
www.fcmcpa.org

HEALTH NEEDS
COMMUNITY

2019 ASSESSMENT

HEALTH IS WHERE WE LIVE, LEARN, WORK AND PLAY



Health is Where We Live, Learn, Work and Play 2 



COMMUNITY HEALTH NEEDS ASSESSMENT 2019 3 

CONTENTS
TABLE OF

1. About this Report

2. Letter to the Community

3. Health Starts Where We Live, Learn, Work and Play

4. What We Accomplished Since the 2016 Community Health Needs Assessment 

5. How Did We Get Here   

6. Overview of Community Engagement Around the Factors that Impact Health  

7. Health is Where We Live

8. Health is Where We Learn

9. Health is Where We Work

10. Health is Where We Play

11. Access to Care

12. What is Available in Our Community

13. Where Do We Go From Here

5

9

11

14

19

20

28

56

72

82

97

108

112



FEEDBACK FROM 
PREVIOUS FCMC    

CHNA REPORT

FCMC welcomes 

questions and 

comments on its CHNAs 

through a link provided 

on its Community Health 

webpage under contact 

us (click here).  The 

CHNA can be accessed 

online at (click here). No 

substantive comments 

have been received 

through this site.  
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Community Health Needs 

Assessment (CHNA) helps to 

gauge the health status of a 

community and guide development and 

implementation of strategies to create a 

healthier community, promotes collaboration 

among local agencies and provides data to 

evaluate outcomes and impact of efforts to 

improve the population health. Facilitated 

by Strategy Solutions, Inc., the Fulton 

County CHNA follows best practices as 

outlined by the Association for Community 

Health Improvement, a division of the 

American Hospital Association, and ensures 

compliance with Internal Revenue Service 

(IRS) guidelines The process has taken into 

account input from those who represent the 

broad interests of the communities served 

by Fulton County Medical Center including 

those with knowledge of public health, the 

medically underserved and populations with 

chronic disease.

Fulton County and its surrounding communities truly are a great place to 

live, learn, work and play.  Nestled among vast mountain ranges yet close 

to bustling metropolitan areas, our residents experience the best of both 

worlds.  Our location offers a safe, quiet place to raise a family or enjoy your 

golden years. Our communities have low rates of crime, excellent schools, 

and a growing array of options for seniors.  As cliché as it may sound, our 

communities  are close knit fostering a strong sense of neighborhood.   There 

is a strong commitment to our residents with an expanded network of service 

providers to help meet the changing needs of the community. 

A

THIS REPORT
ABOUT
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SERVICE AREA
REPORT

HealHealth ith is Whs Whereere We LWe Live,ive, Lea Learn,rn, WorkWork and and Pla Playy 66 

Figure 1: Report Service Area

or this assessment, the 

community is defined as the 

geography included on the 

map shown in Figure 1, encompassing 

the counties of Bedford, Blair, Franklin, 

Fulton and Huntingdon.

F
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he Fulton County Medical Center (FCMC) is 

a Pennsylvania non-profit corporation which 

owns and operates a 21-bed critical access 

hospital, Level IV Trauma Center, 67-bed nursing home 

facility and home health services. FCMC offers a full 

suite of health services for people of all ages, ranging 

from nutrition counseling to rehabilitative services.

FCMC MISSION

The mission of the Fulton County Medical Center is 

to continuously improve the health of our community 

regardless of their ability to pay.

THANK YOU TO: 

We offer special thanks to the representatives of 

the Fulton County CHNA Steering Committee and to 

the 836 citizen and stakeholder participants of the 

interviews, community surveys and focus groups who 

generously gave their time and input to provide insight 

and guidance to the process.

Fulton County CHNA Project Oversight
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Lori Kendall     Fulton County Family Partnership

T

FULTON COUNTY MEDICAL CENTER 
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Crystal Glenn     Tri-State Community Health Center

Debra Thompson    Strategy Solutions, Inc.

Jacqui Catrabone    Strategy Solutions, Inc.

Kathy Roach     Strategy Solutions, Inc.
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Bonnie Keefer, Representative Topper Rep. 

Ali Washabaugh, Gaudenzia 

Rene Chamberlain, Bedford/Fulton Head Start 

Joyce Lynch, Employment and Training, Inc. 

Nicole McCuen, Family Behavioral Resources 
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REVIEW AND APPROVAL

The Fulton County Medical Center Board of Directors approved the hospital’s CHNA on June 24, 2019.
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Michael Makosky

resident & CEO

Fulton County Medical Center
P

PRESIDENT
WELCOME
INTRODUCTION FROM OUR

We would like to thank you for your continued support of Fulton 

County Medical Center and your interest in our 2018-2020 

Community Health Needs Assessment.

Fulton County Medical Center has served this area for more than 

70 years and we plan to continue our mission to continuously 

improve the health of our community for years to come. The health 

and well-being of our community is at the forefront of all we do.

A valuable tool in providing us with the information we need is the 

Community Health Needs Assessment. This regional assessment 

helps us make important decisions regarding programs and 

services to meet the needs of the community. It also provides 

insights into the health of our community, as well as brings to the 

surface any underlying issues.

While we cannot provide every service here in our county, we can 

form partnerships across the region to collaborate with others.

We appreciate the opportunity to serve you and are grateful 

that you entrust us with the future of your health care and it is 

our pleasure to share with you this Community Health Needs 

Assessment.

Sincerely,

Michael Makosky
President and CEO
Fulton County Medical Center
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I

HEALTH STARTS WHERE WE
LIVE, LEARN, WORK AND PLAY

n order to improve health and create a healthy community, we must not only focus on health status, we must also 

look at those factors that impact health. 

The American Public Health Association (APHA) defines a healthy community as one “that: 

• Meets everyone’s basic needs such as safe, affordable and accessible food, water, housing, education, health care 

and places to play; 

• Provides supportive levels of economic and social development through living wages, safe and healthy job 

opportunities, a thriving economy and healthy development of children and adolescents;  

• Promotes quality and sustainability of the environment through tobacco and smoke-free spaces, clean air, soil and 

water, green and open spaces and sustainable energy use; and  

• Places high value on positive social relationships through supportive and cohesive families and neighborhoods, 

honoring culture and tradition, robust social and civic engagement and violence prevention.”1  

 

These factors that create a healthy community have a big impact on a person’s ability to make healthy 

choices and, ultimately, be healthy. If individuals and organizations work together to make changes, we can improve the 

quality of our lives.  

When looking at Robert Wood Johnson Foundation’s Vulnerable Populations Portfolio, a person’s health is impacted 

by where and how we live, learn, work and play, and it is important that a community looks at the role that nonmedical 

factors play in where health starts— long before illness—in our homes, schools and jobs.

1 http://www.apha.org/topics-and-issues/healthy-communities?gclid=CIL2qNfMhMwCFQ8vaQod_cYAag 
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Where We Live

In America, a person’s health is 

mean the type of housing, the safety of the neighborhood, a family’s 

access to transportation, food security, the age of family members, 

culture, etc. Only solutions aimed at addressing environmental 

hazards, safety in the home and neighborhood, and basic needs 

such as housing, transportation and food will truly address health. 

Where We Learn

We all know that better education 

leads to better career opportunities, 

but it also can lead to a longer 

and healthier life. If a person does 

not graduate from high school, 

they are likely to earn less money 

and struggle to make ends meet. They are also likely to work longer 

hours and maybe even two jobs just to feed their family and live in a 

compromised neighborhood without access to healthy food. They are 

not likely to be as healthy as a college educated professional. Education 

is also linked to health literacy which is a person’s ability to obtain, 

process, and understand basic health information and services to make 

appropriate health decisions. Other factors that impact how people learn 

are their access to internet/broadband service and computers. 

Where We Work

People work to make money, and 

use the money to buy shelter, food 

and clothing, and to stay healthy. 

Work is an essential means to

an end. For the vast majority of 

Americans, employment is still the

primary source of income, and therefore critical to their life and 

and wages. Health status is directly related to having a living wage 

and health insurance. 

Where We Play

Play is a basic need. It is a biological 

requirement for normal growth and 

development. Play shapes our brain 

and makes us smarter and more 

adaptable. It fosters empathy and 

makes it possible for us to live with 

friends and relatives who can support us. It lies at the core of creativity 

and innovation. It prompts us to be continually, joyously, physically 

active, combating obesity and enhancing overall health and well-being. 

It can interrupt the damage done by chronic stress, and even gives the 

immune system a bounce. ‘Play’ includes opportunities for physical 

activity and recreation, civic engagement (like voting), social support, 

volunteering, and social acceptance (living without discrimination). 
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T

WHAT GOES IN
TO YOUR HEALTH

here are a variety of factors that 

influence the health of an individual. 

