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NC Institute of Medicine

Chartered in 1983 by the NC General Assembly “to assist in the
formation of public policy on complex and interrelated issues concerning
health and health care for the people of North Carolina.”

The NCIOM works with diverse stakeholder groups to identify evidence-based strategies
to improve health and inform health policy.

 Non-partisan  Evidence-based
* Solution-focused e Consensus-driven

@NCIOM
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Healthy North Carolina — History and Purpose

The primary aim of Healthy North Carolina process is to

mobilize the state to achievea ...
common set of health objectives.

« HNC 2010 had 100+ objectives
* HNC 2020 had 40 objectives

« HNC 2030 has 21 objectives

- data broken out by race, ethnicity, sex and income
 dismantling structural racism

« multi-sector population health approach
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The Best Laid Plans

Vision for Consensus on RIS State Health Collective

HNC 2030 Indicators gr)d : ITEIONEIT Action
Mobilization Plan




Healthy NC 2030 Goals

 Attain healthy, thriving lives and well-being, free of
preventable disease, disability, injury and premature death for all

 Eliminate health disparities, achieve health equity, and attain health literacy

 Create social, physical, and economic environments that promote health and well-
being

* Promote healthy development, healthy behaviors and well-being across all life stages

* Engage leadership, key constituents, and the public across multiple sectors to take
action and design policies



Shift to a Population Health Framework

HNC 2020 Focus Areas (40 Objectives) | Length of Life (50%)
1. Tobacco Use Quality of Life (50%)
2. Nutrition and Physical Activity Tobacco Use
114 .
3. Sexually Transmitted Diseases We WI” use HNC 2030 to Heakh Bahaviors Diet & Exercise
Unintended Pregnancy re-orient pUbIIC health! ) Alcohol & Drug Use
P We shift from a focus on Sexual Activty
4 (e e individual health top/cs. fo = R tas
6. Injury and Violence Prevention d fOCUS on health eqUIty ! SEoICHe
7. Infectious Disease and and Overa/l dl’lverS Of Education
)
ol s health outcomes. Eimioprt
Social &
5. Mental Health — EconomiFoctrs
Family & Social Support
9. Oral Health
Community Safety
10. Maternal and Infant Health
Physical Air & Water Quality
11. Chronic Disease Environment _ :
olicies & Programs (10%) Housing & Transit
12. Social Determinants of Health R SO R

. CHR Model: University of Wisconsin Population Health Institute. County Health Rankings &
13. CI’OSS'CUttlng Measures Roadmaps 2018. www.countyhealthrankings.org. Image used with permission of UWPHI



Task Force, Work Groups, and Community Input

STEERING COMMITTEE

TASK FORCE (chose Health Outcomes indicators)

i 7 Co-leaders from each 2-3 Representatives from 23 Additional Task Force

Work Group (total = 8) each Work Group (total =9) memb_ers represgnting
various expertise

WORK GROUPS (chose indicators relevant to Work Group topic area)

Health Behaviors Clinical Care Social & Economic Factors Physical Environment
2 Co-leaders 2 Co-leaders 2 Co-leaders 2Co-leaders
2 Task Force representatives 2 Task Force representatives 3 Task Force representatives 2 Task Force representatives

23 additional members 23 additional members 27 additional members 18 additional members

COMMUNITY
INPUT




HNC 2030: Indicator Development

Indicators should be:

Measurable

Useful and understandable to a broad
audience

Prevention-oriented

Address health inequities
Available at county level

Measured every three years or less

Localities, non-governmental
organizations, and public/private
sectors should be able to use
indicators to direct efforts in
schools, communities, worksites,
health care practices, and other
environments.




