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5. Prioritized Health Needs 
 

 

 

Lung Disease  

National Perspective 

Lung disease is a broad category of 
conditions affecting the lungs 
including: asthma, bronchitis, Chronic 
Obstructive Pulmonary Disorder 
[COPD], emphysema and 
pneumonia.1 These diseases result in 
a significant negative impact to an 
individual in both quality of life and 
lives lost. According to the Centers 
for Disease Control and Prevention (CDC), chronic lower respiratory disease (CLRD) 
accounted for approximately 6% of all deaths and was the third leading cause of death 
in 2013 behind diseases of the heart and malignant neoplasms, respectively.2 

Lung disease also negatively impacts quality of life either through a single condition or a 
co-occurring condition. Approximately 9% of children under the age of 18 have asthma3 
and 13% of adults have asthma. Often times, lung diseases cause an inadequate supply 
of oxygen to be sent to other organ systems, thus creating a co-occurring condition, or 
comorbidity. For example, it is common for people with COPD to develop pulmonary 
hypertension and cor pulmonale (heart failure resulting from lung disease). Because of 

                                       
1 National Institutes of Health, https://www.nlm.nih.gov/medlineplus/ency/article/000066.htm  
2 Centers for Disease Control and Prevention, http://www.cdc.gov/nchs/data/hus/hus14.pdf#020  
3 Centers for Disease Control and Prevention, http://www.cdc.gov/nchs/data/hus/hus14.pdf#020 

Lung disease is a term that describes many different health conditions. 
In children, the most common occurrence of lung disease is asthma. 
While many forms of lung disease are genetic, tobacco use is an 
important risk factor to these serious conditions that can be addressed. 
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the severity of these conditions, it is important to understand what causes lung disease 
in an effort to prevent illness.  

Factors that cause lung disease range from causes that cannot be controlled, such as 
genetics, to those that can be modified, such as tobacco use. Occupational and 
environmental factors are also factors that contribute to lung disease, such as asthma. 
These include dust, mold and second- and third-hand smoke. While these can primarily 
be addressed through prevention efforts, tobacco use is the single most important 
and modifiable risk factor, especially because of the cost of tobacco-related disease. 

In the United States in 2009, lung diseases (excluding lung cancer) resulted in $117 
billion in direct costs, and $69 billion in indirect costs, making it the fifth most costly 
illness.4 The total cost of tobacco related disease is $300 billion a year.5 Tobacco is also 
impacting employers with an annual additional burden estimated at $5,800 by each 
tobacco user due to increased medical claims and lost productivity.6  

 

 

 

 

 

 

 

 

 

 

 

                                       
4 National Heart, Lung, and Blood Institute, 
http://www.nhlbi.nih.gov/about/documents/factbook/2009/chapter4#4_7  
5 Centers for Disease Control and Prevention,  
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/fast_facts/  
6 Berman, Micah; et al, “Estimating the cost of a smoking employee,” 
http://tobaccocontrol.bmj.com/content/early/2013/05/25/tobaccocontrol-2012-050888 
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Because of the high societal cost of tobacco use, the United States Department of 
Health and Human Services has placed tobacco use as a key priority within Healthy 
People 2020. Overall, Healthy People 2020 aims to reduce the use of both tobacco and 
smokeless tobacco products across all age ranges and through a wide-range of 
strategies. As the country works towards achieving these objectives, the OHC Region 
must also work collaboratively to improve the health of the area through targeted 
tobacco-prevention efforts.  

Justification for Health Issue 

Through the application of the Logic Model and associated priority ranking process 
described in the Methodology section, health issues were compared side-by-side. In the 
Springfield Community, Lung Disease was one of the prioritized health issues. This is 
the result of supporting evidence from secondary data, primary data from the hospitals, 
the feasibility to change the issue and the community readiness to change the issues.  

