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Introduction  

Health begins ðlong before illnessðin our homes, schools and jobs.  Through 

meaningful collaboration, we have the opportunity to make choices that can help us all to live a 

healthy life, regardless of income, education or ethnic background.  This Community Health 

Needs Assessment and Action Plan presents an opportunity for improving health status.  

People whose circumstances have made them vulnerable to poor health need our help in 

working towards eliminating barriers that provide everyone with the chance to live a healthy life.  

This work canôt happen without first making use of the facts that serve as the foundation.  Health 

research provides indicators of health status, such as the prevalence of disease or health issue and 

its effect in both economic and human terms.  As health improvement initiatives are introduced, 

it can reflect the effectiveness of an approach or intervention.  By using the Community Health 

Needs Assessment, we can evaluate relevant determinants of health that provides valuable insight 

in guiding decisions that create a pathway for improving the health of our community.  As you 

read the Community Health Needs Assessment, it can change the way you think about health.  

After reviewing the report, it is important to begin where health starts. Everyone in our 

community should have the opportunity to make good healthy choices (e.g., regarding smoking, 

diet, alcohol use, physical activity) since this has the largest impact on future health outcomes.  

Wherever possible, through programs, services, public policy or other means, emphasis needs to 

be placed on addressing health choices and prevention before there is a medical need.  Research 

has shown that the health care system represents only 10-20% of determining health status, while 

our individual health behaviors we choose account for 40% or more. 

Through changes in public policy, it is possible that most people, regardless of income, 

could have the ability to see a doctor.  Health insurance does not guarantee good health, but it 

does provide important access to preventative health services.  It can reduce the risk of deferring 

needed care and the financial risk associated with receiving care.  Those most vulnerable to poor 

health often have the weakest voice when it comes to health policy.  Our efforts should prioritize 
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our resources to address the most pressing needs, disparities, and inequalities where we may be 

impactful. 

Our success should be linked to collaboration where our collective efforts can build a 

healthy community that nurtures its families and communities. McLeod Health encourages 

partnerships with volunteers, business, government, civic and religious institutions to join us in 

this work.  Although we will not be able to eradicate every illness, there is much we can 

accomplish by education, fostering good health and addressing community health gaps.  Health 

begins with healthy relationships, healthy communities, and healthy jobs, which can protect us 

from the stress of everyday life.   

Input was solicited and taken into account from the following sources in identifying and 

prioritizing significant health needs and in identifying resources potentially available to address 

those health needs: 

¶ At least one state, local, or regional governmental public health department (or equivalent 

department or agency), or State Office of Rural Health with knowledge, information, or 

expertise relevant to the health needs of the community 

¶ Members of medically underserved, low-income, and minority populations in the 

community served by the hospital facility or individuals or organizations serving or 

representing the interests of these populations 

¶ Solicitation of comments received on the hospital facilityôs most recently conducted 

CHNA and most recently adopted implementation strategy 

One-on-one interviews, questionnaires, and forums were conducted in Spring 2019 as a means to 

gather input. 

Top Health Concerns Reported Among Community Members 

¶ Access to Primary Care  

¶ Heart Disease/Stroke 

¶ Diabetes  
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¶ Drug Abuse  

Source: McLeod Health 2019 Survey  

Top Health Concerns Reported Among Health Professionals 

Most frequent health concerns: 

¶ Cancer  

¶ Diabetes 

¶ Heart Disease/Stroke  

¶ Addressing Mental Health 

¶ Access to Primary Care 

¶ Obesity 

Source: McLeod Health 2019 Survey  

 

Opportunities & Plan Priorities 

          McLeod Health Darlington will collaborate with community partners to provide 

community health initiatives that are focused on areas listed below and further described within 

the Implementation Plan. Evidence-based practices will be instituted to address the following 

key areas by McLeod Darlington: 

¶ Access to Health Care 

¶ Heart Disease and Stroke 

¶ Diabetes 

¶ Oral Health 

¶ Immunization 

¶ Drug Overdose 
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About McLeod Health Darlington 

McLeod Health Darlington, formerly Wilson Hospital, has been a vital part of Darlington 

County and the surrounding communities for more than 70 years. Established in 1994, McLeod 

Health Darlington offers a wide range of outpatient services from physical, occupational and 

speech therapy to CT scans, laboratory and cardiopulmonary services. In addition, the facility 

provides acute care with 49 inpatient beds and a skilled care unit that is available for those in 

need of short-term care, such as Hospice patients, patients waiting for a bed at an inpatient 

nursing facility or patients in need of long-term antibiotic therapy. 