HNC 2030 Community

o Attendance:
InPUt SGSS'O“S Attenda.nce: o 6 counties, 24 participants Attendance:
6 counties, 21 participants . ..
Perry Memorial Library 29 counties, 117 participants
Attendance: GTCC - East Campus Henderson, NC Eastern AHEC
12 counties, 39 participants = april 3, 5:00-7:30pm : .
’ March 5t, 5:00-7:30pm Health ENC meeting
Marion Senior Center February 27th, 12:45-3:15pm
April 9t, 1:30-4:00pm
Attendance: P P
8 counties, 29 participants = ey — o 0
. . Ashe Rocking- , Warren b Gates | %), @,
Cherokee Indian Hospital Surry | Stokes hamg Caswell Person, & @ ampton <% /;%
April 9th, 8:00-10:00am W, § 9 ~ Hertford .1 % 2
aty | i & Halifax > 9
Uga ~ Wilkes . in & . ) £ Perqui- 43‘%
z% 9, Forsyth Guilford § ‘§q g&' Erankiin . " Berfie & mans
! a . :
s Jé«')o % Caldwell :rl]g)é-r Davie LA Nash /' gqge.
adison | ‘ ey comby - Wash-
S @ | Iredell evidean Wake Martin ingfon Tyrell
Q ) Buncombe CDOwe,, . Catawba Rowan Pitt .
Sl Rutherford & ' Lincoln Cabarrus Lee Johnston Greene. Beaufort Hyde
Graham Hender- % Giskoh N Mont- Harnett
: Jackson Trans- son - Polk %o- Meck- Stanly = gomery Moore Wayne Lenoir Craven
Cherokee Macon ylvania lenburg 0 Pamlico
Rich- 4
Clay ' Union = Anson  Mond —— 0760’76 i e
o Duplin
Charlotte — Goodwill Opportunity ' Scot- ° ,
c langy S Carteret
am.||:)usd f Robeson e Attendance:
April 3rd from 11:30-2:00pm Pender 8 counties, 20 participants
Attendance:
Attendance: 11 counties, 34 participants Columbus ' Coastal Carolina Community
11 counties, 56 participants UNC Pembroke | % New College

, Hanover ' njarch 19th, 12:00-2:30pm
March 6%, 12:00-2:30pm Brunswick



Looking at the Data and Setting Goals

HEALTH INDICATOR 10: DRUG OVERDOSE DEATHS

DESIRED RESULT: DECREASE DRUG OVERDOSE DEATHS

Rationale for Selection:

FIGURE 1%

S H3ldVHD

Drug overdase death rates across populations in North Carolina and distance to 2030 target

HEALTHY NORTH CAROLINA

Context

O O q' s e 4
b of persoes who die a5 8 ogeing tam andt
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North Carolina Institute of Medicine
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NC OVERDOSE DEATH RATE (2018)
20.4 per 100,000 peo

FIGURE 1%
Drug Overdase Death Rate in North Caralina from 2008-2018, by Race/Ethnicity
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» Set goals for 2030

 Identified potential levers for change



Consensus on Health Indicators

Health Outcomes
1. Infant mortality Health Behaviors

2. Life expectancy 1. Drug overdose deaths

Tobacco use

Clinical Care

2
3. Excessive drinking
4

Sugar-sweetened beverage

Length of Life (50%)

Quality of Life| ’ consumption 1 . U ninsu red
pgn) | owsme 5. HIV diagnosis 2. Early prenatal care Social & Economic Factors
Sexual Activity 6. Teen birth rate 3. Pl:ima.ry care 1. Families S 200% FPL
= e —> clinicians
&2 s .. 2. Adverse Childhood
4. Suicide rate Experiences
Social & Lol
T 3. Unemployment
e 4. 3vgrade reading
Physical Air & Water Quality . .
e 5. Incarceration rate Physical Environment
6. Short-term suspension 1- >evere housing

problems

2. Limited access to
healthy food

3. Access to exercise
opportunities
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Consensus on Health Indicators

Health Outcomes

Health Behaviors

1. Infant mortality

2. Life expectancy 1. Drug overdose deaths

. Tobacco use

Clinical Care

2
3. Excessive drinking
4

. Sugar-sweetened beverage

Length of Life (50%)
Quality of Life

consumption 1. Uninsured
o | |0ttt 5. HIV diagnosis 2. Early prenatal care
S 6. Teen birth rate 3. Primary care
Clinkcal Care Access to Care — cllnlclans
(20%) Quality of Care
4. Suicide rate
Social & E"‘Iplﬂm"'
Emm}mmtm Family & ::::Su pport
Physical Air & Water Quality
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Multi-sector Population Health Approach

Social & Economic Factors
1. Families < 200% FPL

2. Adverse Childhood
Experiences

Unemployment

3rd grade reading
Physical Environment

Incarceration rate

R e

; 1. Severe housing
Short-term suspension problems

2. Limited access to
healthy food

3. Access to exercise
opportunities



Multi-sector Population Health Approach

Social & Economic Factors
1. Families < 200% FPL

2. Adverse Childhood
Experiences

. Unemployment

Physical Environment

Incarceration rate

-
4. 3" grade reading
5
- 1.

