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October 2021
In September 2020 Cabarrus Health Alliance (CHA) declared racism as a public health crisis and released
13 action items for our agency to accomplish in order to effectively address this issue. These 13 declared
action items were categorized within five priority focus areas: data, sustainability, community
engagement, policy, and training. Our goal is to apply an equity lens across all of these areas to ensure
we are addressing inequities both internally and externally.
Racism is still very present in our local community and across the country, so the responsibility of
deconstructing racism must be prioritized by all of society. This feat can’t be achieved by engaging only
individuals who are negatively affected by racism. Public health is what we do together as a community
to ensure everyone has the opportunity to be healthy. The fundamental cause of most continuous
health disparities has been structural racism. From the coronavirus (COVID-19) pandemic to police
brutality cases, we are yet reminded of the reality that structural racism exists and hinders the quality of
life of marginalized groups. As we move forward we must keep this in mind to be able to revitalize living
conditions for these populations, advocate for policies, provide education, and build relationships with
racial and ethnic groups in our community.
To be effective at promoting the health status of our community, we have to address all of the factors
that influence an individual’s overall health. Safety, transportation, education, housing, access to
healthy foods, and income are all significant social determinants of health influenced by where someone
is born, works, lives, and their age. CHA is devoted to establishing evidence based policies and
interventions with an equity lens to maximize opportunities for residents to live a healthy life in
Cabarrus County.
One of our goals at CHA is to incorporate the Public Health 3.0 model, which takes social determinants
of health into account to be able to achieve sustainable health outcomes. In order to have a healthy
community, it will require multi-sector collaboration to ensure the needs of each individual are being
met. These collaborations can help us begin to close the health gaps by addressing disparities in race,
gender, zip code, and income.
On behalf of the staff of Cabarrus Health Alliance, we look forward to working with you to make
Cabarrus County an equitable, flourishing, and healthy community.

Bonnie Coyle, MD
Health Director
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Executive Summary
This Health Equity Report is a significant step in Cabarrus Health Alliance’s journey to achieve health
equity for the residents of Cabarrus County. The data within this report is vital to identifying and
addressing the current community needs and gaps in care related to chronic diseases. This report
outlines disparities in chronic disease care and health outcomes by analyzing data related to mortality,
disease prevalence, demographics, and environmental influences.
Key informants identified within partner organizations, as well as members of the target population,
were involved in qualitative data collection via interviews. Their feedback and perspective helped
determine the feasibility of addressing health equity and its impact on chronic disease care in addition
to other identified priority areas.
Cabarrus Health Alliance declared racism a public health crisis in September 2020. The agency released a
proclamation outlining 13 action items to address systematic inequities. The history of structural and
individual racism continues to disproportionately impact the overall outcomes for people of color,
causing them to be at greater risk of chronic diseases such as obesity, diabetes, and heart disease.[38]
Compared to white individuals, people of color have a lower life expectancy. These health disparities are
a result of increased stress from being oppressed, silenced, ignored, and targeted for violence. [38]
Cabarrus County is growing more racially diverse every year, making it even more important to ensure
health disparities are being addressed effectively, and equitably.
This report aims to educate the public, community partners, funders, and local decision-makers about
the major health needs in Cabarrus County in regards to chronic diseases and provide solutions for
collaborative efforts to improve overall health.
Key Findings
County-level data disaggregated by race and ethnicity for disease prevalence was limited for this report.
Much of the data documented in this report was analyzed at the state level, and as a result, reflect state
and county-wide level data. Disparity ratios were used to measure how likely death is expected to occur
between different racial groups. Key informant interviews were used to provide insight into the
identification of priority areas as it relates to chronic disease disparities in Cabarrus County.
As detailed in this report, an individual’s health outcomes related to chronic conditions is impacted by
race and ethnicity, gender, age, income level, and place of residence.
Findings:


Cancer and disease of the heart are the top two leading causes of death amongst all minority
populations in Cabarrus County.[39]
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30% of Cabarrus County’s population, age 25 years+, have a bachelor’s degree or higher.[34]
Approximately 25,000 Cabarrus County residents live in food deserts, have low vehicle access,
and low access to healthy foods. Approximately 39% of Cabarrus County residents living in food
deserts are African American or Hispanic.[9] People who are food insecure have a higher risk of
hypertension and diabetes.[37] Access and consumption of healthy fresh foods plays a significant
role in chronic disease prevention and control.[16]
Public transportation/bus routes are primarily only serving residents on the west side of the
county, where a majority of employed residents live. Residents who live on the east side of the
county and have little to no vehicle access may have difficulty accessing healthy living resources.
When transportation is a barrier it can lead to postponed treatment, missed or delayed
medication use, and missed or rescheduled appointments. This can cause poor health outcomes
and poor management of chronic diseases.[43]

Solutions
Partnering with other health entities, universities, and residents will help to reach more
underrepresented communities. [24] Partnerships provide more resources, sustainable funding, and
greater access to health care for the community. This collective approach can also provide a platform for
shared data collection that will be more representative of the entire county population.[24] Data will help
to guide policy implementation, which in turn will lead to systemic change to address health inequities
in Cabarrus County.
Recommendations/Next steps


Race, Ethnicity, Age, Language, and Location (REALL) data needs to be collected and shared to
help identify health inequities, gain deeper understanding of the community and provide
guidance for strategic planning to reduce health inequities. [2]



Focus on adolescent health education for chronic disease prevention. Schools play a vital role in
promoting adolescent health and instilling lifelong healthy behaviors, prevention efforts need to
start with youth.[18]



Community Health Workers (CHWs) are essential in advancing health equity by helping to bridge
the gap between communities, social services, and the local health system.[28]
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SECTION 1
HEALTH EQUITY & OUR COMMUNITY
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Defining Health Equity
Health equity is the fair and just opportunity for all people to have accessible health care and achieve
overall positive health outcomes. Equality and equity are two different concepts. Equality is providing
everyone with the same number of resources regardless of their level of need, while equity focuses on
what are the specific needs in the community and how can we improve their situation for better health
outcomes. The Robert Wood Johnson Foundation defines health disparities as differences in health that
negatively affect marginalized groups and underserved populations. [10]
Health disparities are more likely to be experienced by certain groups of people based on race and
ethnicity, socioeconomic status, gender, age, disability, sexual orientation, mental health status,
geography, or systemic discrimination. This report analyzes factors that influence chronic disease and
overall health by identifying disparities amongst different demographics across the county.
Health inequities identified in this report are intended to create opportunities for action in the
community to improve overall health.
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A Brief History
Through learning and understanding the impacts of key moments throughout history, Cabarrus County
stakeholders can gain insight as to how these moments have shaped health outcomes, access and
resources for residents. The following is a timeline of significant events in Cabarrus County and North
Carolina. These events may have created positive or negative change in the community, and may have a
significant influence on current health inequities identified in this report.