Secondary Data 

In the OHC Region, 23% of people smoke and 
21% smoke within the Springfield Community; 
rates that are higher than the national average of 
18% and well above the 12% goal of Healthy 
People 2020. In the Springfield Community, 
nearly 14% adults have asthma, which is higher 
than the national rate of 13%. Approximately 
52,000 children throughout the OHC Region have 
asthma. Additionally, 6% of the population is 
living with COPD. Lung cancer also occurs more 
commonly here than in the rest of the nation with 
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an incidence rate of 72 per 100,000 people compared to 65 per 100,000 people. The 
age-adjusted rate of death (per 100,000 people) due to lung disease across the nation 
is 43; yet, in the OHC Region it is 57, and within the Springfield Community it is 51. 

Primary Data 

Throughout the OHC Region, lung diseases 
account for 49% of all visits to the 
Emergency Department (ED) for health 
assessment issues. In the Springfield 
Community, 10% of all ED visits, and 18% 
of all pediatric ED visits are due to 
respiratory illness. Of the seven health 
issues evaluated in the health assessment, 
37% of all visits to the ED in the Springfield 
Community are due to respiratory illness.  

Overall, children between the ages 0-17 present to the ED with significantly more 
respiratory needs than adults, representing 77% of the visits. Also to note nearly 13% 
of all Medicaid visits are due to respiratory illness in the Springfield Community, which is 
higher than other payer types. Approximately 73% of patients that visit the Northern 
ED either have Medicaid or are uninsured, and 13% of all visits are due to respiratory 
illness (the rationale for separating the Northern ED for this assessment is discussed at 

length in the Methodology section of this 
report). This data reveals a relationship 
between poverty and increased visits due to 
respiratory illness. This relationship is 
significant when viewed in light of 2015 CDC 
findings that people living below the poverty 
level have a higher prevalence of smoking 
(26.3%) compared to people at or above 
this level (15.2%)7.  

What Can We Do? 

Although the evidence against tobacco use is strong, the OHC Region and the 
Springfield Community still face significant cultural and societal barriers to the reduction 
of tobacco use. Currently, Missouri has the lowest excise tax per pack of cigarettes in 

                                       
7 Centers for Disease Control and Prevention, 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6444a2.htm?s_cid=mm6444a2_w  
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the nation at 17 cents per pack—compared to New York’s at $4.35. A significant raise 
would motivate current smokers to quit and prevent kids from starting. Within the 
three-county Springfield Community, only two towns have smoke-free ordinances in 
place: Nixa and Springfield. Policy changes are needed at the city, county and state 
level to create sustainable benefits to the Springfield Community’s rates of lung disease 
and other chronic conditions.  

Several health and social service organizations in the Springfield Community recognize 
the deleterious effects of tobacco use. Many of these organizations have come together 
to address the issues. For example, the Healthy Living Alliance has placed a specific 
focus on improving systems around the reduction of tobacco use in the Springfield 
Community and surrounding area. Efforts include advocacy for smoke-free policy, 
support for businesses to adopt strong policies and practices to reduce tobacco use and 
promotion of tobacco cessation programs. These organizations must continue working 
together to make meaningful progress for community health. The Healthy Living 
Alliance engages community partners at both the executive level and at the program 
level to create positive change. Individuals, businesses, organizations, neighborhoods 
and community leaders are needed to create a culture that supports a healthy 
movement to reduce tobacco use. 

Future Economic and Society Impact 

The Springfield Community, along with the OHC Region, is faced with a compelling case 
of the health impacts to the community as a result of lung disease. There is clear 
evidence that changing one behavior, tobacco use, can spur meaningful change to 
prevent diminished of quality of life and loss of life. The failure to act impacts far more 
than just those with lung disease. It impacts everyone, especially businesses. According 
to the Bureau of Labor Statistics in 2014, the Springfield Community had a workforce of 
182,540.8 In 2013 the smoking rate for the Springfield Community was 21%. This 
means an estimated 38,333 people are employed and smoking. Based on the national 
figure of an annual expense to employers of $5,800, smoking is costing Springfield 
Community employers $222,331,400 each year. Changing the percent of people who 
smoke just 2%, which happened from 2011 to 2013, saves employers an estimated $44 
million. Making changes now not only helps reduce lung disease and death, it helps 
break the impact of the disease to future generations. 