Short-term suspension

2y

Severe housing
problems

Limited access to
healthy food

Access to exercise
opportunities

Health Behaviors
(30%6)

Clinical Care
(20%)

Social &
Economic Factors
(40%)

Physical
Environment
Policies & Programs (10%)

Health Factors

Length of Life (50%)

Quality of Life (50%)

Tobacco Use
Diet & Exercise
Alcohol & Drug Use

Sexual Activity

Accessto Care

Quality of Care

Education
Employment
Income
Family & Social Support

Community Safety

Air & Water Quality

Housing & Transit




Multi-sector Population Health Approach

RISk_ Factors _ Protective Factors
e.g., socio-economic &1 sacial subborts
disadvantages i -

L |

v v

Differential Exposure to Differential Exposure to
Chemical Stressor | Psycho-social Stress _
e.g. indoor allergens, e.g. violence, racial
. . ollution discrimination
Social & Economic Factors P

1. Families < 200% FPL [ y * —

2. Adverse Childhood
Experiences

|

Behavioral Factors
e.g., management

Genetic Polymorphisms

e.g., heat susceptibility Physiologic Disruption

€.g.,, immune response

. Unemployment

Physical Environment

3

4. 3" grade reading
5. Incarceration rate
6

1. Severe housing

Short-term suspension problems

Source: Juarez, P. et al. Int. ]. Environ. Res. Public Health 2014, 11(12), 12866-12895
2. Limited access to
healthy food

3. Access to exercise
opportunities



Multi-sector Population Health Approach

Social & Economic Factors

1.
2.

R e

Families < 200% FPL

Adverse Childhood
Experiences

Unemployment

3rd grade reading

Physical Environment

Incarceration rate

Short-term suspension 1. gﬁ:gi‘:nﬁgusmg
2. Limited access to
healthy food

3. Access to exercise
opportunities

The National Academies of
SCIENCES - ENGINEERING + MEDICINE

INTEGRATING’
SOCIAL CARE 77/
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Multi-sector Population Health Approach

Social & Economic Factors

1.
2.

R e

Families < 200% FPL

Adverse Childhood
Experiences

Unemployment

3rd grade reading

Physical Environment

Incarceration rate

Short-term suspension 1. gﬁ:gi‘:nﬁgusmg
2. Limited access to
healthy food

3. Access to exercise
opportunities

The National Academies of
SCIENCES - ENGINEERING + MEDICINE

INTEGRATING’

SOCIAL CARE 7/
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Awareness
Adjustment
Assistance
Alignment

Advocacy



Multi-sector Population Health Approach

Social & Economic Factors

R e

Families < 200% FPL

Adverse Childhood
Experiences

Unemployment
3rd grade reading
Incarceration rate

Short-term suspension

Physical Environment

1.

Severe housing
problems

Limited access to
healthy food

Access to exercise
opportunities

.
STRATEGIES

TACTICS

Laws, policies,

Improve ~ and regulations that
Comgni_ty create community conditions
Conditions supporting health for all people.

INDIVI D‘JAL Include patient screening questions
IMPACT about social factors like housing

and food access; use data to inform
care and provide referrals.

Addressing
Individuals " Social workers, community health
Social waorkers, and/or community-based
Needs organizations providing direct
support/assistance to meet
. patients social needs
Medical
Providing interventions
Clinical
Care

Source: Meeting Indivi ants Of
Health,” Health Affai 10.1377/hblog20190115.23494


https://www.healthaffairs.org/do/10.1377/hblog20190115.234942/full/

Multi-sector Population Health Approach

Social & Economic Factors

R e

Families < 200% FPL

Adverse Childhood
Experiences

Unemployment
3rd grade reading
Incarceration rate

Short-term suspension

Physical Environment

1.

Severe housing
problems

Limited access to
healthy food

Access to exercise
opportunities

.
STRATEGIES

TACTICS

Laws, policies,

Improve ~ and regulations that
Comgni_ty create community conditions
Conditions supporting health for all people.

IN DIVI D‘JAL Include patient screening questions
Awareness IMPACT about social factors like housing

and food access; use data to inform
care and provide referrals.