1792. Catawba Indians were the first group to live in the area we now know as Cabarrus
County.[8]



1800. Scotch-Irish and German immigrants migrated to the county in significant numbers,
separated by language, religion, and other cultural barriers.[8]



1829. David Walker, a free black native of Wilmington, NC, published his pamphlet, Walker’s
Appeal to the Colored Citizens of the World which called for the enslaved to revolt against their
owners. Walker’s Appeal created a surge of anti–black education legislation across the South.[35]



1830. Whites in North Carolina repressed slave literacy and free black education.[35]



1830. The North Carolina General Assembly created a declaration that stated, “…the teaching of
slaves to read and write, tends to excite dissatisfaction on their minds, and to produce
insurrection and rebellion, to the manifest injury of the citizens of this state.” [35]



1896 to 1904. Concord's Coleman Manufacturing Company, was the country's first African
American-owned textile company.[8]



1904 to 1920. Annual spending on white schools averaged $3,442 and for black schools, the
annual average was $500. There became a huge inequity between black and white public
education.[8]



1960 to 1990. The fast-growing population of the neighboring Mecklenburg County brought
spillover growth to Cabarrus County, which created more economic diversity.[8]



1997. In the Hoke County Board of Education v. State, the court ruled that the state constitution
did not require all school districts to receive equal funding, but every student had the right to
basic education. Schools in low-income areas would have to receive additional funding. Public
education in North Carolina still has funding disparities that remain today.[35]



1997. The Capacchione v. Charlotte-Mecklenburg Schools case ruled that school districts were
no longer required to use busing as a way to desegregate schools.[35]
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2003. Pillowtex Company (formerly known as Cannon Mills) closed its business and laid off
about 5,000 people in North Carolina, about 1,500 of those people were residents in Cabarrus
County. This was the largest layoff in the state’s history.[8]



2004. Cabarrus County had an estimated population of 147,000 and was one of the largest and
fastest-growing counties in North Carolina. It is considered the auto racing capital of the state.[8]



2005. The North Carolina research campus for biotechnology and health science was established
in Kannapolis through a partnership with many public and private entities.[8]



2018. The state legislature passed House Bill 514, which allowed the majority-white surrounding
suburbs such as Cornelius (85% white), Huntersville (77% white), Matthews (78% white), and
Mint Hill (73% white) to build charter schools.[34]

Cabarrus County Demographics
Table 1. Key demographic data for Cabarrus County
Population
Population estimates, July 1, 2019
Population estimates base, April 1, 2010
Population, percent change – April 1, 2010 (estimates base) to July 1, 2019
Population, Census, April 1, 2010
Age and Sex
Persons under 5 years, percent
Persons under 18 years, percent
Persons 65 years and over, percent
Female persons, percent
Race and Hispanic Origin
White alone, percent
Black or African American alone, percent
American Indian and Alaska Native alone, percent
Asian alone, percent
Native Hawaiian and Other Pacific Islander alone, percent
Two or more races, percent
Hispanic or Latino, percent
White along, not Hispanic or Latino, percent

216,453
178,121
21.5%
178,011
6.4%
25.4%
13.4%
51.2%
72.4%
19.6%
0.7%
4.7%
0.1%
2.4%
11.1%
63.4%

Source: U.S. Census
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Median Income by Race for Cabarrus County – 2019
According to the Robert Wood Johnson foundation income inequality within communities can have
significant health impacts, including increased risk of cardiovascular disease, mortality, and poor health.
[9]
Inequalities in a community can contribute to social stressors and underline differences in social class.
Substantial income inequality can result in decreases in social support, trust, and a sense of community
for all residents. [9]
White
$71,620
Black or African American
$49,750
Hispanic
$51,261
Asian
$132,703
Some Other Race
$47,074
Two or More Races
$51,472
Source: 2020 Cabarrus Community Needs Assessment

Table 2. Education Proficiency and attainment in Cabarrus County in comparison to North Carolina

College Graduation
% of population, age 25 years+, with a Bachelor’s
degree or higher
Cabarrus County Schools
High School Graduation
% of high school students who graduate on time
Reading Proficiency
% of third grade students reading at grade-level
Kannapolis City Schools
High School Graduation
% of high school students who graduate on time
Reading Proficiency
% of third grade students reading at grade-level
Source: North Carolina Institute of Medicine

Cabarrus
30.0%

North Carolina
21.3%

2013-2017

91.4%

87.6%

2019-2020

55.7%

56.8%

2018-2019

85.9%

87.6%

2019-2020

43.6%

56.8%

2018-2019

11

SECTION 2
Chronic Disease & Mortality
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Life Expectancy
Table 3. Life expectancy (years) at birth of Cabarrus County compared to North Carolina.
Cabarrus
Life Expectancy
Life expectancy (years) at birth – avg.
Racial Disparity in Life Expectancy
Life expectancy (years) at birth
Source: North Carolina Institute of Medicine

North Carolina
2017-2019

78.5

78.1

White : Black
78.9 : 76.9

White : Black
78.4 : 76.9

2017-2019

Leading Causes of Death
Leading Causes of Death, 2019
North Carolina 2019
25

20.8%

20.5%

20
15
10

5.6%

5.4%

4.9%

5

4.7%

3.3%

2.2%

1.8%

1.7%

0

Cabarrus County 2019
25.0
20.0
15.0
10.0
5.0
0.0

21.3%

18.8%

8.2%

5.9%

5.3%

4.8%

3.1%

2.5%

2.2%

1.8%

(Source: State Center for Health Statistics/ North Carolina)

13

Table 4.

Leading Causes of Death (00-99 years) - Cabarrus County, All residents 2019
Rank

Cause

Number

%

1

Diseases of heart

348

21.3

2

Cancer

307

18.8

3

Alzheimer's disease

134

8.2

4

Chronic lower respiratory diseases

96

5.9

5

Cerebrovascular diseases

86

5.3

6

All other unintentional injuries

78

4.8

7

Nephritis, nephrotic syndrome and nephrosis

51

3.1

8

Influenza and pneumonia

41

2.5

9

Diabetes mellitus

36

2.2

Nutritional deficiencies

30

1.8

429

26.1

1636

100

10

All other causes (Residual)
Total Deaths -- All Causes

Source: State Center for Health Statistics

Leading causes of death disaggregated by race in Cabarrus County
Table 5.

All Minorities
Rank

Cause

Number

%

1

Cancer

62

20.6

2

Diseases of heart

60

19.9

3

Alzheimer's disease

17

5.6

4

Nephritis, nephrotic syndrome and nephrosis

15

5

5

Cerebrovascular diseases

13

4.3

6

Diabetes mellitus

12

4

7

All other unintentional injuries

10

3.3

Chronic lower respiratory diseases

10

3.3

Influenza and pneumonia

10

3.3

8

2.7

84

28

301

100

10

Septicemia
All other causes (Residual)
Total Deaths -- All Causes

Source: State Center for Health Statistics
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Table 6.

African American
Rank

Cause

Number

%

1

Cancer

50

19.9

2

Diseases of heart

48

19.1

3

Alzheimer's disease

16

6.4

4

Nephritis, nephrotic syndrome and nephrosis

14

5.6

5

Cerebrovascular diseases

10

4

Diabetes mellitus

10

4

Chronic lower respiratory diseases

9

3.6

Influenza and pneumonia

9

3.6

Septicemia

8

3.2

All other unintentional injuries

6

2.4

Assault (homicide)

6

2.4

65

25.8

251

100

7
9
10

All other causes (Residual)
Total Deaths -- All Causes

Source: State Center for Health Statistics

Table 7.

American Indian
Rank

Cause

Number

%

1

Diseases of heart

2

40

2

All other unintentional injuries

1

20

Chronic liver disease and cirrhosis

1

20

Diabetes mellitus

1

20

All other causes (Residual)

0

0

5

100

Total Deaths -- All Causes

Source: State Center for Health Statistics
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Table 8.

White
Rank

Cause

Number

%

1

Diseases of heart

288

21.6

2

Cancer

245

18.4

3

Alzheimer's disease

117

8.8

4

Chronic lower respiratory diseases

86

6.4

5

Cerebrovascular diseases

73

5.5

6

All other unintentional injuries

68

5.1

7

Nephritis, nephrotic syndrome and nephrosis

36

2.7

8

Influenza and pneumonia

31

2.3

9

Nutritional deficiencies

26

1.9

Diabetes mellitus

24

1.8

341

25.5

1335

100

10

All other causes (Residual)
Total Deaths -- All Causes

Source: State Center for Health Statistics

Chronic Disease
Chronic diseases are the most common and preventable leading causes of death in the United States.
Chronic diseases are conditions that last for three months or more and are not typically spread personto-person. Common chronic diseases include diabetes, hypertension, cancer, heart disease, and
arthritis. Access to health care is vital to identify and treat chronic disease. This section explores chronic
disease inequities that exist by gender, age, and race/ethnicity.