In order to better serve those individuals in need of psychiatric care, McLeod Health 

relocated its Behavioral Health facility from Florence to McLeod Health Darlington in 2005. The 

23,500-square foot behavioral health facility features a clearly defined entrance and 23 patient 

rooms. Committed to providing excellent care to adults experiencing a primary psychiatric 

illness with or without a co-occurring substance abuse disorder, the McLeod Behavioral Health 

Team includes Psychiatrists, Advanced Practitioners, Licensed Professional Counselors, Nurses 

and Activity Therapists. 

McLeod Family Medicine Darlington, comprised of four family medicine physicians and 

one nurse practitioner, is also located on the campus. 

 

OVERVIEW 

This Community Health Needs Assessment serves as a tool to evaluate the overall health 

status, behaviors and needs of Darlington County. The March 2010 passage of the Patient 

Protection and Affordable Care Act (ACA) introduced new reporting requirements for private, 

not-for-profit hospitals. To meet these new federal requirements, the information gathered in this 

assessment is used to guide the strategic planning process in addressing health disparities.   
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A Community Health Needs Assessment gives information to health care providers to 

make decisions and commit resources to areas of greatest need, making the greatest impact on 

community health status.   

This assessment incorporates data from within the community, such as individuals served 

and health organizations, as well as vital statistics and other existing health-related data to 

develop a tailored plan which targets the needs of the county.  The Community Health Needs 

Assessment includes:  

 

 

 

 

 

 

 

 

METHODS 

An assessment team comprised of McLeod Health's Community Health and 

Communication and Public Information staff reviewed literature, data and publications from 

public sources. Members of the assessment team represented each of the seven acute care 

hospital facilities within McLeod Health and were assigned to collect data that represented 

indicators of community health status or its socioeconomic determinants.  Therefore, focus was 

placed on identifying locally-appropriate indicators, benchmarks, and pertinent health issues.  

Health Status 
Data

Community 
Survey

Provider Survey

Prioritize Needs
Final CHNA 

Report
Implementation 

Planning 

Action Plan and 
Implementation



P a g e 7 | 74 

 

Pre-existing databases containing local, state and national health and behavior data were 

used for comparisons when possible.  Sources of this data are listed at the end of this document. 

Data collection was limited to the most recent publicly available resources and some 

primary data from qualitative and quantitative investigation.  As a result, this document portrays 

a partial picture of the health status of the community served. 

Data analysis included demographic, socioeconomic and health determinant measures.  

When possible, data also was analyzed according to age, gender and/or race to offer insight into 

health disparities that may affect specific subgroups in the community.   

A summary of county data is reflected as a comparison to state and national data when 

available to indicate community health concerns. 

 

HEALTH DETERMINANTS AND DISPARITIES 

What are the determinants of health? 

Health behaviors had the majority overall impact on future health outcomes (i.e., 

smoking, diet, drug & alcohol use, physical activity, other lifestyle behaviors) and account for 

40% of causes for premature death.  Genetic predisposition is responsible for 30%, Social 

circumstances 15%, and Health care for only 10% (i.e., access to physician and other health 

services) of health risk for premature death. 
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Behavioral Determinants (40%) 

Examples: 

¶ Diet 

¶ Physical activity 

¶ Alcohol, cigarette, and other drug use 

¶ Hand washing 

 

Genetic Determinants (30%) 

Examples: 

¶ Age 

¶ Sex 

¶ HIV status 

¶ Inherited conditions, such as sickle-cell anemia, hemophilia, and cystic fibrosis 

