Public Health Services
1

•Monitor health status to identify community health problems.

2

•Diagnose and investigate health problems and health hazards in the
community.

3

•Inform, educate, and empower people about health issues.

4
5
6

7
8

•Mobilize community partnerships to identify and solve health problems.
•Develop policies and plans that support individual health problems.
•Enforce laws and regulations that protect health and ensure safety.
•Link people to needed personal health services and assure the provision of
health care when otherwise unavailable.
•Assure a competent public and personal health care workforce.

9

•Evaluate effectiveness, accessibility and quality of personal and population
based health services.

10

•Research for new insights and innovative solutions to health problems.
Source: National Public Health Performance Standards, CDC, 2016

Cobb and Douglas Local Public
Health System Assessment
As one of the four MAPP assessments, the Local Public Health System Assessment (LPHSA) focuses on
all organizations and entities within the community that contribute to the public’s health. It evaluates
the system on the basis of the Ten Essential Public Health Services.

Methods
In September and October 2016, Cobb and Douglas county representatives conducted the Local Public
Health System Assessment (LPHSA) together through the combination of an online survey and inperson discussion. Thirty-three representatives and at least 13 organizations took part in the
assessment of the district’s public health system. These groups included the hospital systems, schools,
universities, employers, local and state department of public health, city government and other sectors
which contribute to public health in Cobb and Douglas counties.

200

Prior to the 1.5 hour in-person portion of the assessment, participants rated the public health system’s
performance against Model Standards, the highest level of performance (or gold standard) on Ten
Essential Public Health Services (EPHS).4 Participants were split into five separate groups (see Figure
125), each group evaluating two of the ten Essential Services most important to their role within the
system. Participants completed these ratings by answering an online survey, and the average score was
calculated for each question. Figure 126 shows the five response options for each question that was
posed in the surveys.
Figure 124: Essential Service Assignments

ES 1 & 2

ES 3 & 4

ES 5 & 6

Epidemiologists

Health Educators

Health Officer

Environmental
Health Experts
Emergency
Preparedness
Public Health
Laboratories
State Health
Department

Public Information
Officers

Elected Officials
Public Health
Attorney

Media
Schools
Non-governmental
organizations

ES 7 & 9
Service
Providers
Service
Recipients

ES 8 & 10
Universities/Colleges
Foundations
Human Resources

Board of Health
State Health
Department
Community Health
Planner

Figure 125. Summary of Assessment Response Options
No Activity

Zero percent (0%) or absolutely no activity

Minimal Activity

Greater than zero, but no more than 25% of the activity described within the
question is met.

Moderate Activity

Greater than 25%, but no more than 50% of the activity described with the question
is met.

Significant Activity

Greater than 50%, but no more than 75% of the activity described with the question
is met.

Optimal Activity

Greater than 75%, of the activity described with the question is met.

The assessment addressed the three core functions of public health (Assessment, Policy Development,
and Assurance).

Results
The strengths of the Local Public Health System in Cobb and Douglas counties include diagnosing and
investigating health problems and health hazards (Essential Service #2), developing policies and plans
(Essential Service #5) and enforcing laws (Essential Service #6). The weaknesses of the Local Public
Health System are monitoring health status (Essential Service #1), mobilizing partnerships (Essential
Service #4), assuring workforce development (Essential Service #8), and research and innovation
(Essential Service #10). Figure 127 displays the average score for each of the essential services, while
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Figure 128 breaks the scored essential services into “Strengths” and Weaknesses / Opportunities for
Improvement” based on their composite score above or below 80.0.
Figure 126. Summary of Average Essential Service Performance Scores in Cobb and
Douglas

Figure 127. Summary of Strengths and Weaknesses Identified in the Cobb and
Douglas Public Health System

Strengths

Weaknesses /
Opportunities for Improvement

ES 2: Diagnosing & investigating diseases

ES 1: Monitoring community health status

ES 3: Educate/Empower

ES 4: Mobilizing partnerships

ES 5: Developing health policies/plans

ES 8: Assuring a strong workforce

ES 6: Enforcing laws related to the public’s health

ES 10: Research/Innovations

ES 7: Link to Health Services
ES 9: Evaluate Services

During the in-person group discussion, members expressed ideas for opportunities and priorities for
each essential public health service. Some of these ideas are highlighted in Figure 129 for the lowest
scoring categories identified.
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Figure 128. Priorities and Opportunities Identified in the Cobb and Douglas Public
Health System

ES 1: Monitor Health Status
•

“Future co-funding and co-facilitating of the CHNA/CHA.”

•

“Public Health needs to do a better job in getting our data resources (such as OASIS) out to
community partners better so they are aware it is available.”

ES 4: Mobilize Partnerships
•

“Continue to grow partnerships and collaborations… Re-evaluate relationships, continue to use public
health indicators to drive activities and initiatives.”

•

“Have benchmarks and QI to show and measure improvement. Need better transparency in how we
evaluate partnerships and initiatives.”

ES 8: Assure Workforce
•

“Provide staff time to do training, especially clinical staff, as well as money to educate staff.”

•

“Need to do more to address social determinants of health and health disparities.”

ES 10: Research/Innovations
•

Opportunity for…“sharing of findings with public health colleagues and the broad community”

•

Opportunity from this identified weakness: “Areas other than health promotion have not had the
opportunity to work with universities related to research.”

Both the online survey and in-person dialogue helped to identify strengths and weaknesses, determine
opportunities for immediate improvements, and establish priorities for long term investments for
improving the public health system. The information obtained from this assessment will be used to
improve and better coordinate public health activities.

Community Themes and Strengths
Assessment – Focus Groups
As one of the four MAPP assessments, the Community Themes and Strengths Assessment (CTSA)
provides a deep understanding of the issues residents feel are important by answering the questions
“What is important to our community?” “How is quality of life perceived in our community?” and “What
assets do we have that can be used to improve community health?”
This assessment provides insight from the community members concerning what health issues are
important to them. These results guide the MAPP partners to identify key issues and prioritize them to
ensure that the community health improvement reflects the community needs and concerns.
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Methods
Focus Groups
A series of focus groups were conducted among Cobb and Douglas County residents and healthcare
providers to further assess local perceptions of the quality of healthcare and health-related needs.
These focus groups were completed to gather more in-depth information and perspectives from
targeted demographic and geographic sectors of the two counties.
Following multiple planning meetings between Cobb & Douglas Public Health (CDPH) and Kennesaw
State University (KSU) in the spring of 2016, a total of seven focus groups were conducted in Cobb and
Douglas Counties in June and July 2016. Recruitment was conducted by distribution of flyers
throughout the community and businesses as well as social media promotion. An advertised incentive
of a $25 grocery store gift card was given to all participants upon the completion of the focus group. For
the 6 community focus group sessions, a set of 5 open-ended questions was developed to determine
how residents feel about health issues and the quality of local healthcare (Appendix 10). For the
healthcare provider focus group, a different set of 4 open-ended questions was developed to discuss
providers’ perspective on their populations’ biggest health issues and service challenges (Appendix
11).Cobb and Douglas Public Health employees helped secure private rooms at convenient locations to
conduct the focus groups. The demographic focus of the six community groups was strategized by
CDPH and KSU to give a voice to potentially-disparate populations in the district.
A total of 54 community members participated, with the following in each focus group:
1. Hispanic/Latino: Marietta Public Health Center – Marietta*: 3 participants
2. Mixed Demographic (Cobb): Marietta Public Health Center – Marietta: 10 participants
3. Young Adult: Chattahoochee Tech Marietta Campus -Marietta: 6 participants
4. African American: South Cobb Public Health Center – Austell: 5 participants
5. enior Citizen: Austell Neighborhood Senior Center – Austell: 11 participants
6. Mixed Demographic (Douglas): DeNyse Signs Corporate Office – Douglasville: 9
participants
7. Healthcare Providers: WellStar Cobb Hospital – Austell: 10 participants
(*focus group conducted in Spanish)
Prior to beginning each focus group, participants completed demographic forms and consent letters
were distributed and read aloud. Questions about the study were answered. The consent included
permission to audio record sessions. One Kennesaw State University researcher facilitated group
discussions while another took notes during the 1.5-hour discussions. Audiotapes from each group were
transcribed and reviewed to summarize common themes.

Results
Community Focus Groups
Five key themes emerged from the six general community focus groups in Cobb and Douglas Counties.
For a more detailed list of key findings, see Appendix 10.
•

Healthy Lifestyle
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o
•

Access to Care
o

•

“The truth of the matter is not many of us can actually afford dental, especially when you
have a family of four or three and you have to deal with medical, that's almost like $200
and then you don't get paid that much…. you can't afford dental. So I mean it does help
if you could do it once a year, like you said or you know, even just a cleaning once a year
would help if we can get it.” – Focus group participant

Mental Health
o

•

“And we don't really go to the doctor unless things are that bad that I'll have to go to
the emergency room otherwise I just let it go.” – Focus group participant

Medical and Dental
o

•

“Healthy food is so much more expensive. So it’s always hard to afford eating healthy
versus eating something quick fast.” – Focus group participant

“I think in the black community from my generation you never said anything about the
person who may have been mentally challenged.” – Focus group participant

Community / Physical Environment
o

“We all live in a crummy neighborhood because the rent is something that you cannot
afford for instance it may be $550 for a three bedroom - but it might be gunshots and
your car might be broken into and you might get beat up or something like that.” – Focus
group participant

Healthcare Provider Focus Groups
Many of the same key issues were discovered at the healthcare provider focus group. For a more
detailed list of key findings, see Appendix 11.
•

•

Medical and Dental care
o

“I work with low income and homeless families in Cobb county and most of my adult
clients will access the emergency room, because they don't qualify for Medicaid, but
their children do have Medicaid, so if they are low income and they have just a little bit
of income, the Medicaid cuts off for them, so they're referred to the emergency room.”
– Focus group participant

o

“It's an even lower priority and which I find kind of surprising because dental care can be
so crucial to overall well-being and of course then there's the health factor that's also
social: yellow teeth, crooked teeth that may prevent an individual from gaining
employment based on a salary that could actually sustain their families.” – Focus group
participant

Mental Health
o

“Mental health is one of our biggest challenges. I would even say it's even higher than
physical and dental care. Our emergency room is overcrowded with behavioral health
patients without anywhere-to access for their long-term care and stabilization.” – Focus
group participant
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•

Nutrition
o

“Based on the population, there is a large percentage of people who do not have a car
and do not live within two miles of a grocery store with fresh product. And so I'm
assuming that most of their food comes from convenient stores, fast food, etc.” – Focus
group participant

WellStar Community Health Needs
Assessment (CHNA) Key
Informant Survey
With our partnership with WellStar Health System, CDPH was granted permission to use part of their
2016 Community Health Needs Assessment to add to the data obtained within the CHA’s Community
Themes and Strengths and in community health improvement plans:
•

Cobb and Douglas Key Informant Survey Themes

•

Cobb County Latino focus group conducted by the Georgia Health Policy Center and Cobb
County Latino community listening session conducted at WellStar Cobb with Ser Familia, Inc.
and at 2 Latino churches in South and West Cobb.

The 2016 WellStar CHNA report is available at
https://www.yumpu.com/en/document/view/55617879/wellstar-chna-report-2016 and key informant
findings are summarized below by county.

Cobb County
Health and Quality of Life:
•
•
•

Improvement to health and quality of life over last three years
Emory Adventist closed resulting in care shrinkage
Focus on health and wellness via Chamber and Cobb2020

Major Health Challenges:
•
•
•
•
•
•
•
•
•
•

•
•
•
•
•
•
•
•
•

Lack of affordable healthcare/resources
Cardiovascular disease
Cancer screenings
Obesity
Tobacco use
Infant mortality
Chronic disease
Diabetes
Asthma
Physical inactivity
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Poor nutrition
Mental health
Substance abuse
Lack of affordable housing
Transportation
Language barriers
STDs
Dental care
Violence

Context and Drivers:
•
•
•
•
•
•
•

•
•
•

No increase in clinics for underserved
Undiagnosed mental health issues
interrupt chronic disease management
Lack of health and fitness amenities in
low-income
Unemployment
Not getting preventive care
Food deserts
Uninsured rate the same after ACA

•
•
•
•
•

Rising deductibles
Lack of health literacy
Rising Latino population with lack of
cultural competency
Need for recreational infrastructure
Lack of addiction resources
Health disparities
ED utilization for primary care
Linkage to care

Recommended Interventions:
•
•
•
•

•

More collaboration targeting health
challenges
Partner with faith-based organizations
Increase mental health funding
Create grant funding

•
•
•
•

More wellness education and outreach
campaigns
More access to primary care
CHW to educate high-risk communities
Increase tobacco tax
Creating lifelong communities

•
•
•
•
•

Poor nutrition
Mental health
Physical inactivity
Transportation
Unsafe home conditions

Douglas County
Health and Quality of Life:
•
•

More accessibility, services and awareness
Lacking access to chronic disease management

Major Health Challenges:
•
•
•
•
•
•

Affordability and access to care
Obesity
Diabetes
Hypertension
Drug abuse
COPD

Recommended Interventions:

Context and Drivers:
•
•
•
•
•

•

Large low-income population
Unemployment
Lack of transportation
Lack of health education
Lack of primary care providers

•
•
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Increase awareness of healthy living
services
More funding for free clinics
School-based health centers

Area Hospitals / Health Systems
WellStar
WellStar Health System is the largest health system in Georgia and one of the nation’s most widely accredited health
systems for patient safety and quality care. WellStar recently expanded its five-county presence by acquiring Tenet
Healthcare’s five hospitals and partnering with West Georgia Health in LaGrange. In Cobb and Douglas counties,
WellStar’s healthcare facilities include hospitals, health parks, urgent care centers, and community clinics. To find out
more about WellStar’s impact in Cobb and Douglas counties, their 2016 Community Health Needs Assessment can be
found online at https://www.yumpu.com/en/document/view/55617879/wellstar-chna-report-2016)

Kaiser Permanente
Southeast Permanente Medical Group operates under the auspices of Kaiser Permanente, a Health Maintenance
Organization (HMO), with three healthcare centers in Cobb County and one in Douglas County. Kaiser provides medical
care to 295,000 members in metropolitan Atlanta in approximately 30 metro Atlanta facilities and associated hospitals.
In most HMO Plans, patients may only visit health care providers or hospitals on the plan’s pre-established list, except
in an emergency. Patients may also need referrals from primary care doctors for specialty care.