Disparity Ratio for Leading Cause of Death
Disparity ratios were calculated using Cabarrus County’s leading causes of death data. The disparity ratio
measures how likely death from a certain disease or incident is expected to occur between different
racial groups. A higher disparity ratio is an indicator that a significant disparity exists. [47]
Due to the historic and persistent gaps between African Americans and Whites, they were both
compared to identify differences in disease occurrence and severity. Disparity ratios are calculated by
dividing the rate for a population that is worst performing (Rate A) by the population that is best
performing (Rate B) for a selected health indicator to determine how much more likely a particular
event is to occur in a population compared to another population.
Rate A
-------- = Disparity Ratio
Rate B
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In Cabarrus County . . .

Cancer

Diabetes

Heart Disease

African Americans are
1.08 times more
likely to die from
Cancer than their
White counterparts.

African Americans are
2.22 times more
likely to die from
Diabetes than their
White counterparts.

Whites have higher
mortality rates for
diseases of the heart and
are 1.13 times likely to
die from diseases of the
heart than their African
American counterparts

Source: State Center for Health Statistics

Priority Focus Areas
Diabetes, cancer, and heart disease were deemed as a priority focus for this report based on prevalence
rates, mortality rates, and insight from key stakeholders/community experts. [15] According to the
Centers for Medicaid and Medicare services, individuals in Cabarrus County who are 65 years and older
have high prevalence rates for diabetes and diseases of the heart. [15] Cancer and diseases of the heart
are the top two leading causes of death in Cabarrus County. [30]

Diabetes
Diabetes is the 9th leading cause of death in Cabarrus County. [30] Among minorities in Cabarrus County
diabetes is the 6th leading cause of death showing these marginalized populations are disproportionately
impacted. [39]
Diabetes can lead to other serious health issues such as vision loss and kidney disease. In the United
States, minority populations are disproportionately affected by diabetes and have higher rates of
diabetes-related complications than the white, non-Hispanic population. [26] Hispanics are significantly
more likely to die from diabetes compared
to non-Hispanic whites. This may be due to
28.4% of residents ages 65 years and older in
factors such as language barriers, low
Cabarrus County have diabetes.
income, and lack of health insurance.[26]
More than 1.5 million North Carolinians
Diabetes prevalence 11.2% in Cabarrus County and
may have prediabetes but do not know
10.1% in North Carolina.
their condition. [16] If individuals with prediabetes do not change their lifestyle, 30% Source: Centers for Medicaid and Medicare Services & North
of them will develop type 2 diabetes within Carolina Institute of Medicine, 2017
5 years. [16] The Centers for Disease Control and Prevention (CDC) estimates that 145 adults in North
Carolina develop diabetes every day. [33] In Cabarrus County, local community experts voiced that
diabetes should be one of the priority focus areas due to the high prevalence they observe in their
respective fields. Experts expressed the need to create greater access to healthy foods and culturally
based nutrition education.
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North Carolina [5]

Diseases of the Heart
Diseases of the heart are the number one leading
cause of death in Cabarrus County. Among
minority populations in Cabarrus County,
diseases of the heart are the 2nd leading cause of
death. [39] This disease is caused by plaque
buildup in the arteries, which can be a number of
conditions such as coronary artery disease, chest
pain, and heart attacks. [4] In Cabarrus County,
local community experts voiced that heart
disease has been seen primarily amongst the
female population highlighting possible disparities
that need to be identified and addressed.

24.8% of residents ages 65 years and older in
Cabarrus County have diseases of the heart.
Heart disease prevalence 157.5 (cab co) 158.0
(NC) [Age-adjusted rate of heart disease
deaths per 100,000 population]
Source: Centers for Medicaid and Medicare Services & NC
Institute of Medicine, 2014-2018
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African Americans have a higher likelihood of premature mortality and morbidity from heart disease
compared to whites. Men are more likely to be diagnosed or die from heart disease at an earlier age
compared to women. [25]

Prevalence of Cardiovascular Disease Risk Factors by Race and Ethnicity,
NC, 2015-2016

19

The risk factors for heart disease are hypertension, diabetes, and obesity. Hypertension, also known as
high blood pressure, puts tension on the heart and can cause high risk for heart attacks, stroke, kidney
issues, and even death. In Cabarrus County, the
elderly population has high prevalence rates for
59.5 % of residents ages 65 years and older in
hypertension. Local community experts voiced
Cabarrus county have hypertension
that hypertension is also very prevalent in the
Latino community.
Source: Centers for Medicaid and Medicare services

Negative health behaviors that increase risk for this disease include unhealthy eating, physical inactivity,
and smoking. [25] In the 2020 Cabarrus County needs assessment, 29% of respondents reported barriers
to healthy eating. [9] Of those 29% who reported barriers, the top 2 barriers most commonly selected
were healthy foods being too expensive (46%), and not having enough time to cook or prepare (29%).
Lack of access was not identified as a major issue even among the low income population. [9]
North Carolina [4]

Cancer
Cancer
Cancer is the 2nd leading cause of death in Cabarrus County among all populations. [30] Among minority
populations in Cabarrus County, cancer is the
number one leading cause of death. Cancer is a
disease in which abnormal cells divide 9.3% of residents ages 65 years and older in
uncontrollably and destroy body tissue. According Cabarrus county have Cancer.
to local community experts, colon cancer has been
seen primarily amongst men due to lack of Cancer prevalence 493.9 (cab co) 469.2 (NC)
utilization of preventative services. Preventative [Cancer incidence rates per 100,000
cancer screenings have declined by 94% across the population]
U.S. due to the COVID-19 pandemic. [48] Twenty one
North Carolina counties have been found to be Source: Centers for Medicaid and Medicare services & North
Carolina Institute of Medicine
‘hotspots’ for colon cancer. [48]
20

North Carolina [3]

Between 2015 to 2019, African American women accounted for 21% of the total female population in
Cabarrus County, while White women accounted for 74%.[50] In regards to breast cancer mortality within
that same time period (2015-2019) African American women accounted for 25.7% of breast cancer deaths
compared to their white counterparts (26.4%). [27] Reasons for this disparity can be lack of early detection,
low income, and cultural myths. Access to care is one of the barriers that create inequities in health
outcomes in individuals with cancer.
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SECTION 3
The Environment and Health
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Community Overview
Table 9. Key factors of community well-being in Cabarrus County versus North Carolina.
Cabarrus

NC

Source: North Carolina Institute of Medicine

HOUSING
Achieving optimal health depends on whether an individual’s home environment is safe and promotes
good physical and mental health. Low quality housing can contribute to long standing health issues such
as chronic diseases. [11]
An individual’s neighborhood can have significant effects on one’s overall health. A neighborhood that is
free from crime, violence, and pollution promotes overall health by providing a safe space for physical
activity outdoors. [11]
Neighborhoods that are in close proximity to grocery stores and farmer’s markets that sell fresh produce
will provide access to healthy foods, which is essential for preventing chronic disease. [11] Communities
with access to transportation, efficient police force, and great schools improve overall health by
providing access to more employment opportunities and community resources.[11] This shows the
significance of stable and safe housing when it comes to disease prevention and management.

