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Section I: 

Introduction and Mission Review
Beginning Reflection: Let us come together with a variety of ideas and perspectives and talents  
special to each. Together, however, we blend our creative energies for the success of the  
healing ministry of Trinity Health. As we gather, let the words we speak and the words we hear  
be marked by honesty and respect for each other, care for those we serve and our common  
commitment to the Mission of Trinity Health.

The 2012 Community Health Needs Assessment (CHNA) 
represents a continuation of the 2009 collaborative effort 
by Mercy Health Partners and other stakeholder groups 
to identify significant health issues in Muskegon, Oceana 
and Newaygo Counties. The current CHNA process 
was initiated in January 2012 and concluded in June 
2012. This process is an extension of a previous Needs 
Assessment, developed and published in 2009. 

Partner organizations who participated include the 
Muskegon Community Health Project Advisory Board, 
United Way of the Lakeshore, Muskegon County Public 
Health, District Health Department #10, Lakeshore 
Health Network, Westshore Pharmacy, Mercy VNS & 
Harbor Hospice, Community Mental Health Services of 
Muskegon County, West Michigan Community Mental 
Health System, Hackley Community Care Center 
(FQHC), Muskegon Family Care (FQHC), Community 
Acton Line of the Lakeshore (CALL 2-1-1), Muskegon 
Area Intermediate School District, Grand Valley State 
University, United Way of Mason County, Child Abuse 
Council of Muskegon County, and Padnos Aluminum. 

The 2012 Community Health Needs Assessment incorpo-
rates process requirements detailed in the 2010 Federal 
Patient Protection and Affordable Care Act. Priority 
issues that emerged have been ranked and will now be 
used in the development of a forthcoming implementa-
tion plan. This implementation plan will be used to guide 
Mercy Health Partners’s Community Benefit program-
ming and activities for the next three years. 

It was the goal of the partners to produce a current 
profile of health status, wellness, health delivery and 
public-sourced opinions about health in Muskegon, 
Oceana and Newaygo Counties. The process used a 
compilation of the most recent local-, state- and federal-

sourced data, as well as the opinions and concerns 
articulated by community residents through surveys, 
community forums, focus groups and focused interviews.

At its most basic level, a community needs assessment 
of this type is a valuable tool for planning. The 
information presented here will be used to help Mercy 
Health Partners, and other health and human service 
organizations, identify and prioritize problems for 
developing and implementing action plans. We all can 
then work from comparable information platforms to 
strategically align the necessary resources required to 
improve community health, improve access to care and 
reduce health disparities. At a time when resources are 
limited and community need is growing significantly, we 
are challenged to ensure that we steward our resources 
so we can provide the greatest benefit to all citizens, 
in the most cost-effective manner possible. This is in 
keeping with the Mission of Mercy Health Partners as a 
member of the Trinity Health System:

We serve together in Mercy Health Partners,  
in the spirit of the Gospel,  
to heal the body, mind and spirit,  
to improve the health of our communities  
and to steward the resources entrusted to us.

This report contains both quantitative and qualitative 
data sources, along with significant stakeholder and 
public input. This information will not only help us to 
direct resources to build solutions, but will also help us 
to benchmark our successes. Data and public opinion 
can be used in a variety of ways to improve community 
health, including development of new local programs, 
collaborative efforts among stakeholders to seek unified 
solutions, and new services and assistance to funders 
who must make strategic investment decisions.

In the upcoming months, the health issues and 
priorities identified in the CHNA report will be 
reviewed and incorporated into a new action plan that 
will be used by Mercy Health Partners and others 
to target activities for action during the next three 
years. Thus, this Community Health Needs Assessment 

The 2012 Community Health Needs  
Assessment incorporates process  
requirements detailed in the 2010 Federal 
Patient Protection and Affordable Care Act. 
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should not be viewed as a static document, but, rather, 
as a dynamic roadmap that will improve the health and 
well-being of residents along the West Michigan lakeshore. 
To comply with the requirements of the Federal Patient 
Protection and Affordable Care Act and to ensure the 
vitality of this study, we will be repeating the process again 
in 2016. Finally, we are deeply indebted and grateful to all 
who participated in this uniquely inclusive process. 

Mercy Health Partners’ Facilities and Assets

Mercy Health Partners is the result of Hackley Health 
System and Mercy General Health Partners joining forces 
to better serve the lakeshore communities. The organization 
was formed on April 2, 2008, in Muskegon. Today, Mercy 
Health Partners is a teaching hospital and the second largest 
health care organization in West Michigan. The system 
is the largest employer in Muskegon County, employing 
more than 4,000 associates. Mercy Health Partners has five 
main locations, including four hospitals, with some 21,000 
inpatient discharges and 137,000 emergency/urgent care 
visits annually. Mercy Health Partners is a unified system 
serving Muskegon and Oceana Counties and portions 
of Newaygo and North Ottawa Counties. Mercy Health 
Partners maintains the WellCentive patient registry, which 
contains medical information for 95% of the patients in 
Muskegon and Oceana Counties. The organization employs 
over 400 physicians and offers a number of exclusive 
specialty physician care services for the region. 

•	 Mercy Campus, 1500 E. Sherman Boulevard, 
Muskegon, MI — a 196-bed, full-service hospital in 
southeast City of Muskegon. Mercy is one of Mercy 
Health Partners’ four hospitals along the West Michigan 
Lakeshore. 

•	 Hackley Campus, 1700 Clinton Street, Muskegon, 
MI — a 213-bed, full-service hospital in central City of 
Muskegon.

•	 Lakeshore Campus, 72 State Street, Shelby, MI —  
a 24-bed critical care hospital in rural Oceana County.

•	 Lakes Village, 6401 Prairie Street, Muskegon, MI — 
an urgent care facility with physician specialty offices, 
located in City of Norton Shores, in southern Muskegon 
County.

•	 General Campus, 1700 Oak Avenue, Muskegon, MI — 
a 25-bed critical care hospital and urgent care facility in 
Muskegon Township, in eastern Muskegon County.

•	 Lakeshore Medical Center, 905 E. Colby Street, 
Whitehall, MI — an urgent care facility in northern 
Muskegon County.

•	 Johnson Family Cancer Center, located on the 
Mercy Campus.

•	 Network of 10 laboratories — eight locations in 
the greater Muskegon area of Muskegon County, one in 
Whitehall and one in Shelby, MI.

•	 Mercy VNS & Hospice Services (part of Trinity Home 
Health Services), 888 Terrace Street, Muskegon, MI.

•	 Owned Physician Practices and Outpatient 
Departments — 400 primary care and specialty 
physicians.

•	 Workplace Health Muskegon, Whitehall, and 
Grand Rapids — provides occupational health services 
to area employers.

Mercy Health Partners’ Subsidiaries

•	 Hackley Professional Center, located on the Hackley 
Campus — a professional office building lease 
management company.

•	 Hackley Professional Condos Co-Owners Association —  
a management company for Hackley Professional Center.

•	 Lakeshore Health Network, 1560 E. Sherman Boulevard, 
Muskegon, MI — a physicians’ health organization.

•	 Healthcare Equipment, 1675 Leahy Street, Muskegon, 
MI — providing home medical equipment with timely 
response, technical support and quality products.

•	 Health Management, 1212 E. Sherman Boulevard, 
Muskegon, MI — a weight loss and nutrition company 
that sells products and offers medically supervised 
programs.

•	 Life Counseling, 125 E. Southern Boulevard, Muskegon, 
MI — an accredited behavioral and mental health 
counseling practice. 

•	 Muskegon Community Health Project, 565 W. Western 
Avenue, Muskegon — a non-profit company that provides 
community benefit services for Mercy Health Partners.

•	 Pharmacies — five locations in City of Muskegon, Norton 
Shores, and Egelston Township.

•	 Professional Med Team Ambulance, Inc., 965 Fork Street, 
Muskegon.

•	 West Shore Professional Building, 1560 E. Sherman 
Boulevard — a professional office building, located on the 
Mercy Campus.

•	 Westshore Condo Association — provides business man-
agement services for West Shore Professional Building. 

•	 Workplace Health of Grand Haven, 923 S. Beechtree 
Street, Grand Haven, MI — an occupational clinic, owned 
jointly with North Ottawa Community Hospital.
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Section II: 

Looking Back at the 2009  
Community Needs Assessment:  
A Progress Report

Key health issues cited in the 2009 Community Health 
Needs Assessment included:

Leading Health Conditions and Concerns

Alcohol abuse	 High blood pressure

Arthritis	 High cholesterol

Asthma	O besity

Depression	 Pain

Diabetes	T obacco use

Other Key Issues

Lack of health insurance

Health education and public motivation

Provider awareness of health care services

Health disparities of dental and other services

Use of the Emergency Room (ER) for  
primary care and addressing medical debt  
among low-income families

A unified health care system

These issues provided a baseline for the 2012 Community 
Health Needs Assessment, while also reflecting accomplish-
ments and progress since 2009.

Lack of Health Insurance

The Muskegon Community Health Project (MCHP) 
conducts broad-based outreach activities, together 
with many agencies and other community partners. A 
single client intake application, initiated by MCHP and 
implemented throughout the Mercy Health Partners 
System for eligibility in a broad range of community 

programs, including financial assistance, medical 
coverage, pharmaceutical assistance, vision and hearing 
services, and food stamps, as well as a variety of disease 
management and prevention programs, has improved 
screening and increased enrollment in the Medicaid, 
MIChild, Access Health community coverage program, 
and Muskegon Care coverage for indigent residents. 
New MCHP pilot programs, the Muskegon Area 
Pregnancy Pathways and Muskegon Tract, enhance 
coordination between clinical care and community 
resources for at-risk and chronic disease patients. 

Statistically, the lack of health insurance has increased 
due to the economy. However, several new programs 
have emerged to assist. These exemplary programs 
include Mercy/MCHP initiatives; such as the “Wheels 
of Mercy” mobile unit that has visited up to 60 locations 
per season since 2010, reaching those in need with 
information, referral and enrollment services. Another 
program is the Pharmaceutical Assistance Program, 
which enrolls uninsured people in local and employers’ 
patient assistance programs and provides funding 
for needed medications during enrollment waiting 
periods. Access Clinics have been offered by MCHP 

These issues provided a baseline for the  
2012 Community Health Needs Assessment, 
while also reflecting accomplishments  
and progress since 2009. 
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since 2011 at various locations in Muskegon and Oceana 
Counties, offering information, screening and enrollment 
services. An Oceana County Medical Fund was established 
and supported by local physicians, grants and donations, 
available to inpatients and ER patients identified as having 
need of medical assistance. Mercy’s Lakeshore Campus now 
works with the migrant clinic, Northwest Health Services, 
now a Federally Qualified Health Center (FQHC), for 
referral of low-income, uninsured clinic patients for help with 
pharmaceutical assistance, lab work and medical debt.

Leading Health Conditions

Data on leading health conditions has not improved 
significantly, relative to other Michigan counties. Indicators 
show little to no gain in efforts to improve care to people with 
diabetes. There has been slight improvement in self-reported 
excessive weight data since 2009; however, all three counties 
(Muskegon, Newaygo, and Oceana) have seen an alarming 
rise of over 50% in obesity. Muskegon County has had a 
slight decrease in self-reported diabetes, but both Oceana 
and Newaygo have experienced huge increases. Muskegon 
County reports asthma has dropped slightly, but Oceana and 
Newaygo rates have increased 20% and 30%, respectively. 

High blood pressure, high cholesterol, arthritis, access 
to dental care, chronic pain and depression continue to 
be significant health problems reported by 2012 CHNA 
survey respondents. Mercy established a pain management 
program in 2011 at the Hackley Pain Center. At the 
beginning of 2012, a 24/7 inpatient pain consultation service 
was established. Although the FQHCs have a depression 
collaborative for their patients, access to mental health 
services by low-income, uninsured, non-Medicaid/Medicare 
patients continues to be a community challenge. It is 
noteworthy that a public-funded, 3-year suicide prevention 
plan for Oceana and Mason Counties utilizes volunteers 
who have trained over 400 people on suicide prevention 
intervention techniques, as well as published public 
awareness materials. 

 

Lakeshore Health Network and Mercy’s Primary Care 
Network have been engaged in activities aimed at improving 
the care of people with diabetes. The community-wide 
patient registry and financial incentives are used to achieve 
optimal glucose control, blood pressure levels, cholesterol 
management and screening for kidney and eye complications.

Mercy Health Partners, Lakeshore Health Network, and 
the two FQHCs have begun deploying health navigators 
and community health workers in their practices, and 
subsidiary organizations, to help coordinate clinical health 
care with community support services and facilitate access 
to all health-related resources. Transition of care is a Mercy 
priority for major clinical integration, using the chronic care 
model, Patient-Centered Medical Home, and Accountable 
Care Organization concepts to advance the objective. Also 
implemented was an inpatient program to identify high-risk 
patients and coordinate effective transitions to medical homes.

Health Education and Public Motivation to 
Address the Greatest Health Concerns

With the launch of the “1 in 21” group in 2011, many 
segments of the Muskegon community are working together 
to address the social and behavioral factors contributing 
to Muskegon County’s poor health status. The goal is to 
make Muskegon County number one in the County Health 
Rankings by 2021. Preventive and disease management 
programs are now tracking clinical outcomes for nearly all 
patients in Muskegon and Oceana Counties, using Mercy 
Health Partners’ patient registry. In addition, 75% of the 
primary care providers are now designated as Patient-
Centered Medical Homes, which focus on motivation, 
patient responsibility, self-management and health coaching.

Muskegon County joined the majority of Michigan counties 
in 2010 in becoming smoke free in all public buildings, 
bars, and restaurants. Area schools are actively reviewing 
their dietary offerings and vending machine contents. 
Area employers are promoting wellness programs to their 
workers, and health insurance programs are offering healthy 
living incentives.

Provider Awareness of Health Care Services 

A number of initiatives are aimed at improving overall 
awareness of existing health and human resources among 
providers, as well as the general public.

The Community Access Line of the Lakeshore CALL 
2-1-1 expanded from 5 counties in 2009 to 14 counties, 
and has significantly increased in use and referral content. 
CALL 2-1-1 has been widely promoted by Mercy Health 
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Partners, Lakeshore Health Network and United Way of 
the Lakeshore. In conjunction with CALL 2-1-1, Lakeshore 
Health Network holds an annual “Managed Services 
Organization Expo,” where the most frequently requested 
health and human service providers set up informational 
booths. Health care professionals are asked to visit all 
providers to learn about the services available to their 
patients and how to refer them.  