Adjustment | Adiessing
. Indr;;d(;.i.lails Social workers, community health
a waorkers, and/or community-based
AS Sl Sta nce Needs organizations providing direct
support/assistance to meet
. patients social needs
Medical
Providing interventions
Clinical
Care

Source: Meeting Indivi ants Of
Health,” Health Affai 10.1377/hblog20190115.23494
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Multi-sector Population Health Approach

Social & Economic Factors

R e

Families < 200% FPL

Adverse Childhood
Experiences

Unemployment
3rd grade reading
Incarceration rate

Short-term suspension

Physical Environment

1.

Severe housing
problems

Limited access to
healthy food

Access to exercise
opportunities

.

TACTICS

STRATEGIES
Alignment Laws, policis,
Improve and regulations that
A d vocac Community create community conditions
y Conditions supporting health for all people.
IN'DMIY,?‘JAL Include patient screening questions
1] | about social factors like housing
Awareness : and food access; use data to inform
. _ care and provide referrals.
Adjustment | Adiessing
. Indr;;d(;.i.lails Social workers, community health
a waorkers, and/or community-based
AS Sl Sta nce Needs organizations providing direct
support/assistance to meet
. patients social needs
Medical
Providing interventions
Clinical
Care

Source: Meeting Indivi ants Of
Health,” Health Affai 10.1377/hblog20190115.23494


https://www.healthaffairs.org/do/10.1377/hblog20190115.234942/full/

Alignment and Advocacy

THE CITY OF GREENSBORE

NORTH CAROLIN X

Substandard Housing Density in Greensboro

Bt CopthouskausBrmeoypodss ||| Donbipweogn
/V\j Pineburr / \
Concentration

e e e Trace Wilsdahby Park  Shicewood
" wmmm High : 111.084 N

Z ! Y I rj L
i Sty
E/ Low: 0 UNCG h omes N\ O Do Pat i oo

CHCS biley
kil |:| Block Groups
uilford Hills.

— Substandard housing density

based on location of parcels with AN
lo| roof, paint, and foundation in poor

condition and those missing gutters. [N\, oo rams
LA
! \ Ham\(w/Likes
Madison Woods

Hamilton Hills
SamNjnores Lowdermik Arda
Csterwood Cedar Stieet  Bellemeade Area Jonesboro / Scaft Park Edison Village
to Heath Park|
bwntown Communily Hope Valiey Poplar Ridge
Eastside Park

. Stonegate Crossing
; ox Trail
Frankiin Bvd / Shirley Ln

Solthside) Willow Oaks
r 2 HamptonCommunity

"l O RAEST0EEn aminBensen
[ Asheborolsd ollgge Forest
T Warnersville e Benbow Paj
W on o Dudley Heights

I
Avlington|Park,  Clinton Hills Willowridge
. Lincolh Heights

CITY OF GREENSBORO

ey Woods

Quaker Ryn jormandy Hils

— Substandard Housing

Churéh Hill Lakes

Grantham Place

Lawndale Homes New Irving Park Park Grove

Provincetown

iﬂw& E3bt White Oak A
Invifg Park Estates WoodmerePar
Fifie Village at Nefthside

Cone Mils Community, NealtowrNarms
odbar Estates Kings Forest I

B lips Avenue

Eagles Trace]
extile Dr. / Waugh St

Glendale Hills

Wedgewood

Lake Daniel

K
arles Aychek /. Summit Ave,

gendly Homes

| Nocho Park

[The Thicket

unter Hills

A "Best"

Bluford Park
Whispering Woods

B "Still Desirable”

Bebcheroft Oaks West Hillsdale Rark
Gate Ridge Terre Hafpiet

C "Definitely Declining”

Rotherwof Gramercy Park Wes{
Spring Valley

: 2 RollingRoads Faircrest
D "Hazardous'

Farfpington Forest

Hilftop Acres
/

1Miles
0 0.5 1 2 3

leadowoods

Chadburn,

Sources: University of Richmond'’s Digital Scholarship Lab “Mapping Inequality: Redlining in New Deal America”; UNCG Center for Housing and Community Studies



Alignment and Advocacy

Top 10 Block Groups- Where Do they Intersect?

Asthma, Vacan

poverty

T 8

cy, Substandard Housing & Poverty in Greensboro

Indicator Variables

i:l Single Indicator
:] Asthma / Vacancy

and poverty.