Cabarrus County

Poverty

7.9% of individuals living in poverty
22.4% of households are spending over 30% or more of household

Housing Cost Burden income on housing costs
Transportation

4.5% of households have no access to a vehicle

Source: NCIOM
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FOOD ACCESS
Food insecurity
Food insecurity is when an individual does not have an adequate amount of access to food due to
limited resources.[21] According to the USDA about 38 million Americans were food insecure in 2020. [49]
Individuals who are food insecure have a 2.4 times greater risk of hypertension and diabetes. [35]
Diabetes is dependent on diet, whereas hypertension is dependent on medication adherence. Being
food insecure is very stressful, and this stress can be emotional and physiological. Stress is associated
with cortisol which is linked to obesity which is a risk factor for diabetes. Food insecure individuals may
be more inclined to purchase inexpensive carbohydrates rather than fresh fruits and vegetables. This
further increases the risk of development of diabetes. High processed foods, common in diet of food
insecure individuals, can increase the risk of hypertension. [35]

Source: 2020 Cabarrus Community Needs Assessment

The picture above is a food access map of Cabarrus County.
Green = Low-income census tracts where a significant number or share of residents are more than 1
mile (urban) or 10 miles (rural) from the nearest supermarket
Orange= low-income census tracts where a significant number or share of residents are more than ½
mile (urban) or 10 miles (rural) from the nearest supermarket
Cabarrus county is one of the 18 counties in North Carolina that have six or more census tracts that are
classified as food deserts.[9] About 25,000 residents live in food deserts with both low vehicle access and
low access to healthy foods.[9] Thirty-nine percent of residents in census tracts classified as food deserts
are African American or Hispanic. In the 2020 Cabarrus County community needs assessment, 15.1% of
respondents reported a lack of access as a barrier to eating fruits and vegetables. [9]
24

Alternative Food Access
Farmer Markets
7
Food Pantries
16
Lunch Plus Clubs
5
Community Gardens
13
Summer Mobile Feeding Sites
Other food programs in Cab Co: meals on wheels, backpack
programs, boys and girls club-summer feeding programs

Retail Food Establishments

Source: 2020 Cabarrus Community Needs Assessment

The image above shows how much of the county lacks retail food establishments, creating a food
desert. Communities of color that are low income typically have high rates of chronic diseases such as
diabetes and obesity. [38] These diseases are preventable with a healthy diet and regular physical activity.
When an individual has to go far to purchase food, this means they will end up paying more for gas and
have to cut back on groceries. [38] A limited grocery budget may cause individuals to select unhealthy
boxed, frozen, or canned foods to limit frequent trips. [38]
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TRANSPORTATION
Transportation is a barrier to gaining access to healthcare, especially for individuals with no insurance or
low income. [43]

Bus routes
A possible conclusion based on these figures below is that public transportation primarily operates in
Concord and Kannapolis, where businesses are heavily concentrated. Cabarrus County residents who do
not own their own vehicle may have challenging times accessing public transportation due to the limited
operating schedule. Public transportation/bus routes are only serving residents on the west side of the
county, with the highest concentration of population and where a majority of employed residents live.
Residents who live on the east side of the county and have little to no vehicle access may have more
difficulty getting access to healthy living resources. The east side of the county is significantly rural and
has far less population than the west side.
Individuals who use public transportation take 30% more steps and spend about 8 more minutes
walking each day than individuals who drive. When physical activity is incorporated into everyday travel,
it is just as effective as a gym workout. Better public transportation access will benefit the community’s
overall health. [7]
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Retail Food Establishments
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Access to Physical Activity Resources

Source: 2020 Cabarrus Community Needs Assessment
Physical activity plays a key role in normal development and reduces chronic disease risk. People that
live in areas that don’t have a safe convenient place for physical activity may not be able to get regular
physical activity. Not getting an adequate amount of exercise can increase risk for heart disease, type 2
diabetes, and cancer. Even if someone has no other risk factors, lack of physical activity can lead to heart
disease. Being physically active helps manage blood sugar levels and maintain low levels of “bad”
cholesterol. Cancers of the colon, bladder, breast, uterus, kidney, stomach, lung, and esophagus have
low risk of diagnosis when an individual is getting the recommended physical activity. [13]
Physical activity and healthy eating play a significant role in chronic disease prevention and control. It is
recommended for adults to get 150 minutes of moderate level physical activity each week, along with
muscle strengthening activities. [16] According to the 2020 Cabarrus County assessment it was found that
the higher income, the more likely a person is to meet the recommended 150 minutes. But even of
those making $150,000+/year, only 24% of individuals reported meeting that recommendation.
Amongst responses by race or ethnicity, the Asian population reported engaging in the most exercise
(19%). [9]
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SECTION 4
Solutions to Reduce Health Inequities
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Solutions to Reduce Health Inequities
Evidence based
Clinically Centered Approach
Clinically centered approaches are proving to be greatly effective. This approach entails ensuring
support staff is available to help with patient navigation and self-sufficiency. [24] Support staff include
specific positions that connect with community residents such as clinical disease managers, community
health workers, and peer educators employed by health systems. All of them deal with bridging the gap
between the clinical and community realms to help patients manage their health. [24]






Disease managers or case managers work with individuals who have chronic health conditions
and monitor their health to improve clinical outcomes. Case managers help with education,
encouragement, and overall support of individuals.
Community health workers (CHWs) are typically community members who works in local
healthcare, shares language, ethnicity, socioeconomic status, and life experiences with the
community they serve.[24] They can assist individuals with navigating the health care system,
outreach to underserved communities, and promotion of health advocacy. Studies show this
role has increased access to health care, decreased urgent care visits, improved asthma
symptoms, better blood pressure control, increased breastfeeding, and decreased risky sexual
behavior. [24] This healthcare model is likely to grow in the coming years.
Peer educators are more independent and can lead community-based peer group meetings.
These educators are trained and have some sort of similar experience or health problems as the
target population. This cost-effective method had shown to improve self-management, health
outcomes, and hospitalization rates of individuals. [24] This approach shows the effectiveness of
individuals having a role model to instill confidence in their ability to take control of their health.
The community is more receptive to listening to information that comes from known leaders in
the community versus an outsider. Peer educator programs have significant benefits for disease
prevention such as diabetes, cancer, heart disease, and asthma. [24]

Policy Driven Approach
Policy driven approaches are another way of addressing health inequities. The CDC Racial and Ethnic
Approaches to Community Health (REACH) program is a great example of this type of approach. REACH
was launched about 20 years ago to address inequities in six areas of focus. [24] The six priority areas
were infant mortality, diabetes, HIV/AIDS, cancer screenings, cardiovascular disease, and
immunizations. REACH focuses on community awareness, coalition and community organization,
community changes processes, health behavior changes, and health outcomes. The goal is to reduce the
identified disparity by establishing systems and behavioral change. [24]
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Findings from the REACH Risk Factor Survey show significant improvements such as a higher percentage
of screening for cholesterol in Black and Hispanic communities, better blood pressure control amongst
the American Indian population, and the reduction of people who smoke amongst the Asian American
men population. [24]
In 2014, CHA was awarded the REACH grant funded by the CDC. Through the use of policy, systems, and
environmental approaches, the Cabarrus REACH project worked to reduce health disparities among
African American and Hispanic populations.
The Impact of REACH in Cabarrus County
 Increased healthy food access by creating 13 community garden; 11 school gardens; and 12
healthy corner stores. Staff also worked with farmers markets to accept SNAP/EBT and created
healthy food pantries.
 Increased access to physical activity opportunities through the development of Open Use
Policies in local faith communities and Kannapolis City School (KCS) district. Schools in both
Cabarrus County Schools (CCS) and KCS have developed Safe Routes to School plans and Walk at
School programs. Cabarrus County Active Living and Parks, Concord and Kannapolis Park and
Recreation Departments now offer over 10 fitness classes in Spanish and have hired bilingual
staff to coordinate promotion and marketing.
 Clinical staff across the county
are acting as champions of
wellness by integrating
“A project like REACH truly shows the collaborative
nature of Cabarrus County, especially when the need
Exercise is Medicine into
is so great,” said Healthy Cabarrus Executive
patient visits and their own
Director, Marcella Beam. “Community partners came
lives. The launch of the
together to improve the health of residents from
Cabarrus County Network of
every angle. Business, schools, churches, cities,
Care made resource
everyone had a role in the project’s success.”
information more convenient
and accessible to residents and
partners are more connected.
Funding
Many interventions that are created to address inequities within the community are often funded
through research organizations who have short timeframes set for funding. This does not allow for
sustainable partnerships and creates distrust within the community because there is no consistency. [24]
Regional data collection, coordination, and accountability for disparity focused interventions must be
done to achieve continuity of service for community residents. Payers, providers, and health insurance
companies need to be invested in financing and the outcomes of disparity interventions to better overall
health. [24]
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Hybrid Community Approaches
The investment into community health means large flows of capital and community involvement for
many corporations. Bank of America is one of the many corporations that has used this approach by
investing funds in addressing the need for safe and affordable housing for the community they serve.[24]
Housing is one of the basic needs of life and having stable housing helps an individual be able to better
take care of chronic illnesses as well. Investing in housing benefits banks but also will benefit the field of
public health in creating two-way sustainability. [24]
Establishing partnerships with universities, health systems, the community, and the healthcare delivery
system can reach more urban communities and address inequities that are present. There is greater
potential for these partnerships to create a system of sustainable funding and health care service
creating more access for underserved communities. [24]
Community-Based Participatory Research Programs (CBPR) supports collaborative interventions that
involve researchers and community members to address diseases and illnesses that disproportionately
affect underserved communities. This practice can allow for systematic and comparative evaluation of
interventions aimed to address health disparities. [24] This approach would help to eliminate silos and
share more data at the community level.
Combatting the effects of COVID-19 on chronic disease management
COVID-19 has exposed many inequities in health care delivery that led to poor health outcomes
amongst vulnerable groups. [22] With the pandemic delaying preventative care access for many and
disrupting chronic disease management, it is important to begin to address the gaps in care.
Focus areas:





Advocating for research on COVID-19 and its effect on chronic disease care and
prevention [22]
Promoting more awareness of the significance of chronic disease prevention and
management, especially in communities where inequities exist [22]
Making telehealth more broadly accessible and providing assistance when needed [22]
Providing community resources for chronic disease prevention to target populations
identified through a peer educator model [22]

All of these approaches aim to improve health outcomes and reduce health inequities in the community.
Through the use of community participation, shared resources, and scientific research Cabarrus County
will better be able to address health disparities in the community and implement community
development strategies. [24]
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Stakeholder Recommendations
Access
Healthy foods need to be more accessible and affordable for the community. This can be achieved by
partnering with local organizations that focus on nutrition and allocating funds and resources needed to
meet the needs of the community and working to establish basic health care access for all. By
establishing greater access this will prevent emergency hospitalizations that drive up costs for health
care systems. One of the ways to increase access is to centralize health information so the community
knows exactly where to find everything they need to know to be proactive about their health. In
Cabarrus County, about half of third grade students are reading at grade level making literacy another
possible barrier.[32] The health care field needs to be mindful of not having long forms and applications
for people to fill out because it creates a barrier making it less likely the individual will access the service
even if it is free. Language access can pose a huge barrier to an individual trying to access health
services. In order to have a more inclusive and equitable health care system every health agency,
government entity, and social service organization need to employ bilingual personnel or have on
demand access to translation services.

Community Partnerships
When working to address the needs of a community it is first important to acknowledge historic and
systemic issues to understand how it affects the community’s health. Local organizations such as Racial
Equity Cabarrus (REC), Harrisburg Racial Equity Task Force, and Concord United Committee are actively
working to provide racial awareness training to leaders in Cabarrus County to gain an understanding of
the structural racism that exists in the nation and in the community. Understanding these concepts will
lead to action and transform systems to provide racial equity. A key course of action necessary by all
health and human service organizations is to include community members in the decisions that impact
the overall health of the community. Education, housing, social services, faith communities, social
justice organizations, and law enforcement should be in constant communication for common
understanding and identifying strategies to best address the social determinants that most impact
population health outcomes. Public health departments and hospital organizations need to ensure they
are promoting a similar message to the community. There needs to be a centralized service or key
stakeholders to provide resources for basic needs such as food pantries, transportation, and housing.
Key places where target messaging and resources can be provided could be at doctors' offices, local
libraries, schools, barbershops, or hair salons. These key stakeholders would need to stay in touch with
the local health department to ensure resource information is always up to date. This centralized service
would bring more cultural awareness to the immigrant experience and allow for community health
workers to help increase health literacy and understanding of navigating the health care system. Schools
are an underutilized resource and health entities can do better about creating more partnerships to
promote healthy living for chronic disease prevention. It is a place where you can reach diverse
communities and generations.
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Advocacy
Public health needs to shift to a greater focus on policy and health advocacy. Policy impacts the entirety
of the community through systemic changes. Keeping up with local policy and state legislation that
could impact public health efforts will help to ensure optimal conditions for community health. Local
health entities can play a vital role in helping to educate local elected leaders and advocate for policies
benefiting health care. By coming together as a community to ensure voices are heard, future
generations can live longer and healthier lives.
Treatment
In order to assess a patient’s overall health, the health care system needs to have a more holistic
approach to care when it comes to behavioral and physical health. Physicians and specialty providers
need to incorporate prevention into their treatment plans by referring patients to prevention resources.
Physicians and nurses can become the messengers to assist the public health entities in reaching more
of the community through taking a proactive approach to care.
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Recommendations
Significance of REALL data collection and the benefits of shared
county data
[Cabarrus Health Alliance Strategic Goal 1.2]
When Race, Ethnicity, Age, Language, and Location (REALL) data is collected health systems are better
able to understand their patient’s community and provide culturally competent care. [2] This type of data
is important because everyone deserves for their specific needs to be met. The quality of the health
system will improve when specific adjustments are made to meet the needs of individuals. Also, by
eliminating disparities the cost of care will be reduced. [2]
According to The Health Research & Educational Trust and the Institute for Diversity in Health
Management, 95% of hospitals collect REALL data but only 22% use the data for improvement. [23]
REALL data will help to identify health inequities, gain deeper understanding of the community and
design interventions to reduce health inequities identified. [2] Analyzing REALL data and social needs will
provide deeper understanding of at-risk communities and advance health equity efforts. Examples of
social needs (also known as the social determinants of health) include transportation, housing, and food.
Where people live, work, and play significantly impacts their health. [2]
One leading practice for utilizing REALL data is using an equity scorecard to track agency performance to
identify health inequities. The scorecard helps to review performance indicators, review outcome of
care, and improve services/programs. [2]

More focus on adolescent health and education for chronic disease
prevention
[Cabarrus Health Alliance Strategic Goal 2.1]
A youth focus group, consisting of Cabarrus County TRAIL (Taking Responsible Actions In Life) High
school mentors, was conducted during the community readiness assessment phase to further
understand the level of awareness amongst the youth population. They felt their peers were not aware
of current health disparities, local statistics, or its effects on their loved ones. When asked about their
source for information about healthy living they mentioned external outlets such as athletics or their
family. But they did not mention school being a source of information for learning about healthy living.
In order to address health inequities, the focus needs to be on prevention amongst the youth population
to avoid development of chronic disease in adulthood. Youth need to be made aware of the importance
and long-term effects of prolonged unhealthy behaviors. If an adolescent or their family member is
diagnosed with a chronic disease, they should be equipped with resources on how to live with it along
with prevention methods.
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School health programs reduce unhealthy behaviors among youth and have shown to have a positive
effect on their academic performance. [19] Sometimes without realizing it, adolescents engage in
behaviors that place them at health risk. Preventable risky behaviors are usually established during the
adolescence period and can continue throughout adulthood. [19] These unhealthy behaviors early in life
contribute to many leading causes of death. Social environment plays a huge role in the health of
adolescents, as this age group is influenced at many levels including family, peer, school, community,
and societal. [19] Due to the impact of various sectors of the community on adolescent health, a
collaborative effort that engages partners is essential. [19] Schools, government agencies, community
organizations, and community members need to work together in order to create systemic change in
Cabarrus county.[19] Schools play a vital role in promoting adolescent health and instilling lifelong healthy
behaviors.[18]
As a community, funds for youth programs need to be allocated. Research shows the link between
school and overall health. So, what can be done in schools? A free county wide teen conference can be
held that consists of workshops focused on various topics such as chronic diseases, nutrition, and selfcare. This can be a multisector collaborative event that brings together students from all high schools
across the county. Franklin D. Roosevelt once stated that, “We cannot always build the future for our
youth, but we can build our youth for the future”. The future lies in the youth of today, so in order to
decrease rates of preventable illnesses in adulthood, youth must be equipped with the tools to living a
healthy life.