In 2010, Lakeshore Health Network convened the Oceana 
County Healthcare Needs and Outreach Services Commit-
tee. This group of about 20 health and human services pro-
viders meets monthly to identify and address unmet needs 
and has been instrumental in developing additional specialty 
care services—enrolling low-income residents and patients, 
who have outstanding medical debt, into financial assistance 
programs; providing transportation for dialysis patients; 
translating materials for Spanish-speaking patients; provid-
ing interpreting services; setting up information awareness 
events; and promoting of preventive and wellness programs.

Health Disparities

The merger of the Mercy and Hackley systems has allowed 
unified action to identify the race, ethnicity and primary 
language of all admitted patients. By obtaining this data in 
a reliable way, the health system has been able to identify 
health disparities. Internally, the hospital system has used 
grant proceeds to analyze the levels and effectiveness of its 
language services, as well as to assess the quality of clinical 
care delivered to minority patients. 

With a 2009 grant from the Michigan Department of 
Community Health, the Muskegon Community Health 
Project convened the Muskegon-Oceana County Health 
Disparities Reduction Coalition to examine health and 
community data for indications of disparity in health 
care, to raise public awareness of existing disparity, and 
to recommend strategies to address any disparity. The 
Coalition launched an informational website; began a public 
awareness media campaign; and is publishing data indicators 
of health disparity, a Health Disparity Report Card, and 
an update of the 2002 report to the community, entitled 
“Minority Health Matters.”

Lakeshore Health Network collaborated with Grand Valley 
State University, and health and human service providers, 
to promote health literacy, which included the creation of 
a coalition. A conference was held in the spring of 2011 to 
explore the issue, examine methods for obtaining data and 
informing the public. A “Clear Communication for Health” 
collaborative was formed, which has been meeting monthly 
to promote health literacy in the schools as well as the 
provider practices.

Use of Emergency Room (ER)  
for Primary Care

Despite the development of the Patient-Centered Medical 
Home program, this remains a serious challenge. However, 
ER use for primary care seems to have hit a plateau. 
Currently, Mercy/Muskegon Community Health Project 
and Lakeshore Health Network are planning to utilize 
case managers and community health workers to assist ER 
patients who are using the ER for primary care purposes. A 
study of ER utilization, including frequent users, is under 
way to discern peak utilization times, principal primary 
care diagnoses, what residential areas have the most ER 
users, insurance status of primary care users, and prominent 
referral sources. Using this data, an intervention plan will be 
developed and implemented to reduce inappropriate use of 
the ER and divert patients to primary care homes.

Unified Health Care System

The merger of the two hospital systems into Mercy Health 
Partners has had significant impact on efficient delivery of 
health care in the three-county service area. Integration of 
the two physician networks resulted in one physician health 
organization. Ninety-five percent (95%) of all patients in 
Muskegon and Oceana Counties are included in Mercy’s 
patient registry, enabling effective tracking of client health 
data and outcomes. This is the basis for improved transition 
of care, disease management, and care coordination 
programs. The merger also enabled the acquisition by 
Mercy of the Muskegon Community Health Project to more 
effectively address health needs and provide community 
benefit services to the entire service area.

It is a goal of the 2012 CHNA to build on these accom-
plishments working towards a healthier community.  
The challenges are significant but the community’s resolve 
to move forward in a positive fashion is even greater.
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Section III: 

Summary Observations from the  
2012 Community Needs Assessment
Introductory Remarks

The 2012 Community Health Needs Assessment has 
identified the following health care matters as the chief 
areas of desired focus for Muskegon, Oceana and 
Newaygo Counties during the next three years and 
pursuant to implementation planning. Recognition of 
these issues reflects a comprehensive assessment process 
involving data collection, analysis, and consolidation, 
framed with the support of the public, human service 
and health care providers. This section is intended to 
summarize the combined results of the 2012 Community 
Health Needs Assessment by identifying the health care 
issues receiving the highest level of priority by the 
stakeholders involved in the assessment. This summary 
represents areas in which Mercy Health Partners, other 
collaborating organizations, and the general public can 
make contributions to reduce health disparities, improve 
quality of care and promote a healthier community 
during the next three years. For those involved in the 
process, they were classified as the leading medical issues 
and health concerns.

Similar to the 2009 Community Health Needs Assessment, 
the present effort resulted in ongoing awareness of what 
the community perceives as the primary health care 
issues, problems, and concerns impacting and facing 
the residents of the tri-county area. It is important to 
note that health care and human service professionals 
representing most of the health care institutions and 
service agencies of the tri-county area were an integral 
part of the process leading up to the development of the 
current assessment.

Leading Health Care Issues/Concerns 

The leading health care/medical issues identified for the 
respective communities are listed to the right. 

Muskegon County (not prioritized)

Depression	

Diabetes

High blood pressure	

Obesity

STDs and teen pregnancy	

Access to dental care

Need for health insurance

Need for nutrition education and access  
to healthy foods

Need for preventive care

Smoking

Oceana/Newaygo Counties (prioritized)

High blood pressure	

Diabetes

Overuse of Emergency Room	

Sexually transmitted diseases	

Obesity

Lack of prenatal care	

Patient-provider communication

Lack of preventive care

Access to dental care	

Alcohol abuse

Smoking

Teen pregnancy and birth rate	

Nutrition education and access  
to healthy food

Community care coordination	

Cancer deaths	

Cardiovascular disease

Lack of health insurance

Language barriers

Transportation to medical care

Senior isolation and home care

Depression		

Native American resource awareness  
and access to care

The 2012 Community Health Needs Assessment 
has identified the following health care 
matters as the chief areas of desired focus for 
Muskegon, Oceana and Newaygo Counties 
during the next three years.
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Additional Concerns

In the identification of the listed issues, a variety of attendant 
concerns uniformly surfaced throughout the tri-county area 
as well. These included:

Other Health Care Needs

Though not identified with the same priority as those 
listed above, a number of additional health care issues 
surfaced, receiving strong support in their importance to the 
community and the well-being of its residents. These include 
alcohol and drug abuse, isolation and availability of homecare 
for senior residents, need for additional Hospice care, and 
cancer death rate. Access to mental health services was often 
cited as a problem for all low-income, uninsured residents.

Health Disparities 

Language barriers impacting access and quality of care 
received by Hispanic/Latino residents is a significant issue 
in all three counties. Health data indicate that African 
Americans and Hispanics are disproportionately affected by 
diabetes and sexually transmitted diseases when compared 
to Whites. African Americans and Hispanics also have higher 
teen pregnancy and birth rates, which often leads to low birth 
weight babies and other neonatal complications. Lack of 
prenatal care is a contributing factor. Among the disparities 
revealed by researching the existing health data is the very 
lack of epidemiological data for Hispanics/Latinos and 
Native Americans in Muskegon County, and the lack of data 
for Hispanics, African Americans and Native Americans in 
Oceana and Newaygo Counties.

For persons with disabilities, the most consistently  
identified issues were: (1) lack of community engagement 
and advocacy; (2) limited job and housing opportunities;  
(3) inadequate access to health care and insurance; and  
(4) inadequate transportation and buildings neglecting 
handicap accessibility regulations.

Lack of Health care Insurance 

Though not listed, the lack of health insurance in Oceana 
and Newaygo Counties did surface as one of the most 
significant factors associated with the overall health of tri-
county residents. Throughout the process of preparing the 
assessment, health care professionals and others continually 
voiced concern about the lack of insurance resulting in 
many people deferring primary health care needs, avoiding 
treatments, not filling prescriptions, and in the position of 
not being able to seek the services of needed specialists  
due to costs.

Health care Education

Health care education emerged as being one of the most 
pressing public needs. Of note was the need to implement 
programs focusing on nutrition, risk behaviors, personal 
responsibility for care, improving the awareness of health care 
services available to the uninsured and underinsured, and 
selection of health insurance coverage. Low levels of health 
literacy was also cited as an underlying issue experienced 
among all residents, regardless of income. 

A Healthier Community

Two areas identified for advancing the health of the 
community were improving nutrition and increasing physical 
activity. It was noted that the pursuit of these goals is readily 
available to the public and may be initiated without massive 
expenditures of funds. Strong desire was expressed for the 
public schools to re-enter the health care arena more fully 
by improving school lunch menus, re-establishing physical 
education and health education classes in the curricula. Also 
receiving strong support was to have in-school health services 
available to students. 

Provider Awareness of Existing  
Health care Services

The shared sessions raised awareness among many health 
and human service providers about their personal lack of 
knowledge of the range of health care services and programs 
currently available to the public in the tri-county area. This 
lack of knowledge may well result in lost opportunities to 
better serve patients/clients. 
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Section IV: 

Community Description:  
Basic County Profiles

Muskegon County

Muskegon County is a county ranging from 
rural to urban in character. The county is 
located on the eastern shoreline of Lake 
Michigan roughly 35 miles west of Grand 
Rapids. Muskegon County is known for its 
agricultural production of fruits and vegetables, 
as a tourism destination, and industrial center. 
The county seat is the City of Muskegon, an 
urban community of almost 40,000 residents. 
Interstate I-96 and US-31 connect the county 
with major metropolitan centers to the east 
and south. Muskegon is home to the county’s 
major hospital system, Mercy Health Partners, 
which includes the Mercy, General and Hackley 
Campuses in Muskegon and the Lakeshore 
Campus in Oceana County. The County has a 
total area of 1,459 square miles, a population of 172,188 
people, and a population density of 334 people per 
square mile. 

Muskegon County was established in the 1830’s as 
a lumber settlement that utilized the extensive river 
and lake networks to transport timber to the larger 
communities. Muskegon grew rapidly during the lumber 
era through the early 1900’s, when it began its industrial 
transition. Over the next 60 years, Muskegon’s industrial 
base continued to grow until the 1970’s with the closing 
of several prominent foundries and other industries. 
Since the 1970’s, the community has continued to 
diversify in order to cope with an ever-changing 
economy. As noted, the county is a rural and urban mix 
that is comprised of 7 cities, 3 villages, and 16 townships.

Based on the level of employment by industrial classifica-
tion, the county’s highest employment categories include 
manufacturing (25.0%); education, health care, and 
social services (22.2%); retail trade (12.2%); and, arts, 
entertainment, recreation, and food services (8.3%). 

The composition of the county’s population includes 
80.2% of the residents classified as White, 14.2% 
African Americans, 4.6% Hispanics, 0.7% American 
Indian or Alaska Native, and 0.6% Asian. The median 
household income is $40,670 and the median family 
income is $51,096. The per capita income is $19,719. 
About 14% of families and 18% of the population 
are reported as below the poverty line. Families with 
female householders, related children under 18 years, 
and no husband present, experience poverty rates 
approaching 49%. 

Some areas of the county are designated as Federal 
Enterprise Communities (cities of Muskegon and 
Muskegon Heights) and Medically Underserved 
Population (MUP) area. Within Muskegon County, there 

The CHNA covers needs that range from 
rural agriculture communities to high 
density urban areas.

About 14% of families and 18%  
of the population are reported  
as below the poverty line.
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are three Entitlement Communities receiving Community 
Development Block Grant funds. The Entitlement 
Communities are the Cities of Muskegon, Muskegon 
Heights and Norton Shores. There are also two Federally 
Qualified Health Clinics located in the city of Muskegon 
Heights and serving individuals in Muskegon County.

Oceana County 

Oceana County is located in West Central Michigan, on the 
Lake Michigan coastline. The county grew during Michigan’s 
lumbering era. When the lumber boom came to a halt, 
farmers found the area an excellent place for orchards. Today, 
it prospers holding the second largest fruit tree acreage in the 
state. It is also known as the asparagus capital of the world 
for its high production of this crop. Tourism also plays a vital 
part of the county’s economy due largely to the attraction 
of the Lake Michigan coastline and associated dunes. This 
rural county boasts 2 cities, 2 villages and 16 townships. The 
county has a total area of 1,307 square miles, a population 
of 26,570 people, and a population density of roughly 20 
people per square mile. Compared to Muskegon County’s 
population density of 334 people per square mile it is easy to  
understand why Oceana County is generally considered a 
rural area.

Based on the level of employment by industrial classification, 
the county’s highest employment categories include educa-
tion, health care, and social services (19.7%); manufacturing 
(19.0%); agriculture, forestry, fishing, hunting, and mining 
(12.8%); and, retail trade (10.2%). 

The composition of the county’s population includes 91.9% 
of the residents classified as White, 0.6% African Americans, 
13.0% Hispanics, 0.9% American Indian or Alaska Native, 
and 0.3% Asian. The median household income is $39,543 
and the median family income is $47,906. The per capita 
income is $18,402. About 12% of families and 19% of 
the population are reported as below the poverty line. 
Families with female householders, related children under 
18 years, and no husband present, experience poverty rates 
approaching 50%. 

Oceana County has been deemed a Health Professional 
Shortage Area (HPSA) and Medically Underserved 
Population (MUP) area by the Federal Government. 

Newaygo County

Newaygo County is located northeast of Muskegon County 
and north of the Grand Rapids Metropolitan Area. Newaygo 
County relies on tourism as its main economic support, with 
agriculture and small manufacturing secondary. The county’s 
proximity to the urban centers of Muskegon and Grand 
Rapids tend to make it a bedroom community location 
for those urban centers. A high percentage of the county’s 
residents commute daily to Muskegon and Grand Rapids 
to take advantage of employment, business, health care, 
recreational, and social opportunities. 

This semi-rural county boasts 2 cities, 3 villages and 24 
townships. The county has a total area of 862 square miles, 
a population of 48,460 people, and a population density 
of approximately 56 people per square mile. Compared to 
Muskegon County’s density of 334 people per square mile 
Newaygo County, similar to Oceana County, is generally 
considered rural in character. 

Based on the level of employment by industrial classification, 
the county’s highest employment categories include manu-
facturing (20.9%); education, health care, and social services 
(18.6%); retail trade (11.5%); and, construction (7.8%). 

The composition of the county’s population includes 93.5% 
of the residents classified as White, 1.2% African Americans, 
5.3% Hispanics, 0.9% American Indian or Alaska Native, 
and 0.4% Asian. The median household income is $43,218 
and the median family income is $54,252. The per capita 
income is $20,870. About 13.5% of families and 17% 
of the population are reported as below the poverty line. 
Families with female householders, related children under 
18 years, and no husband present, experience poverty rates 
approaching 51%. 

The county is designated as a Health Professional Shortage 
Area (HPSA) and Medically Underserved Population 
(MUP) area.

The per capita income is $18,402.  
19% of the population are reported  
as below the poverty line. 