Children’s Healthcare of Atlanta
Children’s Healthcare of Atlanta (CHOA) operates throughout Georgia. It has three hospitals with 575 licensed beds and
27 neighborhood locations, including five urgent care centers and the Marcus Autism Center. CHOA is the largest
pediatric provider treating children under age 21 in Georgia and provides care in more than 60 pediatric specialties. Five
CHOA providers are located in Cobb County. Pediatric and adolescent care plays a crucial role in the area as 27% of
Cobb County and 29.2 % of Douglas County populations fall between 0-19 years old (2015).

Northside
The Northside Hospital system includes three not-for-profit hospitals and several outpatient centers throughout metroAtlanta. Northside’s presence in Cobb and Douglas counties mainly includes imaging and cancer treatment services.

Community Safety Net Resources and
Programs
Health Care Safety Net Resources
Health Care Safety Net resources and programs provide critical care and services for low-income, medically
underserved, immigrant, and communities of color that are often uninsured and underinsured.
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A variety of health services are offered to adults and children living in Cobb and Douglas counties.
These services include, but are not limited to primary care and dental health, HIV/AIDS treatment, mental and
behavioral health counseling and assistance, pharmaceutical assistance and women’s care.
To find out more information about each service, visit their respective websites.

Cobb County
Figure 129. Cobb County Medical and Behavioral Health Safety Net Programs
WellStar Community Clinic at Cobb Hospital
WellStar Community Clinic at Kennestone Hospital

https://www.wellstar.org/pages/default.aspx
https://www.wellstar.org/pages/default.aspx

Good Samaritan Health Center of Cobb

http://www.goodsamcobb.org/

West End Medical Center (also known as The Family
Health Centers of Georgia)

http://fhcga.org/

Cobb & Douglas Public Health (CDPH)

http://www.cobbanddouglaspublichealth.com/

Cobb and Douglas Community Services Board (CSB):
• Child/Adolescent Services
• Developmental Disabilities
• Mental Health Outpatient Services
• Substance Abuse (Addictive Disease)
• Residential Services

http://www.cobbcsb.com/services/

Figure 130. Cobb County Dental Safety Net Programs
Cobb & Douglas Public Health - Marietta Dental Clinic

http://www.cobbanddouglaspublichealth.com
/services/child-health-services/dental/

Good Samaritan Health Center of Cobb

http://www.goodsamcobb.org/

Douglas County
Figure 131. Douglas County Medical and Behavioral Health Safety Net Programs
The CarePlace of Douglas County
Cobb & Douglas Public Health (CDPH)

http://www.thecareplacedc.com/
http://www.cobbanddouglaspublichealth.com/
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Cobb and Douglas Community Services Board (CSB):
• Child/Adolescent Services
• Developmental Disabilities
• Mental Health Outpatient Services
• Substance Abuse (Addictive Disease)
• Residential Services
School-Based Health Clinic: The Family Health Center at
Douglas County Schools | Burnett/Eastside SchoolBased Health Center

http://www.cobbcsb.com/services/

http://fhcga.org/

Pharmaceutical Assistance Programs (PAPs)
Patients unable to afford prescription drugs, may be eligible for assistance programs offered by drug makers, nonprofit
organizations, and government agencies. As discussed in Chapter 2, between 2010 -2014, 13% of Cobb County
residents and 16.2 % of Douglas County residents were living below the poverty line (demonstrating need for local PAP
programs).
Multiple types of PAP programs are available:
•

Drug maker-based assistance programs
o

•

State-run pharmaceutical assistance programs
o

•

Patients will need to mail an application and personal financial information to the drug company. An
application is typically available for download on the company’s web site. In most cases, a patient’s
health care provider may need to supply prescription information, and the drug companies will review
the application to determine eligibility.
Many states offer varying forms of medication assistance programs, which are often geared toward the
elderly, disabled, or those in financial need. Some programs offer prescriptions for specific conditions
like HIV/AIDS or end-stage kidney disease. Programs may also coordinate with Medicare benefit plans.

Online nonprofit-run assistance program resources
o

Service providers coordinate with drug companies, doctors, patient advocacy organizations, and other
outreach groups to assist low-income and uninsured patients with access to reduced or free
prescriptions.

Figure 132: Prescription Assistance Programs
Needy Meds

http://www.needymeds.org/

Partnership for Prescription Assistance

https://www.pparx.org/

RxAssist

http://rxassist.org/

RxHope

https://www.rxhope.com/

RxOutreach

http://rxoutreach.org/

Local Assistance:
Cobb & Douglas Public Health

http://www.cobbanddouglaspublichealth.com/services/adulthealth-services/pharmacy/
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Good Samaritan

http://www.goodsamcobb.org/Patient-Services

Cobb & Douglas CSB

http://www.cobbcsb.com/services/

Family Health Centers

http://fhcga.org/

The CarePlace of Douglas County

http://www.thecareplacedc.com/

Emergency Medical System (EMS)
Although several ambulance services respond to emergency and non-emergency situations in Cobb and Douglas
counties, the chart below includes licensed ambulance services with a base of operations in Cobb and Douglas counties.
This information was provided by the Office of EMS and Trauma, which is housed within the Georgia Department of
Public Health’s Division of Health Protection.

Cobb County
•

A Plus Ambulance LLC

•

American EMS LLC

•

Georgia EMS Ambulance

•

Gold Cross Ambulance Service

•

MetroAtlanta Ambulance Service

•

Puckett Emergency Medical Services, Inc.

•

United Medical Response

Douglas County
•

Ambu-Stat LLC

•

Douglas County Fire Department/EMS

Long-Term Nursing Care
The increasing percentage of adults age 65 and older living in Cobb and Douglas counties reflects the nation trend of an
aging “Baby Boomer” population expected to increase the demand for long-term nursing care. Between 2010 and 2014,
state statistics show a 38.5 % increase in the number of adults 65 and older living in Cobb County and a 25% increase in
the 65 and older Douglas County population.
In 2014, the Georgia Department of Community Health (DCH) identified 19 existing licensed long-term nursing care
facilities in both counties, with a total of 2,491 beds. The bulk of those beds are in Cobb County nursing homes.
Georgia’s DCH serves as the lead agency for health care planning, purchasing and oversight in the state
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For more information on DCH-licensed nursing home facilities and assisted living facilities in Cobb and Douglas
counties visit http://www.gamap2care.info/. The list below was last updated by DCH in 2014.

Cobb County
Nursing Homes
•

A.G. Rhodes Home, Inc.

•

Anderson Mill Health and Rehabilitation Center

•

Autumn Breeze Health Care CTR

•

Delmar Gardens of Smyrna

•

Golden Livingcenter- Kennestone

•

Manor Care Rehabilitation Center- Marietta

•

Powder Springs Nursing & Rehab Center

•

Presbyterian Village

•

PruittHealth- Austell

•

PruittHealth- Marietta

•

Ross Memorial Health Care CTR

•

Signature Healthcare of Marietta

•

Tower Road Healthcare and Rehabilitation Center

Assisted Living Facilities
•

Brickford of Marietta

•

Peregrine's Landing at Peachtree Creek

•

Sterling Estates Senior Living Community

•

Sunrise of East Cobb

•

Woodland Ridge Senior Living

Douglas County
Nursing Homes
•

Douglasville Nursing and Rehabilitation Center

Assisted Living Facilities
•

Brookdale Sweetwater Creek

•

Benton House

•

Grace Assisted Living
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Vice-Chair: Vacant
Steering Committee Members
Bianca Ash – United Way of Greater Atlanta
Amy Baillie – DeNyse Companies
Amanda Bryant – Douglas CORE
Lisa Crossman – Cobb & Douglas Public Health
Susan Culpepper – UGA Douglas County Extension
Delores Franklin - Faith Education & Employability Services
C. Shane Greene – WellStar Health System
Sgt. Jesse Hambrick – Douglas County Sheriff’s Office
Kellie Hunter – City of Douglasville
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Sabrina Mallett – Cobb & Douglas Public Health
Emily Markette – Kaiser Permanente
Jermal McCoy – Harvester Christian Academy
Dr. Gordon Pritz – Douglas County School System
Rev. Frank Smith – The Church at Chapel Hill/The CarePlace
Additional Contributors
Tim Williams – GreyStone Power Corporation (Chair from 2011-2016)
Karla Ayers – Cobb & Douglas Public Health
Shonna Frazier – Cobb & Douglas Public Health
Viva Price – Cobb & Douglas Public Health
DePriest Waddy – United Way of Greater Atlanta
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Appendix 1: Cobb2020 Community
Health Status Metrics
See pages 222-225 for Cobb2020 Health Status Metrics
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Cobb2020 Measureable Objectives & Performance Measures Overview
Reduce morbidity and mortality of chronic diseases
1

Decrease in age-adjusted death rate of coronary heart disease

2

Decrease in age-adjusted death rate of stroke

Promote and expand opportunities for weight loss, nutrition and healthy living
3

Increase in percentage of students who are in the Aerobic Capacity Healthy Fitness Zone as measured by FitnessGrams

4

Decrease in percentage of obese adults with BMI of 30 or higher

5

Decrease in percentage of adult cigarette smokers

Improve access to quality health services for the medically underserved population
6

Decrease in rate of visits to the Emergency Department that do not result in hospital admission

7

Decrease in percentage of adults who report not seeing a doctor in the last 12 months due to cost

Improve partnerships and communication within Cobb County
8

Increase in average unique monthly visitors to the Cobb2020 website

9

Increase in number of community partners recruited to support strategies
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Cobb2020 Scorecard with Measureable Objectives and Health Indicators with Measureable Time-Framed Targets
Cobb2020 Community Balanced Scorecard
BASELINE*

Reduce morbidity and mortality of chronic diseases
Cobb

ANNUAL DATA REVIEW

GA

US

2015

2016

COBB 2020
TARGET

HEALTHY PEOPLE 2020
TARGET

2017 TARGET

1 Decrease in age-adjusted death rate of coronary heart disease

47.1 (OASIS, 2013)

81.5 (OASIS, 2013) 102.6 (NVSS, 2013 49.2 (OASIS, 2014)

53.2 (OASIS,
2015)

46

45

103.4

2 Decrease in age-adjusted death rate of stroke

33.9 (OASIS, 2013)

41.0 (OASIS, 2013) 36.2 (NVSS-M,
2013)

40.2 (OASIS,
2015)

32.5

31

34.8

33.5 (OASIS, 2014)

BASELINE*

Promote and expand opportunities for weight loss, nutrition and
healthy living
Cobb

ANNUAL DATA REVIEW

GA

US

2015

2016

3 Increase in percentage of students who are in the Aerobic Capacity
Healthy Fitness Zone as measured by FitnessGrams† ***

71.03% (2015
63.0% (FItGrams,
FitGrams, Cobb
2012)
County and Marietta
City Schools)

N/A

71.03% (2015
FitGrams, Cobb
County and Marietta
City Schools)

4 Decrease in percentage of obese adults with BMI of 30 or higher

22.3% (MAPP Survey, 27.8% (BRFSS,
2012)
2011)

34.9% (JAMA,
2012)

22.3% (MAPP Survey, 23.4% (BRFSS,
2012)
2014, District
level)

5 Decrease in percentage of adult cigarette smokers†

11.8%
20.4% (BRFSS,
(MAPP Survey, 2012) 2012)

17.9% (NHIS,
2013)

11.8%
13.4% (BRFSS,
(MAPP Survey, 2012) 2014, District
level)
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*Baseline data is 2014 data review **Data will be reviewed/updated annually †Indicates a Georgia Department of Public Health Initiative

71.03% (2015
FitGrams, Cobb
County and
Marietta City
Schools)

COBB 2020
TARGET

HEALTHY PEOPLE 2020
TARGET

2017 TARGET
78%

80%

N/A

21.5%

20.5%

30.5%

11%

9.5%

12%

Cobb2020 Scorecard with Measureable Objectives and Health Indicators with Measureable Time-Framed Targets
BASELINE*

Improve access to quality health services for the medically
underserved population
Cobb
6 Decrease in rate of visits to the Emergency Department that do not result
in hospital admission

280.8 (OASIS, 2013)

ANNUAL DATA REVIEW

GA

US

387.6 (OASIS, 2012) 359.0 (AHRQ HCUP, 2011)

7 Decrease in percentage of adults who report not seeing a doctor in the last 15.1% (MAPP Survey, 19.8% (BRFSS,2013) 15.9% (BRFSS,
12 months due to cost
2012)
2013)

Cobb
17,377 (O'Neill
Communications,
2014)

2016

274.0 (OASIS, 2014)

2017 TARGET
270

255

N/A

15.1% (MAPP Survey, 18.4% (BRFSS,
2012)
2014, District
level)