This report will explore all of them 

as they relate to the health in the service 

area counties. 

Source: www.bridgespan.org
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F

WHAT WE ACCOMPLISHED SINCE THE 2016 
COMMUNITY HEALTH NEEDS ASSESSMENT

CMC conducted an evaluation of the implementation strategies undertaken since the completion of the 2016 CHNA. Although 

the status for most county level indicators did not move substantially, it is clear that FCMC and its’ community partners are 

working to improve the health of the community. Figure 2 below highlights the major accomplishments that the hospital along 

with its partners made in each of the four goals that were outlined in their implementation strategy action plan.

FIGURE 2. 3-YEAR EVALUATION OF 2016 CHNA SUMMARY 

GOAL 1: Improve chronic disease 

prevention, access to care and care 

management in collaboration with Tri-State                                  

and other community providers 

 

GOAL 2: Improve access and care coordination 

for the underserved in Fulton County 

 

GOAL 3: Continue to explore options for 

developing senior living services/assisted living 

on FCMC’s campus 

 

GOAL 4: Improve the quality of life for the families 

living in Fulton County 
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HEALTH PRIORITY: CHRONIC DISEASE 

Goal 1: Improve chronic disease prevention, access to care and care management in collaboration with Tri-State                             

and other community providers  

In evaluating this priority area, FCMC reported that the following objectives of this priority area had been addressed or met: 

FCMC continued to offer onsite diabetes education and care management program in collaboration with Tri-State. Of the approximate 

105 patients who have worked with the diabetes educator, 94.4% were compliant in their A1C measures, which was an increase from 

67.0% prior to the educator.  FCMC continued to host annual diabetes forum with a total of 125 participants.  Diabetes support group 

developed but has not been well attended.   Dining with Diabetes occurred on 4 dates in September 2018 with a follow up in November 

and 10 Dining with Diabetes evenings occurred in 2019.   All of the diabetic patients seen at FCMC also receive a foot exam and are 

referred for an eye exam if they have not had one within the past year.  

The number of patients served by the FCMC wound care program has continued to increase serving 6,136 patients in 2017 and 2018.   

The wound care physician has also received Board Certification which was added to marketing materials.  FCMC has done additional 

marketing and outreach to ensure residents in surrounding communities are aware of the program.  

 

Successfully did Healthy Sportsman health fair targeted to males in the community and will continue to do annually.  Ladies Night Out 

had been informational so transitioned to Spa Days that were attended by 227 women.  A total of 3,140 women received mammograms 

between 2017 and 2019. There were a total of 63 participants attend National Nutrition month event.  

FCMC is currently doing a joint cardiac program with Southern Huntingdon County Medical Center, which is a rural health clinic.  Since 

the program began a total of 277 patients have been seen by cardiology.  Offered community education for cardiology program at local 

churches and senior centers.  

FCMC and its partners had applied for a collaboration grant in 2017 that they were not awarded.  As a result, they were unable to do 

joint obesity programming.  FCMC did open a community wellness center in 2017 offering exercise and nutrition programs. Tri-State has 

continued to conduct BMI screenings and offers medication management for obesity as well as a nutrition counselor through FCMC.   

The Community Wellness Center also started offering a gastric bypass support group. 

Tri-State was recognized among 46 out of 1,400 FQHCs to be recognized by HRSA as a National Quality Leader for chronic disease 

management, preventive care, & perinatal-prenatal care. 
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HEALTH PRIORITY: ACCESS TO CARE 

Goal 2: Improve access and care coordination for the underserved in Fulton County 

 

FCMC hired 3 Financial Advocates/Certified Application Counselors to work with patients on obtaining health insurance.  A total of 563 

individuals have met with the counselors over the past 3 years. FCMC also send postcards out monthly to individuals who do not have 

health insurance to an estimated 360 individuals annually. Tri-State placed a Certified Application Counselor at FCMC and has Case 

Managers at Tri-State who assist all patients with securing needed services and programs, including health insurance. 288 individuals 

received health insurance assistance. The percentage of uninsured patients has fluctuated but has remained below 6% for all three 

years. 

 

Although the collaboration grant was not funded, FCMC hired staff for the ER and Urgent Care which has allowed patients to go to 

Express Care to be triaged to see if they can be treated in the urgent care setting or need to go to the ER.  FCMC is currently in the 

process of recruiting a Primary Care Physician, Nephrologist, Endocrinologist, Surgeon and Oncologist.  

 

FCMC had applied for a collaborative grant to explore models integrating physical and behavioral health which they were not awarded.  

FCMC continued to collaborate with Tru North and Fulton Behavioral Health (FBH) and moved Fulton Behavioral Health to the second 

floor of the hospital to make it easily accessible to patients.  FBH is also operating a suboxone clinic.  A quiet room was located 

outside of the ER for behavioral health patients and their families.  A Nurse Navigation program is available for MA consumers through 

Tuscarora Managed Care Alliance.  TrueNorth staff come onsite to Tri-State twice a month to provide services to patients.   FCMC has 

partnered with Project SAAFE, Drug Free Community Coalition and Opioid Task Force. 

Unfortunately, since the collaboration grant was not awarded to FCMC the rural health network which would ensure high quality care 

services across the continuum was tabled.  

 

The Fulton County Family Partnership hired a full-time community mobilizer. FCMC and its partners have continued to host community 

events with 9 events offered in 2017 with a total of 3,822 participants.  

Completed feasibility study to implement a school-based health clinic and drafted plans with the Southern Fulton School District.  
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HEALTH PRIORITY: ADULTS OVER THE AGE OF 65  

GOAL 3: Continue to explore options for developing senior living services/assisted living on FCMC’s campus 

FCMC is continuing to look for a partner to provide senior living services/assisted living on FCMC’s campus.  They have spoken and 

even toured a few facilities but to date none of them have been a good fit. 

FCMC hired a new Home Health Director in April 2017, who replaced the former Director.  Tri-State is referring patients to hospice care.  

Long-term care patients at FCMC are evaluated for nutritional needs and referred to nutritional services if needed.  The patient is then 

presented at a roundtable discussion that includes the family, FCMC staff and Tri-State staff.  

 

Staff have begun using the POLST form and further education will be provided to staff, this was also built into the patient’s EMR record.   

POLST forms are portable medical orders or medical orders that travel with the patient. All adults should have an advance directive to 

help identify a surrogate decision maker and provide information about what treatments they want for an unknown medical emergency.  

A POLST form is for when you become seriously ill or frail and toward the end of life.  A POLST form gives medical orders to emergency 

personnel based on your current medical situation.  POLST forms are completed by your health care provider after discussing what is 

important to you, your diagnosis, what is likely to happen in the future and what your treatment options are. Advanced directives have 

also been scanned into client health record.  

 

During the implementation plan timeframe, a new Aging Director was hired for the Fulton/Franklin Area Agency on Aging.  The aging 

work group provided input for the 2019 CHNA community survey to ensure participation by the senior community.   

 

The Alzheimer’s Dementia support group was renamed Memory Care support group with 134 participants in year.  

 

Aging workgroup reviewed community survey data specific to those age 65 and older and determined that the population currently 

being served is not in fact the target population and that services need to be geared towards low income seniors.  The group will 

reconvene following the 2019 CHNA to determine area of focus for this population. 
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HEALTH PRIORITY: HUMAN SERVICES  

GOAL 4: Improve the quality of life for the families living in Fulton County 

 

Tri-State employs a Case Manager who will refer patients to available community resources. Patient is then followed up with and given 

resource pamphlets.  

 

Youth Action Council created county messaging campaign and school assembly programs.  Yard signs were also created and 

distributed. 

 

Gaudenzia is up and running in the community to provide drug and alcohol services.  Fulton Behavioral Health suboxone treatment 

clinic was approved but has not begun seeing patients.  
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This assessment is intentionally designed to frame health status in the context of ‘factors that impact health’ to better inform the 

community as we seek to leverage resources and investments that will improve the health of the community. 

 

Data from numerous qualitative and quantitative sources were used to validate the findings, using a method called “triangulation” 

outlined in Figure 3. Three main types of data were used for this assessment.