¶ Carrying the BRCA1 or BRCA2 gene, which increases risk for breast and ovarian cancer 

¶ Family history of heart disease, cancer, etc. 
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Social Determinants (15%) 

Examples: 

¶ Availability of resources to meet daily needs, such as educational and job opportunities, 

living wages, or healthful foods 

¶ Social norms and attitudes, such as discrimination 

¶ Exposure to crime, violence, and social disorder, such as the presence of trash 

¶ Social support and social interactions 

¶ Socioeconomic conditions, such as concentrated poverty 

¶ Quality schools 

¶ Transportation options 

¶ Public safety 

 

Health Care Determinants (10%) 

Examples: 

¶ Quality, affordability, and availability of services 

¶ Lack of insurance coverage 

¶ Limited language access 

 

Environmental Determinants (5%) 

Examples: 

¶ Quality of food, water, and air 

¶ Worksites, schools, and recreational settings 

¶ Housing, homes, and neighborhoods 

¶ Exposure to toxic substances and other physical hazards 

¶ Physical barriers, especially for people with disabilities 
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What are health disparities? 

 ñHealth disparityò refers to a higher burden of illness, injury, disability, or mortality 

experienced by one population group relative to another group.   Health disparities can involve 

the medical care differences between groups in health insurance coverage, access to care, and 

quality of care. While disparities are commonly viewed through the lens of race and ethnicity, 

they occur across many dimensions, including socioeconomic status, age, location, gender, and 

disability status.  Poor health status is often linked with people without health insurance, those 

who have poor access of care (i.e., limited transportation), lower socioeconomic status, lower 

education obtainment, and those among racial minority groups.  Beyond the provision of health 

care services, eliminating health disparities will necessitate behavioral, environmental, and 

social-level approaches to address issues such as insufficient education, inadequate housing, 

exposure to violence, and limited opportunities to earn a livable wage.  

Health disparities have persisted across the nation and have been documented for many 

decades and, despite overall improvements in population health over time, many disparities have 

persisted and, in some cases, widened. Moreover, economic downturns contributed to a further 

widening of disparities. 

The Community Health Needs Assessment attempts to identify and quantify the health 

disparities within a defined county population that are at disproportionately higher in incidence 

of disease, disability, or at risk of experiencing worse health outcomes.  Within these identified 

disparities and availability of health resources, gaps can be identified and prioritized based on 

need so that health resources can be targeted.  Planning initiatives to address community health 

needs take in consideration the existing initiatives, the available resources that we are aware of, 

and where future improvements can be anticipated to make meaningful impact on improving 

community health. 
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What are Key Initiatives to reduce disparities? 

In 2010, the U.S. Department of Health and Human Services (HHS) established a vision 

of, ña nation free of disparities in health and health care,ò and set out a series of priorities, 

strategies, actions, and goals to achieve this vision.  States, local communities, private 

organizations, and providers also are engaged in efforts to reduce health disparities.   

Federal, state, and local agencies and programs work along with local hospitals, often in 

cooperation, to provide access to needed health care services.  Within constraints of limited 

resources, each of these entities generally target populations with specific services offered within 

the county.  This study attempts to incorporate their input into determining the priorities among 

health disparities and look for opportunities for collaboration. 

Preventative Care 

Preventative care includes medical services such as screenings, immunizations, counseling, and 

preventative medications intended to prevent illness or detect diseases early before symptoms are 

developed.  With early detection, diseases can be treated more effectively, reducing potential 

complications of disease or even death.  Regular preventative care can improve individual health 

and the overall health of a community.   

Various preventative care guidelines and recommendations are published by different 

professional organizations, but most health care professionals refer to the recommendations 

published by the United States Preventative Services Task Force (USPSTF) as a reliable, widely 

accepted, and evidence-based guide.  The USPSTF is an independent, volunteer panel of national 

experts in prevention and evidence-based medicine.  Their recommendations are based on a 

rigorous review of existing peer-reviewed data.  The USPSTF assigns a letter grade (A, B, C, D, 

or I) to each recommendation based on the strength of evidence and the balance of benefits and 

potential harms of the preventative service.  Grade A and Grade B preventative services are 

recommended because the USPSTF has determined a high or moderate certainty that the net 

benefit is moderate or substantial.1   
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USPSTF preventative care recommendations apply to people who have no signs or symptoms of 

a specific disease or condition.  USPSTF recommendations are evidence-based guidelines that 

help physicians identify appropriate preventative services for certain patient populations, but 

preventative care should be tailored for each patient depending on individual circumstances.  