17% of the population are reported  
as below the poverty line.
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Section V: 

Information Sources for the 2012 CHNA

Methodology and Community Input 
Approaches

The Community Health Needs Assessment (CHNA) 
process involves the gathering of two types of data 
sets: quantitative and qualitative. While much of this 
data will be health specific, it is also important that 
the data reflect the impact of the social determinants of 
health—income, education, employment, insurance, race, 
ethnicity, gender, etc. When used together, the qualitative 
data (demographics, health indicators, etc.) and the 
qualitative data (consumer surveys, community forums, 
focus groups, interviews) will help health and human 
service agencies make many short-term and some long-
term decisions about allocation of community human 
and capital resources. Information collected by informal 
means can be used to validate scientifically gathered 
quantitative information. 

Differences between consumers’ and service providers’ 
perceptions and concerns . . . and the discovery of new 
health issues make it important to collect information 
from diverse sources. This approach complies with the 
letter and spirit of the Patient Protection and Affordable 
Care Act of 2010, which requires all tax-exempt, non-
profit hospitals to conduct such surveys and direct their 
Community Benefit expenditures to addressing the 
needs revealed in the CHNA.

Mercy Health Partners’ 2012 CHNA includes the 
following information elements: 

•	 Demographic information, health and environmental 
data; and data on health disparities

•	 Consumer survey, administered via paper 
questionnaires at a variety of community venues and 
electronic media; responses to the survey included 
2,084 surveys

•	 Four community forums, called “Community 
Conversations,” in two of the three counties; about 
160 people participated in the four Conversations

•	 Ten focus groups on different topical areas; seventy-
five people participated

•	 Fifty-two one-on-one interviews were conducted with 
current and former patients of the local health system 
and human service providers

•	 Two Native American “Talking Circles”

Data Deficiencies

In collecting health and environmental data for the three 
counties, a few problems were encountered. Often, the 
sample sizes were too small for Oceana and Newaygo 
Counties to have results in the Michigan Behavior 
Risk Factor Surveys, as well as other state and national 
epidemiological and demographic studies. This was 
especially true for African Americans, Hispanic/Latinos 
and Native Americans in all three counties. Examples 
of data unavailable by race and ethnicity included poor 
mental health days, diabetes, low birth weight, STD 
rates, teenage mothers, preventable hospital stays, no 
health coverage, unemployment, household income, 
poverty, single parent households, and high school 
graduation rates.

Information on obesity is based on reported body mass 
index (BMI) data obtained from the Mercy WellCentive 
patient registry, which contains records of about 95% 
of all patients in Muskegon and Oceana Counties. 
Although BMI data is reported to the registry by nearly 
all primary care physicians, formal epidemiological 
studies providing demographic breakouts for race, age, 
gender, etc., and geographic breakouts by county could 
not be found. 

Epidemiological data on mental health conditions, 
such as depression, schizophrenia, attention-deficit/
hyperactivity disorder, bipolar disorder, and post 
traumatic stress disorder were not available. The mental 
health data published in Appendix 2 was derived from 
three principal sources: (1) Mercy Health Partners’ 
WellCentive patient registry; (2) patient data from 
Muskegon and Oceana Counties’ Community Mental 
Health (CMH) agencies; and (3) the 2012 CHNA 
Consumer Health Issues Survey. The CMH data 
reflects patients receiving public assistance and seriously 
mentally ill patients referred by other public agencies.

Differences between consumers’ and service 
providers’ perceptions and concerns . . .  
and the discovery of new health issues make  
it important to collect information from  
diverse sources.
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Community Data, Health Data  
and Environment Health Data1 
(Appendices 1, 2, 3 & 4)

The indices contained in Table 1-Community Data 
(Appendix 1), Table 2-Health Data (Appendix 2) and Table 
3-Environmental Health Data (Appendix 3) were selected 
on specific criteria. Community data indices in Table 1 are 
those considered standard data sets typically collected by 
professional planners for master plans, general community 
descriptions, economic development and other special 
reports. The Health Data are selected based on local and 
state epidemiological reporting, data from local county 
agencies, Mercy Health Partners’ patient registry, and the 
2012 Consumer Health Issues Survey. Many of these indices 
are also included in the “County Health Rankings” and the 
Leading Health Indicators listed in Healthy People 2020 by the 
U.S. Department of Health and Human Services, and used 
for setting national health goals. The Table 3-Environmental 
Health indices were selected by the staff of Public Health – 
Muskegon County and District Health Department #10.

Table 4-Health Disparities Data (Appendix 4) is a 
compilation of data on health factors, health behaviors and 
social determinants of health that disproportionately impact 
African American and Hispanic/Latino populations in 
Muskegon and Oceana Counties. The data was collected and 
assembled from available sources by the Muskegon-Oceana 
Health Disparities Reduction Coalition from 2010–2012. 
The Coalition selected the key factors and displayed them 
“dashboard’ style as a Health Disparities Report Card, which 
is intended as a basis for measuring community progress in 
addressing and reducing health disparities.

Supplemental Information Sources

University of Wisconsin, “County Health 
Rankings” (Appendix 5)

The University of Wisconsin 
Population Health Institute’s 
“County Health Rankings” and 

Roadmaps2 project was launched in 2010 as an effort to 
provide information on the health of all counties throughout 
the nation. The rankings evaluate each county according 
to measures of health outcomes and health factors. Health 
outcomes are based on mortality (length of life) and 
morbidity (quality of life), while health factors are based on 
social and economic factors, health behaviors, clinical care, 
and physical environment. Together, these offer a perspective 
on the overall health of a county. 

Muskegon County 

Muskegon County ranked 63 of 82 Michigan counties 
in the 2012 rankings.3 It ranked last regarding “health 
behaviors” (high rates of smoking, obesity, physical 
inactivity, drinking, sexually transmitted infections, and 
teen birth rate) and “physical environment” (high air 
pollution, limited access to healthy foods, and high amounts 
of fast food restaurants). Muskegon also ranked poorly in 
“social and economic characteristics,” with a ranking of 71, 
due to high rates of unemployment, children in poverty, and 
single-parent households. It should be noted that Muskegon 
County ranked well in “clinical care” (13), with a relatively 
low uninsured population and a low rate of preventable 
hospital stays.

Oceana County 

Oceana County ranked best among the three counties, with 
a ranking of 44 of 82 counties, due mainly to low mortality 
(32) and good physical environment (20). However, Oceana 
County performed poorly in “health behaviors” and “clinical 
care” (63), with high obesity, smoking, excessive drinking, 
teen birth rates, a high rate of uninsured persons under age 
65, and a high population to primary care physician rate. 
“Social and economic factors” were also poor (61), including 
high rates of unemployment, children in poverty, and those 
lacking a college education. 

Newaygo County 

Newaygo County ranked 59 of 82 counties—just slightly 
better than Muskegon County. It faired best in the 
“morbidity” category in which it was ranked 49, mirroring 
the state averages. However, these rates were still well above 
national benchmarks. Newaygo County scored the poorest 
in health behaviors and physical environment (72 and 79, 
respectively), with high rates of smoking and obesity, as well 
as limited access to healthy foods and a large percentage of 
fast food restaurants. Newaygo ranked 57 in “clinical care.”

CHNA research was supplemented  
with information from other state, local, 
and national sources.
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Summary 

Each of the three counties performed poorly in all the 
principal categories. To “move the needle” in the rankings, 
each county needs to focus efforts on the indicators where 
they ranked poorly and that were most heavily weighted in 
the ranking computations. For example, reducing low birth 
weight babies—a morbidity factor that constitutes 20% of 
this computation—will help improve Muskegon County’s 
ranking. Reducing adult smoking, and obesity—health 
behaviors that comprise 10% and 7.5%, respectively, of the 
Health Behavior computation—will improve the rankings 
of all three counties. Increasing the number of primary care 
physicians and reducing the number of uninsured—“clinical 
care” measures weighted at 5% each—will improve Oceana 
and Newaygo Counties’ rankings in this category. To impact 
poor scores in “social-economic factors,” all three counties 
will have to reduce unemployment and children in poverty, 
making up 10% each within this category. All focus group 
participants were asked to individually select the most 
important health issues in Muskegon and Oceana Counties. 
Coincidentally, the top five selections were: (1) adult obesity; 
(2) adult smoking and uninsured (tied); (3) teen birth rate; 
(4) sexually transmitted infections; and (5) physical inactivity.

Community Action Line of the Lakeshore/ 
CALL 2-1-1 (Appendix 6)

The Community Access Line of the 
Lakeshore (CALL 2-1-1) information 
and referral service has been in operation 
since 2002 and has expanded to serve 

18 counties along the West Michigan shore, including 
Muskegon, Oceana, Ottawa, and Newaygo Counties. Total 
population of the expanded service area is over 650,000 
people. Call volume increased by 46%, from 34,378 calls 
in 2007 to 50,306 calls in 2011. Reflecting the economic 
downturn, the first six months of 2012 saw a 3% increase 
in call volume to 51,664, and year-end volume is projected 
to reach 54,000 calls. Health ranks third among the top 
ten service requests, representing 12% of all calls. In 2011, 
medical care and prescription drug expense assistance were 
the most frequently unmet service requests in all three 
counties. Sixty-two percent (62%) of all calls came from 
Muskegon County, mostly from the 49441, 49442 and 

49444 zip codes that include the cities of Muskegon, Norton 
Shores, Roosevelt Park, Muskegon Heights and Muskegon 
Township. Eight percent (8%) of the call requests came from 
Oceana and Newaygo Counties.

A graphic summary of the “Top Health Care and Related 
Service Requests” from October 2009 to March 2012, and 
the top “Unmet Requests” for each of the three counties are 
included as Appendix 6.4 For this 30-month period, food 
assistance, prescription drug expense assistance, emergency 
dental care and medical appointment transportation have 
been among the most frequently requested services in all 
three counties. Prescription drug and medical care expenses 
have been the principal unmet service requests.

Disability Connections of West Michigan 
Community Needs Assessment 

The Muskegon Community Needs Assessment Disability 
Survey was conducted in 2011 by the Disability Connection 
of West Michigan.5 As part of the process, 130 adult clients 
of the Disability Connection were asked to complete a 
21-question consumer survey to identify and evaluate key 
problem areas in Muskegon County, for persons with a 
disability, on environmental and health issues, and the 
perceived ability of Muskegon County to meet those needs.

The majority of respondents were White/Caucasian (31.6%) 
and Black/African American (20.3%), while Hispanic/Latino 
and Asian represented 11.3% and 9.8%, respectively. Other 
races/ethnicities represented were American Indian/Alaska 
Native (5.3%), Native Hawaiian/Pacific Islander (5.3%) 
and those of two or more races (7.5%). The majority of 
respondents were from zip codes 49441 (38%) and 49444 
(16.4%), and mostly represented those with disability due to 
diabetes, mental health, stroke, and other causes.

The most consistently identified issues were: (1) lack 
of community engagement/advocacy; (2) issues arising 
from a climate of poverty; i.e., limited job and housing 
opportunities, along with inadequate access to health care 
and insurance; and (3) inadequate environmental access 
and services; e.g., lack of adequate transportation was a 
consistent comment, poor street conditions, and buildings 
neglecting handicap accessibility regulations. Violence, 
crime, and lack of legal representation were recognized as 
the principal secondary issues. When asked to identify major 
strengths in Muskegon County, respondents reported the 
reliability of faith-based organizations to provide resources 
and services. They also acknowledged the support found 
within the disability community itself as being a major 
strength in Muskegon County.

To “move the needle” in the rankings, 
each county needs to focus efforts on  
the indicators where they ranked poorly 
and that were most heavily weighted  
in the ranking computations. 
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2011–2012 Michigan Profile for Healthy Youth 
(MiPHY) (Appendix 7)

The Michigan Profile for Healthy 
Youth (MiPHY) is an online student 
health survey offered by the Michigan 
Departments of Education and 
Community Health every two years 
to support local and regional needs 
assessment. The MiPHY provides student 

results on health risk behaviors, including substance use, 
violence, physical activity, nutrition, sexual behaviors, and 
emotional health in grades 7, 9, and 11. The survey also 
measures risk and protective factors most predictive of 
alcohol, tobacco, and other drug use and violence. The 
survey is anonymous and parents have the opportunity to 
excuse their child from participation. All Muskegon County 
and Newaygo County schools completed the MiPHY in 
2012; two schools in Oceana County completed it. Appendix 
7 contains a comprehensive summary of results of the 
MiPHY. Below are some significant findings relating to key 
issues raised in the current health needs assessment. 

Muskegon County

Sexual behavior amongst teenagers is alarming. Around 
13% of 7th graders and 22% of 9th graders reported using 
alcohol or drugs before sexual intercourse. The data reflects 
that students have poor physical activity and nutrition habits, 
contributing to high percentages of Body Mass Indices 
(BMI) above the 95th percentile (obese) and between 
the 85th and 95th percentile (overweight). Perhaps the 
most alarming issue centers on depression and suicide. An 
increasing number of students from middle school (23%) 
to high school (31%) reported being sad or hopeless for 
two weeks straight or more in the last 12 months. This may 
contribute to the high percentages of students who have 
considered (17%), planned (13%), and attempted (8%) 
suicide in Muskegon County.

Oceana County

Similar to Muskegon, Oceana’s students reported poor 
physical health and nutrition reflecting high rates of obesity 
and those overweight. Oceana’s 11th graders also reported 
high usage of marijuana (20% used in the past 30 days) and 
binge drinking (20% in the past 30 days). Almost 20% of 
11th graders reported having had sexual intercourse with 4 or 
more partners, while one quarter used alcohol/drugs before 
sex during the last 3 months. Especially noteworthy is the fact 
that just under 19% of Oceana’s 11th graders have planned 
suicide—the highest percentage of the three-county area. 

Newaygo County

On the whole, Newaygo is consistent with the issues raised in 
the Muskegon and Oceana Counties. Newaygo experienced 
the highest percentage for all grades smoking 20+ cigarettes 
in the past month and for those who have smoked in the past 
30 days. While those having sexual intercourse with multiple 
partners were lower than its neighbors, Newaygo reported 
the highest percentages using drugs or alcohol before sexual 
intercourse during the last three months. Alarming still is 
the fact that a third of 9th graders reported being sad or 
depressed for two weeks or more during the past 12 months 
and 11% having attempted suicide in the past 12 months.