Sustainable implementations: Community Health Workers
[Cabarrus Health Alliance Strategic Goal 3.3 & 4.4]
Community Health Workers (CHWs) are liaisons that help bridge the gap between communities,
individuals, social services, and the local health system. They can be paid or volunteers from the
community, and often times share the same language, ethnicity, socioeconomic status, and/or life
experiences with the members of the community they work with. These are trusted members of the
community who have many job titles such as outreach educators or patient navigators.
CHWs help to improve access to health care and education as well as help individuals understand how to
navigate the health care system. Their work can reduce the health care demand by focusing on
prevention education, outreach, early diagnosis, and patient communication. [28] CHWs help to reduce
many barriers such as cultural and promote the utilization of health services leading to healthier
lifestyles. Underserved populations benefit from having community health workers advocate for them.
The community has access to culturally sensitive health education and greater awareness of health
inequities. [28] CHWs educate providers on health needs and culture in order to improve cultural
competency within the system. They also assist providers and health professionals with their
communication skills and mediate health care between physicians and the community. [28]
It is time for Cabarrus County to move toward a collective community health worker model. Community
members can be liaisons for the health department to reach minority/underserved populations in the
county such as LGBTQIA+, Veterans, Blacks, Latinos, American Indian, and more. The target populations
and programs would all be identified based on data. Peer educators/volunteers can help the CHWs by
reaching target populations through outreach education. A committee of diverse community
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stakeholders, CHWs, and peer educators can be formed to help each other learn how to best engage
with various communities. Public health has to shift to more collaborative strategic planning with the
community in order to truly advance health equity.

Epilogue: A Call to Action for Cabarrus County
The purpose of this report is to examine the health inequities that exist in Cabarrus County. The
examination is conducted to uncover the inequities that disproportionately affect various racial and
ethnic groups and ultimately lead to the development of chronic diseases. COVID-19 has had a
significant impact on chronic disease care and has created even more disparities. Diabetes and heart
disease are among the top comorbidities associated with COVID-19 mortality. [17] At Novant Health,
diabetes is the most prevalent chronic illness associated with COVID 19 mortality amongst patients. [17]
According to the CDC, during the pandemic African American, American Indian, and Hispanic
communities have had higher rates of hypertension, as well as, higher rates of COVID-19 related
hospitalizations and deaths. In addition, the older population is more vulnerable to severe complications
of COVID-19 regardless of race/ethnicity or socioeconomic status. According to the National Bureau of
Economic Research, “vulnerability based on pre-existing conditions collides with long-standing
disparities in health and mortality by race-ethnicity and socioeconomic status.” [22]
COVID-19 efforts required a decrease in the availability of non-urgent care to allocate resources to
address the rapid growth of COVID-19 cases. Although these measures were necessary, it postponed
many preventive care measures. [1] In regards to cancer, there were delays in screenings, diagnosis, and
treatment due to limited health care access. As a result, there is now an increase in late-stage cancer
diagnoses and deaths that could’ve
been prevented if detected earlier. [1]
“Health does not begin the moment we step into a
Due to fear of COVID-19 exposure or
doctor’s office to receive care. Health begins in our
loss of employment there continues
community; it begins where we live, learn, work, and
to be an increase in delayed
preventative care. For disadvantaged
play every day.”
communities who already had
difficulty accessing health care before
the pandemic, they are now disproportionately affected by COVID-19 at higher rates. [1]
During the pandemic, many people have had behavioral changes such as lack of physical activity, weight
gain, and an increase in alcohol consumption due to having to stay indoors. These behavioral changes
may lead to long term health outcomes as well. [1]
Cabarrus County residents should have the equal opportunity to have access to optimal health care. To
address the conditions that have created the health inequities identified in this report a collaborative
community-wide effort must be taken.
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As a community, legislators need to put health concerns at the forefront of discussion. Religious leaders,
politicians, teachers, health professionals are some of many individuals who can use their platforms to
advocate for the community to use their voting power. Policy is how to move towards creating systems
change, so everyone should be a part of making a difference in the community. The action of sharing
community resources with a neighbor or a friend can create substantial changes, remove preventable
barriers and promote a community shift toward self-sufficiency.
No one person or organization alone can make the community healthier, however, collaborative efforts
can ensure that every resident in Cabarrus County has all the needed resources in order to have an
equitable opportunity to achieve optimal health and wellness.
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Community Resources
To help prevent chronic disease throughout Cabarrus County, the following resources have been
compiled to ensure residents are aware of programs available to them. Having access to appropriate
resources can help alleviate challenges for individuals who are working to prevent or manage a chronic
disease.

Atrium Health Community Resource Hub
Name
Cabarrus
Health Alliance

Services Offered
Journey to a Healthier Me, Preventing
Diabetes
If you have prediabetes or other risk
factors for Type 2 diabetes, this lifestyle
change intervention can help you make
lasting changes to reduce your risk of
Type 2 diabetes.
Healthy Cooking Classes
These classes will provide an
introduction to basic nutrition using the
healthy eating plate. Participants will
learn skills to help them prepare and
eat more fruits and vegetables as well
as reduce the sugar and salt in their
diets.
Children WIN
This is a multisector collaboration with
Cabarrus Health Alliance and Atrium
health.
Children WIN focuses on:







Contact/More information
For more information visit
https://www.cabarrushealth.org/417/Journeyto-a-Healthier-Me

For more information visit
https://www.cabarrushealth.org/299/CookingClasses

For more information visit
https://www.healthycabarrus.org/priorities/20
16-priority-needs/childhood-obesity

Integrating more health and
physical education and nutrition
education throughout grades K-12
Developing messages around the
benefits of healthy eating and being
physically active
Implementing parent, caregiver,
and healthcare provider education
and other interventions in the areas
of nutrition and physical activity
Expanding greenways and
increasing accessibility to parks
Implementing and expanding
policies that incentivize a decrease
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in the consumption of sugarsweetened beverages
Women’s Health and Maternity Clinic
Provide the following services:










Pregnancy testing and counseling
Routine maternity care
High risk maternity care
Nutritional counseling
Mental health counseling
Health screenings (breast and
pelvic examinations)
HIV & STD testing
Basic gynecological care
PAP smears

WIC
Women, Infants, and Children (WIC) is a
supplemental food and nutrition
education program for pregnant and
breast feeding women. WIC is available
to pregnant, breast feeding and
postpartum women, infants and
children up to age five.

For more information visit
https://www.cabarrushealth.org/482/Womens
-Health-and-Maternity

For more information visit
https://www.cabarrushealth.org/140/WomenInfants-Children-WIC

A person receiving Medicaid, Work First
Families Assistance (TANF), or
assistance from the NC Food and
Nutrition Services automatically meets
the income eligibility requirement.
North Carolina Breast and Cervical
Cancer Control Program (BCCCP)
This service provides free or low-cost
breast and cervical cancer screening
and follow up services to eligible
women in North Carolina.