Determining appropriate preventative services for an individual patient requires a one-on-one 

discussion between the physician and patient. 

A complete list of USPSTF preventive care guidelines, including A and B grade 

recommendations, can be found at www.uspreventiveservicestaskforce.org.  The table below 

highlights USPSTF grade A and B preventative care recommendations pertaining to community 

health priority areas including heart disease and stroke, diabetes, cancer, and oral health. 

 

USPSTF Grade A and B Preventative Service Recommendations Associated with Identified 

Key Priority Areas  

Topic Recommendation Grade 

Blood Pressure 

Screening: Adults 

The USPSTF recommends screening for high blood pressure in 

adults aged 18 years or older. The USPSTF recommends 

obtaining measurements outside of the clinical setting for 

diagnostic confirmation before starting treatment. 

A 

Breast Cancer 

Screening 

The USPSTF recommends biennial screening mammography 

for women aged 50 to 74 years. 

B 

Cervical Cancer 

Screening 

The USPSTF recommends screening for cervical cancer every 

3 years with cervical cytology alone in women aged 21 to 29 

years. For women aged 30 to 65 years, the USPSTF 

recommends screening every 3 years with cervical cytology 

A 

http://www.uspreventiveservicestaskforce.org/
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alone, every 5 years with high-risk human papillomavirus 

(hrHPV) testing alone, or every 5 years with hrHPV testing in 

combination with cytology (cotesting). 

Colorectal Cancer 

Screening 

The USPSTF recommends screening for colorectal cancer 

starting at age 50 years and continuing until age 75 years. 

A 

Dental Caries 

Prevention: Infants 

and children up to 

age 5 years 

The USPSTF recommends the application of fluoride varnish 

to the primary teeth of all infants and children starting at the 

age of primary tooth eruption in primary care practices. The 

USPSTF recommends primary care clinicians prescribe oral 

fluoride supplementation starting at age 6 months for children 

whose water supply is fluoride deficient. 

B 

Diabetes Screening The USPSTF recommends screening for abnormal blood 

glucose as part of cardiovascular risk assessment in adults aged 

40 to 70 years who are overweight or obese. Clinicians should 

offer or refer patients with abnormal blood glucose to intensive 

behavioral counseling interventions to promote a healthful diet 

and physical activity.  

B 

Lung Cancer 

Screening 

The USPSTF recommends annual screening for lung cancer 

with low-dose computed tomography in adults ages 55 to 80 

years who have a 30 pack-year smoking history and currently 

smoke or have quit within the past 15 years. Screening should 

be discontinued once a person has not smoked for 15 years or 

develops a health problem that substantially limits life 

expectancy or the ability or willingness to have curative lung 

surgery. 

B 
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Obesity Screening 

and Counseling: 

Adults 

The USPSTF recommends that clinicians offer or refer adults 

with a body mass index of 30 or higher (calculated as weight in 

kilograms divided by height in meters squared) to intensive, 

multicomponent behavioral interventions. 

B 

Obesity Screening: 

Children and 

Adolescents 

The USPSTF recommends that clinicians screen for obesity in 

children and adolescents 6 years and older and offer or refer 

them to comprehensive, intensive behavioral interventions to 

promote improvements in weight status. 

B 

Skin Cancer 

Behavioral 

Counseling 

The USPSTF recommends counseling young adults, 

adolescents, children, and parents of young children about 

minimizing exposure to ultraviolet (UV) radiation for persons 

aged 6 months to 24 years with fair skin types to reduce their 

risk of skin cancer. 

