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EXECUTIVE SUMMARY 

METHODOLOGY 

The 2018 Dosher Memorial Hospital Community Health Needs Assessment was conducted by 
J. Arthur Dosher Memorial Hospital (DMH), with assistance from an independent consultant.  
Not-for-profit hospitals are required by the US Internal Revenue Service to conduct a 
Community Health Needs Assessment (CHNA) every three years, with an expectation that the 
assessment will focus on the hospital’s primary service area. 
 
The geographic focus of this assessment is Brunswick County, North Carolina, with special 
emphasis on Smithville Township, in which township the hospital is physically located, and 
which constitutes its primary service area. 
 
This CHNA process included compiling and analyzing extensive public secondary data, 
proprietary hospital data, and primary data gathered via a community survey. 
 
Secondary data describing the demographic, socioeconomic and health characteristics of the 
target community was collected from public domain sources including, but not limited to, the US 
Census Bureau, US Centers for Disease Control and Prevention, NC State Center for Health 
Statistics, NC Office of Budget and Management, and the NC Division of Medical Assistance. 
 
Dosher Memorial Hospital provided certain deidentified data detailing demographic 
characteristics of the patient population discharged in 2015, 2016 and 2017 (1) from its 
emergency department and (2) as inpatients.  The consultant worked with the hospital to assure 
that the data provided preserved the confidentiality of individual patients. 
 
The consultant advised on the content, design, and Internet platform for the Community Health 
Needs Assessment Survey instrument.  The hospital was responsible for advertising and 
marketing the survey to the Brunswick County community.  The survey was available primarily 
on the Survey Monkey™ survey management platform, but paper copies were available for 
citizens that lacked computer access. The survey was attempted by a total of 843 individuals, 
with an average completion rate of 91% 
 
The consultant analyzed all data collected and, where applicable, compared results of the 2018 
CHNA to results from the 2015 CHNA. 
 
 

RESULTS 

Demographic and Socioeconomic Findings 

In 2016 the US Census Bureau American Community Survey estimated the total Brunswick 
County population to be 119,167.  Overall, the county population is not especially diverse.  Of 
this total, 84% were white, 11% were black/African American, and 4.7% were of Hispanic/Latino 
ethnicity.  For North Carolina as a whole, comparable population percentages were 69%, 22% 
and 9%, respectively. 
 
Smithville Township, the primary service area for Dosher Memorial Hospital, is even less 
diverse than Brunswick County.  In 2016 the total population of Smithville Township was 
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estimated at 15,361, of whom 95% were white, 3% were black/African American, and 3% were 
of Hispanic/Latino ethnicity. 
 
A particularly noteworthy demographic finding for both Brunswick County and Smithville 
Township is the age of the population.  The median age of the overall Brunswick County 
population in 2016 was 50.9 years, 12.6 years older than the median age for the state as whole.  
In Smithville Township, the median age in 2016 was even older: 55.0 years.  In 2016, 26.9% of 
the Brunswick County population, and 29.8% of the Smithville Township population, was age 65 
or older, making Smithville the township with the third largest population in that age group.  
According to data from the NC Office of State Budget and Management, responsible for 
projecting population characteristics for use by state and local governments, the population 
aged 65 and older in the county is projected to grow to 58,509 persons by 2030, or 34% of the 
overall Brunswick County population.  All health and human services organizations will need to 
keep this growth projection in mind as they conduct their long-range planning, since this 
population group tends to require and utilize such services at levels higher than the general 
population. 
 
The economic characteristics of Brunswick County are decidedly mixed.  For example, although 
the county unemployment rate has been decreasing since 2010, the county rate exceeded the 
comparable NC rate in every year from 2008 through 2017. 
 
The major employment sectors in Brunswick County in 2016 were Retail Trade (16.5% of the 
workforce), Accommodation and Food Service (14.3%) and Healthcare and Social Assistance 
(13.2%).  It should be noted that the first two of these sectors are particularly susceptible to 
fluctuations in the overall economy of the county, the state, and the nation.  Furthermore, these 
two sectors are often among those offering the lowest wages and the fewest benefits.  In 
Brunswick County the average weekly wage of a worker in the 25 most common workforce 
sectors is $244 lower than the state average for workers in those sectors. 
 