Muskegon Continuum of Care Homeless  
Data Report Summary, 2007–2012

Reporting on data collected from 2007–
2011, using the Homeless Management 
Information Systems (HMIS)6, West 
Michigan Therapy compiled homeless 

trend data for Muskegon using two definitions. The first set 
of data uses “annual homeless numbers,” which is a count 
of all homeless individuals and families entered into HMIS 
in a given calendar year. The other uses a “point in time 
(PIT) count” in order to demonstrate how many families and 
individuals are homeless on a given day. 

Annual Homeless Numbers suggest that the unduplicated 
count of homelessness in Muskegon has increased steadily 
since 2007 (888 individuals to 2,654 individuals in 2012), 
with one anomaly year in 2009. Muskegon County received 
extraordinary assistance in 2009 with Michigan State 
Housing Development Authority (MSHDA) housing 

Annual Homeless Numbers suggest  
that the unduplicated count of 
homelessness in Muskegon has  
increased steadily since 2007.
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initiatives, as well as Tenant Based Rental Assistance (TBRA) 
and Homeless Assistance Recovery Program (HARP) 
vouchers. In 2011, Muskegon received additional funds 
from MSHDA’s Homeless Prevention and Rapid-Rehousing 
Program that curtailed the homeless rate, while other urban 
neighbors experienced as much as a 50% increase! The 
increase in all urban communities is most likely due to a 
migration of rural homeless to urban environments to be 
closer to more accessible services.

The Point in Time Count suggests that on any given day 
there are 225 people residing in Emergency Shelters or 
Transitional Housing in Muskegon County, representing 
a 51% decrease from 2011, when there were 459. This is 
directly related to the depletion of TBRA funds in 2012, 
reflecting that increasing funding results in more capacity  
to assist people in need of housing.

Muskegon County Small Business Survey, 
Access Health, Inc., 2010–2011

The Access Health Small Business Survey 
was a study to survey small businesses in 
Muskegon County with fewer than 50 

employees. The survey covered attitudes and opinions on 
employer-sponsored health coverage and asked about issues 
that impact their decision to offer health care coverage to 
employees in the future. The survey also polled business 
owners’ knowledge about Access Health, interests in 
alternative health coverage, and the level of premium costs 
deemed to be affordable. Finally, the survey asked opinions 
on national health care reform and how the Affordable Care 
Act would likely impact their business decisions. Access 
Health contracted with Hope College, Carl Frost Center 
for Social Science Research, to conduct the phone survey 
of non-customers, former, current, and new Access Health 
customers. 

Most notable among the key findings of the survey is 
the fact that nearly 75% of small businesses do not offer 
health coverage to all of their employees, due to high 
premiums and the perception that employees are insured 
elsewhere. Furthermore, most (54%) small business owners 
have negative opinions on the health care reform and 
the Affordable Care Act. The participants had two main 
concerns. The primary concern was that health care reform 
will endanger small businesses because it will increase 
coverage costs, since insurance costs are disproportionately 
higher for small businesses because they do not benefit from 
large group rates. The second concern was the fear that 
government involvement will make things worse. 

Despite uncertainty surrounding health care reform, 61% 
of small business employers who currently offer health 
insurance to their employees plan to make no changes 
to their coverage in 2012. Of the employers not offering 
coverage, 42% foresaw the ability to afford health insurance 
for their employees in the next couple of years. Of this group, 
two-thirds indicated they could afford monthly costs of at 
least $100 per employee.

It should be noted that Access Health, an integrated  
community-based health coverage and improvement pro-
gram, discovered a very positive rapport within the small 
business community. One of the greatest takeaways from this 
study is the conversion of those who once said they were not 
interested in an affordable health alternative to expressing 
interest when they heard a description of the Access Health 
model. Of the 42% of employers responding who originally 
were uninterested in affordable health coverage alternatives, 
65% stated they were at least “slightly interested” after learn-
ing of the Access Health model because it provided improved 
access and more services for employers and employees. 

1 Table 1 was prepared by Gerald L. Adams, Project Consultant; Table 2 was 
prepared by Muskegon Community Health Project; Table 3 was prepared by 
Public Health – Muskegon County and District Health Department #10; Table 4 
was prepared by the Health Disparities Reduction Coalition. See Appendices 1, 
2, 3 and 4.
2 University of Wisconsin Population Health Institute. County Health Rankings 
Model 2010, available at: www.countyhealthrankings.org. 
3 Keweenaw County in the Upper Peninsula was not ranked due to 
insufficient data available.
4 The CALL 2-1-1 top call requests graphic was prepared by Stacey Gomez, 
Community Action Line of the Lakeshore.
5 The Disability Connection survey was managed by the Ann Arbor Center for 
Independent Living, Institute for Community Based Research and Education.
6 HMIS is a system designed to capture client-level information on the 
characteristic and service needs of adults and children experiencing 
homelessness over time.

75% of small businesses do not offer 
health coverage to all of their employees.

Despite uncertainty surrounding health 
care reform, 61% of small business 
employers who currently offer health 
insurance to their employees plan to make 
no changes to their coverage in 2012. 
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Section VI: 

Key Findings from the Data Tables: 
Appendices 1, 2, 3, 4 
Key Community Social and Economic 
Factors (Appendix 1)

Population Projections

Currently, Muskegon County holds 69.7% (172,188) 
of the three counties’ 247,218 total population, with 
19.6% residing in Newaygo County (48,460) and 10.7% 
living in Oceana County (26,570). Between the 2000 
and 2010 Census, Muskegon County and Newaygo 
County each grew by 1.2%. Oceana County decreased 
by 1.1%. During the same period, Michigan experienced 
a 0.6% decline in population. The Michigan Office of 
the State Demographer projects the three counties will 
reach a population of 252,500 by 2015 and 257,500 by 
2020. Based on the projections through 2020, Newaygo 
County will experience population growth estimated 
at 25.9%, while Muskegon and Oceana Counties will 
decline at slightly less than 1%.

Primary Ethnic Groups

Muskegon County is the only county with a significant 
census count of African Americans at 14.5%; with 
Newaygo County registering only 1.0% and Oceana 
County at only 0.4% of African-Americans. Oceana 
County has the highest percentage of Hispanic or Latino 
populations at 13.7%, while Muskegon County has 
4.8% and Newaygo County 5.5%.  

Uninsured Adults

The Community Health Needs Assessment Consumer 
Health Issues Survey revealed that 19.9% of the 
households in the tri-county area do not possess any type 
of health coverage. The University of Wisconsin 2012 
County Rankings reported 14% uninsured adults in 
Muskegon County; 18% uninsured in Oceana County; 
and 16% uninsured in Newaygo County.

Household Income

Median household income is well below the statewide 
median average of $48,432 from 2010, with Oceana 
County ranking the lowest at $39,543. The median 
household income for Muskegon County is $40,670 and 
Newaygo County is $43,218. 

Social Security Income

In Muskegon County, the average Social Security 
income is $16,171, with 33.6% of those receiving 
earnings getting Social Security income, compared to 
Newaygo County at $15,555 and 34.3%, and Oceana 
County at $15,619 and 37.3% respectively. 

Poverty

Poverty rates in the tri-county area are higher than the 
state number of 14.8%. Oceana County is highest at 
19.2%, followed by Muskegon County at 18.0%, and 
Newaygo County closely following at 17.3%. 

Food Stamp Benefits/Supplemental Nutrition 
Assistance Program (SNAP)

Food Stamp/SNAP benefits are received by 19.6% of 
the Muskegon County households, 14.6% of Oceana 
County households, and 16.1% of the Newaygo County 
households.  

Marital Status and Children

The percentage of married households in Muskegon 
County is 50.1%, Oceana County at 56.6%, and 
Newaygo County is 56.2%. The percentage of widowed 
residents in Oceana County is 3.2% for males and 
11.4% for females; 2.6% for males in Muskegon County 
and 9.3% for females; and in Newaygo County, the 
percentages are 3.1% and 10.3% respectively. The 
percentage of married couples who have divorced in 
Muskegon County is approximately 13.0%, Newaygo 
County is approximately 11.0%, and Oceana County is 
roughly 9.5%. The percentage of households with children 
under age 18 is 30.4% for Muskegon County, 28.9% for 
Newaygo County, and 20.1% for Oceana County.

Median household income is well below  
the statewide median average of $48,432  
from 2010, with Oceana County ranking the 
lowest at $39,543. The median household 
income for Muskegon County is $40,670 and 
Newaygo County is $43,218. 
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Vehicles Per Household

Muskegon County leads the tri-county area in the percentage 
of households with no vehicles at 8.2%, followed by Newaygo 
County at 4.9%, and Oceana County at 4.8%.

Occupation/Employment

A breakdown of employment by classification for the 
tri-county area is provided in the following table. The 
percentages reflect the percentage of the total work force.

Occupation Classification	 Muskegon County	 Oceana County	 Newaygo County

Agriculture, Forestry, Fishing, Mining	 1.5%	 12.8%	 5.2%

Construction	 4.6%	 8.2%	 7.8%

Manufacturing	 25.0%	 19.0%	 20.9%

Wholesale Trade	 2.4%	 1.6%	 2.2%

Retail Trade	 12.2%	 10.2%	 11.5%

Transportation, Warehouse, Utilities	 3.4%	 3.6%	 5.4%

Information	 1.5%	 0.5%	 1.5%

Finance, Insurance, Real Estate	 3.4%	 3.0%	 5.5%

Professional, Scientific, Management	 6.2%	 4.0%	 5.5%

Education, Health Care, Social Assistance	 22.2%	 19.7%	 18.6%

Arts, Entertainment, Recreation, Food Services	 8.3%	 9.0%	 7.0%

Other Services (Except Public Administration)	 5.3%	 5.2%	 5.6%

Public Administration	 4.0%	 3.4%	 3.2%

Unemployment

As of May 2012, Muskegon County’s unemployment rate 
was at 8.5%, Oceana County’s was at 10.3%, and Newaygo 
County’s at 8.2%. 

Education

For persons 25 years of age and older, 88.0% of Michigan 
residents are high school graduates and 25.0% possess a 
bachelor’s degree or higher. This compares to Muskegon 
County at 87.7% and 16.5%; Oceana County at 82.7% and 
14.3%; and Newaygo County at 85.2% and 13.2%. 

As of May 2012, Muskegon County’s 
unemployment rate was at 8.5%,  
Oceana County’s was at 10.3%, and 
Newaygo County’s at 8.2%.
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Language Spoken At Home 

Oceana County has a higher percentage of population that 
speaks Spanish, at 11.0%, as compared to the statewide 
average of 8.9%. The percentages for Muskegon and 
Newaygo Counties are 4.5% and 5.5% respectively.

Housing Deficiencies/Telephone Services

The following table indicates the percent of occupied housing 
units lacking complete plumbing and kitchen facilities. The 
lack of landline telephone service is also provided.

Housing Character, Occupied Housing Units	 Muskegon County	 Oceana County	 Newaygo County

Lacking complete plumbing facilities	 0.5%	 0.5%	 0.2%

Lacking complete kitchen facilities	 0.8%	 0.5%	 0.5%

No telephone service available	 4.5%	 5.0%	 5.3%

Homelessness

Annual Homeless Numbers suggests that the unduplicated 
count of homelessness in Muskegon has increased steadily 
since 2007 from 888 individuals to 2,654 individuals in 
2012. The Point in Time Count suggests that, on any given 
day, there are 225 people residing in emergency shelters or 
transitional housing in Muskegon County. This is a 51% 
decrease from 2011, which is directly related to the depletion 
of assistance funding and, therefore, a decrease in available 
transitional housing beds. 

Disabilities

The percentage of the population with various disabilities 
in all three counties is a serious health-related problem, 
with numbers reported that are significantly higher than the 
statewide percentages. The percentage of the population 
with one type of disability is higher in Newaygo County 
(8.3%) and Muskegon County (7.7%) than the statewide 
percentage (7.2%), with Oceana County just below at 7.0%. 
The percentage with two or more types of disabilities is 
higher in Oceana County (13.7%), with Muskegon County 
(12.4%) and Newaygo County (10.1%) higher than the 
statewide number (9.1%). The percentage with any disability 
is also higher: Oceana County (20.7%), Muskegon County 
(20.1%) and Newaygo County (18.3%) being higher than 
the statewide number (16.3%). 

The incidence of disabilities is higher in all three counties 
than the statewide numbers for people with sensory 
disabilities, physical disabilities and mental disabilities. 
There is also a higher number of people in Muskegon 
County and Oceana County who are in need of assistance 
with activities of daily living (ADL). Oceana County and 
Muskegon County are higher than the state for individuals 
who also face other barriers in the community regarding 
access to goods and services. Additionally, all three counties 
are higher than the state average for persons 16 to 62 who 
face barriers to employment. Clearly, addressing the health-
related, transportation, and accessibility issues of people with 
disabilities is a growing area of concern in all three counties.

Medicare, Medicaid, and Social Security 
Disability Income

Although enrollment is high in all three counties, perhaps 
approaching 20%, current information is not available at 
this time.

Key Community Health Factors  
(Appendix 2) 

Appendix 2 includes a data 
table for various health factors 
relating to Mercy Health Partners’ 
(MHP) tri-county service area of 
Muskegon, Oceana, and Newaygo 
Counties. It includes comparative 
data at the state and national 
levels where data was available. 
Most local data was obtained 
through local health departments, 

including Public Health – Muskegon County, District 
Health Department #10, state data from the Michigan 
Department of Community Health (MDCH), and national 
data from the Centers for Disease Control and Prevention 
(CDC). Along with key physical health factors, mental 
health data was available through various sources, including 
MHP’s WellCentive patient registry, Muskegon County 
Community Mental Health Services and the West Michigan 
Community Mental Health System. According to the data 
found, none of the three counties out-performed national 
data and generally reported data higher than state averages.

Muskegon County

Obesity

According to the Michigan Behavior Risk Factor Survey 
(MiBRFS), over one third of surveyed respondents (33.2%) 
reported being overweight, while just over one third (35.7%) 
reported being obese. Furthermore, obesity in Muskegon 
is higher than state and national level (31.7% and 34% 
respectively) percentages. Obesity has increased by 12.8% 
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(2007–2010) and reflects a rise in the overall Michigan 
obesity percentage from 28.4% to 31.7%. While those 
reporting to be overweight decreased by approximately 7%, 
one third of the community is still reporting an unhealthy 
weight, according to their Body Mass Index (BMI)—a 
measure that evaluates the level of body fat in an individual.

Diabetes

Diabetes in Muskegon remains relatively unchanged since 
2007, with 10.2% of adults reporting they have been told by 
a doctor they have diabetes. However, Muskegon County 
continues to have a higher rate than the state (9.5%).