Figure 3: Data Triangulation

HOW DID 
WE GET HERE

Secondary Data

• Pennsylvania Behavioral Risk Factor Surveillance Survey 

• Public Health Data from the Pennsylvania Dept. of Health

• County Health Rankings 

• Demographic Data from the US Census Bureau and Claritas - 

Pop-Facts Premier 2018, Environics Analytics 

• Centers for Disease Control and Prevention 

• Pennsylvania Youth Survey 

• Healthy People 2020 

Primary Quantitative Data 

• 690 Community Surveys completed by residents 

Primary Qualitative Data

• 9 focus groups with a total of 69 participants 

• 14 stakeholder interviews 

• 63 Intercept Surveys completed by residents 

This blend of data creates a full and vibrant picture of the health and wellness of the Fulton County Medical Center regional 

communities, the issues residents are struggling with and what they have accomplished. Individual data sources are cited                

with data presented.
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COMMUNITY IMPACT 

As part of this needs assessment, during the months of June, July, August and September 2018, 9 focus groups were conducted with 

a total of 69 participants, 6 groups completed intercept surveys with a total of 63 completed, and 14 stakeholder interviews were 

conducted with a wide range of residents, professionals and leaders in the Fulton County Medical Center service area in order to 

understand the community needs and issues, as well as the factors that impact health. The community at large was also encouraged 

to complete a community-based survey, a total of 690 residents responded.

It should be noted that not every focus group and stakeholder interviewed discussed every question due to time constraints of the 

individual meetings. Tables 1, 2, and 3 list the different groups and meetings in which data was gathered. 

FOCUS GROUPS

Table 1: Focus Groups

OVERVIEW OF COMMUNITY ENGAGEMENT AROUND 
THE FACTORS THAT IMPACT HEALTH
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Table 2: Intercept Surveys

STAKEHOLDER INTERVIEWS

Table 3: Stakeholder Interviews

Fulton County Fair
Fulton County Fair
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COMMON THEMES

Table 4 shows the top identified needs as well as the data source the need was identified in. The following were identified by all 

primary data sources:

• Access to Needed Care

• Cancer

• Youth Health

• Substance Use and Abuse

• Mental Health

• Lack of Social/Recreation Opportunities

• Cost of Health Care/Insurance

Table 4: Top Identified Needs
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The top identified needs from the community survey are illustrated in Figure 4 below. The common themes are substance use and 

healthy affordable foods. 

Figure 4: Top Needs from Community Survey

Source: Fulton County Community Health Needs Assessment Community Survey, 2018
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VISION FOR A HEALTHY COMMUNITY

According to focus group and interview participants, as well as intercept survey respondents, ‘a healthy community’ is one where the 

focus is on health and wellness where everyone has access to quality, affordable healthcare. A healthy Fulton County would offer all 

residents access to a full continuum of physical and mental health services. There would be a focus on wellness and prevention which 

would result in increased healthy lifestyles and a decrease in obesity and other chronic conditions. 
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OVERALL HEALTH STATUS

As seen in Figure 5, the percent of adults in the combined counties of Adams, Franklin and Fulton who report their physical health 

was not good for one or more days in the past month has increased from 2011-2013 (39.0%) to 2015-2017 (42.0%) and in 2015-2017 was 

higher than the state (39.0%).  The percentage of adults in the combined counties of Bedford, Blair, Huntingdon, Juniata and Mifflin has 

remained consistent and is lower than the state.

Figure 5:  Physical Health Not Good, 1+ Days, Past Month

Source: PA Department of Health, Centers for Disease Control
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WHAT THE COMMUNITY IS SAYING

Just over one-third (39%) of the community survey respondents rated the overall health of the community as fair or poor, while 

over half (52%) of the focus group respondents rated the overall health of the community as fair or poor.

Figure 6: Overall, Health Status

Source: Fulton County Community Health Needs Assessment Community Survey, 2018

Source: Fulton County Community Health Needs Assessment Focus Groups, 2018

GOOD / VERY GOOD / EXCELLENT
61%

FAIR / POOR
39%

COMMUNITY SURVEY

GOOD / VERY GOOD / EXCELLENT
52%

FAIR / POOR
48%

FOCUS GROUPS





Figure 7 shows that the population is projected to increase in all five counties served by Fulton 

County Medical Center. Franklin County is projected to experience the greatest increase in terms of 

number of residents, with a projected increase of 6,662 residents.

HEALTH IS
WHERE WE LIVE

Source: The Center for Rural Pennsylvania

FULTON COUNTY BEDFORD COUNTY BLAIR COUNTY

Projected to increase from 

14,590 in 2017 

to 

15,021 in 2025

Projected to increase from  

48,480 in 2017 

to 

50,147 in 2025

Projected to increase from 

123,457 in 2017 

to 

129,722 in 2025

FRANKLIN COUNTY HUNTINGDON COUNTY

Projected to increase from 

154,234 in 2017 

to 

160,896 in 2025

Projected to increase from  

45,491 in 2017 

to 

50,804 in 2025

Figure7: Demographic Snapshot: Population
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Table 5 shows the average family size in the counties served by FCMC in 2016. The smallest average family size was in Huntingdon 

County (2.40) and the largest was in Franklin County (2.53) which is also the only county higher than the state.

Table 5: Demographic Snapshot: Average Family Size, 2016

Source: The Center for Rural Pennsylvania

Table 6 shows the marital status for residents in the counties served by FCMC. Fulton County had the highest percentage of residents 

who were married (56.6%), Bedford County had the highest percentage of residents who were divorced (10.5%), and Blair County had 

the highest percentage of residents who were widowed (8.9%).

Table 6: Demographic Snapshot: Marital Status

Source: Claritas-Pop-Facts Premier, 2018, Environics Analytics
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HOW GENDER IMPACTS HEALTH

Table 7 shows the population breakdown by gender in the service area counties. While comparable, there were slightly fewer females 

in Fulton and Huntingdon counties. 

Table 7: Demographic Snapshot: Gender

Source: Claritas-Pop-Facts Premier, 2018, Environics Analytics

Table 8 shows the significant differences 

by gender when the service areas were 

compared to the state. The red numbers 

illustrate areas that were significantly 

higher when compared to the state and 

blue numbers illustrate areas that were 

significantly lower when compared to the 

state. When compared to the state, males 

in the service area were significantly more 

likely to have Alzheimer’s Disease or 

Melanoma. Their mortality rate was also 

significantly higher for Auto Accidents and 

Mental and Behavioral Disorders. Females 

in the service area were significantly more 

likely to have Melanoma. Their mortality 

rate was significantly higher for Diabetes. 

Both males and females (in most 

counties) had a significantly higher Lyme 

Disease rate when compared to the state. 

Table 8: Significant Differences by Gender
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Source: Pennsylvania Department of Health

Table 8: Significant Differences by Gender (Continued)
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Table 9 shows the significant differences by gender from the community survey. Male respondents were significantly more likely to 

use chewing tobacco, snuff or snus, had been told they have diabetes or high blood pressure, or to have had spent a few nights with 

family or friends because they did not have anywhere else to stay.

Table 9: Significant Differences by Gender

Source: Fulton County Community Health Needs Assessment Community Survey, 2018
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HOW GENDER IMPACTS HEALTH

Table 10 shows the population breakdown by age in the service area counties in 2016. The median age was increasing in all of the 

service area counties, with the projected median age in 2025 ranging from 40.9 in Franklin County to 45.4 in Bedford County. 

Table 10: Demographic Snapshot: Age, 2016

Table 11 shows the significant differences by age when the counties in the service area were compared to the state. The red numbers 

illustrate areas that were significantly higher when compared to the state and blue numbers illustrate areas that were significantly 

lower when compared to the state. When compared to the state, younger mothers (age 20-24) were significantly more likely to receive 

prenatal care in the first trimester in Bedford, Franklin and Blair counties than same age women across the state. The Chlamydia and 

Gonorrhea rates were significantly lower in the service area for individuals age 15 to 34. 

Source: The Center for Rural Pennsylvania
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Table 11: Significant Differences by Age
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Source Table X on pg 32: Pennsylvania Department of Health

Table 12 shows the significant differences by age from the community survey. Older respondents were significantly more likely to rate 

their health as fair or poor compared to younger respondents. Younger respondents were significantly more likely to experience stress.

Table 12: Significant Differences by Age

Source: Fulton County Community Health Needs Assessment Community Survey, 2018
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HOW BEING A CHILD IMPACTS HEALTH

Childhood is an important period in a child’s life. Children need safe housing, food, medical care, proper educational stimulation 

and nurturing relationships for healthy development. The first years of life build the foundation for future cognitive, emotional, and 

behavioral skill development. Strong relationships with caregivers and stable, safe environments play a pivotal role in building a strong 

foundation for later growth and learning.