Despite a reduced earnings rate among Brunswick County workers, the overall county poverty 
rate has been lower than the comparable NC average for the last seven five-year aggregate 
periods (i.e., since 2006-2010).  In the 2012-2016 period, the overall poverty rate in Brunswick 
County was 15.2%, compared to an NC average poverty rate of 16.8%.  However, it must be 
noted that poverty is not uniform when examined by race or age.  While the overall poverty rate 
in the county in 2012-2016 was 15.2%, the comparable poverty rate among black/African 
Americans was 29.8% and the rate among Hispanic/Latino populations was 31.8%.  In 
Smithville Township, the overall poverty rate in the same period was 10.7%, while the township 
rate for blacks was 5.3% and for Hispanics 4.7%. 
 
When stratified by age, the overall poverty rate in Brunswick County, Smithville Township and 
the state of NC is highest among youth.  In the county population under age 5 the poverty rate 
in 2012-2016 was 29.2%, and among all youth younger than age 18 the corresponding poverty 
rate was 27.5%.  There are many reasons for this disparity, among them demographic 
characteristics such as higher fertility rates among poor families and the higher prevalence of 
single parent families among the poor. 
 
One reason the poverty rates in Brunswick County are lower than NC averages is that income 
levels in Brunswick County are higher than state averages.  In 2016 the median household 
income and per capita income in Brunswick County were $1,000-$2,000 higher than the 
comparable state figures.  In the same year, income at all levels in Smithville Township were 
$6,000 to $10,000 higher than comparable county and state figures.  
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One of the largest burdens on income is the cost of housing.  One way the cost of housing can 
be measured is the proportion of the population for which housing costs exceed 30% of total 
household income.  In 2012-2016 in Brunswick County overall, 54% of renter households and 
37% of mortgagee households paid more than 30% of their household income on housing; 
these figures compare to 49% and 28%, respectively, at the state level.  While housing costs 
are higher in Smithville Township than in the rest of the county, the percentages of households 
paying more than 30% on housing are not appreciably higher than the county medians because 
the base income of the township population is higher, as discussed previously. 
 
The educational attainment of a county’s citizenry can be considered a kind of “intellectual 
capital” with which to accomplish the work of the community.  In this regard, Brunswick County, 
and especially Smithville Township, fare better than much of the rest of North Carolina.  
Brunswick County has a smaller percentage of persons without a high school diploma, a higher 
percentage of persons with a HS diploma or greater, and a higher percentage of residents with 
some college, including an Associate degree, than the state.  Smithville Township has the 
lowest percentage of persons with less than a high school diploma among all six townships in 
the county, as well as the highest percentages with a bachelor’s degree and graduate or 
professional degrees. 
 
 

Health Findings 

Health Resources 

Figures describing the proportion of the Brunswick County population without health insurance 
have improved.  In 2010, 19.9% of the county population and 19.1% of the state population 
lacked health insurance; in 2016, 14.6% of the county population and 12.2% of the NC 
population were uninsured.  Young people typically are uninsured in significantly lower 
proportions because the NC Health Choice program insures children in families that earn too 
much to qualify for Medicaid but too little to afford private health insurance.  In 2016 the 
proportion of youth under the age of 18 without health insurance was 5.6% in Brunswick County 
and 5.5% statewide.  In Smithville Township in 2016, 11.8% of the total population and 1.5% of 
youth under the age of 18 were uninsured.  It remains to be seen how continuing changes in the 
national and state health insurance landscape will affect these figures in the future. 
 
According to healthcare provider-to-population ratios (defined as the number of active providers 
per 10,000 population), the availability of providers in four major professional categories were 
lower in Brunswick County than in NC in 2016.  Approximate provider-to-population ratios in 
Brunswick County are as follows: 
 

• MDs – 11 (NC=24) providers per 10,000 population 

• RNs – 52 (NC=100) 

• Dentists – 3 (NC=5) 

• Pharmacists – 8 (NC=11) 
 
As of March 2018, there were six state-licensed nursing homes and three adult care 
homes/homes for the aged in Brunswick County, offering a total of 912 beds.  Using a 2016 
population estimate of 32,056 persons age 65 or older in Brunswick County, the long-term bed 
to elderly population ratio is calculated at 1:35.  With significant growth projected for the 
segment of the county population, more long-term beds would be required to keep the ratio at 
that level.  
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Other healthcare facilities in Brunswick County include 18 licensed home care, home health, 
and hospice care providers.  Since these alternatives to institutional care are preferred by many 
disabled and elderly patients, the county should assess the relative adequacy of supply to 
demand, especially with the expectation that the population needing such services will grow in 
the future. 
 