 

                                       
8 Bureau of Labor Statistics, http://www.bls.gov/regions/mountain-plains/news-
release/countyemploymentandwages_missouri.htm  
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Cardiovascular Disease 

National Perspective 

Cardiovascular disease (CVD) is a 
disease of the heart and blood 
vessels. This includes conditions 
such as arrhythmias, congestive 
heart failure, hypertension, stroke 
and numerous other related 
conditions.9 CVD is the leading 
cause of death in the United States 
and is responsible for approximately 
24% of all deaths.  

Key risk factors for developing CVD include preexisting health conditions (high blood 
pressure, high cholesterol and diabetes), unhealthy lifestyles (poor diet, physical 
inactivity, obesity, alcohol abuse and tobacco use) and a family history of CVD.10 Three 
key risk factors: high blood pressure, high cholesterol and smoking, are present in 
nearly half (47%) of Americans11. High blood pressure, or hypertension, occurs when 
the force in the blood vessels is too high. Approximately, one in three adults has 
hypertension, and 48% have hypertension that is not controlled12 . It is often known as 
the “silent killer” because many people are not aware of their elevated blood pressure 
until they have a more serious health issue, such as a heart attack. Likewise, there are 
no signs or symptoms of high cholesterol and it must be measured by a simple blood 
test. Approximately 39% of U.S. residents have elevated cholesterol levels. This occurs 
when cholesterol, a waxy-substance made by the liver and found in certain foods, 
builds up in the walls of the arteries. The buildup of cholesterol can narrow arteries and 
restrict blood flow to the heart, brain, and other areas of the body. If a clot forms, 

                                       
9 National Institutes of Health, https://www.nlm.nih.gov/medlineplus/heartdiseases.html  
10 Centers for Disease Control and Prevention, http://www.cdc.gov/heartdisease/risk_factors.htm  
11 National Center for Health Statistics, www.cdc.gov/nchs/data/databriefs/db103.pdf  
12 National Center for Health Statistics, www.cdc.gov/nchs/data/databriefs/db133.pdf  

Cardiovascular disease is the leading cause of death for both men and 
women in the United States. It can be caused by and leads to many other 
serious health conditions. Lifestyle changes can make a huge impact in 
improving heart health and leading to a better quality of life. 
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blood flow can stop which may cause a heart attack or stroke.13 Both hypertension and 
high cholesterol largely result from unhealthy lifestyles such as a poor diet high in salt, 
sugar and unhealthy fats and a lack of physical activity. Additionally, a clot is more likely 
to develop with smoking tobacco. Smoking raises triglycerides (a type of fat in blood) 
and increases the buildup of plaque causing blood vessels to thicken and reduce blood 
flow.  

Yet, the smoker is not the only person with an increased risk of developing heart 
disease. Breathing second-hand smoke increases a nonsmoker’s risk of developing 
coronary heart disease by 25—30%14. Nearly 34,000 nonsmokers die each year from 
coronary heart disease as a result of breathing second-hand smoke. It also increased 
the risk for stroke by 20—30 %. Approximately 8,000 nonsmokers die each year from 
stroke caused by breathing in cigarette smoke15. 

CVD has negative implications that extend beyond the individual and impact the 
community at-large. In 2009, the total costs of CVD were $324.1 billion in direct costs 
and an additional $179.1 billion in indirect costs. With more than $503 billion in total 
cost, CVD is the most costly disease in the U.S., and represents 16% of total disease 
impact.16 Annual direct medical costs due to CVD are expected to exceed $818 billion by 
2030.17 One of the most impactful risk factors to CVD is obesity. 

Obesity alone contributes to various other diseases and has a significant impact on the 
quality of life and the U.S. economy. In 2008, the medical costs of obesity were 
estimated to be $147 billon, with an additional cost in lost productivity due to obesity-
related absenteeism of more than $3 billon.18 According to CDC, medical costs for an 
obese individual are approximately $1,429 more than those for a person of normal 
weight19. These costs are associated with direct medical costs, the contribution of 
obesity to the development of chronic conditions, lack of productivity at work,20 
                                       