Sexually Transmitted Diseases (STDs)  
and Teen Pregnancy

STD rates in Muskegon are extremely high, with chlamydia 
increasing from 588.7 to 716 cases per 100,000 population 
from 2007–2010. Muskegon County’s rate is nearly 50% 
higher than Michigan’s rate of 504 cases per 100,000 
population, even though the state’s rate increased from 370.2 
to 504 cases per 100,000 during the same time frame. It is 
important to note that while chlamydia has steadily increased, 
gonorrhea has decreased by more than half of what it was in 
2007 (360 to 150 cases per 100,000). As positive as this is, 
the gonorrhea rate still continues to be higher than both State 
and national rates (139 and 100.8 respectively). It also should 
be noted that Muskegon County has the highest STD rates in 
the Mercy tri-county service area.

The teen pregnancy rate in Muskegon (65.1 teen births 
per 1,000 live births) is significantly higher than Michigan 
(51.1) and the U.S. (38.0) data. The good news is that it has 
decreased from 74.1 teen births per 1,000 live births from 
2007–2010.

Depression/Mental Health Issues

According to the 2012 Consumer Health Issues Survey, 
depression and anxiety were identified as the most 
commonly reported mental illness (28% and 22% 
respectively). Information from Mercy Health Partners’ 
WellCentive patient registry reflects these findings in 
that depression is the most commonly diagnosed mental 
illness in the registry. Moreover, reported depression 
diagnoses have more than doubled since 2009 (9,523 to 
20,872 diagnosed cases). Attention-deficit/hyperactivity 
disorder (ADHD) diagnoses is also compelling, as ADHD 
has increased by 250% since 2010 in the registry (1,929 
to 5,000 diagnosed cases in 2012). Unfortunately, the 

WellCentive patient registry data is not analyzed by county 
at this time, but data on public assistance patients reported 
by Muskegon County Community Mental Health Services 
tends to support these findings.

Smoking

The data shows that while still higher than national and 
State data, the percentage of current smokers has decreased 
dramatically from 35.4% in 2009 to 22.2% in 2012. Though 
not as dramatic, the percentage of current smokers has also 
declined at the State level (21.1% to 19.7%). This may 
be due in part to the Dr. Ron Davis Smoke Free Air Law 
which was passed in 2010. The law was passed to protect 
Michigan residents from the dangers of second-hand smoke 
in all restaurants, bars, and businesses (including hotels and 
motels). Muskegon County also declared to be smoke free in 
2010 for all public buildings, bars and restaurants.

Alcohol

Alcohol consumption in Muskegon County continues to be 
high with 20.7% of adults reporting binge drinking in the last 
month and 7.8% heavily drinking. Both data sets are higher 
than the Oceana and Newaygo data, as well as Michigan’s 
(16.6% binge drinking; 5.4% heavy drinking). On the up 
side, Muskegon County binge drinking is lower than national 
data (27%), which increased by 11.2% from 2007–2010. 
While alcohol consumption is still comparatively high for 
Muskegon County, the percentage reporting binge drinking 
fell by 6.7% from 2007–2010.

Depression and anxiety were identified 
as the most commonly reported 
mental illness . . . Moreover, reported 
depression diagnoses have more than 
doubled since 2009.

Alcohol consumption in Muskegon 
County continues to be high with 20.7% 
of adults reporting binge drinking in the 
last month and 7.8% heavily drinking.

Over one third of surveyed respondents 
reported being overweight, while just  
over one third reported being obese. 
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According to the Michigan Department of Community 
Health, 4.8% of all hospitalizations among Muskegon County 
residents from 2005–2009 had an alcohol condition men-
tioned (including primary and secondary diagnosis codes).1

Cancer

The cancer data for Muskegon County demonstrates a 
decline in both cancer mortality rates (194.6 to 179.6 annual 
deaths per 100,000 population), as well as cancer incidence 
(543.8 cases per 100,000 population), down to 416.3 cases 
per 100,000. Cancer mortality in Muskegon is on par with 
Michigan (185.5 rate per 100,000) and U.S. (178.4 rate 
per 100,000). Also worth noting is that Muskegon County’s 
cancer incidence rate is lower than that of the Michigan and 
U.S. rates (489.1 and 473.6 rate per 100,000 respectively). 

Unintentional Injury

Muskegon County leads the tri-county area in unintentional 
injury deaths with 46 deaths per 100,000 population, 
although the rate has dropped from 58.8 per 100,000 in 
2007. However, Muskegon County’s rate is still higher than 
Michigan’s 35.4 per 100,000 population.

1 MDCH, Division of Environmental Health, July 16, 2012. “Alcohol-attributable 
hospitalizations” had one of the following conditions listed as primary diagnosis: 
alcohol psychosis, acute alcoholic intoxication, alcoholic polyneuropathy, 
alcoholic cardiomyopathy, alcohol gastritis, alcohol liver disease, fetal alcohol 
syndrome, excessive blood level of alcohol, toxic effect of ethyl alcohol, 
accidental poisoning by alcoholic beverages.

Oceana/Newaygo Counties

Obesity

Obesity in Oceana and Newaygo Counties is very high, 
with 40.5% of adults reporting they were overweight and 
38.5% reporting they were obese according to the Michigan 
Behavior Risk Factor Survey. In fact, obesity has increased 
by 13.3% from 2007–2010 in Oceana. Although Newaygo 
has a high percentage of those reporting obesity (28.7%), it is 
lower than Oceana, the State (31.7%) and the nation (34%).

Diabetes

Oceana and Newaygo Counties experienced increases in 
diabetes from 2007–2010. Oceana rose from 5% to 12.5% 
reporting being told by a doctor that they have diabetes. 
Newaygo County increased from 7.7% to 12.2%. It should 
be noted that these percentages are higher than the state 
(9.5%) and national (11.3%) percentages.

Sexually Transmitted Disease (STD)  
and Teen Pregnancy

Rates for gonorrhea and syphilis for Oceana and Newaygo 
Counties was either not available or too sparse to be reliable. 
Chlamydia rates, however, demonstrated substantial 
increases for both counties. The chlamydia rate in Oceana 
County rose from 126 cases per 100,000 population to 207. 
Newaygo County rates show an increase from 153 cases 
per 100,000 population to 192. Both counties are under 
Michigan (504 cases per 100,000) and U.S. (426 cases per 
100,000) rates, but the dramatic increases must be noted.

Oceana County had the highest teen birth rate among the 
three counties, with 75.2 teen births per 1,000 live births, 
while Newaygo County had the lowest (61.2 teen births per 
1,000 live births). However, the rates for both counties are 
still higher than the Michigan (51.1) and double the U.S. 
rate (38.2 teen births per 1,000 live births).

Depression/Mental Health Issues

According to the 2012 Consumer Health Issues Survey, 
depression and anxiety were identified as the most commonly 
reported mental illness in Oceana and Newaygo Counties 
(43% and 29% respectively), while bi-polar disorder (12%) 
and ADHD (10%) were also significant. Information from 
Mercy Health Partners’ WellCentive patient registry reflects 
these findings, in that depression is the commonly diagnosed 
mental illness reported by physicians to the registry. Although 
the registry data has not been analyzed by county, this 
finding is reflected in public assistance patient data reported 
by the West Michigan Community Mental Health System. 
Noteworthy is that the number of diagnoses reported in 
the registry has more than doubled since 2009 (from 9,523 
to 20,872 diagnosed cases in 2012). The 250% increase in 
diagnoses of attention-deficit/hyperactivity disorder (ADHD) 
reported to the registry as of 2012 is also compellingly 
noteworthy (1,929 to 5,000 diagnosed cases in 2012). 

Smoking

Tobacco use in Oceana County has declined by 10.1% 
since 2007, moving from 29% (nearly a third of the adult 
population!) to 18.8%, which is just under the state 
percentage (19.7%). Newaygo County remained relatively 
unchanged at around 23%.

Tobacco use in Oceana County has 
declined by 10.1% since 2007, moving 
from 29% (nearly a third of the adult 
population!) to 18.8%.

Obesity in Oceana and Newaygo 
Counties is very high, with 40.5% of 
adults reporting they were overweight 
and 38.5% reporting they were obese.
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Alcohol

Adults reporting heavy drinking was unavailable for Oceana 
and Newaygo Counties, but was available for District Health 
Department (DHD) #10, which includes both counties. This 
suggests that sample sizes for these counties were too small 
to be reported by the Michigan Behavior Risk Factor Survey. 
The DHD #10 data indicates that heavy drinking in West 
Michigan’s rural counties at 6.2% is near Muskegon County’s 
7.8% level. However, binge drinking was reported at 19.4% of 
adults in Oceana County and 18.6% in Newaygo County.

These percentages are relatively unchanged from 2007, 
although Oceana County dropped by about 2%. Both 
counties are higher than Michigan (16.6%), but lower than 
the U.S. (27%). In Oceana County, 4.3% of hospitalizations 
were alcohol-attributed. In Newaygo County, 5.1% of all 
hospitalizations involved alcohol-attributable conditions. 

Cancer

While Oceana had the lowest cancer mortality rate (164.3 
annual deaths per 100,000 population) and incidence rate 
(397.4 incidences per 100,000) among the three counties, 
Newaygo County had the highest in both categories with 
196.6 annual deaths per 100,000 population and 460.3 
incidences per 100,000. Oceana’s mortality rate is below 
Michigan (185.5) and the U.S. (178.4). Oceana’s  
incidence rate was also lower than Michigan (498.1) and  
the U.S. (473.6), while Newaygo County was higher in  
both categories.

Asthma

Prevalence rates of asthma in Oceana County increased 
21% from 2009 to 2012 (7.8% reporting they currently 
suffer from asthma in 2009 to 21% in 2012), according to 
data published in the 2010 Michigan Behavior Risk Factor 
Survey. In Newaygo County, the rate increased 30% during 
this period from 10.6% reporting they have asthma in 2009 
to 13.8% in 2012. 

Unintentional Injury

Both Oceana and Newaygo Counties had a decline in deaths 
from unintentional injuries from 2007–2010 (Oceana: 52.4 
to 43.5 deaths per 100,000; Newaygo 44.1 to 41.1 per 
100,000). Both were higher than Michigan (35.4 deaths per 
100,000) and lower than the U.S. (59.2 per 100,000).

Cardiovascular Disease

Oceana County reported the highest percentage of those who 
were informed by a physician they experienced a heart attack 
(9.3%) and coronary heart disease (7.7%). These are higher 
than both Michigan (4.6% and 4.8%) and the U.S. (2.7% 
and 2.8%) percentages.

Key Environmental Factors  
(Appendix 3)

Appendix 3 displays various environmental health data 
for Muskegon, Oceana, and Newaygo Counties. State 
and national data are also included, although the specific 
environmental data was less available. The majority of these 
data sets is available through local health departments, 
including Public Health – Muskegon County, as well as 
District Health Department #10 (representing Oceana 
and Newaygo Counties). A large amount of data was also 
available through the Michigan Department of Community 
Health (MDCH) reports.

Muskegon County

Lead Hazard — High Risk Homes

Most notable in the data is the large percentage of houses 
in all three counties identified as “Lead-High Risk Homes.” 
Nearly a third (29.8%) of all Muskegon homes was 
identified as such, showing very little decline since 2006. 
While these figures are similar to the state percentage (27%), 
the risk for poisoning is still high considering the risk that 
lead poses to children. 

Fatal Injury

Fatal injuries were fairly similar for all three counties—
around 40 deaths per 100,000 population, but were still 
higher than the state rate of 35.4 deaths per 100,000 
population. Muskegon saw a drastic reduction in fatal injury 
rates from 2006 to 2010 (93 to 45 deaths per 100,000), 
suicides (17 to 10.5 deaths per 100,000), motor vehicle 
accident deaths (23 to 10.3 deaths per 100,000) and other 
unintended fatal injuries (53 to14.4 deaths per 100,000).

Natural Environmental Hazards

Additional environment threats, according to the Muskegon 
County Health Profile 2012 (Public Health – Muskegon 
County), are as follows:

•	 A 15% decrease in cropland since 1987.

•	 An increasing incidence of Lyme disease (due to people 
relocating to more rural areas. No data available. Threat is 
only observational.) 

•	 Lawn fertilizer, poorly maintained septic tanks, improper 
household hazardous waste dumping, and wetland 
depletion are a threat to clean drinking water (although 
little data is given for this).

45% of Muskegon County African 
Americans and 27% of Hispanics have 
income below the poverty level.
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Oceana/Newaygo Counties

Fatal Injury

Oceana County saw an increase in fatal injuries from 2006 
to 2010, increasing from 15 deaths per 100,000 to 43.5 
deaths per 100,000. Oceana also had the highest motor 
vehicle accident rate (21.8 deaths per 100,000 compared to 
10.0 deaths per 100,000 for the state). Along with Newaygo 
County, Oceana County had the highest incidence of 
unintentional fatal injuries (nearly 60% above the state). 
Newaygo County experienced a significant increase in other 
unintended injury deaths, increasing from 19 deaths per 
100,000 in 2006 to 41.1 deaths per 100,000 in 2010.

Health Disparities Data Indicators:  
Health Disparities Report Card (Appendix 4)	
The Health Disparities Reduction Coalition (HDRC) 
has spent much of 2011 and 2012 acquiring data from 
community, state, and national sources to help identify key 
health disparities in Muskegon and Oceana Counties by race 
and ethnicity (White, African American and Hispanic/Latino) 
and language. Specific health indicators were selected as 
showing significant disparity: low birth weight, poor mental 
health days, diabetes, STDs, and teenage mothers. Also 
included were several “social determinants of health:” lack of 
health care coverage, unemployment, low income, poverty, 
single parent households, and high school graduation rates. 
Sources included the 2010 Census; Michigan Department 
of Community Health reports, including the Behavioral Risk 
Factor Survey from 2008–2010; and the 2012 University of 
Wisconsin County Health Rankings. Appendix 4 contains 
a complete set of the collected and a “Health Disparities 
Report Card,” containing the top eleven indicators of 
health disparity relating to race, ethnicity and language in 
Muskegon and Oceana Counties.