14%

13%

N/A

ANNUAL DATA REVIEW

GA

US

2015

2017 TARGET
18,100

N/A

N/A

625 (Google
Analytics, FY2016)

9 Increase in number of community partners recruited to support strategies 31 (Cobb2020 Roster, N/A
2014)

N/A

31 (Cobb2020
Roster, 2014)

33 (Cobb2020
Roster, 2015)

**Data will be reviewed/updated annually
†Indicates a Georgia Department of Public Health Initiative
*** Baseline data from the Fitness Gram came from the 2015 data review
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*Baseline data is 2014 data review **Data will be reviewed/updated annually †Indicates a Georgia Department of Public Health Initiative

COBB 2020
TARGET

2016

N/A

*Baseline data is 2014 data review

HEALTHY PEOPLE 2020
TARGET

272.2 (OASIS,
2015)

BASELINE*

Improve partnerships and communication within Cobb County

8 Increase in average unique monthly visitors to the Cobb2020 website

2015

COBB 2020
TARGET

51

HEALTHY PEOPLE 2020
TARGET

19,115

N/A

66

N/A

Cobb2020 Community Balanced Scorecard Metric Dictionary
Reduce morbidity and mortality of chronic diseases
Decrease in age-adjusted death rate of coronary heart disease
1
Deaths per 100,000 population due to ischemic heart diseases (acute myocardial infarction, other acute ischemic heart diseases, and other forms of chronic ischemic heart disease), ICD-10 codes: I20-I25. Listed in DPH OASIS as "Obstructive Heart Disease (incl. Heart Attack"
2

Decrease in age-adjusted death rate of stroke
Deaths per 100,000 population due to cerebrovascular diseases, ICD-10 codes: I60-I69

Promote and expand opportunities for weight loss, nutrition and healthy living
Increase in percentage of students who are in the Aerobic Capacity Healthy Fitness Zone as measured by FitnessGrams
3
Students (grades K-12, Cobb County School System-level data). Aerobic Capacity – Progressive Aerobic Cardiovascular Endurance Run (PACER) or the One-Mile Run, converted to an estimated VO2max (indicates how efficiently the body uses oxygen). FitnessGram utilizes criterion-referenced
standards to determine Healthy Fitness Zones (HFZ). Fitness scores in the HFZ indicate a fitness level associated with positive health benefits. Scores not in the HFZ over a sustained period of time may indicate some health risk. http://www.fitnessgram.net/
The number of emergency room visits to non-Federal acute care inpatient facilities. Persons can be counted more than once if readmitted. Visits include people both living and who have died, but not those admitted as an inpatient to a hospital.
4

Decrease in percentage of obese adults with BMI of 30 or higher
Percentage of persons aged 20 years and over with a body mass index (BMI) equal to or greater than 30.0 (Local and State data: ≥ 18 years old; National statistic & HP2020 goal: ≥ 20 years old)

5

Decrease in percentage of adult cigarette smokers
Number of persons aged 18 years and over who have smoked at least 100 cigarettes in lifetime and who now report smoking cigarettes everyday or some days

Improve access to quality health services for the medically underserved population
Decrease in the rate of visits to the Emergency Department that do not result in hospital admission
6
Emergency room visits to non-Federal acute care inpatient facilities by individuals (all payors included). Persons can be counted more than once if readmitted. Visits include people both living and who have died, but not those admitted as an inpatient to a hospital. ER Visit Rate = [Number of ER
Visits / Population] * 1,000
*Justification: ED utilization reflects the greater health needs of the surrounding community and may provide the only readily available care for individuals who cannot obtain care elsewhere. Many ED visits are “resource sensitive” and potentially preventable, meaning that access to
high-quality, community-based health care can prevent the need for a portion of ED visits.
http://hcupnet.ahrq.gov/HCUPnet.jsp?Id=0CA25B3EF711EF38&Form=DispTab&JS=Y&Action=Accept

7

Decrease in percentage of adults who report not seeing a doctor in the last 12 months due to cost

Percentage of adults aged 18 years and over who report not seeing a doctor in the last 12 months due to cost
Improve partnerships and communication within Cobb County
Increase in number of unique monthly hits on the Cobb2020 website
8
Average number of unique visitors (hits from individual IP addresses) per month to the Cobb 2020 website (http://cobb2020.com). An average was calculated from the monthly unique visitors reports in the most recent 12 months of data available.
9

Increase in number of community partners recruited to support strategies
Unduplicated number of organizations engaged in Cobb2020 via the Steering Committee, Executive Committee, Implementation Teams and/or Workgroups. Cobb2020 has partnered with organizations and individuals from many parts of the community who can contribute resources and time and
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Appendix 2: Live Healthy Douglas
Community Health Status Metrics
See pages 227-229 for Live Healthy Douglas Health Status Metrics
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Live Healthy Douglas Measureable Objectives & Performance Measures Overview

Reduce morbidity and mortality of chronic diseases
1

Decrease in age-adjusted death rate of coronary heart disease

2

Decrease in age-adjusted death rate of stroke

Promote interventions and prevention strategies including the importance of nutrition and physical activity
3

Increase in percentage of students who are in the Aerobic Capacity Healthy Fitness Zone as measured by FitnessGrams

4

Decrease in percentage of obese adults with BMI of 30 or higher

5

Decrease in percentage of adult cigarette smokers

Improve access to quality health services for the medically underserved population
6

Decrease in rate of visits to the Emergency Department that do not result in hospital admission

Broaden existing and establishing new community partnerships
7

Increase in average unique monthly visitors to the Live Healthy Douglas website

8

Increase in number of community partners recruited to support strategies
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Live Healthy Douglas Scorecard with Measureable Objectives and Health Indicators with Measureable Time-Framed Targets
Live Healthy Douglas Community Balanced Scorecard

BASELINE*

ANNUAL DATA REVIEW

DOUGLAS 2020
TARGET

Reduce morbidity and mortality of chronic diseases
Douglas
Decrease in age-adjusted death rate of coronary heart disease 48.9 (OASIS, 2013)

GA
81.5 (OASIS,
2013)

US
102.6 (NVSS, 2013

2015
44.5 (OASIS, 2014)

2016
50.3 (OASIS, 2015)

Decrease in age-adjusted death rate of stroke

41.0 (OASIS,
2013)

43.5 (NVSS-M, 2007) 49.1 (OASIS, 2014)

42.4 (OASIS, 2015)

43.2 (OASIS, 2013)

BASELINE*

2017 TARGET
47.5
45

38

ANNUAL DATA REVIEW

DOUGLAS 2020
TARGET

Promote interventions and prevention strategies including the
importance of nutrition and physical activity
Increase in percentage of students who are in the Aerobic
Capacity Healthy Fitness Zone as measured by FitnessGrams†
***

Douglas
69.93% (2015
FitGrams, Douglas
Schools)

Decrease in percentage of obese adults with BMI of 30 or
higher

35.1% (MAPP Survey, 27.8% (BRFSS,
2012)
2011)

34.9% (JAMA, 2012) 35.1% (MAPP Survey,
2012)

23.4% (BRFSS, 2014,
District level)

33%

Decrease in percentage of adult cigarette smokers†

20.8%
20.4% (BRFSS,
(MAPP Survey, 2012) 2012)

17.9% (NHIS, 2013)

13.4% (BRFSS, 2014,
District level)

15.5%

Improve access to quality health services for the medically
underserved population
Douglas
Decrease in rate of visits to the Emergency Department that do 472.5 (OASIS, 2013)
not result in hospital admission
Broaden existing and establishing new community
partnerships
Douglas
Increase in average unique monthly visitors to the Live Healthy 177 (O'Neill
Communications,
Douglas website
2014)
Increase in number of community partners recruited to
30 (Live Healthy
support strategies
Douglas Roster,
2014)

GA
63.0% (FItGrams, N/A
2012)

US

2015
69.93% (2014-15
FitGrams, Douglas
Schools)

20.8%
(MAPP Survey, 2012)

BASELINE*
GA
387.6 (OASIS,
2012)

2016
69.93% (2014-15
FitGrams, Douglas
Schools)

2017 TARGET
75%
80%

ANNUAL DATA REVIEW
US
2015
359.0 (AHRQ H-CUP, 484.7 (OASIS, 2014)
2011)

BASELINE*

2016
488.6 (OASIS, 2015)

GA

US
N/A

N/A

N/A

2015
177 (O'Neill
Communications,
2014)
30 (Live Healthy
Douglas Roster, 2014)

*Baseline data is 2014 data review
**Data will be reviewed/updated annually
†Indicates a Georgia Department of Public Health Initiative
***Baseline Data for Fitness Gram came from 2015 data review
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2016
226 (Google Analytics,
2016)
32 (Live Healthy
Douglas Roster, 2015)

34.8

HEALTHY PEOPLE 2020
TARGET
N/A

30.50%

12%

12%

2017 TARGET
473
458

DOUGLAS 2020
TARGET
2017 TARGET
247
350

38

103.4

30.5%

DOUGLAS 2020
TARGET

ANNUAL DATA REVIEW

N/A

34.8

HEALTHY PEOPLE 2020
TARGET

44

HEALTHY PEOPLE 2020
TARGET
N/A

HEALTHY PEOPLE 2020
TARGET
N/A

N/A

Live Healthy Douglas Community Balanced Scorecard Metric Dictionary

Reduce morbidity and mortality of chronic diseases
1
Decrease in age-adjusted death rate of coronary heart disease
Deaths per 100,000 population due to ischemic heart diseases (acute myocardial infarction, other acute ischemic heart
diseases, and other forms of chronic ischemic heart disease), ICD-10 codes: I20-I25. Listed in DPH OASIS as "Obstructive Heart
Disease (incl. Heart Attack"
2

Decrease in age-adjusted death rate of stroke
Deaths per 100,000 population due to cerebrovascular diseases, ICD-10 codes: I60-I69

Promote interventions and prevention strategies including the importance of nutrition and physical activity
3
Increase in percentage of students who are in the Aerobic Capacity Healthy Fitness Zone as measured by FitnessGrams
Students (grades K-12, Douglas County School System) Aerobic Capacity – Progressive Aerobic Cardiovascular Endurance Run
(PACER) or the One-Mile Run, converted to an estimated VO2max (indicates how efficiently the body uses oxygen).
FitnessGram utilizes criterion-referenced standards to determine Healthy Fitness Zones (HFZ). Fitness scores in the HFZ
indicate a fitness level associated with positive health benefits. Scores not in the HFZ over a sustained period of time may
indicate some health risk. http://www.fitnessgram.net/
4

Decrease in percentage of obese adults with BMI of 30 or higher
Percentage of persons aged 20 years and over with a body mass index (BMI) equal to or greater than 30.0 (Local and State
data: ≥ 18 years old; National statistic & HP2020 goal: ≥ 20 years old)

5

Decrease in percentage of adult cigarette smokers
Number of persons aged 18 years and over who have smoked at least 100 cigarettes in lifetime and who now report smoking
cigarettes everyday or some days

Improve access to quality health services for the medically underserved population
6
Decrease in the rate of visits to the Emergency Department that do not result in hospital admission
Emergency room visits to non-Federal acute care inpatient facilities by individuals (all payors included). Persons can be
counted more than once if readmitted. Visits include people both living and who have died, but not those admitted as an
inpatient to a hospital. ER Visit Rate = [Number of ER Visits / Population] * 1,000
*Justification: ED utilization reflects the greater health needs of the surrounding community and may provide the
only readily available care for individuals who cannot obtain care elsewhere. Many ED visits are “resource
sensitive” and potentially preventable, meaning that access to high-quality, community-based health care can
prevent the need for a portion of ED visits.
http://hcupnet.ahrq.gov/HCUPnet.jsp?Id=0CA25B3EF711EF38&Form=DispTab&JS=Y&Action=Accept

Improve partnerships and communication within Douglas County
7
Increase in average unique monthly visitors to the Live Healthy Douglas website
Average number of unique visitors (hits from individual IP addresses) per month to the Live Healthy Douglas website
(http://www.healthydouglas.org). An average was calculated from the monthly unique visitors reports.

8

Increase in number of community partners recruited to support strategies
Unduplicated number of organizations engaged in Live Healthy Douglas via the Steering Committee, Executive Committee,
Implementation Teams and/or Workgroups. Live Healthy Douglas (LHD) has partnered with organizations and individuals
from many parts of the community who can contribute resources and time and created a Steering Committee to help make
Douglas County a healthier community.