Table 13 outlines the youth-related data from the County Health Rankings for the Fulton County Medical Center Service Area. In 

2018, Franklin County had the lowest graduation rates (85.7%) while Bedford County (92.0%) had the highest. Blair County had the 

highest percentage of children living in poverty (20.7%) while Franklin County (14.1%) had the lowest. Blair County also had the highest 

percentage of children living in single family homes (33.0%) while Huntingdon County had the lowest (25.3%). Bedford County had the 

highest percentage of disconnected youth (17.3%) while Blair County had the lowest (14.4%).
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Table 13: Youth Risk Factors

Source: County Health Rankings
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ADVERSE CHILDHOOD EXPERIENCES

When adversity happens in the life of a child it can significantly impact their health both as a child and as an adult. These adversities 

can happen in the household or to the individual child. Adversity includes:

Household Dysfunction:

• Household member with mental illness

• Incarcerated household member

• Divorced or separated parents

• Witnessing domestic violence

• Household member addicted to substances

Table 14 shows the rate of substantiated cases of abuse per 1,000 children in the service area counties for years 2014-2016. The rate 

has consistently been increasing in Blair County and the state, while the others have fluctuated. With the exception of Franklin County 

all counties in the service area had a higher rate when compared to the state. 

Table 14: Child Abuse

Child Abuse and Neglect:

• Physical neglect

• Emotional neglect

• Physical abuse

• Sexual abuse

• Emotional abuse

Source: The Center for Rural Pennsylvania
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HOW RACE IMPACTS HEALTH

Table 16 shows the demographic breakdown of residents in the service area counties in 2016. Bedford and Fulton counties had 

the   highest population of Caucasian residents, although all counties are predominately Caucasian. Franklin County had the highest  

percentage of Hispanic/Latino residents (5.1%) and Huntingdon County had the highest percentage of African American respondents (5.5%).

Table 16: Demographic Snapshot: Race, 2016

Source: The Center for Rural Pennsylvania

Table 17 shows the significant differences by race when the counties in the service area were compared to the state. Franklin County 

(8.2) had a significantly higher infant mortality rate for Caucasian mothers when compared to the state (4.6)  

Table 17: Significant Differences by Race

Source: Pennsylvania Department of Health
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Source: Claritas-Pop-Facts Premier, 2018, Environics Analytics

HOW TRANSPORTATION IMPACTS HEALTH

People need transportation to access health services, to earn a living, to get to school and to be part of a community. 

Table 18 shows that residents in Fulton County had the highest average number of vehicles per household (2.2) while Blair County had 

the lowest (1.7). Blair County had the highest percentage of residents who drive alone to work (84.3%). Fulton County had the highest 

percentage of residents who carpool to work (14.6%).

Table 18: Demographic Snapshot: Transportation/Commuter Information
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Figure 8 shows where residents worked in 2016, with Blair County having had the highest percentage of residents who work within the 

county (86.1%), while Fulton County had the lowest percentage of residents working in the county (50.8%).  Just under half (49.2%) of 

Fulton County residents work outside of the county. In 2016, the average commute time for Fulton County residents was 31.5 minutes, 

while the average for Blair County residents was 19.5 minutes. 

Figure 8: Where Our Community Works

Source: The Center for Rural Pennsylvania
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Source: Fulton County Community Health Needs Assessment Community Survey, 2018

WHAT THE COMMUNITY IS SAYING

Table 19 shows identified transportation needs from the community survey. Over half of the respondents need:

• Transportation to health care (59.4%)

• Affordable transportation (57.7%)

• Reliable, scheduled transportation (55.8%)

• Transportation to grocery store (50.2%)

Despite being a high need, less than one in five respondents indicated they would be very likely to use the transportation

if it were available. 

TABLE 19: TRANSPORTATION NEEDS

Stakeholders also identified the need for transportation. 
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HOW FOOD IMPACTS HEALTH

In 2018, the percentage of residents in Blair County (8.1%) with limited access to healthy foods was almost twice as high when 

compared to the state (4.6%) as seen in Figure 9 below.

Figure 9: Limited Access to Healthy Foods

Source: County Health Rankings, 2018
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Figure 10 shows that in 2018, Bedford (54.7%), Blair (49.6%) and Huntingdon (52.1%) counties had a higher percentage of students 

receiving free or reduced lunch when compared to the state (48.2%). All other counties are comparable. 

Table 10: Students Receiving Free or Reduced Lunch

Source: County Health Rankings, 2018
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Source: Fulton County Community Health Needs Assessment Community Survey, 2018

WHAT THE COMMUNITY IS SAYING

Figure 11 illustrates the percentage of community 

respondents who have experienced a need for food 

resources. One third of respondents (34.5%) have been 

unable to purchase healthy food due to cost. Slightly 

less than one in five respondents ate less food than 

should because there wasn’t enough money (18.6%) or 

had used a food pantry/soup kitchen/food donation 

(18.5%).

Figure 11: Community Need for Food Resources
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Source: Fulton County Community Health Needs Assessment Community Survey, 2018
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Table 20 shows the percentage of community respondents who needed food resources, with 75.7% needing access to affordable 

healthy food of which if they had access 75.0% would be very likely to use that resource. A high percentage of respondents were also 

very likely to purchase healthy food in stores (74.0%) if it were available.

Table 20: Needed Food Resources

Source: Fulton County Community Health Needs Assessment Community Survey, 2018

Table 21 shows housing demographics for the residents in the counties served by FCMC. The highest percentage of home owners 

was in Bedford County (78.6%) while the highest percentage of renters was in Blair County (29.7%). The highest percentage of residents 

living in single family homes was in Huntingdon County (78.6%), Blair County had the highest percentage of residents living in multi-

family homes (18.0%) and Fulton County had the highest percentage of residents living in a mobile home/trailer (18.3%).

Table 21: Demographic Snapshot: Housing

Source: Claritas-Pop-Facts Premier, 2018, Environics Analytics
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Source: Fulton County Community Health Needs Assessment Community Survey, 2018

WHAT THE COMMUNITY IS SAYING

Focus group participants identified the need for homeless shelters and affordable quality housing among the top five 

community needs.

Figure 12 illustrates the challenges community survey respondents are experiencing. Just under a third of the respondents (29.0%) were 

unable to make home repairs due to cost and one in ten (11.7%) were unable to pay their rent or mortgage. 

Figure 12: Challenges Facing Community Members
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Table 22 shows community survey respondents need for housing. Over half of the respondents think there was a need for affordable 

housing, loans and financial assistance for housing, as well as senior housing options. Despite a high need, respondents were not very 

likely to use these housing options if they were available.

Table 22: Needed Community Resources: Housing

Source: Fulton County Community Health Needs Assessment Community Survey, 2018

Figure 13 illustrates the community survey respondent’s perception of housing in the community. Just under one in five respondents 

(17.7%) think that run down/abandoned properties was a problem, 16.9% think individuals moving in with a relative due to the cost of 

housing was a problem and 16.6% think several families living in one house was a problem. Respondents also think that landlords not 

maintaining their property results in poor living conditions which was a problem (15.9%) and that couch surfing was a problem (12.6%).

Figure 13: Community Perceptions: Housing

Source: Fulton County Community Health Needs Assessment Community Survey, 2018
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Source: Fulton County Community Health Needs Assessment Community Survey, 2018

HOW WHERE ONE LIVES IMPACTS HEALTH

Table 23 shows community survey results that were significantly different based on County. Survey respondents in Blair County were 

significantly more likely to rate the health status of the community as fair or poor (100.0%) as well as having been unable to make home 

repairs due to cost (100.0%) when compared to other respondents. Respondents in Blair County were also significantly more likely to not 

think their workplace is safe (7.4%) compared to respondents from other counties. Those in Fulton County were significantly more likely 

to have used a food pantry, soup kitchen, or received food donations (21.3%).

Table 23: Significant Differences By County

*Due to the low N size data is not reported at the County level
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Source: County Health Rankings, 2018

HOW ENVIRONMENT IMPACTS HEALTH

Table 24 shows the daily average air-pollution particulate matter score as well as the number of drinking water violations. Franklin 

County had a higher average daily air pollution particulate matter score (11.1) when compared to the state (10.4). Fulton County was the 

only county that did not have the presence of a water violation. 

Table 24: Air and Water Quality
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Source: Fulton County Community Health Needs Assessment Community Survey, 2018

Source: The Center for Rural Pennsylvania

HOW SAFETY IMPACTS HEALTH

Table 25 shows the crime rate per 100,000 residents. The crime rate in the counties and the state has been decreasing; however, all 

counties were lower when compared to the state.