13 Mayo Clinic, http://www.mayoclinic.org/diseases-conditions/high-blood-cholesterol/symptoms-
causes/dxc-20181874  
14 Institute of Medicine, 
http://www.nationalacademies.org/hmd/~/media/Files/Report%20Files/2009/Secondhand-Smoke-
Exposure-and-Cardiovascular-Effects-Making-Sense-of-the-
Evidence/Secondhand%20Smoke%20%20Report%20Brief%203.pdf  
15 U.S. Department of Health and Senior Services, http://www.surgeongeneral.gov/library/reports/50-
years-of-progress/  
16 National Institutes of Health, http://www.nhlbi.nih.gov/about/documents/factbook/2009/chapter4#4_7  
17 American Heart Association, 
http://circ.ahajournals.org/content/early/2013/12/18/01.cir.0000441139.02102.80.full.pdf  
18 Centers for Disease Control and Prevention, http://www.cdc.gov/obesity/adult/causes.html  
19 Centers for Disease Control and Prevention, http://www.cdc.gov/VitalSigns/pdf/2010-08-vitalsigns.pdf 
20 Lloyd-Jones D; et al, American Heart Association Statistical Update – “Heart disease and stroke 
statistics—2010 update,” https://circ.ahajournals.org/content/121/7/e46.full.pdf+html  
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worker’s compensation21 and absenteeism.22 

Justification for Health Issue 

Through the application of the Logic Model and associated priority ranking process, 
described in the Methodology section, health issues were compared side-by-side. In the 
Springfield Community, Cardiovascular Disease was one of the prioritized health issues. 
This is the result of supporting evidence from secondary data, primary data from the 
hospitals, the feasibility to change the issue and the community readiness to change 
the issues.  

Secondary Data 

In both the OHC Region (220.91) and the Springfield Community (197.39), the rate of 
death due to coronary heart disease per 100,000 is higher than U.S. (184.55). Both 
within the OHC Region and the Springfield Community this is the leading cause of 
death. Additionally, in both the OHC Region (47.55) and the Springfield Community 
(44.78), the rate of death due stroke per 100,000 is higher than the U.S. (40.39). The 
rate of death due to coronary heart disease and stroke combined is 40% higher than 
that of cancer, the second leading cause of death in the Springfield Community. Also in 
the OHC Region, 5.8% of people have coronary heart disease or angina, which is also 
higher than that of the Springfield Community (4.13%) and the U.S. (4.40%). Overall, 
the Springfield Community outperforms or is similar to the OHC Region and the nation 
on several risk-factor indicators. The graphs below show how the Springfield 
Community compares to the OHC Region and the nation for blood pressure, cholesterol 
levels, obesity and tobacco use. The ranking revealed that heart disease morbidity and 
mortality for the Springfield Community was more favorable than the country. Yet, the 
primary data, community readiness and feasibility to change indicated there are specific 
populations suffering from heart disease and the Springfield Community is ready to 
tackle the issue. The following sections discuss these findings. 

                                       
21 Ostbye T; Dement JM; Krause KM, “Obesity and workers’ compensation: results from the Duke Health 
and Safety Surveillance System,” http://www.ncbi.nlm.nih.gov/pubmed/17452538  
22 Cawley J; Rizzo JA; Haas K, Journal of Occupational and Environmental Medicine – “Occupation-specific 
absenteeism costs associated with obesity and morbid obesity,” 
http://www.ncbi.nlm.nih.gov/pubmed/18231079  
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Primary Data 

In the Springfield Community, CVD accounts for 24% of ED visits due to the 
Assessment Health Issues (AHI). This is the second highest behind lung disease (37%). 
As the graph below indicates, the frequency of visits to the ED for cardiovascular 
disease increases as age increases.  

 

Also, variations are seen among various 
payer types. CVD is highest among those 
with Medicare (33.4%), followed by patients 
with commercial insurance (16.7%), those 
without health insurance (9.4%), and 
patients with Medicaid (7.0%) (see graph at 
right). This is consistent with the finding that 
visits due to CVD increase with age. 
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Finally, the primary data reveals that 
over 33% of patients with a secondary 
diagnosis of mental illness have a 
primary diagnosis related to the 
cardiovascular system. This finding is 
noteworthy because it illustrates the 
common correlation between CVD and 
mental illness. Individuals with mental 
illness, such as depression, are more 
likely to have CVD and those with 
CVD, among other chronic diseases, 
are also more likely to suffer from 
depression.23 In one study, depression 

was associated with a 31% higher rate for cardiovascular events.24 This is largely 
explained by unhealthy behavior choices, including lack of physical activity, poor diet, 
smoking and alcohol abuse.25  