229

Appendix 3: Cobb & Douglas Public
Health C2C Health Status Metrics
See pages 231-233 for Cobb & Douglas Public Health C2C Health Status Metrics
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Cobb & Douglas Public Health C2C COBB COUNTY METRICS 2016-2020
IMPROVE THE HEALTH STATUS OF COBB RESIDENTS

Baseline*

Annual Data Review

Reduce morbidity and mortality of chronic diseases

2015
Cobb

GA

2016

2017

2017 Target

2020 Target
2018

2019

US

HEALTHY PEOPLE 2020
TARGET

2020

Decrease in age-adjusted death rate of coronary heart disease

47.1 (OASIS, 2013) 81.5 (OASIS, 2013) 102.6 (NVSS, 2013 49.2 (OASIS, 2014) 53.2 (OASIS, 2015)

**

46

**

**

**

42

103.4

Decrease in age-adjusted death rate of stroke

33.9 (OASIS, 2013) 41.0 (OASIS, 2013) 36.2 (NVSS-M,
2013)

**

32.5

**

**

**

30

34.8

1
2

33.5 (OASIS, 2014) 40.2 (OASIS, 2015)

Baseline*
Improve healthy lifetyles

Cobb

Annual Data Review

GA

US

2015

2016

2017

2020 Target
2018

2019

2020

HEALTHY PEOPLE 2020
TARGET

2017 Target
Increase in percentage of students who are in the Aerobic Capacity Healthy Fitness Zone as measured by FitnessGrams† ***

71.03% (2014-15
FitGrams, Cobb
County and
Marietta City
Schools)

64% (2012. GA
FitGrams)

N/A

71.03% (2014-15. 71.03% (2014-15. GA
GA FitGrams)
FitGrams)

**

78%

**

**

**

80%

N/A

Decrease in percentage of obese adults with BMI of 30 or higher

22.3%
(MAPP Survey,
2012)

29.1%
(BRFSS, 2012)

28.1%
(BRFSS, 2012)

22.3%
(MAPP Survey,
2012)

23.4% (BRFSS, 2014,
District level)

**

21.5%

**

**

**

20.5%

30.5%

Decrease in percentage of adult cigarette smokers†

11.8%
(MAPP Survey,
2012)

20.4% (BRFSS,
2012)

17.9% (NHIS,
2013)

11.8%
(MAPP Survey,
2012)

13.4% (BRFSS, 2014,
District level)

**

11%

**

**

**

9.5%

12%

3

4

5

Baseline*
Improve access to health services

Cobb

GA

Annual Data Review
US

2015

2016

2017

2020 Target
2018

2019

2020

HEALTHY PEOPLE 2020
TARGET

2017 Target
Decrease in rate of visits to the Emergency Department that do not result in hospital admission

280.8 (OASIS,
2013)

387.6 (OASIS,
2012)

359.0 (AHRQ HCUP, 2011)

Increase in percentage of children fully immunized

79% (2013 GIS
Report, Districtlevel)

85% (2013 GIS
Report)

70.4% (NIS, 2013) 79% (2013 GIS
Report, Districtlevel)

6

7

274.0 (OASIS,
2014)

272.2 (OASIS, 2015)

**

270

**

**

**

255

N/A

92.2% (2014 GIS
Report, District level)

**

81%

**

**

**

83%

80%

Baseline*
Reduce sexually transmitted infections

Cobb

GA

Annual Data Review
US

2015

2016

2017

2020 Target
2018

2019

2020

**

**

**

HEALTHY PEOPLE 2020
TARGET

2017 Target
Decrease in rate of primary and secondary syphillis infections among males

16.1
(OASIS, 2012)

18.4
(OASIS,2013)

10.3
(CDC, 2013)

16.1 (OASIS, 2013) 24.0 (OASIS, 2014)

**

13

10

6.7

8

Baseline*
Reduce infant prematurity and mortality

Cobb

GA

Annual Data Review
US

2015

2016

2017

2020 Target
2018

2019

2020

HEALTHY PEOPLE 2020
TARGET

2017 Target
Decrease in infant mortality rate†

6.5 (OASIS, 2013) 6.7 (OASIS, 2012) 6.0
(NVSS, 2013)

5.9 (OASIS, 2014) 7.0 (OASIS, 2015)

**

4.7

**

**

**

4.5

6.0

Decrease in percentage of low birth weight babies

8.5% (OASIS,
2013)

8.4% (OASIS,
2014)

**

7.7%

**

**

**

7.5%

7.8%

9
10

9.4% (OASIS,
2012)

7.99% (NVSS,
2013)

8.8% (OASIS, 2015)

*Baseline data is 2014 data review
†Indicates a Georgia Department of Public Health Initiative
**Data will be reviewed/updated annually
*** Baseline data from the Fitness Gram came from the 2015 data review
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Cobb & Douglas Public Health C2C DOUGLAS COUNTY METRICS 2016-2020
IMPROVE THE HEALTH STATUS OF DOUGLAS RESIDENTS

Baseline*

Annual Data Review

2020 Target

HEALTHY PEOPLE 2020
TARGET

Reduce morbidity and mortality of chronic diseases
2018

2019

2020

Decrease in age-adjusted death rate of coronary heart disease

48.9 (OASIS,
2013)

Douglas

81.5 (OASIS,
2013)

102.6 (NVSS, 2013 44.5 (OASIS, 2014) 50.3 (OASIS,
2015)

**

47.5

**

**

**

44

103.4

Decrease in age-adjusted death rate of stroke

43.2 (OASIS,
2013)

41.0 (OASIS,
2013)

36.2 (NVSS-M,
2013)

**

38

**

**

**

34.8

34.8

1
2

GA

US

2015

2016

49.1 (OASIS, 2014) 42.4 (OASIS,
2015)

2017

Baseline*
Improve healthy lifetyles

Douglas

2017 Target

Annual Data Review

GA

US

2015

2016

2017

2020 Target
2018

2019

2020

HEALTHY PEOPLE 2020
TARGET

2017 Target
Increase in percentage of students who are in the Aerobic Capacity Healthy Fitness Zone as measured by FitnessGrams† ***

69.93% (2014-15 63.0% (2012
FitGrams, Douglas FItGrams)
Schools)

N/A

69.93% (2014-15
FitGram, Douglas
Schools)

69.93% (2014-15
FitGram, Douglas
Schools)

**

67%

**

**

**

70%

N/A

Decrease in percentage of obese adults with BMI of 30 or higher

35.1% (MAPP
Survey, 2012)

27.8% (BRFSS,
2011)

34.9% (JAMA,
2012)

35.1% (MAPP
Survey, 2012)

**

32.50%

**

**

**

30.50%

30.50%

Decrease in percentage of adult cigarette smokers†

20.8%
(MAPP Survey,
2012)

20.4%
(CDC, 2012)

17.9% (NHIS,
2013)

20.8%
(MAPP Survey,
2012)

23.4% (BRFSS,
2014, District
level)
13.4% (BRFSS,
2014, District
level)

**

17%

**

**

**

12%

12%

3

4

5

Baseline*
Improve access to health services

Douglas

GA

Annual Data Review
US

2015

2016

2017

2020 Target
2018

2019

2020

HEALTHY PEOPLE 2020
TARGET

2017 Target
Decrease in rate of visits to the Emergency Department that do not result in hospital admission

472.5 (OASIS,
2013)

387.6 (OASIS,
2012)

359.0 (AHRQ HCUP, 2011)

Increase in percentage of children fully immunized

79% (2013 GIS
Report, Districtlevel)

85% (2013 GIS
Report)

70.4% (NIS, 2013) 79% (2013 GIS
Report, Districtlevel)

6

7

484.7 (OASIS,
2014)

488.6 (OASIS,
2015)

**

473

**

**

**

458

N/A

92.2% (2014 GIS
Report, District
level)

**

81%

**

**

**

83%

80%

Baseline*
Reduce sexually transmitted infections

Douglas

GA

Annual Data Review
US

2015

2016

2017

2020 Target
2018

2019

2020

**

**

**

HEALTHY PEOPLE 2020
TARGET

2017 Target
Decrease in rate of primary and secondary syphillis infections among males
8

9.1 (OASIS, 2013) 18.4
(OASIS,2013)

10.3
(CDC, 2013)

9.1 (OASIS, 2013)

10.5 (OASIS,
2014)

**

Baseline*
Reduce infant prematurity and mortality

Douglas

GA

7.9

Annual Data Review
US

2015

2016

2017

6.7

6.7

2020 Target
2018

2019

2020

HEALTHY PEOPLE 2020
TARGET

2017 Target
Decrease in infant mortality rate†

8.3 (OASIS, 2013) 6.7
(OASIS, 2012)

6.0
(NVSS, 2013)

3.0 (OASIS, 2014)

9.7 (OASIS, 2015)

**

7.0

**

**

**

6.0

6.0

Decrease in percentage of low birth weight babies

9.2% (OASIS,
2013)

7.99% (NVSS,
2013)

8.9% (OASIS,
2014)

9.6% (OASIS,
2015)

**

8.7%

**

**

**

7.8%

7.8%

9
10

9.4% (OASIS,
2012)

*Baseline data is 2014 data review
†Indicates a Georgia Department of Public Health Initiative
**Data will be reviewed/updated annually
***Baseline Data for Fitness Gram came from 2015 data review
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Metric Dictionary
Reduce morbidity and mortality of chronic diseases
Decrease in age-adjusted death rate of coronary heart disease
1
Deaths per 100,000 population due to ischemic heart diseases (acute myocardial infarction, other acute ischemic heart diseases, and other forms of chronic ischemic heart disease), ICD-10 codes: I20-I25. Listed in
DPH OASIS as "Obstructive Heart Disease (incl. Heart Attack"
2

Decrease in age-adjusted death rate of stroke
Deaths per 100,000 population due to cerebrovascular diseases, ICD-10 codes: I60-I69

Promote and expand opportunities for weight loss, nutrition and healthy living
Increase in percentage of students (grade K-12) who are in the Aerobic Capacity Healthy Fitness Zone as measured by FitGrams
3
Students in grade K-12. Aerobic Capacity – Progressive Aerobic Cardiovascular Endurance Run (PACER) or the One-Mile Run, converted to an estimated VO2max (indicates how efficiently the body uses oxygen).
FitnessGram utilizes criterion-referenced standards to determine Healthy Fitness Zones (HFZ). Fitness scores in the HFZ indicate a fitness level associated with positive health benefits. Scores not in the HFZ over a
sustained period of time may indicate some health risk.

4

Decrease in percentage of obese adults with BMI of 30 or higher
Percentage of persons aged 20 years and over with a body mass index (BMI) equal to or greater than 30.0 (Local and State data: ≥ 18 years old)

5

Decrease in percentage of adult cigarette smokers
Number of persons aged 18 years and over who have smoked at least 100 cigarettes in lifetime and who now report smoking cigarettes everyday or some days

Improve access to quality health services for the medically underserved population
Decrease in rate of visits to the Emergency Department that do not result in hospital admission
6
Emergency room visits to non-Federal acute care inpatient facilities by individuals (all payors included). Persons can be counted more than once if readmitted. Visits include people both living and who have died, but
not those admitted as an inpatient to a hospital. ER Visit Rate = [Number of ER Visits / Population] * 1,000

*Justification: ED utilization reflects the greater health needs of the surrounding community and may provide the only readily available care for individuals who cannot obtain care elsewhere. Many ED
visits are “resource sensitive” and potentially preventable, meaning that access to high-quality, community-based health care can prevent the need for a portion of ED visits.
7

Increase in percentage of children 2 years of age fully immunized
4:3:1:3:3:1:4 -- 4 DTaP, 3 Polio, 1 MMR, 3 Hib, 3 Hepatitis B, 1 Varicella, and 4 PCV vaccine doses, if a child has received these by the designated age (listed below) he/she is considered up-to-date or fully immunized
Georgia Immunization Study (GIS): ≤ 24 months, National Immunization Survey (NIS): 19-35 months

Reduce sexually transmitted infections
Decrease in rate of primary and secondary syphillis infections among males
8
Primary and secondary syphilits (ICD10: A50 - A53) per 100,000, any age
Reduce infant prematurity and mortality
Decrease in infant mortality rate
9
Formula = [Number of infant deaths / Live births] per 1,000, Infant: ≤ 12 months
10