B 

Tobacco Use 

Counseling and 

Interventions: Non-

Pregnant Adults 

The USPSTF recommends that clinicians ask all adults about 

tobacco use, advise them to stop using tobacco, and provide 

behavioral interventions and U.S. Food and Drug 

Administration (FDA)ïapproved pharmacotherapy for 

cessation to adults who use tobacco. 

A 

Tobacco Use 

Counseling: 

Pregnant Women 

The USPSTF recommends that clinicians ask all pregnant 

women about tobacco use, advise them to stop using tobacco, 

and provide behavioral interventions for cessation to pregnant 

women who use tobacco. 

A 

Tobacco Use 

Interventions: 

The USPSTF recommends that clinicians provide 

interventions, including education or brief counseling, to 

B 
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Children and 

Adolescents 

prevent initiation of tobacco use in school-aged children and 

adolescents. 

USPSTF A and B Recommendations by Date. U.S. Preventive Services Task Force. June 2019. 

https://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations-by-date/ 

 

 

COMMUNITY DEFINED FOR THIS ASSESSMENT

 

 

https://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations-by-date/
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The community was defined based on the geographic origins of McLeod Darlington inpatient 

and outpatient hospital data, the study area for this assessment is defined as Darlington County 

which represents the majority of patients served, to include the zip codes shown in Table 1. 

Table 1. McLeod Darlington Primary Service Area ZIP Codes 

 

 

 

 

 

 

 

 

Demographics 

Current population demographics and changes in demographic composition over time play a 

determining role in the types of health and social services needed by communities. 

The following information represents indicators of health status. The gauge displays, where 

available, compare local data to state and national data. A green needle on the gauge indicates 

the county is performing above the state and national data. A red needle indicates the county is 

performing below the state and national data.  

 

Total Population 

A total of 67,572 people live in the 561.15 square mile report area defined for this assessment 

according to the U.S. Census Bureau American Community Survey 2013-17 5-year estimates. 

ZIP Code City County 

ςωπφω ,ÁÍÁÒ $ÁÒÌÉÎÇÔÏÎ 

ςωυσς Darlington $ÁÒÌÉÎÇÔÏÎ 

ςωυτπ $ÏÖÅÓÖÉÌÌÅ $ÁÒÌÉÎÇÔÏÎ 

ςωυυπ (ÁÒÔÓÖÉÌÌÅ $ÁÒÌÉÎÇÔÏÎ 

ςωυωσ 3ÏÃÉÅÔÙ (ÉÌÌ $ÁÒÌÉÎÇÔÏÎ 
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The population density for this area, estimated at 120.42 persons per square mile, is greater than 

the national average population density of 90.88 persons per square mile. 

Total Population by Race Alone, Total 

 

 

Population in Limited English Households 

This indicator reports the percentage of the population aged 5 and older living in Limited English 

speaking households. A ñLimited English speaking householdò is one in which no member 14 

years old and over (1) speaks only English at home or (2) speaks a language other than English at 

home and speaks English ñVery well.ò This indicator is significant as it identifies households 

and populations that may need English-language assistance.  
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Social & Economic Factors 

Economic and social insecurity often are associated with poor health. Poverty, unemployment, 

and lack of educational achievement affect access to care and a communityôs ability to engage in 

healthy behaviors. Without a network of support and a safe community, families cannot thrive. 

Ensuring access to social and economic resources provides a foundation for a healthy 

community. 

Education - Bachelor's Degree or Higher 

17.83% of the population aged 25 and older, or 8,211 have obtained an Bachelor's level degree 

or higher. This indicator is relevant because educational attainment has been linked to positive 

health outcomes. 

 

Education - High School Graduation Rate 

Within the report area 88% of students are receiving their high school diploma within four years. 

Data represents the 2016-17 school year. 

 

This indicator is relevant because research suggests education is one the strongest predictors of 

health (Freudenberg & Ruglis, 2007). 

 

 

http://www.cdc.gov/pcd/issues/2007/oct/07_0063.htm
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High School Graduation Rate by Year, 2011-12 through 2016-17 

The table below shows local, state, and National trends in cohort graduation rates.  