What can we do 

The OHC ranking method evaluated feasibility to change and community readiness. The 
Springfield Community received a score of three for feasibility to change and four for 
community readiness. This expresses the Springfield Community’s view that CVD is a 
multi-faceted issue for which much can be done at the local level. There are already 
strong efforts underway in the Springfield Community to improve CVD, both through 
partnership and organizations. A large portion of the collaborative efforts that address 
risk factors associated with CVD are associated with the Healthy Living Alliance. While 
much has been done within the Springfield Community to improve systems around risk 
factors for CVD, such as Springfield’s adoption of Complete Streets and Springfield and 
Nixa adopting smoke-free ordinances, there are still many steps that can be taken 
throughout the Springfield Community, from city and county policy to changes made 
within businesses and neighborhoods throughout towns in the Springfield Community.  

                                       
23 National Institutes of Health, http://www.nimh.nih.gov/health/publications/chronic-illness-mental-
health-2015/index.shtml  
24 Hamer, Mark; Molloy, Gerard J.; Stamatakis, Emmanuel, Journal of the American College of Cardiology 
– “Psychological Distress as a Risk Factor for Cardiovascular Events,” 
http://content.onlinejacc.org/article.aspx?articleid=1188066  
25 Whooley, Mary A.; et al, The Journal of the American Medical Association – “Depressive Symptoms, 
Health Behaviors, and Risk of Cardiovascular Events in Patients With Coronary Heart Disease,” 
http://jama.jamanetwork.com/article.aspx?articleid=182968 
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Future Economic and Societal Impact 

As the leading cause of death and the highest medical cost to society, effective 
prevention strategies are needed to reduce the increasing burden of CVD on the 
society, specifically as it relates to obesity. In the OHC Region, 31.81% of adults age 20 
and over self-report that they are obese (body mass index >30). Basing estimates on 
the cost to employers for obesity at $1,429, an estimated $766 million of medical costs 
fall on the OHC Region due to obesity. In the Springfield Community, these costs are 
$123 million per year. According to a recent study conducted by the Robert Wood 
Johnson Foundation (RWJF), obesity rates for adults are expected to climb over the 
next 20 years such that more than 60% of people could be obese in 13 states by 
203026. The OHC Region is included in these 13 states. Thus, action must be taken to 
reduce obesity rates to lower costs associated to CVD.  

 

 

  

                                       
26 Levi, Jeffrey; et al, Robert Wood Johnson Foundation – “F as in Fat: How Obesity Threatens America’s 
Future,” http://www.rwjf.org/content/dam/farm/reports/reports/2012/rwjf401318  
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Mental Health 

National Perspective 

According to the U.S. Department of 
Health and Human Services (HHS), 
mental health may be defined as a 
state of well-being in which the 
individual realizes his or her own 
abilities, can cope with the normal 
stresses of life, can work 
productively and fruitfully, and is 
able to make a contribution to his or 
her community. Oppositely, mental illness, which also is described by DHSS as all 
diagnosable mental disorders or health conditions that are characterized by alterations 
in thinking, mood, or behavior (or some combination thereof) associated with distress 
and/or impaired functioning.27 

Often used interchangeably with mental health, behavioral health may be described as 
a subspecialty that studies the reciprocal relationship between overall well-being of the 
person and human behavior.28 The Substance Abuse and Mental Health Services 
Administration describes behavioral health as promoting mental health, resilience and 
well-being; the prevention of mental health and substance abuse disorders; and the 
support of those who are in recovery from their conditions.29 The relationship between 
mental health and behavioral health needs to be considered and evaluated as a part of 
the overall solution to the challenges related to improving overall community mental 
health.  