Decrease in percentage of low birth weight babies
Birthweight less than 2500 grams (5lbs. 8oz.) per 100 live births, Formula = [Number of live births under 2,500 grams / Number of live births] * 100
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Appendix 4: Cobb & Douglas Counties
2016 CHA Survey
HELLO
Hello, this is (SAY YOUR NAME) from Kennesaw State University. We've been asked to talk to residents in your area to
get their impressions and opinions on quality of life issues in their area. I would like to assure you that this is not a sales
call, and your responses are completely confidential. The survey will take approximately 10 minutes to complete. First,
I'd like to verify that you are 18 years of age or older. Is that true?
IF "NO", ASK TO SPEAK TO SOMEONE WHO IS AT LEAST 18 YEARS OF AGE.
WHEN AN ADULT COMES TO THE PHONE, READ THE INTRO AGAIN.
IF NO ADULT IF AVAILABLE, SELECT #2 BELOW.
1. RESPONDENT NOT COOPERATIVE/HANG-UP/NOT INTERESTED
2. BUSY/NOT CONVENIENT/NO ADULT AVAILABLE
3. YES
4. (USE SPARINGLY!) NO - AND DON'T CALL AGAIN!
5. NON-ENGLISH SPEAKING HOUSEHOLD - FOUND AN ADULT WHO SPEAKS ENGLISH
COUNTY
Q1. Thanks! Could you tell me what county you live in, please?
1. Cobb
2. Douglas
3. (Respondent Offers) R names another county
IF (COUNTY = 3) SKIPTO NONQUAL
NADULTS
Including yourself, how many people living in your household are 18 years of age or older? I'm asking this so that we can
make sure we have a representative sample of people living in your area....
INTERVIEWER: If number of adults = 0, inform R we can only include households with persons 18 years of age and older.
Thank respondent, hang up and enter "0".
(CODE NUMBER OF ADULTS 0-99)
IF (NADULTS > 2) SKIPTO ADULTS3
IF (TWO18 = 1) SKIPTO BEGIN
IF (TWO18 = 2) SKIPTO OTHADULT
AREYOU
Are you that adult?
1. NO
2. YES
IF (AREYOU=2) SKIPTO BEGIN
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MAYSPEAK
May I speak to the person 18 years of age or older who lives at this residence, please?
1. NO/NOT HERE/BUSY/INCONVENIENT
2. YES- JUST A MINUTE (WAIT FOR NEW PERSON TO COME TO PHONE)
IF (MAYSPEAK=1) SKIPTO CALLBACK
IF (MAYSPEAK=2) SKIPTO HELLO3
OTHADULT
In order to maintain randomness, the system has determined that we should speak with the other adult who resides at
this residence.
May we speak with that person, please?
1. No
2. Other person is busy/not home/can't come to phone - schedule callback
3. Yes, just a minute (WAIT FOR PERSON TO COME TO PHONE)
4. (USE SPARINGLY) NO - AND DON'T CALL AGAIN!
5. Other adults does not speak English - Interview this person instead!
INTERVIEWER: We must speak with the other adult. Arrange a callback time if necessary. Do NOT interview this person just
because he/she is willing to do it!
IF (OTHADULT < 3) SKIPTO CALLBACK
IF (OTHADULT = 3) SKIPTO HELLO3
SKIPTO THANKS1
IF (OTHADULT = 5) SKIPTO BEGIN
ADULTS3
From these adults, may I speak with the youngest male adult currently at home?
1. No adult male living here
2. Adult male is not at home now
3. Yes, just a minute (WAIT FOR MALE TO COME TO PHONE)
4. Youngest male cannot come to phone right now
5. Refusal/Hang-up
IF (ADULTS3 = 3) SKIPTO HELLO3
IF (ADULTS3 = 4) SKIPTO CALLBACK
SKIPTO THANKS1
NOMALES
Then, may I please speak with the (youngest/oldest) female adult currently at home?
1. "That's me!" - proceed with survey
2. Yes, just a minute (WAIT FOR NEW PERSON TO COME TO PHONE)
3. That person cannot come to phone right now
4. No/Refusal/Hang-up
IF (NOMALES = 1) SKIPTO BEGIN
IF (NOMALES = 3) SKIPTO CALLBACK
SKIPTO THANKS1
BEGIN
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ENTER YOUR INTERVIEWER ID NUMBER
HOWLONG
Q2. How long have you lived in your area?
(INTERVIEWER: Code # of years, 1 - 98. DK = 99.)
RATEAREA
Q3. How would you rate your area as a place to live? Would you say it is...
1. Very good...
2. Good...
(If answer with Fair, Poor or Very poor answer with… Why do you rate that?)
3. Fair...
4. Poor, or...
5. Very poor?
6. DK/NA
7. Refused to answer
SEGUE
I'd like to ask you about a number of items that might affect the quality of life in the area where you live....
PUBTRANS
Q4. How would you rate access to public transportation in the area where you live? Would you say it is....
1. Very good...
2. Good...
3. Fair...
4. Poor, or...
5. Very poor... in your area?
6. DK.
7. Refused to answer
SAFETY
Q5. How would you rate personal safety in the area where you live? Would you say it is....
1. Very good...
2. Good...
3. Fair...
4. Poor, or...
5. Very poor... in your area?
6. DK.
7. Refused to answer
SCHOOLS
Q6. How would you rate the quality of the schools in your area? Would you say they are...
1. Very good...
2. Good...
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3. Fair...
4. Poor, or...
5. Very poor... in your area?
6. DK.
7. Refused to answer
JOBS
Q7. Would you say the economy, particularly job opportunities, in your area is getting better, getting worse, or staying
about the same?
1. Getting better...
2. Getting worse...
3. Staying about the same.
4. DK.
5. Refused to answer
MEDICAL
Q8. How would you rate the availability of medical care in your area? Would you say it is...
1. Very good...
2. Good...
(If answer with Fair, Poor or Very poor answer with… Why do you rate that?)
3. Fair...
4. Poor, or...
5. Very poor... in your area?
6. DK.
7. Refused to answer
Q8a. Why? __________________________
MEDQUAL
Q9. How would you rate the quality of medical care in the area where you live? Would you say it is....
1. Very good...
2. Good...
3. Fair...
4. Poor, or...
5. Very poor... in your area?
6. DK.
7. Refused to answer
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ENVIRON
Q10. How would you rate your area in terms of the extent to which it is free from problems associated with pollution?
Would you say it is…
1. Very good...
2. Good...
3. Fair...
4. Poor, or...
5. Very poor... in regards to pollution problems?
6. DK.
7. Refused to answer
EMERG
Q11. How would you rate emergency services in the area where you live?
Would you say they are...
1. Very good...
2. Good...
3. Fair...
4. Poor, or...
5. Very poor... in your area?
6. DK.
7. Refused to answer
EXERCISE
Q12. How would you rate the opportunities for physical activity in the area where you live? Would you say they are...
1. Very good...
2. Good...
(If answer with Fair, Poor or Very poor answer with… Why do you rate that?)
3. Fair...
4. Poor, or...
5. Very poor... in your area?
6. DK.
7. Refused to answer
Q12a. Why? __________________________
FAMILY
Q13. How would you rate the area you live in now as a place to raise a family?
Would you say it is a...
1. Very good...
2. Good...
3. Fair...
4. Poor, or...
5. Very poor place to raise a family?
6. DK
7. Refused to answer
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GROWOLD
Q14. How would you rate the area you live in now as a place to grow old?
Would you say it is a....
1. Very good...
2. Good...
3. Fair...
4. Poor, or...
5. Very poor place to grow old?
6. DK
7. Refused to answer
CHANGE
Q15. Over the next five years, do you think your area will become a better or worse place to live, or won't there be much
of a change?
1. Better place to live
2. Worse place to live
3. Not much of a change
4. DK
7. Refused to answer
TOPISSUE
Q16. What is the top health concern in your area? (open-ended)
SEGUE- TRANSITION SENTENCE TO HEALTH QUESTIONS…
Now I would like to ask you some questions about your health.
GENDER
Q21. Indicate sex of respondent. Ask only if necessary.
1.
2.
3.
4.

Male
Female
Other
Refused

CHOLEST
Q17. Have you EVER had your blood cholesterol checked?
1. Yes
2. No
3. DK
4. Refused to answer
(DEFINITION: Blood cholesterol is a fatty substance found in the blood.)
IF (CHOLEST <> 1) SKIPTO HBP
HIGHCHOL
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Q18. Have you EVER been told by a doctor, nurse or other health care professional that your blood cholesterol is high?
1. Yes
2. No
3. DK
4. Refused to answer
(DEFINITION: By "other health care professional", we mean a nurse practitioner, a physician's assistant or some other
licensed health professional)
HBP
Q19. Have you EVER been told by a doctor, nurse or other health care professional that you have high blood pressure?
1. Yes
2. Have been told it was borderline high or pre-hypertensive
3. No
4. DK
5. Refused to answer
(DEFINITION: By "other health care professional", we mean a nurse practitioner, a physician's assistant or some other
licensed health professional)
IF (HBP > 2) SKIPTO HEIGHT
IF MALE SKIPTO HEIGHT
HBP2
Q20. Were you told this only when you were pregnant?
1. Yes
2. No
3. DK
4. Refused to answer
HEIGHT
Q22. About how tall are you without shoes?
4 ft. 5 ft. 6 ft. Other
4 ft. 1 in 5 ft. 1 in 6 ft. 1 in DK
4 ft. 2 in 5 ft. 2 in 6 ft. 2 in Refused
4 ft. 3 in 5 ft. 3 in 6 ft. 3 in
4 ft. 4 in 5 ft. 4 in 6 ft. 4 in
4 ft. 5 in 5 ft. 5 in 6 ft. 5 in
4 ft. 6 in 5 ft. 6 in 6 ft. 6 in
4 ft. 7 in 5 ft. 7 in 6 ft. 7 in
4 ft. 8 in 5 ft. 8 in 6 ft. 8 in
4 ft. 9 in 5 ft. 9 in 6 ft. 9 in
4 ft. 10 in 5 ft. 10 in 6 ft.10 in
4 ft. 11 in 5 ft. 11 in 6 ft.11 in
WEIGHT
Q23. About how much do you weigh without shoes?
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(INTERVIEWERS: Enter 3 digit code for weight in POUNDS, i.e. "185". Round any fractional pounds up to next whole
number, i.e., "154 and a half" = "155". DK = 998. Refused to answer = 999)
MENTAL
Q24. During the past 30 days, about how many days did a mental health condition or emotional problem keep you from
doing your work or other usual activities?
(INTERVIEWERS: Code # of days, 0 - 31. Code DK = 98; Refused to answer = 99)
(INTERVIEWERS: If asked, "usual activities" includes housework, care giving, volunteer work, attending school, studies, or
recreation.)
MENTAL2
Q25. Are you now taking medicine or receiving treatment from a doctor or other health professional for any type of
mental health condition or emotional problem?
1. Yes
2. No
3. DK
4. Refused to answer
HOWOFTEN
Q26. How much time {do you/does SP} spend doing moderate-intensity sports, fitness or recreational activities on a
typical day?
PROBE IF NEEDED: Think about a typical day when {you do/SP does} moderate-intensity sports, fitness or recreational
activities.
PROBE IF NEEDED: Moderate-intensity sports, fitness or recreational activities cause small increases in breathing or
heart rate and is done for at least 10 minutes continuously.
SOFT EDIT: >4 HOURS. ERROR MESSAGE: INTERVIEWER, YOU HAVE RECORDED THAT THE SP SPENDS MORE
THAN 4 HOURS DOING MODERATE-INTENSITY RECREATIONAL ACTIVITIES ON A TYPICAL DAY. PLEASE CONFIRM
WITH SP THAT OVER 4 HOURS IS CORRECT.
HARD EDIT: >24 HOURS.
HARD EDIT: THE TIME SHOULD BE 10 MINUTES OR MORE, BUT LESS THAN 24 HOURS.
|___|___|___| ENTER NUMBER OF MINUTES OR HOURS
REFUSED ............................................... 777 (PAQ.680)
DON'T KNOW ......................................... 999 (PAQ.680)
ENTER UNIT
MINUTES ...................................................... 1
HOURS ......................................................... 2
REFUSED ..................................................... 7
DON'T KNOW ............................................... 9
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HLTHPLAN
Q27. What is the primary source of your health care coverage? Is it…
Please Read
01 A plan purchased through an employer or union (includes plans purchased through another person's employer)
02 A plan that you or another family member buys on your own
03 Medicare
04 Medicaid or other state program
05 TRICARE (formerly CHAMPUS), VA, or Military
06 Alaska Native, Indian Health Service, Tribal Health Services Or
07 Some other source
08 None (no coverage)

Q27a. If none, why?______________________________________________________________

Do not read:
77 Don't know/Not sure
99 Refused
INTERVIEWER NOTE: If the respondent indicates that they purchased health insurance through the Health Insurance
Marketplace (name of state Marketplace), ask if it was a private health insurance plan purchased on their own or by a
family member (private) or if they received Medicaid (state plan)? If purchased on their own (or by a family member),
select 02, if Medicaid select 04.
NO SEE PHYSICIAN
Q28. How many times have you been to a doctor, nurse, or other health professional in the past 12 months?
_ _ Number of times
8 8 None
7 7 Don’t know/Not sure
9 9 Refused
MEDICAL CARE AND MEDICATIONS
Q29. There are many other reasons people delay getting needed medical care. Have you delayed getting needed
medical care for any of the following reasons in the past 12 months? Select the most important reason.
Interviewer, Please read:
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1 Cost
2 You couldn’t get through on the telephone.
3 You couldn’t get an appointment soon enough.
4 Once you got there, you had to wait too long to see the doctor.
5 The (clinic/doctor’s) office wasn’t open when you got there.
6 You didn’t have transportation.
Do not read:
7 Other ____________ (specify)
8 No, I did not delay getting medical care/did not need medical care
9 Don’t know/Not sure
10 Refused
MEDICATION ADHERANCE
Q30. Was there a time in the past 12 months when you did not take your medication as prescribed? Do not include overthe-counter (OTC) medication.
1 Yes
1.
2.
3.
4.
5.

Cost
Transportation
Side effects
Didn’t think it helped
Other_______________

2 No

Do not read:
3 No medication was prescribed.
7 Don’t know/Not sure
9 Refused
SMOKING
Q31. Do you now smoke cigarettes every day, some days, or not at all?
1 Every day
2 Some days
3 Not at all
7 Don’t know / Not sure
9 Refused
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INTERVIEWER NOTE: “For cigarettes, do not include: electronic cigarettes (e-cigarettes, NJOY, Bluetip), herbal
cigarettes, cigars, cigarillos, little cigars, pipes, bidis, kreteks, water pipes (hookahs), or marijuana.”