Muskegon County

Economic factors, also known as  
“social determinants of health” 

A total of 45% of Muskegon County African Americans 
and 27% of Hispanics have income below the poverty level 
compared to 14% of White residents and 16% state average. 
Median income for African American households is over 
$22,000 less than for Whites, while Hispanics are closer at 
$3,300 less than Whites. Overall, Muskegon County lags 

behind the State by about $5,000. The unemployment rate 
for African Americans is more than twice that of Whites; 
Hispanic unemployment is about two points higher than 
Whites. The data indicate that 21% of Hispanics do not 
have health insurance, which is about twice the level of both 
African Americans and Whites. The high school graduation 
rate for African Americans is unavailable. However, the 
Michigan graduation rate for African Americans is 57%, 
which is well below the State’s 78% graduation rate. 
Muskegon County’s overall graduation rate is 71%.

Health Factors

The number of births to teenage mothers for African 
Americans is twice that of Whites in Muskegon County and 
two-and-a-half times the Michigan average. The rate of low 
birth weight babies for African Americans is 150% higher 
than for county Whites and 138% higher than the Michigan 
rate. Muskegon County African Americans also have ten 
times more cases of STD/chlamydia than county Whites 
and four times the Michigan average. Also markedly higher 
than Muskegon County Whites’ and the Michigan’s rates 
are the reported prevalence of diabetes (12.4% for African 
Americans vs. 9% for Whites) and poor mental health days 
(19% for African Americans vs. 13% for Whites). 

Oceana County

Economic factors, also known as  
“social determinants of health”

A total of 50% of Oceana County Hispanics have income 
below the poverty level compared to 14% of Oceana County 
White residents and 16% state average. Median income 
for county Hispanic households is $18,000 less than for 
county Whites. Overall, Oceana County lags behind the 
state by about $7,500. The data indicate that 36% of 
Oceana Hispanics do not have health insurance, which is 
about twice the level of Whites. The unemployment rate 
for Oceana County’s Hispanic population is unavailable, 
although Oceana’s overall unemployment rate is well below 
both Michigan’s and Muskegon’s. Likewise, the high school 
graduation rate for Hispanics is unavailable. Although the 
county’s graduation rate of 85% is above the Michigan’s, the 
Michigan graduation rate for Hispanics is 63%, which is well 
below the state’s overall graduation rate of 78%.

The Michigan graduation rate for African 
Americans is 57%, which is well below the 
State’s 78% graduation rate. Muskegon 
County’s overall graduation rate is 71%.

50% of Oceana County Hispanics have 
income below the poverty level . . .  
Median income for county Hispanic 
households is $18,000 less than  
for Whites.
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Health Factors

The number of births to teenage mothers for Hispanics in 
Oceana County is unavailable, but Oceana County’s overall 
teen birth rate is 20% higher than Michigan’s. Although 
the STD/chlamydia rate for Oceana County Hispanics is 
unavailable, Oceana’s overall rate is above the Michigan’s. 
Unfortunately, data for the Oceana County Hispanic 
population is also unavailable for low birth weight babies, 
diabetes and poor mental health days, due to low sample 
sizes in Michigan studies and/or lack of epidemiological 
research altogether. 

Among the disparities, revealed by researching the existing 
health data, is the lack of epidemiological data for Hispanics/
Latinos and Native Americans in Muskegon County, along 
with the lack of data for Hispanics, African Americans 
and Native Americans in Oceana and Newaygo Counties. 

This is largely due to (1) sample sizes that are too small to 
be reliably reported by state and national surveys, and (2) 
the high cost of conducting local epidemiological studies. 
Nonetheless, the members of the Coalition consider this 
lack of epidemiological information on small, but important 
minority populations as a form of health disparity itself. 
Muskegon County’s epidemiologist has often said, “Without 
data, you’re just another person with an opinion.” Thus, 
policy analysts and policymakers tend to think that if there is 
no data, there is no problem!

“Without data, you’re just another person 
with an opinion.” Thus, policy analysts 
and policymakers tend to think that if 
there is no data, there is no problem!

Steps were taken to achieve broad public 
participation in identifying the health care 
issues and needs of the communities. 

Section VII: 

Key Findings from the  
Community Input Process 
Community Participation and Input

A series of activities and corresponding steps were taken 
to achieve broad public participation in identifying 
the health care issues and needs of the community. 
These included the execution of a detailed consumer 
health survey; one-on-one interviews with health care 
recipients; input of Native Americans, generated through 
locally arranged talking circles; and facilitation of a 
sequence of community conversations and focus groups. 
The findings are summarized below.   

Consumer Health Issues Survey

A consumer health survey was prepared incorporating 
a range of questions focusing on the demographic 
characteristics and personal well-being of respondents 
and their household members. The instrument sought 
feedback on a variety of issues relating to one’s ability 
to access health care services and the quality of care 

received. The survey incorporated a number of health 
care questions included on a similar survey conducted 
for the 2009 Community Health Needs Assessment. This 
provided an opportunity to gauge possible changes in the 
health status of the service area.  

Survey methodologies included the circulation of hand-
distributed paper questionnaires and online survey with 
the use of SurveyMonkey. Paper questionnaires were 
distributed at 32 locations throughout Muskegon and 
Oceana Counties by volunteers from the District #10 
offices of the Michigan Department of Community 
Health, Ross Medical School, Whitehall High School 
National Honor Society, Muskegon Family Care Staff, 
Oceana County Council on Aging, AgeWell Services, 
Andre Bosse Center, Muskegon County Child Abuse 
Council, West Michigan Community Mental Health 
Services, Priority Health, Muskegon County Service 
League, Oceana County and Muskegon County Senior 
Resources, Mercy Health Partners, Herman Miller Cor-
poration, and the Muskegon Community Health Project. 
A total of 2,084 completed survey forms were received, 
including 1,288 paper copies and 796 electronic.
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As detailed by the following tables, the demographics of 
survey participants sufficiently reflected the population 
of the service area. Survey responses revealed input by all 
age ranges, ethnicities, income groups, employment status 
sectors, residency types, and household sizes found within 
the study area. That fact, combined with the quantity of 
completed surveys, resulted in a relatively high level of 
confidence that the survey data accurately reflected the 
community at large. This was subsequently borne out 
through the input received via the other community feedback 
procedures. The source for this data is the Consumer Health 
Issues Survey, Community Health Needs Assessment, 
Muskegon Community Health Project, 2012.

Survey Response by Age Range (2012)

	 Age Range	 Percent of Surveys

	 18–24	 11.80%

	 25–34	 17.90%

	 35–44	 17.30%

	 45–54	 21.00%

	 55–64	 21.00%

	 65–74	  6.30%

	 75 or Above	  4.70%

Survey Response by Race/Ethnicity (2012)

	 Race/Ethnicity	 Percent of Surveys

	C aucasian	 77.50%

	 African American	 11.90%

	 Hispanic	  5.00%

	N ative American	  2.70%

	 Asian	  0.30%

	O ther	  2.60%

Survey Response by Employment Status (2012)

	 Employment Status	 Percent of Surveys

	E mployed Full Time	 42.10%

	E mployed Part Time	 12.90%

	 Laid-Off	  3.00%

	 Unemployed 	 20.70%

	 Retired	 15.50%

	 Student	  5.80%

Survey Response by Annual Household Income (2012)

	 Income	 Percent of Surveys

	 Less than $25,000	 45.40%

	 $25,000–$50,000	 24.10%

	 $51,000–$75,000	 14.10%

	O ver $75,000	 16.30%

Survey Response by Type of Residency (2012)

	 Residency Status	 Percent of Surveys

	O wn or Buying Home	 59.40%

	 Rent Home or Apartment	 22.90%

	 Live with Family/Friends	 13.50%

	O ther	  4.20%

Survey Response by Household Size (2012)

	 People per Household	 Percent of Surveys

	 1	 15.90%

	 2	 29.00%

	 3–4	 37.60%

	 5–6	 13.80%

	 More than 6	  3.80%
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Summary Observations from the  
Consumer Health Issues Survey

Survey results provided quantitative information on matters 
of access to health care services and personal wellness for the 
population at-large and various demographic groups. Survey 
findings were compared for purposes of identifying the 
frequency of responses, commonalities among respondents, 
and variations among demographics. The analyses resulted in 
the identification of a range of health care issues and themes. 
The following represents a brief overview of significant 
findings. In some instances, reference to the health care 
findings of the 2009 Community Health Needs Assessment is 
made for purposes of comparison and recognition of change.   

Uninsured and Underinsured Households

Survey results indicate that approximately 20% of all house-
holds lack health care insurance of any type and that approxi-
mately 14% of households with some level of coverage do not 
possess prescription drug insurance. These percentages close-
ly mirror conditions detailed in the 2009 Needs Assessment. 
While the effected households are primarily low-to-moderate 
income, they are not exclusively so. The lack of health care 
insurance or inadequate insurance to cover basic needs was 
identified as a leading factor in the public’s inability to access 
the services of professional health care providers.      

Difficulty in Obtaining Health care Services

Over 15% of respondents indicated difficulty with accessing 
health care services for themselves or members of their 
household. This was primarily due to a lack of health care 
insurance or coverage classified by participants as inadequate 
due to high patient participation costs. Of particular note was 
the lack of access to dental services and vision services.

Cost-Related Missed Medical Care

The survey revealed high percentages of households failing 
to obtain medical services within the past 12 months due 
to costs: 

•	 Approximately 30% indicated they, or a member of  
their household, failed to access needed medical care due 
to costs.

•	 Approximately 20% indicated they, or a member of their 
household, failed to seek needed professional services for 
mental health issues due to cost.  

•	 Roughly 37% indicated they, or a member of their house-
hold, failed to seek needed dental services due to costs. 

•	 27% failed to fill a prescription due to costs. 	

Medical Debt

Roughly 47% of households have existing medical debt 
of $500 or less and 53% experience debt exceeding $500. 
The percentage of those with medical debt is slightly up 
from the 2009 Needs Assessment. Approximately 8% of 
the households report debt in excess of $4,000. In 2009, 
the percentage exceeding $4,000 topped out at 7%. 
Demographic groups reporting the highest levels of medical 
debt include low-income and non-insured households. 

Personal Health

In spite of a number of identified health care issues, the 
majority of respondents rated their personal health as good 
(38%). Overall, approximately 78% rated their health as 
good to excellent. This represents a marked increase over 
2009 levels during which 66% reported their health as good 
to excellent.   

The lack of health care insurance or 
inadequate insurance to cover basic 
needs was identified as a leading 
factor in the public’s inability to access 
the services of professional health  
care providers. 

53% experience debt exceeding $500. 
The percentage of those with medical 
debt is slightly up from the 2009  
Needs Assessment. Approximately  
8% of the households report debt in 
excess of $4,000. 
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Leading Health Problems

The leading health problems, reported by 10% or more 
of survey respondents, included high blood pressure, high 
cholesterol, excess weight and vision problems. These were 
followed by diabetes, arthritis, asthma, chronic pain and 
dental problems.

Mental Health

Similar to the 2009 findings, depression was again identified 
as the most prevalent mental health issue, representing 
almost 34% of the respondents indicating receipt of a mental 
health diagnosis by a physician or other health professional. 
Other significant mental health issues included anxiety, 
attention deficit and hyperactivity disorders.  

Lack of Dental Care

Similar to the 2009 findings, a lack of accessing dental 
services was commonly referenced by survey participants, 
with over one-third indicating they had not visited a dentist 
within the past twelve months due to cost. 

Leading Source of Care

Approximately 83% of all respondents reported a private 
physician’s office or clinic as the leading or primary source 
of care when seeking medical attention. This is unchanged 
from levels reported in 2009. Approximately 6% reported use 
of hospital emergency rooms as their primary source of care. 
This is up from 2% as reported in 2009.

Nutrition

Forty-three percent (43%) of respondents stated their 
daily diet included fresh fruits and vegetables. Conversely, 
approximately 14% indicated these foods were either never a 
part of their diet or consumed only once per week. Regarding 
the availability of fresh fruits and vegetables, roughly 22% of 
respondents indicated their neighborhoods (general areas of 
residence) lacked a good source of these foods. A review of 
the data revealed that a majority of the neighborhood areas 
reported lacking a good source of fresh fruits and vegetables 
in inner-city settings and rural areas.

Exercise

Approximately 36% of respondents stated they partake in a 
physical activity, such as walking or running for at least 30 
minutes, 4 to 7 days per week. Thirty-nine percent (39%) 
indicated they never exercise or do so only one day per week. 

Obesity

Eighty-two percent (82%) of respondents stated they, and/or 
at least one household member, are seriously overweight. 

Sources of Health Care Information

Respondents were asked about information used in making 
personal health care decisions. Fifty-nine percent (59%) 
stated their health care provider served as the primary 
informational source. Other sources include the Internet 
(15%), friends and relatives (9%), and television (7%).

Making the Community Healthier

When asked about upgrading the health of tri-county 
residents, respondents identified the following as the most 
important areas of need: improving nutrition and eating 
habits, increasing participation in physical activities/exercise 
programs, improving access to care services, and public 
education on related issues. These same issues were identified 
in the 2009 report.

A majority of the neighborhood areas 
reported lacking a good source of 
fresh fruits and vegetables in inner-city 
settings and rural areas.

39% indicated they never exercise or  
do so only one day per week.  

82% of respondents stated they, and/
or at least one household member, are 
seriously overweight.
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Community Conversations and  
Focus Groups: Introduction

Community Conversations are generally described as 
discussions which take place in communal settings, with 
audience members speaking as equals. Community 
conversations frequently resemble “town hall” events 
where participants come together for a period of two to 
three hours to discuss topics of interest. The conversations 
are comprised of approximately 20 to 60 people brought 
together, with a facilitator. For this project, the basic goal 
of the conversation was to give participants a chance to 
voice their opinions and provide input on local health care 
issues and concerns focusing on unmet needs, barriers, and 
problems associated with access to health care and quality 
of care. Topics and questions used during the conversations 
were largely developed based on the community survey  
data previously discussed. 

Four community conversations were held as part of the 
project—two in Muskegon County and two in Oceana 
County. Participants included representatives of local  
health care providers, schools, local governments, civic 
and faith-based organizations, pharmaceutical companies, 
human services agencies, business and industry, and the 
general public. 

Focus groups refer to small groups of people selected from 
a wider population and sampled, via open discussion, for 
participants’ opinions about a particular subject or area. 
Focus groups are commonly comprised of 8 to 12 people, 
also convened with a facilitator. The group participants often 
represent a target audience demographic. A set series of 
questions or topics is used by a facilitator as he/she solicits 
group preferences and opinions. 

Focus groups produce qualitative data (preferences and 
beliefs) that may or may not be representative of the general 
population. However, after conducting a series of focus 
groups and using a range of demographics, if the data 
shows marked similarity in content, one may likely draw the 
conclusion it holds a close resemblance to the basic opinions 
of the area’s general population base. This was the case with 
the focus groups participating in the project. 