                                       
27 U.S. Department of Health and Human Services – “Mental Health: A Report of the Surgeon General,” 
https://profiles.nlm.nih.gov/ps/access/NNBBHS.pdf  
28 Psychology Dictionary, http://psychologydictionary.org/behavioral-health/  
29 Substance Abuse and Mental Health Services Administration, http://www.samhsa.gov/health-care-
health-systems-integration  

Mental health is powerfully connected to who gets sick and who stays 
well. It has a tremendous impact on both individuals and families. Failure 
to adequately address mental health needs results in enormous human, 
social and financial costs.  
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Deconstructing the challenges that face our nation—as well as the Springfield 
Community—reveal problems that complicate addressing 
the mental health hurdles faced by many. It is impossible 
to separate mental and behavioral health from other 
health conditions, as the mind and body are physically 
connected and cannot operate independently. Physical 
illness such as chronic disease has been linked with 
mental and behavioral health diagnoses and can work 
interchangeably to exacerbate either condition. As stated 
by DHSS, it is estimated that only 17% of US adults are 
considered to be in a state of optimal mental health30. 

Conversely, 83% of US adults exist in a state that is less than optimal related to their 
mental health.  

Another complexity lies in the fact that access to mental health services is limited. Even 
when services are accessible, often times they are pricey. Mental Health Professional 
Shortage Areas demonstrate the great lack of access that exists throughout our nation. 
It is estimated that 89.3 million Americans live in one of those shortage areas.31 Where 
there is access, mental health treatment services are often perceived to be high cost 
and therefore a barrier to access. Kaiser Family Foundation research indicates that 45% 
of people not receiving mental health treatment services list cost as a barrier. Each of 
the challenges discussed complicates the layers of complexity involved with 
understanding mental health as a health concern for individuals and a public health 
threat for our communities and nation. 

Justification for Health Issue 

Through the application of the Logic Model and associated priority ranking process, 
described in the Methodology section, health issues were compared side-by-side. In the 
Springfield Community, Mental and Behavioral Health was one of the prioritized health 
issues. This is the result of supporting evidence from secondary data, primary data from 
the hospitals, the feasibility to change the issue and the community readiness to 
change the issues.  

                                       
30 Centers for Disease Control and Prevention, http://www.cdc.gov/mentalhealth/basics.htm  
31 Kliff, Sarah, Washington Post – “Seven facts about America’s mental health-care system,” 
https://www.washingtonpost.com/news/wonk/wp/2012/12/17/seven-facts-about-americas-mental-
health-care-system/ 
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Developmental Disabilities 

Developmental disabilities affect 
approximately 15% of children 
between the ages of 3 and 17 years. 
Developmental disorders can include: 

• ADHD 
• Autism spectrum disorder 
• Cerebral palsy 
• Hearing loss 
• Intellectual disability 
• Learning disabilities 
• Other developmental delays32 

Substance Abuse 

It is estimated that 18% of Americans 
over the age of 18 have experienced a 
mental illness and in the past year 
more than 8% of people have 
experienced a substance abuse 
disorder. SAMHSA states that 
substance abuse disorders occur when 
the recurrent use of alcohol and/or 
drugs causes clinically significant 
impairment, including health problems, 
disability, and failure to meet major 
responsibilities at work, school, or home.33 

Prescription drug misuse is a growing trend throughout the country, and the OHC 
Region has not escaped that trend. This trend is likely due to increasing ease of access 
and misperceptions about safety of using these drugs. Opioid drug sales have increased 
four-fold from 1999 through 2010. During that same time, overdose deaths and 
substance abuse treatment admissions have increased six-fold.34 Health systems in the 
OHC Region have experienced a similar trend and have treated many patients with 
                                       
32 Centers for Disease Control and Prevention, 
http://www.cdc.gov/ncbddd/developmentaldisabilities/facts.html  
33 Substance Abuse and Mental Health Services Administration, http://www.samhsa.gov/disorders  
34 Substance Abuse and Mental Health Services Administration, http://www.samhsa.gov/prescription-
drug-misuse-abuse  

By treating the rest in the least-
restrictive settings possible, the 
thinking went, we would protect the 
civil liberties of the mentally ill and 
hasten their recoveries. Surely 
community life was better for mental 
health than a cold, unfeeling 
institution. 