Q32. Currently, local communities in Georgia are allowed to pass their own laws to restrict smoking that may be more
restrictive than the Georgia Smokefree Air Act of 2005. Would you favor or oppose a law that prohibits smoking in all
public places and outlines specific guidelines for allowing smoking in and around establishments that serve the public?
1. Favor
2. Oppose
3. Don’t Know
4. Refused
The next 2 questions are about electronic cigarettes, often called e-cigarettes. E-cigarettes look like regular cigarettes,
but are battery-powered and produce vapor instead of smoke.
Q33. Have you ever used an e-cigarette, even one time?
1 Yes
2 No
7 Refused
9 Don't know
Q34. If yes, do you now use e-cigarettes every day, some days, or not at all?
1 Every day
2 Some days
3 Not at all
7 Refused
9 Don't know
ALCOHOL
Q35. Considering all types of alcoholic beverages, how many times during the past 30 days did you have X [CATI X = 5
for men, X = 4 for women] or more drinks on an occasion?
_ _ Number of times
8 8 None
7 7 Don’t know / Not sure
9 9 Refused
PRESCRIPTION DRUG ABUSE
Q36. Have you ever, even once, used any prescription pain reliever, tranquilizer, stimulant or sedative in any way a
doctor did not direct you to use it?
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1 Yes
2 No
3 DK/Refused
Nutrition
Q37. In general, how healthy is {your/his/her} overall diet? Would you say . . .
excellent, ....................................................... 1
very good,...................................................... 2
good,.............................................................. 3
fair, or ............................................................ 4
poor? ............................................................. 5
REFUSED ..................................................... 7
DON'T KNOW................................................ 9
DEMOG
We are almost finished. We would like to ask you a few questions about yourself. Please remember that all of your
responses are confidential and the results will be used for statistical purposes only.
OWNRENT
Q38. Which of the following best describes your current housing status? Are you...
1. A HOMEOWNER
2. A RENTER, or...
3. LIVING WITH family or friends?
4. (RESPONDENT OFFERS) Other
5. DK
6. Refused to answer
ZIP CODE
Q39. What zip code do you live in?
(CODE 5 DIGIT ZIPCODE. IF RESPONDENT DOES NOT KNOW, ASK THEM IF THEY HAVE A PIECE OF MAIL NEARBY
WITH THEIR ZIPCODE ON IT. IF RESPONDENT STILL CANNOT ANSWER, CODE=39999.)
MARITAL
Q40. What is your current marital status? Are you...
1. Married
2. Single - never been married
3. Divorced or separated
4. Living with a partner, or...
5. A widow or widower?
6. DK
7. Refused to answer
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YEAR BORN
Q41. What is your age?
RACE
Q42. With which racial or ethnic group do you most strongly identify?
1. White
2. Black
3. Asian
4. Native Hawaiian or other Pacific Islander
5. Native American or Alaska Native
6. OTHER
7. DK
8. Refused to answer
LATINO
Q43. Are you Hispanic or Latino?
1. Yes
2. No
3. DK
4. Refused to answer
EDUC
Q44. Which of the following best describes your level of education?
1. Did not graduate from high school....
2. High school graduate or GED....
3. Some college or Associate's Degree...
4. Bachelor's Degree (college graduate)
5. Professional or graduate degree (Ph.D., Master's, Law Degree, MD)
6. DK
7. Refused to answer
NPEOPLE
Q45. How many people live in this household? Please do not include anyone who usually lives somewhere else.
________
NUMBER
DK 99
RF 77
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INCOME
Q46. Thinking of everyone who lives in your household, which of the following best describes your TOTAL
HOUSEHOLD INCOME in 2015? Please stop me when I get to the appropriate category...
1. Less than $15,000...
2. $15,000 - $25,000...
3. $25,000 - $35,000...
4. $35,000 - $50,000...
5. $50,000 - $75,000...
6. $75,000 - $100,000...
7. $100,000 - $300,000...
8. $300,000 or above?
9. DK
10. Refused to answer
EMAIL- Ask e-mail address for Cobb2020 and LHD updates and announcements?
Would you like to receive email updates and announcements about Cobb2020/Live Healthy Douglas?
1. Yes
2. No
3. DK
If EMAIL=No skipto INTDATE
EADDRESS
What is your email address?
INTERVIEWER: REPEAT ADDRESS BACK TO RESPONDENT USING PHONETIC ALPHABET CHART AND INCLUDE
ALL PUNCTUATION, NUMERALS, AND SPECIAL CHARACTERS!!!
INTDATE
That is all of the questions we have. Thank you for helping us out today!
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Appendix 5: CHA Survey Detailed Sampling
Description
Tables 1,2,7: Characteristics Survey
Respondents From Cobb and Douglas
County
(Phone)

Tables 1,2,7: Characteristics Survey
Respondents From Cobb and Douglas
County
(Web)

Combined Characteristics Survey
Respondents From Cobb and Douglas
County
(Phone & Web)

(274 Respondents)

(291 Respondents)

(565 Respondents)

Frequency Percent
Gender

Gender

Frequency Percent
Gender

Male

117

43.33%

Male

72

25.53%

Male

189

34.24%

Female

153

56.67%

Female

210

74.47%

Female

363

65.76%

Age

Race

Frequency Percent

Age

Age

18 – 19

3

1.18%

18 – 19

2

0.78%

18 – 19

5

0.98%

20 – 24

3

1.18%

20 – 24

6

2.35%

20 – 24

9

1.76%

25 – 34

10

3.92%

25 – 34

36

14.12%

25 – 34

46

9.02%

35 – 44

29

11.37%

35 – 44

36

14.12%

35 – 44

65

12.75%

45 – 54

37

14.51%

45 – 54

63

24.71%

45 – 54

100

19.61%

55 – 64

45

17.65%

55 – 64

57

22.35%

55 – 64

102

20.00%

65 or older

128

50.20%

65 or older

55

21.57%

65 or older

183

35.88%

Race

Race

248

White

178

70.92%

White

160

59.93%

White

338

65.25%

Black

58

23.11%

Black

85

31.84%

Black

143

27.61%

Asian

4

1.59%

Asian

6

2.25%

Asian

10

1.93%

Native
Hawaiian or
Pacific Islander

1

0.40%

Native
Hawaiian or
Pacific Islander

0

0%

Native
Hawaiian or
Pacific Islander

1

0.19%

5

1.87%

Native
American or
Alaska Native

7

1.35%

11

4.12%

Other

19

3.67%

Native
American or
Alaska Native

2

0.80%

Native
American or
Alaska Native

Other

8

3.19%

Other

Ethnicity

Ethnicity

Ethnicity

Hispanic/Latino

5

1.95%

Hispanic/Latino

17

6.34%

Hispanic/Latino

22

4.19%

Non-Hispanic

252

98.05%

Non-Hispanic

251

93.66%

Non-Hispanic

503

95.81%

Education

Education

Education

Less than high
school

10

3.92%

Less than high
school

4

1.49%

Less than high
school

14

2.68%

High school
graduate or
GED

42

16.47%

High school
graduate or
GED

35

13.06%

High school
graduate or
GED

77

14.72%

Some college
or Associates
degree

87

34.12%

Some college
or Associates
degree

97

36.19%

Some college
or Associates
degree

184

35.18%

Bachelor’s
Degree

71

27.84%

Bachelor’s
Degree

76

28.36%

Bachelor’s
Degree

147

28.11%
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Professional or
Graduate
Degree

45

17.65%

Income

Professional or
Graduate
Degree

56

20.90%

Income

Professional or
Graduate
Degree

101

19.31%

Income

Less than
$15,000

13

6.47%

Less than
$15,000

14

5.56%

Less than
$15,000

27

5.96%

$15,000 $24,999

22

10.95%

$15,000 $24,999

21

8.33%

$15,000 $24,999

43

9.49%

$25,000 $34,999

24

11.94%

$25,000 $34,999

34

13.49%

$25,000 $34,999

58

12.80%

$35,000 $49,999

32

15.92%

$35,000 $49,999

29

11.51%

$35,000 $49,999

61

13.47%

$50,000 $74,999

38

18.91%

$50,000 $74,999

58

23.02%

$50,000 $74,999

96

21.19%

$75,000 $99,999

25

12.44%

$75,000 $99,999

40

15.87%

$75,000 $99,999

65

14.35%

$100,000 $299,999

40

19.90%

$100,000 $299,999

55

21.83%

$100,000 $299,999

95

20.97%

$300,000 or
greater

7

3.48%

$300,000 or
greater

1

0.40%

$300,000 or
greater

8

1.77%

Marital

Marital

Marital

Married

134

52.55%

Married

152

56.72%

Married

286

54.68%

Single – never
been married

44

17.25%

Single – never
been married

37

13.81%

Single – never
been married

81

15.49%

Divorced or
Separated

31

12.16%

Divorced or
Separated

53

19.78%

Divorced or
Separated

84

16.06%
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Living with a
partner

5

1.96%

Living with a
partner

8

2.99%

Living with a
partner

13

2.49%

Widow or
Widower

41

16.08%

Widow or
Widower

18

6.72%

Widow or
Widower

59

11.28%

251

Appendix 6: Cobb County CHA Survey
Results (Phone & Web Combined)
Total Number of Participants: 377
QUALITY OF LIFE QUESTIONS
Rate Area
Very Good

217

57.56%

Good

117

31.03%

Fair

38

10.08%

Poor

2

0.53%

Very Poor

2

0.53%

Don't Know / Refused to Answer

1

0.27%

Very Good

22

5.84%

Good

62

16.45%

Fair

81

21.49%

Poor

93

24.67%

Very Poor

87

23.08%

Don't Know / Refused to Answer

32

8.49%

Very Good

156

41.38%

Good

163

43.24%

Fair

46

12.20%

Poor

8

2.12%

Very Poor

2

0.53%

Don't Know / Refused to Answer

2

0.53%

146

38.73%

Public Transportation

Personal Safety

Schools
Very Good

252

Good

121

32.10%

Fair

54

14.32%

Poor

14

3.71%

Very Poor

7

1.86%

Don't Know / Refused to Answer

35

9.28%

Getting Better

113

29.97%

Getting Worse

30

7.96%

About the same

195

51.72%

Don't Know / Refused to Answer

39

10.34%

Very Good

208

55.17%

Good

125

33.16%

Fair

26

6.90%

Poor

7

1.86%

Very Poor

5

1.33%

Don't Know / Refused to Answer

6

1.59%

Very Good

161

42.71%

Good

161

42.71%

Fair

37

9.81%

Poor

4

1.06%

Very Poor

3

0.80%

Don't Know / Refused to Answer

11

2.92%

Very Good

78

20.69%

Good

167

44.30%

Fair

95

25.20%

Poor

20

5.31%

Jobs Opportunities

Availability of Medical Care

Quality of Medical Care

Environment

253

Very Poor

4

1.06%

Don't Know / Refused to Answer

13

3.45%

Very Good

190

50.40%

Good

138

36.60%

Fair

26

6.90%

Poor

4

1.06%

Very Poor

3

0.80%

Don't Know / Refused to Answer

16

4.24%

Very Good

163

43.24%

Good

144

38.20%

Fair

34

9.02%

Poor

19

5.04%

Very Poor

5

1.33%

Don't Know / Refused to Answer

12

3.18%

Very Good

191

50.66%

Good

124

32.89%

Fair

39

10.34%

Poor

10

2.65%

Very Poor

3

0.80%

Don't Know / Refused to Answer

10

2.65%

Very Good

143

37.93%

Good

139

36.87%

Fair

57

15.12%

Poor

26

6.90%

Very Poor

4

1.06%

Emergency Services

Exercise Opportunities

Place to Raise a Family

Place to Grow Old
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Don't Know / Refused to Answer

8

2.12%

Better place to live

132

35.01%

Worse place to live

67

17.77%

Not much of a change

163

43.24%

Don't Know / Refused to Answer

15

3.98%

Change

Top Health Concern
NOTE: ALL RESPONSES OPEN-ENDED
Own/Rent
Homeowner

263

69.76%

Renter

68

18.04%

Living with family or friends

23

6.10%

Other (Specify)

5

1.33%

Don't Know / Refused to Answer

18

4.77%

Frequency

Percent

Yes

335

88.86%

No

26

6.90%

Don't Know / Refused to Answer

16

4.24%

Yes

153

40.58%

No

180

47.75%

Don't Know / Refused to Answer

44

11.67%

Yes

149

39.52%

Borderline

28

7.43%

No

192

50.93%

HEALTH QUESTIONS

Cholesterol Checked

High Cholesterol

High Blood Pressure
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Don't Know / Refused to Answer

8

2.12%

Yes

5

4.63%

No

103

95.37%

High Blood Pressure (Pregnant)

Body Mass Index (BMI) Note:
Calculated from weight/height
data
*Note: BMI category percentages
calculated based on total number
that provided height/weight by
gender, not overall total of survey
participants
Total # Providing Height/Weight

MALES

FEMALES

79

115

BMI below 18.5 (Underweight)

1 (1.27%)

3 (2.60%)

BMI 18.5 - 24.9 (Healthy Range)

20 (25.32%)

38 (33.04%)

BMI 25 - 29.9 (Overweight)

37 (46.84%)

35 (30.43%)

BMI 30.0 and greater (Obese)

21 (26.58%)

39 (33.91%)

Total # Not Providing
Height/Weight (Refused to
Answer)

47

132

Refused to Answer with Unknown
Gender

4

MENTAL HEALTH
Average (in Days)

0.64

Standard Deviation

2.81

Number Responded

359

95.23%

18

4.77%

Yes

41

10.88%

No

319

84.62%

Don't Know / Refused to Answer

17

4.51%

Don't Know / Refused to Answer
MEDS FOR MENTAL HEALTH

TIME SPENT EXERCISING
Average (in Minutes)

30.6
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Standard Deviation

35.3

Number Responded

362

96.02%

15

3.98%

A plan purchased through an
employer or union (includes plans
purchased through another
person's employer)

171

45.36%

A plan that you or another family
member buys on your own

44

11.67%

Medicare

102

27.06%

Medicaid or other state program

9

2.39%

TRICARE (formerly CHAMPUS),
VA, or Military

10

2.65%

Alaska Native, Indian Health
Service, Tribal Health Services, or

0

0.00%

Some other source

10

2.65%

None (no coverage)

13

3.45%

Don't Know / Refused to Answer

18

4.77%

Zero visits

13

7.07%

1-5 visits

108

58.70%

6-10 visits

19

10.33%

11+ visits

29

15.76%

Don't Know / Not Sure

6

3.26%

Refused to Answer

9

4.89%

Cost

51

13.53%

Couldn't get through on the
telephone.

4

1.06%

Couldn't get an appointment soon
enough.

15

3.98%

Don't Know / Refused to Answer
Health Plan

Number Med Visits in 12 Months

Delay in Medical Care
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Once I got there, I had to wait too
long to see the doctor.

5

1.33%

The (clinic/doctor's) office wasn't
open when I got there.

2

0.53%

Didn't have transportation.