For more information visit
https://www.cabarrushealth.org/170/Breastand-Cervical-Cancer-BCCCP

Services offered:





Clinical Breast Exams
Mammograms
Pap Smears
Diagnostic testing for abnormal
results
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Sisters in
Partnership

Sisters in Partnership is a volunteer
organization for breast health
advocates who work to educate African
American women about the importance
of mammogram screenings, clinical
breast exams, and breast selfexamination for early cancer detection.

For more information email Sonja Allison,
slallison1@gmail.com

El Puente
Hispano

This is a non-profit organization in
Cabarrus County that offers
information, education, resources, and
guidance to the Hispanic community.

For more information visit
https://www.elpuentehispanonc.org/?language
=english#home

Diabetes North
Carolina

This resource provides tools and
information for the community,
employers and health care providers to
reduce the impact of diabetes in North
Carolina. Learn to manage diabetes or
target risk factors that lead to diabetes.
Mobile Pantries
Food is distributed to individuals in prepacked boxes at locations around the
community, all are welcome.

For more information visit
https://www.diabetesnc.com/

Cooperative
Christian
Ministry

For food pantry locations visit
https://cooperativeministry.com/about/whatwe-do/food-relief/

Samaritan’s Table
Dinner is provided and served by
various organizations such as
Kannapolis area churches, businesses,
and civic organizations. All are welcome
to attend.

Community
Free Clinic

Centralina Area
Agency on
Aging (CAAA)

Free take-out meals are at the following
locations from 5:00 – 5:30pm:
 Mondays: New Hope Lutheran Church
(hosted by Journey UMC) – 1615
Brantley Rd, Kannapolis
 Wednesdays: Trinity United Methodist
– 416 East 1st Street, Kannapolis
 Thursdays: Kimball Memorial Lutheran
– 101 Vance Street, Kannapolis

The Community Free Clinic serves low
income, uninsured, and Cabarrus
County adults with chronic health
conditions.

For more information visit
https://communityfreeclinic.org/

This agency provides workshops to help
improve your overall well-being and
help you remain active.

For more information visit
https://centralinaaging.org/what-we-doservices/health-wellness/ or call 704-348-4789

Location
528 Lake Concord Road Northeast
Ste A
Concord, NC 28025
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Workshops include:






Living Healthy (for anyone living
with a chronic condition) (VIRTUAL
option available)
Living Healthy with Diabetes (for
anyone living with diabetes or living
with someone who has diabetes)
(VIRTUAL option available)
Building Better Caregivers (VIRTUAL
option available)
Living Healthy with Chronic Pain
(for anyone living with diabetes or
living with someone who has
diabetes) (VIRTUAL option
available)

Held in community settings, all
workshops are provided at no cost to
participants.
Services are offered in English and
Spanish.
Diabetes Self-Management Education
and Support
Helps individuals living with diabetes to
navigate self-management decisions
and activities. The cost of services is
free.
Services provided:





Individual meetings
Collaborative goal setting with a
registered dietitian
Interactive group education and
support
Tools and skills to manage diabetes

For more information visit
https://centralinaaging.org/what-we-doservices/health-wellness/ or call 704-348-4789

Services are offered in English and
Spanish.

Appetite for
Life, UNC
Nutrition
Research
Institute

This program provides educational and
interactive classes open to anyone
interested in learning about the
research at the institute or the study of
nutrition generally. Experts in the field

For more information visit
https://uncnri.org/afl/
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of nutrition present programs to help
you understand this important field.
Free of cost, anyone can access
program.
We offer:
 Nutrition education
 Expert lectures and demonstrations
 Occasional sample dishes and
snacks
 Online recipes
Cabarrus
County
Transportation
services (CCTS)

CCTS provides door-to-door paratransit
serve to all passengers who qualify
under the following programs:
 MEDICAID
 AGING: medical and lunch plus
program
 EH: elderly handicap
 RGP: Rural General Public
 CVO: Cabarrus Vocational
Opportunities
 WFFA: Work First

https://cabarruscounty.us/departments/transp
ortation/
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Background
This Community Readiness Assessment Report is one piece of the Cabarrus County Health Equity Report.
The Community Readiness Model created by the Colorado State University Tri- Ethnic Center for
Prevention Research was used as guidance for this assessment.
Tri- Ethnic Community Readiness Model
The Tri-Ethnic Community Readiness Model is a method used for assessing the level of readiness of a
community's ability to plan for action, intervention, initiate change, and awareness of the specific health
issue. It defines nine Stages of Community Readiness ranging from no knowledge to a high level of
responsibility and ownership. Through research in various communities using this model, the Tri-Ethnic
Center has confirmed its validity and reliability. This model was adapted in this assessment for the sole
purpose of identifying community readiness as it relates to health inequities for chronic disease.
Cabarrus County Readiness Assessment
Brooke Nartey, the Health Equity Coordinator, conducted a Community Readiness Assessment, engaging
key informants identified within partner organizations, as well as members of the target population.
Their feedback and perspective helped to determine the feasibility of addressing health equity and its
impact on obesity, wellness, and other identified priority areas. This will ensure initiatives and strategies
are informed by beneficiaries, thus creating community buy-in and ownership. The following is an
outline of the steps taken for this assessment.

Issue Identified
Cabarrus Health Alliance recently declared racism as a public health crisis in September 2020 by
releasing a proclamation stating thirteen action items. Since then the organization has been
working to address those declared action items with health equity being at the core.
Racism has significant health implications for people of color. According to the Robert Wood
Johnson Foundation, research shows that the history of structural and individual racism
negatively impacts people of color by denying them the opportunity of having optimal physical
and mental health. They are at higher risk of chronic diseases such as heart disease, obesity,
diabetes, and mental illness. The life expectancy of people of color is shorter compared to their
white counterparts. These health disparities are a result of having increased stress from being
oppressed, silenced, ignored, and targeted for violence. Cabarrus County is growing more
racially diverse every year, so it is important to ensure health disparities are addressed
effectively and equitably. This Community Readiness Assessment will allow for a better
understanding of what strategies and initiatives would be the most feasible and beneficial for
the target population. It is imperative to understand what are the most practical and effective
ways to address health inequity as it relates to chronic disease in Cabarrus County before
developing priorities and an action plan.
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Community
The community of interest is Cabarrus County. Key stakeholders assessed community readiness.
Key Informant Interviews
Key informants are individuals who are heavily involved in the community and know what is
going on regarding health initiatives. Key informant interviews and focus groups are conducted
with various subject matter experts.
There were a total of 15 key informant interviews that were conducted for this report, all key
informants were asked approximately 14 questions that were focused on health inequities in
regards to chronic diseases. The Interviewer, Brooke Nartey, transcribed the interviewee
responses for the scoring process (refer to Appendix B for the interview questions used). The
questions asked provided information about the six dimensions of the community readiness
model.
The Tri-ethnic Community Readiness model highlights six dimensions of community readiness
for guidance for the interview and scoring process, the interview questions used (in Appendix B)
were tailored to capture qualitative data relevant to identifying health inequities in regards to
chronic disease.
The six dimensions of community readiness include the following:











Community Efforts (Dimension A)
o There are efforts, programs, and policies that address health inequities.
Community Knowledge of the Efforts (Dimension B)
o Community members know about local efforts and their effectiveness, and
the efforts accessible to all segments of the community.
Leadership (Dimension C)
o Appointed leaders and influential community members supportive of
addressing health inequities.
Community Climate (Dimension D)
o The prevailing attitude of the community toward addressing health
inequities and determining if it is one of helplessness or one of
responsibility and empowerment.
Community Knowledge About the Issue (Dimension E)
o Community members know about the causes of the problem, its
consequences, and how it impacts their community.
Resources Related to the Issue (Dimension F)
o Local resources – people, time, money, space, etc. – are available to support
efforts.