E: Substandard Housing / Asthma

- Substandard Housing / Vacancy

An overlay of the top 10 ranking block groups
for the highest levels of substandard housing,
vavacancy, asthma related hospital admissions,

-

askhma-vacancy

poverty

Source: UNCG Center for Housing
and Community Studies



Alignment and Advocacy

with temperatures below 20 degrees Fahrenheit, did not have any heat in their
townhome and a leak that left the carpet soaked. Our health outreach team found the

little one shivering in a blanket and she later developed a fever and needed to be seen
in the emergency room.

Sources: UNCG Research, Spring 2017; Dr. Beth Mulberry'’s letter to Minimum Housing Standards Commission



Alignment and Advocacy

Asthma/RespiratoryEmergency Department Visits (per 100 people)

' Advocacy Period Lo E i 0elo 8 0000

N2
CONE HEALTH.
Enterprise Analytics

2016-1ST 2016-2ND 2017-1ST 2017-2ND 2018-1ST 2018-2ND 2019-1ST 2019-2ND 2020-1ST



Alignment and Advocacy

SOCIAL DETERMINANTS AND SOCIAL NEEDS:
MOVING BEYOND MIDSTREAM

is;'T’vaL\TE'GlEs COMMUNITY /[
IMPACT Laws, policies,

Alignment
g hnprwqty ~ and regulations that
Communi create community conditions
£ Ad VOCa Cy Conditions supportim health for all pleopler

=

Include patient screening questions
about social factors like housing

Awa reness M PACT and food _ac_c;_ss: usaedatia teiinfdr-'m
A dJ ustment o care and provide referrals.

Individuals”

Assistance e

‘Social workers, cormmunity health
waorkers, and/or community-based
organizations providing direct
support/assistance to meet
patients social needs

A family with a 15 month old with asthma, who during the cold snap this past February Medical
with temperatures below 20 degrees Fahrenheit, did not have any heat in their Pgi‘r.";%'}g interventions
townhome and a leak that left the carpet soaked. Our health outreach team found the Care
little one shivering in a blanket and she later developed a fever and needed to be seen

in the emergency room.
Source: Meeting Indivi

Health,” Health Affai 10.1377/hblog20190115.23494



https://www.healthaffairs.org/do/10.1377/hblog20190115.234942/full/

Clinical Care - Uninsured

Desired outcome: Decrease the
uninsured population

Indicator definition: Percentage of
population under age 65 without
health insurance.

Source: US Census Bureau's Small Area
Health Insurance Estimates (SAHIE)

* Consistently highest ranked in
community meeting discussions

13% 8%

Percent uninsured across populations in North Carolina and distance to 2030 target

35%

31%
30%

25%

21%

0% 18%

CURRENT 14%

15% 13% 13% 1% 12%
10% 10% 8% _ 9%

504 TARGET 4%
8%

PERCENT OF POPULATION UNDER AGE 65 THAT IS UNINSURED

W B/AA H/LX 8] A/PI Al MALE FEMALE <200% 200-399%  400%+
W = WHITE 0 = OTHER

BYAA = BLACK/AFRICAN AMERICAN AJPT = ASIAM/PACIFIC ISLANDER RACE / ETHNICITY SEX FEDERAL POVERTY LEVEL
HILY = HISPARICALATIMN) AT = AMERICAN THDLAN




Health Behaviors — Drug overdose deaths

Desired outcome: Decrease drug overdose
deaths

Indicator definition: Number of age- 20.4 18.0

adjusted drug poisoning deaths per el 4 oeope)

100,000 population

T\ /: o e Drug overdose death rates across populations in North Carolina and distance to 2030 target
Source: Vital Statistics; NC State Center for 10
Health Statistics
E 35
% o . 0 = 326
Similar measure ranked at the top in - " 27.8
. . . . =
community meeting discussions £ cwmrenr 264
S_. 25
North Carolina Drug Overdose Deaths Forecast =R 204
e v
2 Y £3 20
5% 35 375 24
) 36.4
E 5 31‘532‘8340352 g : 15 TARGET
£g s 26928‘129‘330'5 = 12.9 13.2
5 Q 25777 o
g8 55234748 g 10 18.0
-SFE % ) e E 54 44 At:IE:::E NO DATA AVAILABLE
ot ~ 13 2 5 .
S8 5 97984, 9 9492'0F e
52 ’
o 0 0
2008 2010 2012 2014 2016 2018 2020 2022 2024 2026 2028 2030 — 0 omER w B/AA H/LX 0 AfPI Al MALE FEMALE <200% 200-399% 400%+
a—V/alUES Forecast B/~ SLACKATRICAN MERICAY AIPL = ASIAIPACIFLC SLANOSR RACE / ETHNICITY SEX FEDERAL POVERTY LEVEL



Presenter
Presentation Notes
Decrease drug overdose deaths – defined as number of age-adjusted drug poisoning deaths per 100,000 population.