Table 25: Crime Rate

WHAT THE COMMUNITY IS SAYING

Figure 14 shows community survey respondents perception of safety. One in ten respondents (10.6%) do not feel their 

local schools are safe, while 7.6% do not feel their neighborhood is safe, 5.2% do not feel their workplace is safe and 3.7% do not feel 

their home is safe.

Figure 14: Community Perception: Safety
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Figure 15 illustrates community survey respondents confidence in local emergency responders. Over half of the respondents 

(54.0%) were not confident that the police would show up when they needed them. Just under half of the respondents were 

not confident that EMS (44.9%) or the fire department (40.3%) would show up when they needed them.

Figure 15: Confidence in Local Responders
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Education plays a role in the health and well-being of a population. Dropping out of school is 

associated with multiple social and health problems. Individuals with less education are more likely 

to experience a number of health risks such as:

• Obesity

• Substance Abuse

• Intentional and Unintentional Injuries

HEALTH IS
WHERE WE LEARN

Higher levels of education are associated with:

• A Longer Life

• Increased likelihood of obtaining and understanding basic health information and services needed to make appropriate                  

health decisions.

HOW EDUCATION IMPACTS HEALTH

Low education levels can be barriers to health. This is seen in those residents who have less than a high school education. These individuals 

are significantly more likely to report their health as fair or poor, to struggle with food, housing and access to health care. 

Table 26 shows education level attained for residents age 25 and older in the service area counties in 2016. Over one in ten residents did 

not complete high school in Huntingdon County (11.4%), Fulton County (13.0%), Bedford County (13.3%) and Franklin County (13.5%). Franklin 

County had the highest percentage of residents with a Bachelor’s Degree or higher (20.1%).
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Source: The Center for Rural Pennsylvania

Source: The Pennsylvania Department of Education

Table 26: Demographic Snapshot: Educational Attainment, 25 Years and Older, 2016

Table 27 shows graduation rates by school district in Fulton County, which is where Fulton County Medical Center is located for the 2016-

2017 school year. Southern Fulton (95.7%) and Forbes Road (92.3%) school districts had a higher graduate rate when compared to the state 

(86.5%). 

Table 27: Graduation Rates, 2016-2017 School Year
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Figure 16 illustrates the percentage of high school students who graduated in 2018 in Bedford (92.0%), Blair (88.2%) and Huntingdon (89.4%) 

counties were higher than the state (85.4%). All other counties were comparable to the state.

Figure 16: High School Graduation Rates

Source: County Health Rankings, 2018
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Source: Fulton County Community Health Needs Assessment Community Survey, 2018

WHAT THE COMMUNITY IS SAYING

Figure 17 shows that 23.1% of community survey respondents had a need for adult education. Topics they need 

education for include skilled trades, nursing and computer.

Table 28 shows the significant differences in how education impacts health. Those respondents who did not graduate high school were 

significantly more likely to have experienced almost all of the indicators listed in the table below.

Table 28: How Education Impacts Health

Figure X: Education Needs
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Table 28: How Education Impacts Health (Continued)

Source: Fulton County Community Health Needs Assessment Community Survey, 2018

HOW EARLY CARE AND EDUCATION IMPACTS HEALTH

Early education is an important period in a child’s life. Children need safe housing, food, medical care, proper educational stimulation and 

nurturing relationships for healthy development. The first years of life build the foundation for future cognitive, emotional, and behavioral 

skill development. Strong relationships with caregivers and stable, safe environments play a pivotal role in building a strong foundation for 

later growth and learning.
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Source: Pennsylvania Departments of Education and Human Services, Office of Child Development and Early Learning.

EARLY INTERVENTION

Early Intervention (EI) provides individualized services and supports to families of children birth to school-age who have developmental 

delays or disabilities. Supports and services differ depending on the child’s and family’s needs and focus on enhancing the child’s physical 

(including vision and hearing), cognitive, communication, social, emotional and adaptive development while providing parent education and 

support as appropriate. 

The research is clear. Early Intervention services have been shown to improve the health, language and communication, cognitive 

development and social/emotional development of young children who have or are at risk of developmental delays. EI is a smart investment 

because it decreases the need for special education services. 

Table 29 shows the number of children receiving Early Intervention services in the service area counties. The number of children receiving 

early intervention services has fluctuated in the counties and in most recent years the number increased in Bedford and Franklin counties. 

Table 29: Kids Receiving Early Intervention Services
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According to the Office of Child Development and Early Learning nearly 205,000 children under age 5 need subsidized child care so their 

parents can reliably participate in the workforce and financially support their families. Child care provides not only peace of mind to working 

parents but an opportunity for young children to develop, grow and learn. Research indicates that access to high-quality child care increases 

the likelihood that children enter school ready to succeed and their parents remain employed.

Table 30 shows the percent of children receiving subsidized childcare in keystone STARS 3 or 4 facilities. No children in Fulton County were 

receiving subsidized child care in Keystone STARS 3 or 4 facilities and very few were receiving it in Huntingdon County.

It is important to note that while at the time of the CHNA, Fulton County did not have a STARS 3 or 4 facility, the Fulton County Family 

Partnership (a STARS 2 facility) had received its initial review and was awaiting its certification and expects to be a STARS 3 facility by June 

30, 2019.  This will make 3 child care locations available in the county that are a STARS 3 facility. 

Table 30: Children Receiving Subsidized Child Care in Keystone STARS 3 or 4 Facilities

Source: Pennsylvania Departments of Education and Human Services, Office of Child Development and Early Learning.
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Keystone STARS is a responsive system to improve, support, and recognize the continuous quality improvement efforts of early learning 

programs in Pennsylvania. The system is guided by three core principles:

• A whole child approach to education is essential to meeting the holistic and individual needs of each and every child and family.

• Knowledgeable and responsive early care and education professionals are essential to the development of children and the support 
of families.

• Building and sustaining ongoing positive relationships among children, families, early care and education professionals and 
community stakeholders is essential for the growth and development of every child.

Keystone STARS has four primary goals:

• To improve the quality of early care and education;

• To support early care and education providers in meeting their quality improvement goals;

• To recognize programs for continuous quality improvement and meeting higher quality standards; and

• To provide families a way to choose a quality early care and education program.

According to the Office of Child Development and Early Learning in Table X below high-quality pre-k includes the distinct count of PA Pre-K 

Counts, Head Start Supplemental Assistance Program and Keystone STARS 3 and 4 enrollments; Head Start; school district pre-k; accredited 

or PDE licensed nursery school; providers accredited by an accreditation recognized by the Pennsylvania Office of Child Development and 

Early Learning. Publicly funded, high-quality pre-k includes the distinct count of PA Pre-K Counts, Head Start Supplemental Assistance 

Program and Child Care Works enrollments in Keystone STARS 3 and 4; Head Start; and school district pre-k.

Table 31 shows the number and percent of children (ages 3-4) with access to high-quality Pre-K programs. Limited data is available for the 

service area counties. When looking at publicly funded, high-quality Pre-K Blair County (36.0%) had the highest while Franklin County (14.5%) 

had the lowest percentage of children receiving this level of care and education. 

Limited data is available for the most recent years which is not indicative of what is available in Fulton County.  Currently, high quality Pre-K 

programs are available at all 3 school districts.  Southern Fulton School District started Pre-K in 2015 with one classroom for 20 children.  

They have expanded this program and during the 2018-2019 school year offer 3 and 4-year-old Pre-K with 50% participation.  Forbes Road 

and Central Fulton school districts offer Pre-K to all 4-year-old children with 90% participation. 
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Table 31: Children (Ages 3-4) With Access to High Quality Pre-K

Source: Pennsylvania Departments of Education and Human Services, Office of Child Development and Early Learning.
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Table 32 shows the number and percent of children ages 3-4 that were below 300% poverty with access to publicly funded, high-quality 

Pre-K programs. Franklin County (22.9%) had the lowest percentage of children with access to these programs while Fulton County (52.0%) 

had the highest.

Table 32: Children (Ages 3-4) Below 300% Poverty With Access to Publicly Funding, High Quality Pre-K

Source: Pennsylvania Departments of Education and Human Services, Office of Child Development and Early Learning.
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According to the Office of Child Development and Early Learning, the availability of child care subsidies to low-income families increases 

the opportunity for them to access high-quality care for their children, enhancing their school readiness and increasing the likelihood that 

parents remain employed.

Table 33 shows the number and percent of children under the age of 5 who were eligible and enrolled with the child care subsidy as well 

as the percentage of children that were currently unserved in Oct 2017. Almost 100% of children under the age of 5 who are eligible for child 

care subsidies in Fulton (96.5%) and Bedford (95.9%) counties were currently unserved. 