All dimensions are used to calculate the overall community readiness score. Each specific
dimension will help guide strategic planning based on the level of preparedness.
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Scoring
The interviews are scored to determine the level of readiness. The interviews captured
qualitative data that focused on health inequities regarding chronic diseases. The qualitative
answers were then scored on a scale from 1-9 stages. The nine stages of community readiness
range from no awareness [1] to a high level of community ownership [9]. Brooke Nartey and
Madilynn Turner scored each interview independently. A combined average score was
determined to get the overall community readiness level of Cabarrus County (see Appendix C for
full scoring calculations).

Score
1

Stage of Readiness
No Awareness

2

Description
The issue is not generally recognized by the community
or leaders as a problem (or it may truly not be an issue).

Vague Awareness

At least some community members recognize that it is a
concern, but there is little recognition that it might be
occurring locally.
Most feel that there is a local concern, but there is no
immediate motivation to do anything about it.

Preplanning

There is clear recognition that something must be done,
and there may even be a group addressing it. However,
efforts are not focused or detailed.

Preparation

Active leaders begin planning in earnest. Community
offers modest support of efforts.

Denial/Resistance
3
4

5
6
Initiation
7
Stabilization
8

Enough information is available to justify efforts.
Activities are underway.
Activities are supported by administrators or community
decision-makers. Staff is trained and experienced.

Confirmation/Expansion

Efforts are in place. Community members feel
comfortable using services, and they support
expansions. Local data are regularly obtained

High Level of Community
Ownership

Detailed and sophisticated knowledge exists about
prevalence, causes, and consequences. Effective
evaluation guides new directions. Model is applied to
other issues.

9
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Cabarrus County
Results
For each interview, the two scorers discussed individual scores and agreed on a single score. This is the
combined score. Calculations were done by using the combined score total and dividing by the number
of interviews conducted. This gave the average score of each dimension, this average was used to
determine the stage of readiness for each dimension. To get the overall stage of readiness for the
community the average of each dimension was added together to get the total calculated score. Taking
the total calculated score and dividing by 6 (the number of dimensions) gave the score for the overall
stage of readiness, 4.80. Then the score was matched with a stage of readiness using the list above,
rounding down instead of up as specified in the Community Readiness Handbook.

Dimension
Community Efforts
(Dimension A)
Community Knowledge of the
Efforts
(Dimension B)
Leadership
(Dimension C)
Community Climate
(Dimension D)
Community Knowledge
About the Issue (Dimension
E)
Resources Related to the
Issue (Dimension F)

Average
Score

Stage of Readiness

6.37

Initiation

3.80

Vague Awareness

5.53

Preparation

4.63

Preplanning

3.50

Vague Awareness

4.97

Preplanning

Overall Stage of Readiness = 4.80, Stage Preplanning

Using the assessment to develop strategies:
Strategies will be developed based on the determined stage of community readiness. Interventions are
intended to be consistent with the stage score for readiness. To achieve success it is essential to match
interventions to a community’s level of readiness. In Cabarrus County, the lowest scores are in the
stages of community knowledge of the efforts (Dimension B) and community knowledge of the issue
(Dimension E). These two dimensions are in the Vague Awareness stage. In this case, efforts will start by
focusing on raising awareness about health inequities in the community and promoting more
community collaboration. During action planning for implementation, it is imperative to address the
overall stage of readiness for the community and in the specific dimensions.
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Resource Index
Refer to the Community Readiness: A Handbook for Successful Change, developed by the Colorado
State University Tri-Ethnic Center for Prevention Research for further explanation about this model.
For a copy of this model visit:
http://www.ndhealth.gov/injury/nd_Prevention_Tool_Kit/docs/Community_Readiness_Handbook.pdf
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Appendix B
Key Informant Interview Questions
Dimension A/B
Community Efforts/Community Knowledge of Efforts





What are some current efforts in the community to address health inequities?
How are you involved in efforts regarding chronic disease prevention?
What role do you see people in your community playing in the addressing these issues &
solutions?
Would you be able to share any barriers you or participants have encountered when trying to
access programs or services for yourself, family, or others? If so, what were these barriers?

Dimension C
Leadership



How can hospitals, health departments, and community organizations work together to address
health inequities in the community?
If you had the opportunity and resources to change one thing about the health
care system/programs/policy/community infrastructure what would it be? Why?

Dimension D
Community Climate




What makes you proud about your community/what do you like most about your community?
Based on your experiences and expertise, what are three chronic diseases you would deem as a
priority focus area for Cabarrus County? Why?
Based on your experiences and expertise, what are three chronic diseases you would deem as a
priority focus area for Cabarrus County? Why?

Dimension E
Knowledge About The Issue




How is information about healthy living shared with you or your organization to the community?
Through which channels?
How knowledgeable do you feel community members are about health inequities that can lead
to chronic diseases?
What thoughts, feelings, and associations come to mind first when you think about health
equity in regards to chronic diseases?

Dimension F
Resources for Prevention Efforts


How does the community support efforts to address health inequities in regards to chronic
disease?
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What is the community’s attitude about supporting efforts to address chronic diseases, with
people volunteering time, making financial donations, and/or providing space?

Additional


Is there anything we didn’t touch on that you feel is important when thinking of how to address
these health inequities in the community in regards to chronic diseases?

Appendix C
Combined Score Calculation Table
Interviews
(Combined)

Community
Efforts
(A)

Community
Knowledge
of the Efforts
(B)

Leadership
(C)

Community
Climate
(D)

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
TOTAL
Average
Stage of
Readiness

6.5
6.5
6.5
6.5
6.5
3
8
6.5
7
6.5
7
6
6.5
6.5
6
95.5
6.37

5
4.5
4
4
3.5
3.5
4
3.5
3
3
4
6
1.5
3.5
4
57.0
3.80
Vague
Awareness

5
5.5
4.5
3
4.5
5
5
6
7.5
6.5
7
6.5
5
5
7
83.0
5.53

5
5
5
6
5
5
5.5
3
3
5.5
4
5.5
3.5
4
4.5
69.5
4.63

Preparation

Preplanning

Initiation

Community
Knowledge
About the
Issue
(E)
4.5
3.5
3.5
3.5
3.5
3
3
3.5
3.5
3.5
3
3.5
3.5
4
3.5
52.5
3.50
Vague
Awareness

Resources
Related to
the Issue
(F)
4
4
4.5
4
7
3.5
4
5
7
6.5
4
6.5
3.5
4
7
74.5
4.97
Preplanning
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Appendix D
Key terms
Chronic Diseases: Conditions that last for three months or more, not usually spread person to person.
[20]

Disparity: Some poor health outcomes unfairly impact certain groups of people based on various
demographic factors. This is due to how society has viewed or treated each of these groups and how
resources were distributed to some groups of people but not to others. [31]
Health Disparities: The gaps seen in one group’s health status in relation to another group(s). [20]
Health Equity: The opportunity for everyone to have good health. [20]
Health Inequities: The unfair differences that prevent people from having good health. [31]
Ethnicity: A social classification based on shared cultures, languages, and ancestries. [20]
Race: A social classification based on ancestry, skin color, and other physical features. [20]
Mortality Rate: The number of deaths in proportion to a population. [31]
Life expectancy: The average period a person may expect to live.
Stakeholders: People who are impacted by the work such as clients, community partners, and others.
BRFSS: The Behavioral Risk Factor Surveillance System is an ongoing, monthly telephone survey which
collects data from randomly selected North Carolina adults in households with telephones. [20]
Data: Information or numbers collected and used to present facts. [31]
Prevalence: The proportion of a population with a disease or health condition. [20]
Vulnerable populations: Groups at an increased risk for poor health outcomes due to the barriers to
social, economic, political and environmental resources. [29]
Minority populations: Latinos, African Americans, Asian Americans, Arab and other Middle Eastern
Americans, Native Americans, Native Hawaiians and other Pacific Islanders, and Alaska Natives are
classified as “minorities”.
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