In working with the community conversation and focus 
group participants, several key factors were followed by 
program facilitators to help ensure the validity of the 
findings. These factors included:

•	 Facilitators remained neutral throughout the process—
neither supporting nor challenging comments. 

•	 Caution was exercised by facilitators to avoid giving the 
impression a particular message was being sought.

•	 Facilitators employed interactive discussion techniques to 
make certain all participants were engaged in the process.

•	 Significant caution was exercised when analyzing and 
reporting the information, taking care not to overstate 
the sentiments expressed, leaving out important themes, 
reporting comments out of context, rewriting information 
to make the terminology fit a particular audience likely to 
review the findings, or draw premature conclusions.  

•	 The information and opinions of all groups were 
considered to be of equal importance. No weighting was 
applied to the responses of a particular group.

Community Conversations:  
Summary of Findings

The Community Conversations generated significant 
feedback on a range of health care issues and concerns 
that fell into one or more of the following 17 categories. 
Accompanying each category are the key findings expressed 
for the particular topic. The following are grouped based 
on the conversations held in Muskegon County and those 
of Oceana-Newaygo Counties. It is important to note that 
the range of topics discussed at the Muskegon County 
conversations did not necessarily match those of Oceana and 
Newaygo Counties. Topical discussion themes were based 
on the information generated by the public survey and other 
input techniques. The findings of these processes commonly 
demonstrated areas of special or unique concern to the 
respective geographic areas.   

The Community Conversations  
generated significant feedback on  
a range of health care issues.
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Muskegon County

1.	 Health Care Issues by Age Classification  
(non-prioritized)

Infants

Lack of immunizations

Lack of prenatal care

Low birth weight

Teens

Obesity/poor diet/lack of physical activity

Teen pregnancy

Alcohol, smoking and substance abuse

Sexually transmitted diseases

Adults

Unemployment/lack of insurance/poverty	

Obesity/lack of physical activity

Alcohol and substance abuse

Chronic illness

Mental health issues/lack of access  
to mental health resources	

Lack of transportation to access needed health services

Cancer/renal disease	

Seniors

Low income/lack of insurance  
(prescription coverage and dental)

	Lack of health care advocates/need for improved  
care management

Lack of affordable homecare

Isolation (living alone/poor socialization)

Lack of transportation to access needed health services

Dementia

	Mental health issues/depression

2.	 Pursuant to communicating to the public on  
health care matters, what media venues,  
organizations or other means has the greatest  
potential for reaching audiences? 

a.	 Schools, faith-based organizations and employers 
b.	 Primary care practices
c.	C all 2-1-1
d.	 Internet

3.	W hat is the role of public schools on matters  
of health education? 

a.	T eaching basic health skills for nutrition, personal  
	 care, and lifestyle practices
b.	 Helping reduce obesity through the institution of  
	 physical exercise programs, provision of nutritional  
	 meals and health education 

4.	W hat are the community’s most significant mental 
health issues or concerns?

a.	O ver-diagnosis of depression and the prescribing of  
	 medicines for its treatment 
b.	 Given the wide range of parties called upon to deal  
	 with mental health issues, many of whom may not  
	 have the qualifications, there is a strong potential for  
	 improper diagnosis and treatment of mental health  
	 illnesses
c.	 Mental health problems, such as depression, often  
	 stem from other conditions common to the area, such  
	 as the lack of employment, lack of health care  
	 insurance, obesity and chronic illness; until these  
	 issues are resolved, it will be difficult to overcome  
	 mental health problems like depression
d.	 Young people (teens) have poor stress-coping abilities

5.	W hy is dental care such a significant issue? What can  
be done to help reduce the problem?

a.	 Lack of dental insurance/high deductibles
b.	 For many families, problems are not addressed until  
	 they are urgent
d.	 People disconnect dental care as being a part of the  
	 overall health component
e.	 Primary care physicians need to connect more closely  
	 with dentists for purposes of referring patients for  
	 dental services

6.	W hat are the local obstacles to good nutrition? 

a.	 Urban centers (such as downtown Muskegon) lack  
	 full-service grocery stores
b.	 People have easy access to inexpensive convenience  
	 (fast) foods
c.	 People do not have the time to prepare healthy meals
d.	 Lack of nutrition education and education on the  
	 purchase and preparation of nutritious meals
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7.	O besity has been a community problem for a rather 
extended period of time. Why does it remain such  
a problem?

a.	 People have become addicted to foods with simple  
	 sugars, carbohydrates and salts
b.	 Fast foods are readily available and inexpensive
c.	 Many insurance programs do not provide incentives  
	 for promoting improved health
d.	 Physicians are not assertive with patients on obesity

8.	W hy do people avoid preventive care measures,  
such as flu shots?

a.	 People lack the knowledge of why preventive measures  
	 are important
b.	 Fear that prevention may lead to undesired side effects
c.	 Perception that preventive care measures are  
	 unnecessary

9.	W hat are the issues experienced by people with mental 
and physical challenges when accessing health care 
services and in the quality of care received? 

a.	 Many transportation services and patient rooms  
	 are not equipped for those with special needs, such as  
	 patients with mobility challenges
b.	 When needing to refer patients, primary care  
	 physicians commonly lack knowledge of specialists  
	 capable of accommodating (willing to accommodate)  
	 the needs of mentally and physically challenged  
	 patients

10.	Pursuant to ethnic or other groups, are you aware  
of any disparities in the ability of parties to access  
health care services or in the quality of care received?

a.	 Hispanic residents experience language barriers  
	 when accessing care

11.	Environmental issues of concern? 	

a.	 Lead poisoning
b.	 Pesticides used for agricultural production
c.	 High rate of smoking 

12.	What can/should our local hospitals and clinics be  
doing to improve the health of residents?

a.	E xpand the hours of operation of urgent care facilities  
	 and improve the perception of these facilities as  
	 capable of handling patient needs
b.	 Increase the levels by which local hospitals educate the  
	 public on health care matters, such as health literacy,  
	 and on availability of community health care resources
c.	E xpand the levels of coordination between the  
	 hospitals and local schools, businesses, and industries  
	 on matters of health education

13. Other areas of need or concern?

a.	 Lack of specialty care for the uninsured
b.	 Area (nation) not prepared for the aging population
c.	 Health care system remains disjointed 

Oceana/Newaygo Counties

1.	 Health Care Issues by Age Classification  
(Non-Prioritized)

Infants

Lack of specialists (neonatal, allergists and pediatricians)

Poor nutrition

Teens

Obesity/poor diet/lack of physical activity

Teen pregnancy

Poor nutrition

Adults/Seniors

Unemployment/lack of insurance/poverty

Transportation

Diabetes

2.	W hat services are lacking or inadequate pursuant  
to the range and quality of health care?

a.	 Family health care physicians
b.	 Many people lack health care insurance
c.	 People are unfamiliar with available services
d.	T here are very few health care specialists of any type

3.	 How are people informed of health care services?

a.	C all 2-1-1 program
b.	 Local food pantries
c.	 Health Department
d.	 Faith-based organizations

4.	W hat attributes to the high rate of depression?

a.	 Unemployment
b.	 Depression is often misdiagnosed; the area lacks  
	 mental health specialists

5.	I dentify the dental care issues affecting the area.

a.	 Lack of dental insurance/low reimbursement  
	 by Medicaid
b.	E xcessive appointment timeframes for the receipt  
	 of service
c.	 Lack of specialists (orthodontists)
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6.	 Although identified as an agricultural area, why is the 
access to and use of fresh fruits and vegetables limited?

a.	 Lack of transportation to markets
b.	 People do not know how to prepare foods
c.	 Difficult to compete with snack foods
d.	 People are not educated on the value of nutrition

7.	D o migrant workers experience any issues with 
accessing health care services? 

a.	 Lack of transportation
b.	 Limited evening hours of operation for many health  
	 care providers
c.	C ultural issues
d.	C oncerns regarding employment loss if taking time off  
	 for health care

8.	W hat measures should the local hospitals take  
to improve the health care of residents?

a.	 Develop medi-centers for after hours and  
	 weekend services
b.	O ffer medical tests at health fairs and workshops
c.	 Improve the continuation of patient care through  
	 discharge planners

9.	 Are there other health care issues of significance?

a.	 High prescription drug costs
b.	 Substance abuse
c.	N eed for an Alzheimer’s unit at the hospital  
	 (Oceana Medical Care)

Community Focus Groups:  
Summary of Findings 

Based on the responses gained from the community 
conversations and information collected from the health 
care surveys and other informational sources, focus groups 
were assembled in Muskegon County and Oceana/Newaygo 
Counties to react to key health care issues of community 
concern and to provide input and direction on each.

The Muskegon County Focus groups included:

•	 Vulnerable Populations Health Issues and Health 
Disparities Focus Group

•	 Mental Health Focus Group
•	 Health Education/Literacy, Resource Awareness and 

Communication Focus Group
•	 Seniors and Persons with Disabilities Health Issues  

Focus Group
•	 Nutrition, Weight Management and Lifestyle (Changes) 

Focus Group

The Oceana/Newaygo Focus Groups included:

•	 Oceana County Healthcare Needs and Outreach 
Leadership Group

•	 WIC
•	 Wisewoman
•	 Tencon

A physician focus group representing the Lakeshore Health 
Network of physicians was also convened.

With the exception of the physicians’ focus group, the leading 
findings of the focus groups were combined and listed below. 
Input received from the physicians’ focus group is provided 
as an individual section.  

Muskegon County Focus Groups:  
Identified Health Care Issues 

The input provided by the focus groups identified the 
following health care issues of significance to Muskegon 
County (non-prioritized):

Alcohol abuse

Cancer deaths

Cardiovascular disease

Community care coordination

Dental care

Depression

Diabetes

High blood pressure

Lack of medical insurance

Lack of prenatal care

Lack of preventive care

Lack of transportation

Language barriers

Native American health care services

Need for improved patient/provider communication

Nutrition education

Obesity

Overuse of the emergency room for primary care services

Senior isolation/home care

Sexually transmitted diseases

Smoking

Teen pregnancy/teen birth rate

Focus groups were assembled  
to react to key health care issues  
of community concern.
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Oceana/Newaygo County Focus Groups:  
Identified Health Care Issues 

The input provided by the focus groups identified the 
following health care issues of significance to Oceana and 
Newaygo Counties (non-prioritized):

Alcohol abuse

Cardiovascular disease

Community care coordination

Dental care

Depression

Diabetes

Health agency communication

High blood pressure

Lack of primary care physicians

Need for urgent care facilities with evening hours

Nutrition education/healthy foods

Obesity

Patient/provider communication

Preventive care

Specialty care and testing

Teen pregnancy/teen birth rate

Transportation

Physicians’ Focus Group

A physicians’ focus group, representing the Lakeshore Health 
Network of physicians, was questioned on a range of topics 
as detailed below:  

Communication

Physicians agreed that the “Patient-Centered Medical 
Home” concept must ensure patients have a clear 
understanding of their condition, treatment plan, and 
the purpose and proper use of medications. Pilot studies 
involving the “Teach Back” approach to health literacy are 
under way in Mercy practices and look promising. Physicians 
also endorsed a three-year study of using care coordinators 
in practices, working directly with patients on follow-up 
education about treatment therapies. However, expense to 
the practices is a barrier. Physicians believe that insurance 
companies should be covering the cost. 

Doctors are challenged since the prevailing model for health 
delivery is that they are in charge of everything, while Centers 
for Medicaid and Medicare Studies (CMS) is pushing for a 
team approach to health care—but not providing funding. 
Mercy is working on a CMS demonstration project with 
health plans participating, aimed at revising billing codes 
to standardize billing for care coordinators. The physicians 
recommended that hospital practices include mid-level 
providers, mental health social workers and care coordinators 
using the same model of current Federally Qualified Health 
Centers (FQHCs) and Rural Health Centers.

Mental and Behavioral Health

When asked if they were trained well enough to recognize 
and diagnose mental/behavioral health problems and 
prescribe effective treatment, the doctors felt competent to 
diagnose some entry-level mental health disorders. However, 
often these disorders; e.g., depression and anxiety, are 
masked by a disease-related complaint. Moreover, when 
they discern mental health illnesses, patients tend to expect a 
“quick fix,” rather than be responsive to long-term treatment 
recommendations. This dilemma is compounded by a lack 
of referral sources for mental health issues. Even insured 
patients generally do not have adequate mental health 
benefits to cover costs. Further, mental health providers often 
do not accept insurance, requiring significant out-of-pocket 
expense to the patient. Uninsured and under-insured patients 
typically cannot afford the cost of mental health treatment. 

In addition to the time and expense of mental health 
treatment, the physicians believe there is still a great deal 
of denial regarding the prevalence of mental illness and the 
importance of long-term treatment. Negative attitudes about 
mental health providers, and the idea that seeking treatment 
will stigmatize them at home and in the workplace present 
barriers, specifically in minority cultures and especially 
among males.

Risk Behaviors

Although questions about specific risk behaviors are routinely 
asked on medical history questionnaires and updated yearly, 
the physicians were asked to assess their comfort level when 
asking patients about tobacco and alcohol use, drug abuse, 
sexual practices, and domestic violence. As a rule, physicians 
usually inquire when patients leave questions blank. 

A physicians’ focus group was  
questioned on a range of topics.

Mental health providers often do not 
accept insurance, requiring significant 
out-of-pocket expense to the patient. 
Uninsured and under-insured patients 
typically cannot afford the cost of  
mental health treatment. 
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However, when offered informational brochures, patients 
often are unwilling to take home “evidence” of their problem. 
Generally, patients are aware of the health consequences of 
risk behaviors, but changing behaviors is beyond what can 
be expected of physicians. Doctors believe this responsibility 
belongs with public health and community health centers, 
again pointing to lack of resources for referrals. 

Obesity

Physicians were in agreement on body mass index (BMI) 
as the best measure of obesity and routinely report BMI 
data to the WellCentive patient registry. However, they felt 
a communication “disconnect” with patients on weight 
management issues, especially with parents of overweight 
children. Nutrition and weight management information is 
available but, typically, patients/parents are not receptive; 
rather, many are looking for easy fixes, such as bariatric 
surgery. Other barriers include cost and availability of healthy 
foods, societal promotion of fast foods and contemporary 
eating habits. The doctors stressed the need of public health 
and community groups, such as “1 in 21” to address obesity.