Like most states, NC has seen a sharp increase in drug overdose deaths over the past 10 years. 

2018 – 20.4 deaths per 100,000 people. Target set at 18.0 (2016 level)

This has devastating impacts on individuals, families, and communities.

For years this issue has been seen as a problem mostly related to the white population, particularly white men – ignores high rates among American Indians. (See data on slide)

A new Trust for America’s Health report found that nationally, from 2018 to 2019, drug-induced deaths were up by 15% among Latinos and Blacks, 11% for American Indians and 10% for people of Asian descent. Among whites, the increase was 2%.

Some indications that there were greater increases during the pandemic, but data is not available yet.


Social & Economic Factors — Incarceration rate

Desired outcome: Dismantle
structural racism

Indicator definition: Incarceration in 341 150
North Carolina prisons per 100,000 Per1d0m e e
population.

- Incarceration rates across populations in North Carolina and distance to 2030 target
Incarceration rate
600
524 500 492 498 497 a7 -1 DDO
500 458 440 440 " g15¥
=
W00 s 222 11 S 900
300 383 378 376 375 339 T :
i z 800
= =
100 z B 700
' S § 649
2009 2010 2011 2012 2013 2014 2015 2016 2017 E = 6{}0
—ne —us S 2 CURRENT .
=
=g 20 341
Incarceration Rate 2030 Forecast = =2
= =2
450 425 422 411 o= . ‘-'1'00
=
350 526315 303 397 Lo E 300 [ 2090
300 o—— ,ZZ? 259 748 237 o 203
250 ——— 27? 215 500 105 = 200
200 = TARGET
= MO DATA AVAILABLE NO DATA AVAILABLE
150 1 GO 5G
o 150 Ol
50 0
0 W = WHITE 0= OTHER W B/AA H/LX o ASPL Al MALE FEMALE <200% 200-399% 400%+
200920102011 2012 2013 2014 20152016 2017 2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030 :II‘L;:::::::::L:::;M!RKAN :.:t[:,::r:::l::ﬁ:ﬂ;:::llublﬂ # Data from 2015 RACE ! ETHN[C]'Y SEK FEDERAL PO\I’ERT'( LEVEL
e—\/alues Forecast




Moving from Consensus on Indicators
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Health Behaviors — HIV diagnosis

Desired result: Improve sexual health

Indicator definition: Rate of new HIV 13.9 6.0
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Presenter
Presentation Notes
Selected two health indicators related to sexual health – first is HIV diagnosis

Most significant disparities of any health condition. 

2018 general population rate is 13.9 per 100,000 people, but Black/African American population is at 40.8 per 100,000 people and Hispanic 17.7.

These disparities are compounded for men who have sex with men, where we see 1,908 infections per 100,000 for Black/AA compared to 200 per 100,000 for whites. Hispanic 845 per 100,000.

Reports from the state epidemiology branch that rates increased during the pandemic as services were more limited.

We know the tools to fight this – include increasing access to pre-exposure prophylaxis and making testing easy, accessible, and routine


INDICATOR 14
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“We need to move away from the
‘You come to Me’ mentality and use
technology to improve communication.”

-NC SHIP Work Session fume 2020

Figure 23. HIV rate across populations in North Carolina and distance to 2030 target (2019)
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Figure 24. Estimated HIV Infection Rates among Newly Diagnosed Adult and Adolescent (13 years and older)

Gay and Bisexual Men and Other Men who have Sex with Men in North Carolina (2018)
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WHAT OTHER DATA DO WE NEED?

*  Availability of PrEP (pre-exposure prophylaxis) within community

+  Social media platforms used by the at-risk community

«  Community awareness of sexual health

»  Access to care for sexual health

Information about the data source can be found in Appendix C: NC Division of Public Health, Epidemiology Section

WHAT RESULT DO WE WANT?