But in the decades since, the sickest 
patients have begun turning up in 
jails and homeless shelters with a 
frequency that mirrors that of the 
late 1800s. “We’re protecting civil 
liberties at the expense of health and 
safety,” says Doris A. Fuller, the 
executive director of the Treatment 
Advocacy Center, a nonprofit group 
that lobbies for broader involuntary 
commitment standards. 
“Deinstitutionalization has gone way 
too far.” 

(Seven Facts about America's Mental 
Health System--Washington Post 2012) 
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these types of disorders. More information is needed to fully understand the impact of 
this trend on our population. Also needed are resources available to treat addiction and 
the outcomes associated with it in order to appropriately address the situation and 
reverse this trend. 

Secondary Data 

This assessment provides a limited amount of data related to mental health and mental 
illness in the Springfield Community. 

The data for prevalence was obtained from Medicare fee-for-service population with 
depression. The data for mortality was from suicide rates, and the source of data was 
Centers for Disease Control and Prevention, National Vital Statistics System. 

 

Primary Data 

Of the top six priority health concerns identified for the Springfield Community, mental 
illness ranked third (nearly 20% of visits) in the amount of emergency department (ED) 
visits associated with this issue. It is also a common secondary diagnosis for ED visits.  

This assessment process has revealed a number of limiting factors to truly 
understanding the mental health challenges in the Springfield Community. For example, 
a striking discussion among healthcare provider partners early in the data collection 
process determined that the path forward to assess data revealed discrepancies in data 
collection and tracking methods among providers. This is not unique to the OHC 
Region. Evaluation of mental and behavioral health needs in provider settings varies 
greatly according to the facility and the individual providing care. The participating 
healthcare providers were able to determine a data set related to ED use that provides 
some basis for evaluating the documented need for the purpose of this assessment. 
This data showed ED visits were due to the following: 
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What Can We Do? 

As mentioned previously, the data that was assessed and discussed for the purposes of 
this assessment is specific to the emergency department from the healthcare providers 
in the Springfield Community. But more information is needed to truly understand and 
determine a path forward to adequately address the mental/behavioral health needs in 
our Community. Information needed would include: 

• Mental/behavioral service providers 
• Affordability of mental health services 
• Ease of access/barriers to mental/behavioral health services 
• Diagnosis rates of mental/behavioral health conditions in the community 
• Unmet need of mental/behavioral health concerns 
• Costs of mental/behavioral health treatment in the community 
• Outcomes of interventions utilized to treat mental/behavioral illness in the 

community 
• Strengths and gaps in mental health services in community35 
• Societal/community costs incurred by not treating mental health properly 

Stigma associated with the diagnosis and care of being treated for mental and 
behavioral health concerns creates additional barriers for people accessing care. 
Individual concern for the perceptions associated with personally seeking care along 

                                       
35 National Consumer Supporter Technical Assistance, 
http://www.ncstac.org/content/materials/CommunityNeedsAssessment.pdf  
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with institutional sensitivity to offering and encouraging individuals to seek care 
permeates this issue and affects actions that can be taken to overcome mental illness. 
As this issue is explored, the public health and health care communities can assist 
mental health providers by assisting with overcoming the perceptions and stigma 
associated. 

Future Economic and Society Impact 

While untreated mental and behavioral health conditions take a significant toll on 
individuals and their families, there is growing recognition that they also can carry a 
significant economic and societal burden as well. A 2008 study published in the 
American Journal of Psychiatry found that Serious Mental Illnesses (SMIs), which impact 
6% of American adults, cost our society $193.2 billion dollars in lost earnings 
annually.36 

Lost earnings only scratch the surface of the total costs, however. It is possible to get 
some sense of the direct costs associated with untreated SMIs. In the same study, 
associated medical costs and disability benefits totaled $124.4 billion dollars. What is 
difficult to quantify though, is the indirect costs associated with these conditions. These 
costs can include reduced educational attainment, a diminished labor pool and greater 
demand on the criminal justice and social welfare systems. It is estimated that 22% of 
those in jail have been diagnosed with a mental illness as have one third of homeless 
adults.37 

Evaluation Plan 

The plan for evaluating how health outcomes identified in this report are impacted over 
time will be included in our forthcoming Community Health Improvement Plan, which 
will also contain a plan of action for addressing the issues discussed above. 
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