Table 33: Child Care Subsidy – Eligibility and Enrollment of Children Under 5 Years
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Source: Pennsylvania Departments of Education and Human Services, Office of Child Development and Early Learning.

Table 33: Child Care Subsidy – Eligibility and Enrollment of Children Under 5 Years (Continued)
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Head Start is the national commitment to give every low-income child, regardless of circumstances at birth, an opportunity to succeed 

in school and in life. According to the Office of Child Development and Early Learning, in the 50 years since its inception, Head Start has 

improved the lives of more than 32 million children and their families. In addition to life and school preparedness, Head Start is also the 

nation’s laboratory for early learning innovation. It offers a unique whole child/whole family program design coupled with a delivery system 

that includes local programs, national standards, monitoring, professional development, and family engagement. The commonwealth, 

through the Head Start Supplemental, creates new slots to supplement the resources provided through this federal program and to further 

reduce the unmet need felt in rural, suburban, and urban communities.

Table 34 shows the total number of children served by a Head Start program. There were no children enrolled in a State Head Start program 

in Bedford or Fulton counties in 2016-17.
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Table 34: Head Start – Number of Children Served by Program

Source: Pennsylvania Departments of Education and Human Services, Office of Child Development and Early Learning.
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Source: Fulton County Community Health Needs Assessment Community Survey, 2018

WHAT THE COMMUNITY IS SAYING

Table 35 shows community survey respondents need for child care. Over half of the respondents think there was a need for 

child care, before and after school programs, as well as early intervention services. Despite a high need, only around one in five respondents 

would be very likely to use these services if they were available. 

Table 35: Needed Community Resources: Child Care





HOW EMPLOYMENT IMPACTS HEALTH

A person who is unemployed or working a low wage or undesirable job is more at risk for health 

problems than those employees who are working full time. This may be partly a health selection 

effect, but it is also to a large extent cause and effect. There is strong evidence that unemployment 

HEALTH IS
WHERE WE WORK

Source: The Center for Rural Pennsylvania

is linked to early death, poorer general and mental health, and psychological distress, higher use of medications and medical services as 

well as hospitalizations.

Table 36 shows the unemployment rate in the service area counties for 2017. Huntingdon County had the highest unemployment rate (6.0%) 

while Franklin County had the lowest (4.4%).

Table 36: Demographic Snapshot: Unemployment Rate
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Source: Claritas-Pop-Facts Premier, 2018, Environics Analytics

Table 37 shows employment for the service area counties. With the exception of Huntingdon County (48.6%) all counties had just over one 

half of the civilian workforce who is employed. The highest percentage were employed in white collar occupations. 

Table 37: Demographic Snapshot: Employment
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Figure 19 illustrates the percentage of community survey 

respondent’s current situation related to employment, with 7.0% 

currently seeking employment, 6.1% currently underemployed, 

and 5.6% are working part time but would like full time 

employment. 

Figure 19: Community Survey Respondents Employment Status

Source: Fulton County Community Health Needs Assessment Community Survey, 2018

WHAT THE COMMUNITY IS SAYING

Figure 18 shows veteran status for the community survey respondents. The majority (89.3%) had never served in the military.

Figure 18: Veteran Status

Veteran Status

• 4.6% past activity duty

• 6.1% initial/basic training only

• 89.3% never served
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HOW INCOME IMPACTS HEALTH

Table 38 shows the income levels and poverty rate for residents in the service area counties in 2016. Franklin County had the highest 

average household income and median income with the lowest poverty rate. Bedford County (13.7%) had the highest poverty rate.

Table 38: Demographic Snapshot: Income, 2016

Source: The Center for Rural Pennsylvania
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Source: County Health Rankings, 2018

Figure 20 shows the percentage of children living in poverty in the service area counties. In 2018, Franklin County had the lowest 

percentage of children living in poverty (14.1%) while Blair County (20.7%) had the highest. With the exception of Franklin County, the 

counties were comparable to the state (18.4%). Data for the nation was available in 2016, with the counties having had a lower percentage 

of children living in poverty when compared to the nation (41.0%).

Figure 20: Children Living in Poverty
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WHAT THE COMMUNITY IS SAYING

Table 39 shows the significant differences by income from the community survey. Those with incomes less than $15,000 were 

significantly more likely to have experienced the indicators listed in the table below compared to those with higher incomes. 

Table 39: Significant Differences by Income Level
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Source: Fulton County Community Health Needs Assessment Community Survey, 2018

Table 39: Significant Differences by Income Level (Continued)
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Figure 21 illustrates the housing and transit burden for the service area counties. Combined housing and transit is considered a burden when 

it is at 45% or greater of one’s household income. All of the service area counties have a combined housing and transit percentage at a level 

considered to be a burden.

Figure 21: Housing and Transit Burden 

Source: The Center for Neighborhood Technology, Housing and Transportation (H&T®) Affordability Index
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Table 40 shows the number and percentage of homeowners and renters and the percentage of their income spent on housing. In 2016, one in 

ten homeowners in Blair (10.4%), Fulton (10.9%) and Huntingdon Counties (10.6%) payed 50% or more of their income on housing, while one in 

four renters in Bedford (25.0%) and Blair (24.6%) counties spent 50% or more of their income on rent.

Table 40: Income to Housing Cost

Source: The Center for Rural Pennsylvania



Obesity and diabetes can be greatly reduced through regular aerobic exercise and physical activity. 

Recreation activities, such as running, brisk walking, swimming and bicycling are excellent for 

elevating the heart rate and lowering the incidence of heart diseases, obesity and diabetes, if done 

regularly. Active living has been shown to help prevent site-specific cancers, particularly in the 

colon, breast and lungs.

HEALTH IS
WHERE WE PLAY

OBESITY

As seen in Figure 22 in 2015-2017 the percentage of adults considered overweight (BMI 25 or greater) in Adams, Franklin and Fulton counties 

(69.0%) and in Bedford, Blair, Huntingdon, Juniata and Mifflin counties (69.0%) was just above the state (66.0%) and nation (65.4%). The percent 

in Adams, Franklin and Fulton had been increasing since 2011-2013 (66.0%).
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Source: PA Department of Health, Center for Disease Control

Figure 22: Adults Who are Overweight (BMI 25+)
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As seen in Figure 23, the percentage of adults considered obese (BMI 30 or greater) in Adams, Franklin and Fulton counties had been 

increasing and in 2014-2016 (37.0%) was significantly higher when compared to the state (30.0%). In 2015-2017 this percentage decreased slightly 

(35.0%) and was still above the state (31.0%), nation (30.1%) and Healthy People 2020 Goal (30.5%). In 2011-2013 (36.0%) and 2012-2014 (35.0%) the 

percentage of adults considered obese (BMI 30 or greater) in Bedford, Blair, Huntingdon, Juniata and Mifflin counties was significantly higher 

when compared to the state. This percentage has decreased and in 2015-2017 (31.0%) was comparable to the state (31.0%), nation (30.1%) and 

Healthy People 2020 Goal (30.5%).

Figure 23: Adults Who Are Obese (BMI 30+)

Source: PA Department of Health, Center for Disease Control, Healthy People 2020
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CHILDHOOD OBESITY

As illustrated in Figure 24, the percentage of students in grades K-6 considered overweight in Fulton County had been slowly increasing since 

2013 and in 2016 18.0% were considered overweight, which was higher when compared to the state (15.2%). 

Figure 24: Overweight BMI, Students K-6

Source: PA Department of Health, Center for Disease Control, Healthy People 2020
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As illustrated in Figure 25, in 2016 when compared to the state (16.7%) and Healthy People 2020 Goal (15.7%) all of the counties in the service 

area had a higher percentage of student’s grades K-6 who were considered obese. Fulton County (22.2%) had the highest percentage of obese 

students in Grades K-6 while Huntingdon County (17.2%) had the lowest.

Figure 25: Obese BMI, Grades K-6

Source: PA Department of Health, Center for Disease Control, Healthy People 2020
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Figure 26 shows that in 2016, Fulton (18.8%) and Huntingdon (17.5%) counties had a higher percentage of students grades 7-12 who were 

considered overweight when compared to the state (16.5%). 

Figure 26: Overweight BMI, Grades 7-12

Source: PA Department of Health, Center for Disease Control



Health is Where We Live, Learn, Work and Play 88 

As seen in Figure 27, in 2016 when compared to the state (19.1%) and Healthy People 2020 Goal (16.1%) all the counties in the service area had a 

higher percentage of students grades 7-12 who were considered obese. Franklin County (23.9%) had the highest percentage while Blair County 

(21.2%) had the lowest.