2

0.53%

Other reason (SPECIFY)

26

6.90%

I haven't delayed or needed
medical care in the past 12 months

211

55.97%

Don't Know / Refused to Answer

61

16.18%

Not Taking Medications
Yes 51

n/a

If Yes, Why: Cost

6

1.59%

Transportation

0

0.00%

Side Effects

8

2.12%

Didn't Help

5

1.33%

Other reason (SPECIFY) *See
open-ended response

32

8.49%

No

326

86.47%

Don't Know / Refused to Answer

0

0.00%

Every Day

13

3.45%

Some Days

10

2.65%

Not at All

339

89.92%

Don't Know/ Not Sure

0

0.00%

Refused to Answer

15

3.98%

Favor

282

74.80%

Oppose

48

12.73%

Not Sure

30

7.96%

Refused to Answer

17

4.51%

Smoking Frequency

Law Prohibiting Smoking

E-cigarettes
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Yes

36

9.55%

No

326

86.47%

Don't Know / Refused to Answer

15

3.98%

Every Day

5

13.89%

Some Days

6

16.67%

Not at all

25

69.44%

Don't Know / Refused to Answer

0

0.00%

E-cigarettes Frequency

Alcohol - Binge Drinking
Occurrence
Male

Female

Average

1.21

0.3

Standard Deviation

4.43

1.49

77

117

Number
Don't Know/ Refused to Answer

183

Rx Abuse
Yes

29

7.69%

No

330

87.53%

Don't Know / Refused to Answer

18

4.77%

Excellent

51

13.53%

Very Good

97

25.73%

Good

153

40.58%

Fair

47

12.47%

Poor

12

3.18%

Don't Know / Refused to Answer

17

4.51%

Nutrition

259

Appendix 7: Douglas County CHA
Survey Results (Phone & Web
Combined)
Total Number of Participants: 188
QUALITY OF LIFE QUESTIONS
Frequency

Percent

Very Good

63

33.51%

Good

83

44.15%

Fair

36

19.15%

Poor

4

2.13%

Very Poor

2

1.06%

Don't Know / Refused to Answer

0

0.00%

Very Good

4

2.13%

Good

15

7.98%

Fair

34

18.09%

Poor

67

35.64%

Very Poor

53

28.19%

Don't Know / Refused to Answer

15

7.98%

Very Good

49

26.06%

Good

87

46.28%

Fair

39

20.74%

Poor

6

3.19%

Very Poor

3

1.60%

Don't Know / Refused to Answer

4

2.13%

Very Good

32

17.02%

Good

87

46.28%

Fair

35

18.62%

Poor

10

5.32%

Very Poor

2

1.06%

Rate Area

Public Transport

Personal Safety

Schools
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Don't Know / Refused to Answer

22

11.70%

Getting Better

41

21.81%

Getting Worse

21

11.17%

About the same

101

53.72%

Don't Know / Refused to Answer

25

13.30%

Very Good

73

38.83%

Good

78

41.49%

Fair

24

12.77%

Poor

5

2.66%

Very Poor

1

0.53%

Don't Know / Refused to Answer

7

3.72%

Very Good

54

28.72%

Good

79

42.02%

Fair

38

20.21%

Poor

2

1.06%

Very Poor

3

1.60%

Don't Know / Refused to Answer
Environment
Very Good

12

6.38%

37

19.68%

Good

97

51.60%

Fair

38

20.21%

Poor

8

4.26%

Very Poor

1

0.53%

Don't Know / Refused to Answer

7

3.72%

Very Good

67

35.64%

Good

83

44.15%

Fair

21

11.17%

Poor

1

0.53%

Very Poor

0

0.00%

Don't Know / Refused to Answer

16

8.51%

Very Good

48

25.53%

Good

96

51.06%

Fair

22

11.70%

Jobs Opportunities

Availability of Medical Care

Quality of Medical Care

Emergency Services

Exercise Opportunities
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Poor

8

4.26%

Very Poor

3

1.60%

Don't Know / Refused to Answer

11

5.85%

Very Good

51

27.13%

Good

79

42.02%

Fair

43

22.87%

Poor

5

2.66%

Very Poor

1

0.53%

Don't Know / Refused to Answer

9

4.79%

Very Good

46

24.47%

Good

72

38.30%

Fair

47

25.00%

Poor

14

7.45%

Very Poor

1

0.53%

Don't Know / Refused to Answer

8

4.26%

Better place to live

57

30.32%

Worse place to live

44

23.40%

Not much of a change

73

38.83%

Don't Know / Refused to Answer

14

7.45%

Place to Raise a Family

Place to Grow Old

Change

Top Health Concern
NOTE: ALL RESPONSES OPEN-ENDED
Own/Rent
Homeowner

139

73.94%

Renter

25

13.30%

Living with family or friends

5

2.66%

Other (Specify)

0

0.00%

Don't Know / Refused to Answer

19

10.11%

Frequency

Percent

Yes

170

90.43%

No

8

4.26%

Don't Know / Refused to Answer

10

5.32%

HEALTH QUESTIONS
Cholesterol Checked
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High Cholesterol
Yes

90

47.87%

No

80

42.55%

Don't Know / Refused to Answer

18

9.57%

Yes

80

42.55%

Borderline

15

7.98%

No

82

43.62%

Don't Know / Refused to Answer

11

5.85%

Yes

1

1.69%

No

58

98.31%

High Blood Pressure

High Blood Pressure (Pregnant)

Body Mass Index (BMI) Note:
Calculated from weight/height
data
*Note: BMI category percentages
calculated based on total number
that provided height/weight by
gender, not overall total of survey
participants
Total # Providing Height/Weight

MALES

FEMALES

39

46

BMI below 18.5 (Underweight)

0 (0%)

1 (2.17%)

BMI 18.5 - 24.9 (Healthy Range)

8 (20.51%)

12 (26.09%)

BMI 25 - 29.9 (Overweight)

15 (38.46%)

14 (30.43%)

BMI 30.0 and greater (Obese) 16 (41.03%)
Total # Not Providing
Height/Weight (Refused to
23
70
Answer)
Refused to Answer with Unknown
10
Gender

19 (41.30%)

MENTAL HEALTH
Average (in Days)

1.5

Standard Deviation

5.23

Number Responded

173

92.02%

Don't Know / Refused to Answer

15

7.98%

Yes

28

14.89%

No

143

76.06%

Don't Know / Refused to Answer

17

9.04%

MEDS FOR MENTAL HEALTH

TIME SPENT EXERCISING
Average (in Minutes)

36.9
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Standard Deviation

43.3

Number Responded

173

92.02%

Don't Know / Refused to Answer

15

7.98%

A plan purchased through an
employer or union (includes plans
purchased through another
person's employer)

66

35.11%

A plan that you or another family
member buys on your own

14

7.45%

Medicare

51

27.13%

Medicaid or other state program

10

5.32%

TRICARE (formerly CHAMPUS),
VA, or Military

14

7.45%

Alaska Native, Indian Health
Service, Tribal Health Services, or

0

0.00%

Some other source

5

2.66%

None (no coverage)

11

5.85%

Don't Know / Refused to Answer

17

9.04%

Health Plan

Number Med Visits in 12 Months
Zero visits

4

1-5 visits

61

6-10 visits

7

11+ visits

12

Don't Know / Not Sure

1

Refused to Answer

5

Delay in Medical Care
Cost

29

15.43%

Couldn't get through on the
telephone.

0

0.00%

Couldn't get an appointment soon
enough.

7

3.72%

Once I got there, I had to wait too
long to see the doctor.

2

1.06%

The (clinic/doctor's) office wasn't
open when I got there.

0

0.00%

Didn't have transportation.

3

1.60%
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Other reason (SPECIFY)

14

7.45%

I haven't delayed or needed
medical care in the past 12
months

101

53.72%

Don't Know / Refused to Answer

32

17.02%

Not Taking Medications
Yes

n/a

If Yes, Why: Cost

9

4.79%

Transportation

0

0.00%

Side Effects

6

3.19%

Didn't Help

5

2.66%

Other reason (SPECIFY) *See
open-ended response

18

9.57%

No 150
Don't Know / Refused to Answer

79.79%
0

0.00%

Every Day

19

10.11%

Some Days

8

4.26%

Not at All

142

75.53%

Don't Know/ Not Sure

0

0.00%

Refused to Answer

19

10.11%

Favor

113

60.11%

Oppose

37

19.68%

Not Sure

21

11.17%

Refused to Answer

17

9.04%

Yes

26

13.83%

No

145

77.13%

Don't Know / Refused to Answer

17

9.04%

Every Day

2

7.69%

Some Days

6

23.08%

Not at all

16

61.54%

Don't Know / Refused to Answer

2

7.69%

Smoking Frequency

Law Prohibiting Smoking

E-cigarettes

E-cigarettes Frequency

Alcohol - Binge Drinking
Occurrence
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Male

Female

Average

0.23

0.98

Standard Deviation

0.78

3.37

Number

39

47

Don't Know/ Refused to Answer

110

Rx Abuse
Yes

10

5.32%

No

158

84.04%

Don't Know / Refused to Answer

20

10.64%

Excellent

12

6.38%

Very Good

49

26.06%

Good

71

37.77%

Fair

30

15.96%

Poor

7

3.72%

Don't Know / Refused to Answer

19

10.11%

Nutrition

266

Appendix 8: Cobb County Forces of
Change Summary
Forces Identified with Greatest Opportunities and Threats

Forces

Opportunities Created

Threats Posed

(Trends, Events,
Factors)
1. Access to
healthcare

•
•
•

2. Behavioral
health

•
•

CHOA expanded footprint in the
county
Good Samaritan now FQHC and 340B
program
New Wellstar health parks and urgent
cares
Specialty courts created to decrease
jail population
Family Military Support Center to help
active duty and veterans and their
families

•

Emory Adventist, MUST Ministries Clinic
and Sweetwater Valley Clinics closed

•
•

Mental health is a growing issue
Heroin use and suicide rates are
concerning
CHOA has seen rise in numbers of children
on behavioral health medications
Physicians seeing stress complaints related
to children/teens and technology
Still seeing access to care issues even with
ACA

•
•

3. Community
health

•
•
•
•

4. Public
transportation
5. Technology
advances

•
•
•
•

•
•
•

Affordable Care Act has increased
health care quality and community
health efforts
Cobb County Government “Health in
All Policies” approach with 2040
strategic plan
Development of Community
Improvement Districts
Physical activity and nutrition
programs in schools with “Power Up
for 30” and “Smart Snack” initiatives
New breastfeeding legislation
Increase in worksite wellness
Live, Work, Play communities
Flex and Link buses, Uber and Lyft,
decrease DUI concerns and provide
more mobility
Electronic Medical Records have
increased options for coordination and
health promotion
Physical activity is integrated with
technology i.e. FitBit
Cell phones are the largest resource for
information
267

•

6. Economy

•
•
•

7. Onset of
professional
sports

•

8. Educational
changes

•
•

9. Increasing aging
population
10. Increase in
racial/ethnic
diversity

•
•

Cobb Competitive Edge Program
South Cobb Redevelopment Authority
Increased efforts by the Atlanta
Regional Commission
Atlanta Braves, Atlanta United soccer
and Lacrosse are all coming to the
county, economic influx and
encourages activity in children
Kennesaw State University merger
with Southern Polytechnic
Graduate Marietta program has been
successful
Increase in senior living developments
in the county
Diversity has increased in the county,
as well as overall population numbers

•

Perception that poverty has increased

•

Increase in traffic and perhaps decrease in
quality of life for the area

•

Lack of affordable housing for empty
nesters may create housing gap
Need to educate concerning cultural
competency
Culturally appropriate health education
and promotion materials needed
Increase diversity among healthcare
workforce
Ethnic groups may not trust Western
medicine
Diet and exercise may not be a cultural
norm

•
•
•
•
•
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Appendix 9: Douglas County Forces of
Change Summary
Forces Identified with Greatest Opportunities and Threats

Forces

Opportunities Created

Threats Posed

(Trends, Events,
Factors)
11. Access to
healthcare

• Expanded low cost prescription options
in some pharmacies

12. Behavioral
health

•
•
•

13. Community
health

•
•
•

14. Public
transportation
15. Technology
Advances

•
•

16. Post-recession
upswing

•
•
•
•

17. Disaster
preparedness

•
•

Mental health agenda is being brought
to attention
Drug court created two years ago as
alternative to jail
Law enforcement being trained to
recognize mental health issues
School-based health center opened in
2016
Opening of The Care Place
Large health system’s commitment to
community health and new strategic
plans being developed with
stakeholders

Improved communication within
county
Smart phone technology leads to
more financial independence and
opportunities to connect to residents
Housing market is rebounding
Google Inc. expansion in county
Residents are more
optimistic/engaged
Poverty and unemployment rates are
decreasing
SNS POD exercise in Douglasville
Lessons learned from ice storm
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•

Remaining barriers to receiving low cost
medications (such as for chronic disease
management)
• Still a large uninsured and underinsured
population
• Lack of mental health services
• Ongoing meth and heroin issues
• Restrictive legislative regulation of pain
management clinics is leading to street use

•
•
•

Decrease in area farmers / Lack of fresh
produce available for farmer’s markets
Lack of interest in produce by clients at the
food pantry
Disparities for children in areas of asthma,
dental care and food deserts

•

No public transportation in the county

•
•

Knowledge gap in understanding how to
keep up with technological changes to
reach residents
Antiquated 911 system