All North Carolina residents experience sexual health with equitable access to

prevention, treatment, and management of sexually transmitted infections.

WHY IS THIS IMPORTANT?

HIV can cause lifelong physical and psychological consequences. When left untreated, HIV can also be transmitted to

sexual partners and unborn children. s p 76 revied

HOW ARE WE DOING?

The North Carolina HIV diagnosis rate was 13.9 per
100,000 people in 2018. Significant racial and gender
disparities exist, induding higher rates of diagnosis within
communities of color. For African American men and
women, HIV diagnosis was 68.7 cases per 100,000 and 15.9
cases per 100,000, respectively. Hispanics were diagnosed
at a rate of 17.7 cases per 100,000 people. The white
population was diagnosed at only 4.9 cases per 100,000
people. HIV diagnosis is significantly higher among men
who have sex with men and large disparities exist

WHAT WORKS?

*  Address systemic issues of provider discomfort
discussing HIV and sexual health especially with
young people and LGBTQ populations

* Allow pharmacists to provide post-exposure
prophylaxis

* Ensure availability of free condoms at health
departments and community-based organizations

= Ensure people who are diagnosed are linked with
appropriate care and receive behavioral interventions
and other supports to decrease risk of transmission

* Harm reduction, such as needle exchange programs,
housing programs

* Implement interventions that improve access to HIV
treatment

* Increase access to PrEP (pre-exposure prophylaxis) for
individuals at high risk for HIV transmission

* Increase education and access for formerly
incarcerated populations

* Increase Medicaid eligibility

*  Make testing easy, accessible, and routine

between African American, Hispanic, and white men within
this group as well. Men who have sex with other men are

155 times more likely to contract HIV than men who have

sex only with women. People with lower income, who lack

health insurance, sex workers, and incarcerated individuals
have higher rates of diagnosis and lack resources for
prevention and treatment of HIV. The 2030 goals for this
indicator are to reduce the rate of diagnosis to 6.0 cases per
100,000 people and reduce racial/ethnic disparities.

RNC 2030 pp. 7677, reviced

NC PARTNERS WHO CAN HELP US5:

* Duke PrEP Clinic For HIV Prevention Offers pre-
exposure prophylaxis (PrEP) to HIV-negative individuals
at risk for HIV infection who are interested in PrEP as
a means to prevent HIV https:/fwww.dukehealth.org/
locations/duke-prep-clinic-hiv-prevention

* Getting to Zero Mecklenburg County Goal is
ta reduce the number of new HIV infections, in
Mecklenburg County, by 75% in 5 years, and 90% in 10
years - hitps:/fwww.mecknc.gov/HealthDepartment/
GettingToZero/Pages/Home.asp

» Morth Carolina Harm Reduction Coalition (NCHRC)
Syringe Exchange Program Allows IV drug users to
exchange their used needles for clean needles, helping
to prevent transmission of bloodborne diseases like HIV-
http:/fwww.nchre.org/syringe-exchange/syringe-
exchange-2/

* Sexual Health Initiatives For Teens (SHIFT) NC
Working to improve adolescent and young adult sexual
health - https:/fwww.shiftnc.org/
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NCIOM and Healthy NC 2030: Awareness and Mobilization

Community, Resilience, and Hope:
Achieving Healthy NC 2030
Behavioral Health Goals

2021 VIRTUAL ANNUAL MEETING

OCTOBER 20, 2021
9:00AM - 1:00PM

Keynote speaker: Wizdom Powell, PhD, MPH, MS
Director of the Health Disparities Institute and Associate Professor of Psychiatry
University of Connecticut

@NCIOM

Overdose Deaths Excessive Drinking
Adverse Childhood Experiences  Tobacco Use
Access to Behavioral Healthcare  Suicide and Self-Harm
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Questions?

NCIOM Websites: NC DHHS Website:
Www:ﬂgﬁrend?crgjournal.com C}B%ﬁté//slégg/%%ﬁﬂg%hhsgo
NCIOM Contact:
s byd ebarale
Mydar'nc @nciom.org' NCDHH_S Contact.

%athy Dal(lf PhD, RN,
Kathy Colville, MSW, MSPH Hirecton sommunity
President/CEQO Program, NC DPH
Kathy_colville@nciom.org cathy.dail@dhhs.nc.gov
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