Figure 27: Obese BMI, Grades 7-12

Source: PA Department of Health, Center for Disease Control, Healthy People 2020
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PHYSICAL ACTIVITY

Figure 28 shows that in 2015-2017 a higher percentage of adults in Adams, Franklin and Fulton counties (29.0%) report no leisure time/physical 

activity in the past month when compared to the state (25.0%), while Bedford, Blair, Huntingdon, Juniata and Mifflin counties (26.0%) were 

comparable to the state. All counties fall below the Healthy People 2020 Goal of 32.6%. 

Figure 28: No Leisure Time/Physical Activity, Past Month

Source: PA Department of Health, Center for Disease Control
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Table 41 shows the percentage of residents who were physically inactive as well as the percentage with access to exercise opportunities. 

In 2018, only one third (34.2%) of Fulton County residents had access to exercise opportunities, with 22.9% of the population being physically 

inactive.

Table 41: Physical Inactivity and Access to Exercise Opportunities

Source: County Health Rankings, 2018
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WHAT THE COMMUNITY IS SAYING

Figure 29 shows the community survey respondents comments on the Community Wellness Center. Just over one third (39.3%) 

agree the classes offered meet their needs, 41.2% agree hours are convenient and 48.2% agree classes are affordable. There is 

interest in more variety of classes, and expanded equipment and offerings.

Figure 29: Comments on Wellness Center

Community survey respondents’ comments             

on the wellness center:

• 39.3% agree classes offered meet their needs

• 41.2% agree the hours are convenient

• 48.2% agree the cost is affordable

• There is interest in 24/7 access, aquatics, 

additional equipment, and more variety         

of classes

Community survey respondents are experiencing the following

• Obesity/Overweight: 39.6% 

• Childhood Obesity: 4.9% 

The need for more recreation opportunities was identified as a top community health need by four of the stakeholders. 

Source: Fulton County Community Health Needs Assessment Community Survey, 2018
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SOCIAL CONNECTEDNESS/CIVIC ENGAGEMENT

Community confers on members a sense of identity, sense of belonging, and a measure of security. Similar to the breakdown of the family 

impacting the wellbeing of its members, living in a community that is not well connected can negatively impact the wellbeing of its members. 

Social connectedness includes being connected to people in one’s life such as family, neighbors, coworkers and to more formal groups such as 

churches and volunteers. 

Research shows that having a high level of social connectedness can have a preventative effect on warding off mental and physical health 

problems, along with promoting positive health behaviors across the life span. 

Table 42 shows voter turnout for the state and the service area counties in recent election years. In the most recent election, Bedford County 

had the highest voter turnout (61.1%) while Huntingdon County had the lowest (53.3%).

Table 42: Voter Participation 

Source: The Center for Rural Pennsylvania
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According to County Health Ranking, youth disconnection portrays a dynamic between individuals and their context. Disconnected youth is the 

percentage of teens and young adults ages 16-19 who are neither working nor in school. Disconnected youth are at an increased risk of violent 

behavior, smoking, alcohol consumption and marijuana use, and may have emotional deficits and less cognitive and academic skills than their 

peers who are working and/or in school. Studies show that both a lack of educational attainment and unemployment is linked to depression, 

anxiety, and poor physical health.

Figure 30 illustrates the percentage of disconnected youth in 2018 for the state and service area counties. All counties had a higher percentage 

of disconnected youth when compared to the state. 

Figure 30: Disconnected Youth

Source: County Health Rankings, 2018
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WHAT THE COMMUNITY IS SAYING

Figure 31 visually depicts information from the community survey related to respondent’s ability to connect to the internet, 

have reliable cell phone coverage and where people get their information. Most (85.4%) of the community survey respondents 

have internet at home, of which just over half (53.8%) is wireless or cellular. Most (73.4%) have cell phone service at home but 18.4% do not have 

reliable service. Respondents are mixed in where they like to receive information from. The highest response was social media (48.9%) followed by 

the newspaper (46.1%).

Figure 31: Information and Technology

53.8% Wireless/Cellular

31.4% DSL

25.9% Cable

6.0% Satellite

2.2% Dial-up

73.4% have at home

18.4% have at home but not reliable

8.2% do not have

48.9% social media

46.1% newspaper

42.7% email

39.2% regular mail

20.3% text

13.5% phone

85.4% have internet at home Cell Phone Service Preferred Way to Receive Information

Source: Fulton County Community Health Needs Assessment Community Survey, 2018
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A

ACCESS
TO CARE

ccording to Disparities in Access to Health Care2  there are eight main reasons why there are differences                         

in health access:

1. Lack of health insurance – Several racial, ethnic, socioeconomic and other minority groups lack adequate health 

insurance compared with the majority population. These individuals are more likely to delay healthcare and to go without 

the necessary healthcare or medication they should have been prescribed.

2. Lack of financial resources – Lack of available finance is a barrier to healthcare for many Americans but access to 

healthcare is reduced most among minority populations. Racial and ethnic minorities are often given a health insurance 

plan that limits the amount of services available to them as well as the number of providers they can use.

3. Irregular source of care – Compared to white individuals, ethnic or racial minorities are less likely to be able to visit the 

same doctor on a regular basis and tend to rely more on clinics and emergency rooms. Without a regular healthcare 

source, people have more difficulty obtaining their prescriptions and attending necessary appointments.

4. Legal obstacles – Low-income immigrant groups are more likely to experience legal barriers. For example, insurance 

coverage through Medicaid is not available to immigrants who have been resident in the U.S for less than five years.

5. Structural barriers – Examples of structural barriers include lack of transport to healthcare providers, inability to obtain 

convenient appointment times and lengthy waiting room times. All of these factors reduce the likelihood of a person 

successfully making and keeping their healthcare appointment.

6. Lack of healthcare providers – In areas where minority populations are concentrated such as inner cities and rural areas, 

the number of health practitioners and diagnostic facilities is often inadequate.

7. Language barriers – Poor English language skills can make it difficult for people to understand basic information about 

health conditions or when they should visit their doctor.

8. Age – Older patients are often living on a fixed income and cannot afford to pay for their healthcare. Older people are also 

more likely to experience transport problems or suffer from a lack of mobility, factors that can impact on their access to 

healthcare. With 15% of the older adults in the U.S not having access to the internet, these individuals are also less likely to 

benefit from the valuable health information that can now be found on the internet.

HOW ACCESS IMPACTS HEALTH

2   https://www.news-medical.net/health/disparities-in-access-to-health-care.aspx
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HEALTH INSURANCE 

Figure 34 shows the percentage of adults ages 18-64 who do not have health insurance in the service area counties, the state and the nation. 

For years 2013-2015, the combined counties of Adams, Franklin and Fulton had a significantly higher percentage of adults without health 

insurance (22.0%) when compared to the state. This percentage has decreased every year since and in 2015-2017 (14.0%) was still higher than 

the state (9.0%), nation (11.9%) and the Healthy People 2020 Goal (0.0%). The percentage of adults in the combined counties of Bedford, Blair, 

Huntingdon, Juniata and Mifflin who were uninsured had been decreasing and in 2015-2017 had a comparable percentage of uninsured adults 

(8.0%) when compared to the state (9.0%) and was lower than the nation (11.9%), although was still above the Healthy People 2020 Goal (0.0%).

Figure 34: No Health Insurance (Ages 18-64)

Source: PA Department of Health, Center for Disease Control, Healthy People 2020
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ROUTINE CARE

Figure 35 illustrates the percentage of adults who have had a routine checkup in the past 2 years. In 2011-2013 (78.0%) and 2015-2017 (77.0%) the 

percentage of adults in Adams, Franklin and Fulton counties who had received a routine checkup in the past two years was significantly lower 

when compared to the state (85.0% in 2015-2017). The percentage of adults who had a routine checkup in Bedford, Blair, Huntingdon, Juniata 

and Mifflin had increased every year and in 2015-2017 (87.0%) was comparable to the state (85.0%) and above the nation (83.6%).

Figure 35: Routine Check Up, Past 2 Years

Source: PA Department of Health, Center for Disease Control
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PERSONAL CARE PROVIDER

Figure 36 shows the percentage of adults who report that they did not have a personal care provider. When compared to the nation (21.8%) in 

2015-2017, the combined counties of Adams, Franklin and Fulton (13.0%) and Bedford, Blair, Huntingdon, Juniata and Mifflin (11.0%) as well as 

the state (14.0%) had fewer individuals indicate that they did not have a personal care provider. The counties exceeded the Healthy People 2020 

Goal of 16.1%.