•

Still a lot of housing foreclosures

• 911 system unable to communicate with
other jurisdictions during disaster

Appendix 10: Community Focus Groups
- Script and Key Theme Findings
Community Focus Group Script
1. Welcome and Introduction to the Focus Group Process
Introduce yourself and the note taker. Send the demographic questionnaire to each participant while you are presenting
an overview of the goals for the discussion and introductions are made (about 10 minutes).
Welcome. Thank you for your participation today in this focus group about community health. You have been
asked to participate because you work/live in the Cobb and/or Douglas communities. This focus group will last for
approximately 60 minutes.
My name is ________________and I am from Kennesaw State University. We are assisting the Cobb/Douglas MAPP
Steering committee which is a group of community members and organizations working together to improve
community health. I will be the facilitator for this focus group. My job is to guide the group discussion and make
sure everyone has the opportunity to contribute their thoughts. ________ will be the recorder. He/She will write
down key components of what is said or seen during the focus group interview.
The ideas, opinions, and thoughts you share today will help us identify our community’s strengths as well as issues
needing more attention. We are not trying to achieve consensus, we’re gathering information. The results of
today’s discussion will be combined with results from other focus groups to inform Cobb/Douglas partnership about
different perspectives in the community as it plans for the future.
2. Read the Consent Form verbatim and ask if anyone has questions
3. Ground Rules
These simple ground rules will make the process go smoothly. Remember, you are the participant. We ask you to
express your thoughts, ideas, and opinions following these guidelines:
• All point of views are accepted and respected
• Only one person speaks at a time so that all ideas are heard
• Monitor your speaking time to allow everyone who wants the chance to speak.
• Silence is accepted. Participate as you feel comfortable.
• Please keep confidential the information shared today
• Put cell phones on silence
• Please don’t have side conversations
4. Turn on Tape Recorder
5. Questions before starting
Ask the group if there are any questions before we get started, and address those questions.
6. In depth discussion
270

Focus on the main questions encouraging conversation that reveals the participants’’ feelings and thoughts. Make sure
to give people time to think before answering the questions and don’t move too quickly. Use the probes to make sure
that all issues are addressed, but move on when you feel you are starting to hear repetitive information.
1. What does a ‘healthy lifestyle’ or “being healthy’ mean to you?
2. How do you take care of yourself?
Probe for Dental Care
Probe for behavioral health/mental health
Probe for eating habits
Probe for physical activity
Probe for preventative health care: annual physicals
Probe: suggestions for ways to making it easier to take care of yourself
3. Tell me about how you gain information about how to stay healthy in the community?
Probe: Where do you currently get health information?
Probe: In what format would you like to receive future health information?
4. Tell me about health services available to you in the community?
Probe: Do you feel that you are fully aware of health care services available to you in the community
Probe: How do you hear about health services that are available to you in the community?
Probe: Where do you usually get health care when you need it? Why?
Probe: What are the barriers to accessing health care?
Probe: Suggestions for improving access to health care
5. Focusing on specific health issues, describe the biggest health problems in your community?
Probe: Suggestions for improving the health of the community.

KEY THEME FINDINGS FROM SIX COMMUNITY FOCUS GROUPS
1. Healthy Lifestyle
a. Exercise
i. Frequency
ii. Access to gym or alternative locations
iii. Time availability
b. Nutrition
i. Food access / food deserts
ii. Affordability
iii. Gardening / self-sufficiency
iv. Food quality and over-processing
v. Eating habits, diets, lifestyle
vi. Cultural influence
c. Lifestyle Balance
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i. Spirituality and mindset
ii. Community fellowship
iii. Holistic care / wellness
1. Sleep, healthy eating, exercising, positive outlook/limiting stress
2. Access to Care
a. Insurance choices / Affordable Care Act
i. Pre-existing conditions - still a barrier even with ACA
ii. Provider choice in plans
iii. Understanding and negotiating the system
b. Personal vs. community accountability for health care
c. Cost of insurance, deductible, co-pays
d. Provider access and availability: long wait times / insufficient time with provider
e. Using ED as primary care
f. Medicaid/ Medicare issues
g. Discontinuance of services / Need for community outreach
h. Additional barriers to care:
i. Transportation issues
ii. Immigration status
iii. Cost of living
i. Education and information avenues
i. Need more awareness of available health resources
ii. Media, social networks, schools, churches, billboards, community fairs
iii. Information literacy issues
3. Medical / Dental
a. Access to care issues (listed in #2)
b. Need for more education/communication by providers
i. Distrust of medical system & information from various sources
ii. Self-diagnosis
iii. Confusion of diagnosis, how to follow-up
iv. Need for culturally/linguistically competent providers
c. Need for more preventative health/medicine (i.e. treat the cause, not the symptoms)
d. Medication cost and adherence
e. Coordination of care for multiple morbidities
i. Referrals
ii. Identification of support services
f. Gender differences
i. Pride
ii. Veterans’ health issues
iii. Sexual health differences by providers
iv. Family planning – more control for women
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4. Mental Health
a. Access to mental health care
b. Drug and alcohol abuse
c. Suicide
d. Stigma
e. Spirituality
f. Education / knowledge
i. Confusion of mental health diagnosis, how/where to follow-up
ii. Understanding the overlap between mental and physical health
5. Community
a. Community services and support
b. Family role models
i. Single parent households
ii. Young people and technology
c. Minimum wage
d. High cost of living
e. Environmental health
f. Immigration concerns: language barriers, fear of deportation, effects on health and access to care
g. Racial profiling
h. Poor health leads to social consequences
i. Family-oriented activities and exercise options
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Appendix 11: Healthcare Provider Focus
Group - Script and Key Theme Findings
Healthcare Provider Focus Group Script
1. Welcome and Introduction to the Focus Group Process
Introduce yourself and the note taker. Send the demographic questionnaire to each participant while you are presenting
an overview of the goals for the discussion and introductions are made (about 10 minutes).
Welcome. Thank you for your participation today in this focus group about community health. You have been
asked to participate because you work/live in the Cobb and/or Douglas communities. This focus group will last for
approximately 60 minutes.
My name is ________________and I am from Kennesaw State University. We are assisting the Cobb/Douglas MAPP
Steering committee which is a group of community members and organizations working together to improve
community health. I will be the facilitator for this focus group. My job is to guide the group discussion and make
sure everyone has the opportunity to contribute their thoughts. ________ will be the recorder. He/She will write
down key components of what is said or seen during the focus group interview.
The ideas, opinions, and thoughts you share today will help us identify our community’s strengths as well as issues
needing more attention. We are not trying to achieve consensus, we’re gathering information. The results of
today’s discuss will inform the Cobb/Douglas partnership about different perspective in the community as it plans
for the future.
2. Read the Consent Form verbatim and ask if anyone has questions
3. Ground Rules
These simple ground rules will make the process go smoothly. Remember, you are the participant. We ask you to
express your thoughts, ideas, and opinions following these guidelines:
• All point of views are accepted and respected
• Only one person speaks at a time so that all ideas are heard
• Monitor your speaking time to allow everyone who wants the chance to speak.
• Silence is accepted. Participate as you feel comfortable.
• Please keep confidential the information shared today
• Put cell phones on silence
• Please don’t have side conversations
4. Turn on Tape Recorder
5. Questions before starting
Ask the group if there are any questions before we get started, and address those questions.
6. In depth discussion
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Focus on the main questions encouraging conversation that reveals the participants’’ feelings and thoughts. Make sure
to give people time to think before answering the questions and don’t move too quickly. Use the probes to make sure
that all issues are addressed, but move on when you feel you are starting to hear repetitive information.
How do people in the community which your agency serves take care of themselves?
Probe for Dental Care
Probe for behavioral health/mental health
Probe for eating habits
Probe for physical activity
Probe for preventative health care: annual physicals
Probe: suggestions for ways to making it easier for residents of the community to take better care of
themselves
What are your perceptions of the health care services in the community which your agency serves?
Probe: How do residents of the community hear about health care information in the community? Ways to
improve dispensing of health information?
Probe: What are the strengths of health care services in the community?
Probe: What are the limitations of health care services in the community?
Probe: What are the challenges the residents in the community face accessing health care?
Probe: Suggestions for addressing these challenges related to residents accessing health care?
Focusing on specific health issues, describe the biggest health problems in the community which your agency
serves?
Probe: Describe population most at risk for these health issues. Why?
Probe: Suggestions for addressing these health issues.
Probe: What agencies are you aware of in the community that currently address these health

issues?

How does your agency partner or collaborate with other program/agencies in the community to improve health
care?
Probe: What are some of the current challenges to collaboration with other
programs/agencies?
Probe: Are there opportunities for improving collaboration to serve community residents health needs better?
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KEY THEME FINDINGS FROM HEALTHCARE PROVIDER FOCUS GROUP
1. Medical Care
a. Need for affordable health care
b. Lack of available providers
c. Lack of coordination of care
d. Various groups not accessing available health care
e. Sexually transmitted infections on the rise
f. Lack of health care education
g. Difficulty in providing culturally-competent care

2. Mental Health Care
a. Need for mental health resources
b. Stigma of mental health
c. Need for substance abuse treatment

3. Dental Care
a. Need for greater access to dental care
b. Dental care is lower priority for individuals

4. Nutrition
a. Lack of access to nutritious foods
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Appendix 12: KSU Acknowledgements
Kennesaw State University’s (KSU) WellStar College of Health and Human Services, Center for Statistics and Analytical
Services (CSAS), and A. L. Burruss Institute for Public Service and Research (Burruss Institute) are pleased to have
collaborated with the Cobb & Douglas Public Health Department in completing the current community health
assessment.
Before acknowledging the members of the KSU community who were part of the planning team and those who
comprised the quantitative and qualitative research teams, we would like thank three specific individuals from Cobb &
Douglas Public Health Department. We would like to recognize Ms. Lisa Crossman, Ms. Rachel Franklin, and Ms. Alexis
Wilson for their steadfast leadership and support as we co-labored together to make this project and the resulting data
of use to the residents and decision makers of Cobb County and Douglas County.
Faculty and staff from the WellStar Colleges’ School of Nursing, Department of Social Work and Human Services,
Department of Health Promotion and Physical Education, and Department of Exercise Science and Sport Management
participated in the planning, implementation, and analysis of the quantitative and qualitative data used in this report.
Below we identify them by name based on their area of contribution to the planning and research conducted to create
the deliverable.
Leadership Team, in alphabetical order:
5.
6.
7.
8.

Dr. Barbara Blake, Professor of Nursing
Ms. Diane Keen, Clinical Assistant Professor of Nursing
Dr. Monica Nandan, Professor of Social Work and Human Services
Dr. Hans Skott-Myhre, Professor of Social Work and Human Services

Planning Team, in alphabetical order:
1.
2.
3.
4.
5.

Dr. Yuri Feito, Associate Professor of Exercise Science and Sport Management
Dr. Judith Hold, Assistant Professor of Nursing
Dr. Carol Sue Holtz, Professor of Nursing
Dr. Kandice Porter, Associate Professor of Health Promotion and Physical Education
Dr. Darlene Xiomara Rodriguez, Assistant Professor of Social Work and Human Services

Aside from leading and planning these efforts, members of the KSU community carried out quantitative and qualitative
research, below we recognize those individuals who executed and/or analyzed the data for inclusion in the report.
Quantitative Research Team:
1. Dr. Barbara Blake - Lead
2. Ms. Diane Keen
3. Faculty associated with the Spring 2016
Community Health Course: NURS4412
(School of Nursing)
a. Ms. Lynnda Campbell
b. Ms. Mildred Drayton
c. Dr. Carol Sue Holtz
d. Ms. Maria Melvin
e. Dr. Richard Sowell
f. Dr. Gloria Taylor
g. Dr. Mary Anne White
4. Spring 2016 NURS4412 Students*

Qualitative Research Team:
1.
2.
3.
4.
5.
6.

Dr. Judith Hold - Lead
Dr. Carol Sue Holtz
Ms. Alix Janke*
Ms. Rachel Raven*
Dr. Darlene Xiomara Rodriguez
Dr. Hans Skott-Myhre
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*KSU Spring 2016 NURS4412 Students (Note: MSW Students)
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Kim

Kirstie

Pulliam
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Chukwu
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King

Jane

Puthaprasert

Michael

Chumley

Holly

Law

Moriam

Said
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Natalya
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Davis
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Lee
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Lori

Filippo

James

McGrath

D'Nesha

Ford

Natalie

McLean

Finan

Yemane

We were delighted to make this a teaching and learning opportunity for our students. Undergraduate nursing students
conducted telephone surveys with the support of the Burruss Institute who shared their Survey Research Lab and
trained them on how to use the WinCATI system for data management. Social work students learned to facilitate focus
groups and code data for emergent themes. Graduate students at CSAS analyzed the data collected from the nursing
students. Undergraduate and graduate students who went beyond the call of duty are identified by name above (with
an *), as a special recognition for their commitment and service throughout the research enterprise.
Consequently, we conclude our acknowledgments by recognizing research partners on the KSU campus and their
respective teams who helped carry out this multi-phased project.
A.L. Burruss Institute for Public Service and Research
•
•
•

Dr. William Baker, Director
Ms. Christy Storey, Director of Operations
Ms. Kelleigh Trepanier, Associate Director

Center for Statistics and Analytical Services
•
•

Dr. Jennifer Priestly, Director
Dr. Lewis VanBrackle, Chairperson of the Department of Statistics and Analytical Sciences

Department of Digital Writing and Media Arts
•

Dr. Jonathan Arnett, Assistant Professor of Technical Communication

The Kennesaw State University community is grateful to have been a part of this interdisciplinary, community-based
participatory research project to benefit the community-at-large. Here’s to a more healthy and vibrant Cobb County and
Douglas County!
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