Health Disparities

When asked why minorities distrust the health system, 
the physicians responded that minorities tend to distrust 
all institutions—and often for good reason. While some 
physicians try to understand cultural issues and respect 
traditional remedies, this is very time consuming. There 
is also conflict between evidenced-based medicine and 
culturally-based therapies, a situation that is compounded by 
the new pay for performance requirements. Health literacy 
is also a barrier, with a general lack of understanding of 
risk and benefit for medical options. Lack of health literacy 
creates a general inability to make informed decisions. Also, 
physicians are frustrated that governmental regulations put 
the onus on doctors for health management and positive 
outcomes, but not on the patient. 

Next Three Years

To improve access and quality of care, physicians suggested:

•	 Place mental health workers in hospital practices, while 
recruiting more psychiatrists and psychologists, making 
them more accessible for referral from primary care offices.

•	 Make health coaches/case managers available at time 
of hospital discharge to ensure follow-up treatment and 
patient compliance.

•	 Include an urgent care unit in ERs to save costs and extend 
hours for all urgent care facilities. Establish billing codes to 
ensure adequate reimbursement for urgent care visits.

•	 Reform the payment process.

•	 Increase hospital discharge planning for uninsured and 
underinsured patients to ensure primary care medical 
home and medical coverage.

•	 Provide a CALL 2-1-1-style resource for physician 
practices to use for referring patients to health and human 
services needed to support their treatment plans.

•	 Create day clinics at Oceana County’s Lakeshore Campus 
for identified specialty care needed for residents who must 
drive long distances for access. For example, arrange for 
five different specialty physicians on each day of the week, 
for one week per month. Most needed are ENT, internist, 
orthopedic surgeon, and general surgeon.

•	 Provide transportation (shuttle) for Oceana patients to 
Muskegon specialists and lab facilities.

One-On-One Focused Interviews

A series of 52 confidential one-on-one interviews with 
patients/clients of the offices of the Muskegon Community 
Mental Health Agency, the Oceana County Migrant Health 
Clinic, and the Muskegon Community Health Project were 
conducted for purposes of receiving input on the quality of 
care received and recommendations for improvement. Of 
those interviewed, 18 were males and 34 were females. Of 
these, 17 were African American, 27 Hispanic, 4 Caucasian, 
and 2 bi-racial. The information generated by interviews was 
generally consistent with the information provided in the 
community conversations and focus groups. Primary issues 
and findings surfacing from those interviewed included:

•	 Lack of medical and dental insurance

•	 Use of family and friends for most forms of initial medical 
referral

•	 Negative experiences in emergency rooms due to primarily 
impatient staff

•	 Language barriers (Hispanic patients)
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•	 Difficulty in navigating/finding health care resources — 
lack of patient coordinators or advocates

•	 Primary care physicians often lack an understanding of the 
range of mental issues and developmental disabilities

•	 Need for transportation

Native American Talking Circles

Following traditional Native American structure and 
guidelines, the Muskegon-Oceana Health Disparities 
Coalition hosted two Native American “Talking Circles” 
to explore heath issues relating to the Native Americans 
residing in Muskegon and Oceana Counties. The events 
were organized by a member of the Little River Band of 
Ottawa Indians and facilitated by a member from Manistee, 
Michigan. Members of other tribes attended, as well, 
including the Sault Ste. Marie Chippewa Indians.

The most pressing health concerns identified were:

•	 Diabetes
•	 Breast cancer
•	 Cardiovascular disease
•	 Obesity
•	 Mental illness
•	 Substance abuse

Over-arching concerns included availability of medical 
services in Muskegon County, mistrust of the medical 
community, better understanding of the health system 
and help navigating services for which Tribal members are 
eligible. The principal barriers facing Native Americans to 
accessing health services were identified as transportation, 
especially for the elderly; lack of awareness of available 
services; Tribal health services and health coverage being 
limited outside the Tribal service area in Manistee; and 
mistrust of governmental services, in general.

The specific health-related services identified as most needed 
at this time included:

•	 Education about available services and assistance 
navigating the health system

•	 Health screening for cholesterol, hypertension, heart 
disease, diabetes, cancer, vision and hearing

•	 Need for preventive education, stress testing, 
mammograms and instruction on self-examination, and 
monitoring medications

•	 Treatment services specifically mentioned were dental 
care, specialty care (such as pediatrics, dermatology and 
endocrinology) and mental health and hospice services

•	 Transportation to health care services

Ranking sessions were held in Muskegon 
and Oceana Counties, comprised of 
representatives from a wide range of local 
health and human service providers and 
other stakeholder groups.

Section VIII: 

Ranking and Prioritizing the Findings 
Data analysis and the community input components 
yielded 22 health issues of concern in Muskegon County 
and 17 health issues in Oceana/Newaygo Counties. 
Ranking sessions were held in Muskegon and Oceana 
Counties, comprised of representatives from a wide 
range of local health and human service providers and 
other stakeholder groups. The groups were given a list of 
un-prioritized health issues and asked to categorize each 
issue according to the domain they felt should take the 
lead role in addressing the particular issue. 

The choices were: “Community,” which included 
schools, Community Mental Health or other 
governmental agencies, community-based and faith-
based organizations; the “Health System,” which 
included the hospital, physician practices and public 
clinics; and “Public Health,” which included the local 
health departments. Once sorted by domain, the groups 
were then asked to rank the issues under each on a 
scale of 1 to 5, with 5 meaning “most significant.” The 
scoring was based on four criteria: severity—magnitude 
or urgency of the health issue; feasibility, in terms 
of resources available and surmountable barriers; 
potential impact on the greatest number of people; and 
achievability within three years.
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Muskegon County Rankings

Held in Muskegon County, 27 individuals participated 
in two ranking sessions. The issues were ranked as “Top,” 
“Secondary,” and “Tertiary,” but were not prioritized. 
Top ranked issues included: high blood pressure, diabetes, 
overuse of the Emergency Room, sexually transmitted 
diseases, obesity, and lack of prenatal care. Secondary issues 
were: patient-provider communication, lack of preventive 
care, access to dental care, alcohol abuse, smoking, teen 
pregnancy, nutrition education/access to healthy foods, 
community care coordination, cancer deaths, cardiovascular 
disease, and lack of insurance. Tertiary issues were: language 
barriers, senior isolation and home care, depression, Native 
American awareness of resources, and access to health care 
and hospice services.

These results were then submitted to the Muskegon 
Community Health Project’s Advisory Board of Directors 
for establishing priorities. The Board members were broken 
into three groups and each was asked to prioritize what 
they considered to be the most important issues for the 
community health of Muskegon County. The results from 
the three groups were then discussed by the whole. Through 
a debate and voting process, the top five and secondary five 
health issues established in ranking order were as follows: 

Top Five Issues

Obesity	

Diabetes	

High blood pressure

STDs and teen pregnancy

Depression

Secondary Five Issues

Access to dental care

Need for preventive care

Need for nutrition education and access to healthy foods

Need for health insurance

Smoking

Oceana/Newaygo County Rankings

The Oceana County Healthcare and Outreach Services 
Committee, representing health and human service providers 
in Oceana County, attended the ranking and prioritizing 
session. The top ten ranked health issues for the Health 
System in priority order were:

Top Five Issues

Diabetes and preventive care (tied)

Obesity, community care coordination and  
high blood pressure (tied)

Patient-provider communication

Transportation

Cardiovascular disease

Secondary Five Issues

Dental care

Teen pregnancy, specialty care and lab testing (tied)

Lack of primary care physicians

After hours urgent care

Depression

The top ranked health issues by domain for the Health 
System, in priority order were: (1) diabetes and preventive 
care (tied), (2) community care coordination, (3) high 
blood pressure, (4) patient-provider communication, (5) 
cardiovascular disease, (6) lack of dental care, (7) specialty 
care and lab testing, (8) lack of primary care providers, 
(9) after hours urgent care, and (10) health agency 
communication. 

Top ranked issues by domain for the Community, in 
priority order were: (1) transportation, (2) lack of dental care, 
(3) teen pregnancy, (4) depression, and (5) alcohol abuse. 

Top ranked issues by domain for Public Health, in 
priority order were: (1) preventive care, (2) obesity, (3) dental 
care, (4) teen pregnancy, (5) nutrition education and access 
to healthy foods.
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Section IX: 

Reflecting on the 2012 Community  
Health Needs Assessment Process:  
Lessons Learned About the 2012 Process
General Thoughts

The 2012 CHNA process was given six months to 
complete. However, for the expanded content to include 
more community forums, focus groups and the addition 
of the ranking/prioritizing process would mean that 
more time would be needed to complete the process. 
An additional month or two should be allowed to 
facilitate the expanded community input process. Broad 
community involvement and a variety of input techniques 
are necessary to discover the range of issues that concern 
all segments of the community. This also means that 
additional time is needed to analyze the wealth of 
information received from the expanded process.

Consumer Health Issues Survey

Using trained volunteers to directly administer the 
paper version of the consumer surveys proved very 
fruitful in terms of the number and quality of returned 
questionnaires. Volunteers were trained to help 
respondents understand and complete the questions, 
as well as provide “trusted” interviewers to enhance 
their confidence in the survey. However, embracing this 
approach requires two vitally important considerations: 
(1) a very capable coordinator to recruit and train 

volunteers for two to three weeks, as well as to make 
arrangements for their deployment to multiple locations; 
and (2) suitable locations and times to access low-
income and underserved populations.

The survey questionnaire tended to be too lengthy and 
needed to be shortened so that it could be administered 
in ten minutes or less. Care should be taken that 
questions are not ambiguous and/or beyond the health 
literacy levels of the typical respondent. Thus, more time 
should be taken to field-test the survey instrument before 
it is released. The paper survey was formatted for optical 
scanning; however, this technique made it difficult to tally 
questions requiring one response to multiple choices. The 
scanner generally picks up the first answer marked on the 
questionnaire if more than one answer is marked.

Community Forums and Focus Groups

The “Community Conversations” were planned for 
one-and-a half hours of dialogue. It would be helpful 
to add about a half-hour to allow time to reflect on the 
achievements since the previous Needs Assessment was 
completed. By highlighting successes, it would help 
alleviate the feeling that the issues had been heard before 
and the problems are unchanged.

It is extremely helpful to have the same facilitator(s) 
conduct all the community forums and all the focus 
groups, if possible. This will eliminate the difficulty in 
analyzing information compiled by others and, thus, 
greatly facilitate the time and effort needed to analyze 
and synthesize the information.

Focus group questions were based on the information 
gathered from analyzing data and the input received 
from the community forums. This year, the focus groups 
were organized around topical issue areas, rather than 
specific community interest sectors. Although it takes 
more time to analyze, this approach helps to better 
organize the information, avoid redundancy and produce 
a more effective report.
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The ranking and prioritizing process was new to the 2012 
CHNA process. Several ranking and prioritization methods 
were reviewed, ranging from the simple to complex. The 
method used was the simplest and least time-consuming. 
This approach served three objectives: (1) it could be used 
consistently with several different groups, (2) it was suitable 
for groups of different sizes, and (3) it could be completed 
within two-hour sessions.

In summary, the value in using a range of techniques to 
obtain community input is assurance that we are obtaining 
a broad base of views from all demographic sectors in the 
service area. Although time-consuming, these tools help add 
confidence that the voices represented in the CHNA are 
truly those of the community. 

Considerations for Next Steps

1.	D eveloping an Implementation Plan according to the 
requirement of the Patient Protection and Affordable 
Care Act of 2010 will require the hospital system to 
design a structure and process to address the health 
issues identified in the CHNA. The plan must cite the 
needs that the hospital system will be addressing with its 
direct and indirect resources, and provide a rationale for 
their intentions. The plan must also provide a rationale 
for why the hospital system is not addressing other 
identified needs. This will necessitate involvement of other 
health and human service providers, as well as educators 
and government agencies. The input from community 
stakeholder groups in the ranking process will be most 
helpful in completing the implementation plan.

2.	 Continue working with the Public Health Departments 
to coordinate, if not integrate, consumer health issues 
surveying in the future, as well as structuring other 
community input strategies so that the information 
is useful for both the Community Health Needs 
Assessments required of the hospital system and the 
Health Improvement Plan required of health departments. 
This will promote consistency in survey techniques, 
mitigate redundancy and reduce unnecessary expense to 
both organizations.

3.	U sing Graphic Information Systems (GIS) to map demo-
graphic data and data on various social determinants of 
health will help health and human service planners to 
identify and describe “hot spots” for directing community 
resources to the geographic areas and the specific popu-
lations where they are most needed. Data sets are being 
assembled on a variety of health conditions, Emergency 
Room utilization patterns, hospital system charitable care 
and bad debt expenses, as well as grocery store, farmers’ 
market and convenience store locations, fast food restau-
rants, recreational and fitness facilities, etc. Geo-mapping 
will be useful for implementation planning and for  
promoting community-wide problem-solving discussion.

Section X: 

Appendices 
The following pages contain supporting documentation on the findings of the Community  
Health Needs Assessment and provide a useful resource to the community at large. 
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MUSKEGON
• Mercy Health Partners
	 – General
	 – Hackley
	 – Mercy
	 – Johnson Family Cancer Center

grand rapids
• Saint Mary’s Health Care
	 –  The Hauenstein Neuroscience Center
	 –  The Lacks Cancer Center
	 –  The Wege Institute for Mind, Body and Spirit

Byron center
• Saint Mary’s Southwest

Shelby
• Mercy Health Partners
	 – Lakeshore

Byron Center

• Saint Mary’s Southwest

Grand Rapids

• Saint Mary’s Health Care

- The Hauenstein  
Neuroscience Center

- The Lacks Cancer Center

- The Wege Institute for 
Mind, Body and Spirit

Muskegon                 

• Mercy Health Partners

- General

- Hackley

- Mercy

- Johnson Family  
Cancer Center

Norton Shores                 

• Mercy Health Partners

- Lakes

Shelby                

• Mercy Health Partners

- Lakeshore

Physician Networks

• Advantage Health/ 
Saint Mary’s Medical Group

• Mercy Health Partners  
Physician Network

NORTON SHORES
• Mercy Health Partners
	 – Lakes

ADVANTAGE HEALTH /
Saint Mary’s  
Medical Group
28 office locations
• Byron Center
• Caledonia
• Grand Rapids 
• Grandville
• Jenison
• Kentwood
• Walker

MERCY HEALTH PARTNERS 
PHYSICIAN NETWORK
28 office locations
• Fruitport
• Hart
• Muskegon
• North Muskegon
• Shelby
• Spring Lake
• Whitehall

To learn more about Mercy Health, visit:

www.mercyhealth.com

Mercy Health
We’re members of the new