Figure 36: No Personal Care Providers

Source: PA Department of Health, Center for Disease Control, Healthy People 2020
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COULD NOT SEE A DOCTOR DUE TO COST

Figure 37 shows the percentage of adults who needed to see a doctor within the past year but could not due to cost. In 2015-2017, fewer adults 

in Adams, Franklin and Fulton counties (8.0%) and Bedford, Blair, Huntingdon, Juniata and Mifflin counties (8.0%) did not see a doctor due to cost 

when compared to the state (11.0%) and nation (12.1%), although remained above the Healthy People 2020 Goal (4.2%).

Figure 37: Needed to See a Doctor But Could Not Due to Cost, Past Year

Source: PA Department of Health, Center for Disease Control, Healthy People 2020



Health is Where We Live, Learn, Work and Play 102 

UTILIZATION DATA

Table 43 shows that from 2016 to 2018, conditions that resulted in a hospitalization by DRG (Diagnostic Related Group) for FCMC increased for: 

Hypertension, Congestive Heart Failure and Reproductive Disorder.

As seen in Table 44, from 2016 through 2018, hospital ER discharges for ambulatory care sensitive conditions at FCMC fluctuated over the three 

years with the following increasing between 2017 and 2018: Cellulitis, Dehydration, Hypoglycemia, Diabetes without Mention of Complication or 

unspecified Hypoglycemia and Hypertension.

For the same time period, hospital Emergency Department and/or Inpatient Discharges for Mental Health for FCMC, as seen in Table 45, 

increased between 2017 and 2018 for inpatient: Dementia, Alcohol Related, Drug Related, Other Organic Psychotic Conditions, Depression, 

Anxiety, Psychogenic Disorder, Adjustment Related and Mental Retardation.  The following increased for the ER: Transient Organic Psychotic 

Condition, Depression, Bi-Polar, Personality Disorder, Eating Disorders and Stress Related.

Table 43: Hospital DRG Conditions
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Table 44: Emergency Department Discharges for Ambulatory Care Sensitive Conditions
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Table 45: Emergency Department Discharges for Ambulatory Care Sensitive Conditions
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WHAT THE COMMUNITY IS SAYING

A few stakeholders identified the cost of insurance or limited access to doctors and health care services as a top        

community health need. 

Figure 38 discusses the percentage of community survey respondents who experienced difficulty accessing needed healthcare. There were 16.9% 

of the community survey respondents who needed to see a doctor but could not due to cost, while 7.4% have gone without healthcare because 

they had no way to get there.

Figure 38: Access Issues

16.9% have needed to see a 

doctor but could not due to cost

7.4% have gone without 

healthcare because they 

had no way to get there

Source: Fulton County Community Health Needs Assessment Community Survey, 2018

Figure 39 shows the percentage of community survey respondents 

with health insurance as well as if their plan has a high copay or 

deductible. Most (77.7%) of the community survey respondents have 

health insurance. Of those with health insurance approximately one 

in five (19.1%) had a high deductible plan and 8.3% had a high copay.

Figure 39: Health Insurance

Source: Fulton County Community Health Needs Assessment Community Survey, 2018

thout

e they 

there
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Table 46 shows the percentage of community survey respondents who need the following types of care as well as the percentage of those very 

likely to use the service if it were available. There is the highest reported need for cancer care (70.5%) and women’s health (70.4%) although a 

lower percentage of respondents would be very likely to use Women’s health services if these were available. Respondents were most likely to 

use primary care services if they were available.

Table 46: Health Care Needs

Source: Fulton County Community Health Needs Assessment Community Survey, 2018
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Figure 40 shows the percentage of community survey respondents who have 

experienced barriers. One third (34.5%) of respondents have been able to purchase 

healthy food due to cost, while 29.0% have been unable to make home repairs due 

to cost. The cost of copays and/or deductibles has caused 19.4% of respondents to 

go without needed health care. Cost of medications has been a barrier for 18.4% of 

respondents. 

Figure 40: Barriers

Source: Fulton County Community Health 

Needs Assessment Community Survey, 2018
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Source: Pennsylvania 2-1-1, United Way

Resources that are available in Fulton 

County Medical Center’s service area 

to respond to the significant health 

needs of the community can be found 

in the United Way’s PA 2-1-1. The PA 

2-1-1 is part of the national 2-1-1 Call 

Centers initiative that seeks to provide 

an easy-to-remember telephone 

number and web resource for finding 

health and human services for 

everyday needs and in crisis situations. 

Residents can search the United 

Way’s vast database of services and 

providers to find the help they need. 

It is important to note that although 

211 is a resource in the service area, it 

is currently not being maintained and 

update in Fulton County, which is an 

area Fulton County Medical Center is 

looking into.  County resources can 

also be found through the Fulton 

County Family Partnerships website via 

the Helpline which can be accessed 

at https://fcfpinc.org/Helpline.aspx. 

Figures 41-45 show the number of 

resources by county in each of the 

service area counties. 

WHAT IS AVAILABLE
IN OUR COMMUNITY

Figure 41: Fulton County Resources
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Figure 42: Bedford County Resources

Source: Pennsylvania 2-1-1, United Way
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Source: Pennsylvania 2-1-1, United Way

Figure 43: Blair County Resources Figure 44: Franklin County Resources
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Source: Pennsylvania 2-1-1, United Way

Figure 45: Huntington County Resources

Source: Pennsylvania 2-1-1, United Way
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The Steering Committee met to discuss overall results and key findings from the Community Health Needs Assessment on October 16, 

2018 and then additional findings and a more in-depth discussion was held on January 22, 2019. Members of the Steering Committee 

received a link to an online prioritization survey.

The list of identified needs included:

Access to Quality Health Services

• Access to Primary Care Services

• Access to Urgent Care Services

• Affordability of Health Care/Insurance Costs/Copays

• Specialty Medical Care

• General Health Screenings

• Transportation To/From Medical Services

• Dental Hygiene/Dental Problems/Dental Care

• Elder Care Services (across the continuum, including housing)

• Dialysis

• Access to Mental Health Services (i.e. limited providers taking insurance, perception of wait list)

• Veterans Care/Services (physical and mental health)

• Community Education on Available Services

WHERE DO WE
GO FROM HERE
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Chronic Health Conditions

• Breast Cancer

• Cardiovascular Disease (Stroke)

• Coronary Heart Disease                                                           
(Heart Disease, Cholesterol, Blood Pressure)

• Colorectal Cancer

• Congestive Heart Failure/Hypertension/Cardiac

• Diabetes

• Lung Cancer

• Obesity

• Prostate Cancer

• Non-Hodgkin Lymphoma

• Alzheimer’s Disease

• Lyme Disease

• Autism/Intellectual Disabilities/Developmental Disabilities

• Depression

Healthy Mothers, Babies & Children

• Childhood Obesity

• Tobacco Use During Pregnancy

• Drug Use During Pregnancy/Babies Born Addicted

Mental Health/Substance Abuse

• Alcohol Abuse

• Drug Abuse/Drug-Induced Mortality/Opiate Abuse/
Mortality/Prescription Drug Misuse/Abuse

• Mental/Behavioral Disorders Mortality

• Mental Health/Telepsychiatry

• Driving Under the Influence of Drugs/Alcohol

• Dual Diagnosis for Mental Health and Substance Abuse

• Substance Abuse Rehabilitation

• Youth Risk Behaviors/Youth Drug and Alcohol Use

Physical Activity/Nutrition

• Lack of Physical Activity/Sedentary Lifestyle

• Lack of Recreation Opportunities

• Access to Healthy Foods

Tobacco Use

• Adult Smoking/Vaping/Chewing 

• Youth Smoking/Vaping/Chewing 

Injury

• Suicide

• Falls

• Concussion

Healthy Environment

• Emergency Shelter

• Disconnected Youth

• Safe Affordable Housing

• Children Living in Single Parent Homes

• Children Living with Grandparents

• Allergist/Asthma

Mental Health/Substance Abuse

• Adult Immunizations

• Influenza and Pneumonia

• Childhood Immunizations

• Measles  



Health is Where We Live, Learn, Work and Play 114 

The prioritization exercises consisted of 4 criteria:
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On March 19 the key leaders met to review the results of the prioritization exercise and identify areas of focus for the implementation 

plan. The full Steering Committee then met to solidify the goals and objectives for the implementation plan and begin to identify 

possible strategies to address each. 

The implementation plan will focus on the following goals and objectives:



CONTACT//

Office: 214 Peach Orchard Road, McConnellsburg, PA 17233

Phone: (717) 485-3155

E-mail: info@fcmcpa.org.com

www.fcmcpa.org.com