Note: Data for some states are omitted each year when they fail to meet federal reporting 

standards or deadlines. Use caution when comparing national trends as the "universe" 

population may differ over time. 

 

 

Income - Median Household Income 

This indicator reports median household income based on the latest 5-year American Community 

Survey estimates. This includes the income of the householder and all other individuals 15 years 

old and over in the household, whether they are related to the householder or not. Because many 

households consist of only one person, average household income is usually less than average 

family income. 
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Poverty - Population Below 100% FPL 

Poverty is considered a key driver of health status. 

 

Within the report area 22.72% or 14,997 individuals are living in households with income below 

the Federal Poverty Level (FPL). This indicator is relevant because poverty creates barriers to 

access including health services, healthy food, and other necessities that contribute to poor health 

status. 

 

 

Darlington County, SC 

Physical Environment 

A communityôs health also is affected by the physical environment. A safe, clean environment 

that provides access to healthy food and recreational opportunities is important to maintaining 

and improving community health. 

Air Quality - Respiratory Hazard Index 

This indicator reports the non-cancer respiratory hazard index score. This score represents the 

potential for noncancer adverse health effects, where scores less than 1.0 indicate adverse health 

effects are unlikely, and scores of 1.0 or more indicate a potential for adverse health effects. 
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Food Environment - Grocery Stores 

This indicator reports the number of grocery stores per 100,000 population. Grocery stores are 

defined as supermarkets and smaller grocery stores primarily engaged in retailing a general line 

of food, such as canned and frozen foods; fresh fruits and vegetables; and fresh and prepared 

meats, fish, and poultry. Included are delicatessen-type establishments. Convenience stores and 

large general merchandise stores that also retail food, such as supercenters and warehouse club 

stores are excluded. This indicator is relevant because it provides a measure of healthy food 

access and environmental influences on dietary behaviors. 

 

 

Grocery Stores and Supermarkets, Rate per 100,000 Population by Year, 2010 

through 2015 
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Food Environment - SNAP-Authorized Food Stores 

This indicator reports the number of SNAP-authorized food stores as a rate per 10,000 

population. SNAP-authorized stores include grocery stores as well as supercenters, specialty 

food stores, and convenience stores that are authorized to accept SNAP (Supplemental Nutrition 

Assistance Program) benefits. 

 
 

Clinical Care 

A lack of access to care presents barriers to good health. The supply and accessibility of facilities 

and physicians, the rate of uninsured, financial hardship, transportation barriers, cultural 

competency, and coverage limitations affect access. 

 

Rates of morbidity, mortality, and emergency hospitalizations can be reduced if community 

residents access services such as health screenings, routine tests, and vaccinations. Prevention 

indicators can call attention to a lack of access or knowledge regarding one or more health issues 

and can inform program interventions. 
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30-Day Hospital Readmissions 

This indicator reports the percentage of Medicare fee-for-service beneficiaries readmitted to a 

hospital within 30 days of an initial hospitalization discharge. 

 

Access to Dentists 

This indicator reports the number of dentists per 100,000 population. This indicator includes all 

dentists - qualified as having a doctorate in dental surgery (D.D.S.) or dental medicine (D.M.D.), 

who are licensed by the state to practice dentistry and who are practicing within the scope of that 

license. 

 

 

Access to Dentists, Rate (Per 100,000 Pop.) by Year, 2010 through 2015 

This indicator reports the rate of dentists per 100,000 population by year. 

 

 



P a g e 24 | 74 

 

 

Access to Mental Health Providers 

This indicator reports the rate of the county population to the number of mental health providers 

including psychiatrists, psychologists, clinical social workers, and counsellors that specialize in 

mental health care. 

 

 

Access to Primary Care 

This indicator reports the number of primary care physicians per 100,000 population. Doctors 

classified as "primary care physicians" by the AMA include: General Family Medicine MDs and 

DOs, General Practice MDs and DOs, General Internal Medicine MDs and General Pediatrics 

MDs. Physicians age 75 and over and physicians practicing sub-specialties within the listed 

specialties are excluded. This indicator is relevant because a shortage of health professionals 

contributes to access and health status issues. 