At the present time there are two licensed hospitals in Brunswick County:  Novant Health 
Brunswick Medical Center in Supply (74 beds), and J. Arthur Dosher Memorial Hospital in 
Southport (25 beds). 
 
An examination of hospital discharge records provided by Dosher Memorial Hospital reveals 
that in the calendar years 2015, 2016 and 2017 the hospital processed a total of 31,885 
emergency department discharges and 2,520 inpatient hospitalization discharges.  
Approximately 55% of both ED and IP discharges occurred among females.  Racially, 88% of 
ED discharges were among Caucasians and 10% were among black/African Americans.  While 
these figures are reflective of the racial distribution of the county population, they differ 
significantly from the racial distribution of Smithville Township, the hospital’s primary service 
area.  In Smithville Township in 2016, 95% of the population was white and 3% was black, 
which indicates that blacks utilize ED services in a proportion three times their proportion in the 
overall township population. 
 
Inpatient discharge records from DMH illustrate that while minor children were infrequently 
hospitalized as inpatients (0.3% of all IP discharges over the period examined), the elderly (age 
65 and older) comprised 71% of all IP discharges.  The 65-and-older age group composed 
approximately 27% of the county population and 30% of the township population in the same 
period, which means that the elderly represented inpatient hospital discharges at more than 
twice their proportion in the population. 
 
 

Health Statistics 

In the aggregate period 2012-2016 the 15 Leading Causes of Death (LCDs) in Brunswick 
County (and corresponding overall age-adjusted mortality rates) were: 
 

1. Cancer (163.1 deaths per 100,000 population) 
2. Heart disease (162.8) 
3. Chronic lower respiratory disease (CLRD) (45.4) 
4. All other unintentional injuries (43.8) 
5. Cerebrovascular disease (stroke) (40.1) 
6. Alzheimer’s disease (22.9) 
7. Diabetes mellitus (18.5) 
8. Unintentional motor vehicle injuries (16.3) 
9. Suicide (14.6) 

10. Nephritis, nephrotic syndrome, nephrosis (kidney diseases) (14.2) 
11. Pneumonia and influenza (11.2) 
12. Septicemia (9.5) 
13. Chronic liver disease and cirrhosis (8.8) 
14. Homicide (4.5) 
15. Acquired immune deficiency syndrome (AIDS) (1.8) 
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Among these 2012-2016 LCDs, mortality rates were higher in Brunswick County than in the 
state of NC for heart disease (+0.8%), all other unintentional injuries (+37.3%), unintentional 
motor vehicle injuries (+15.6%), and suicide (+13.2%). 
 
Between 2015 (the year of the last CHNA) and 2018 (the present CHNA) mortality rates in 
Brunswick County decreased significantly for unintentional motor vehicle injuries, pneumonia 
and influenza, and septicemia; smaller decreases in mortality rates occurred for kidney disease, 
heart disease, cancer, and all other unintentional injuries. 
 
On the other hand, mortality rates in the county increased significantly in that short period for 
Alzheimer’s disease, diabetes mellitus, and stroke, and somewhat less significantly for chronic 
liver disease and suicide. 
 
Plots of longer-term change (10 years) indicate that mortality rates in Brunswick County have 
decreased for all the LCDs except for all other unintentional injuries, Alzheimer’s disease (which 
rate has doubled in 10 years), and suicide. 
 
When stratified by gender, males in Brunswick County (as elsewhere in NC) suffer mortality 
disproportionately.  In the 2012-2016 aggregate period, mortality rates in Brunswick County 
were higher (sometimes 2- to nearly 3-times higher) for males than for females for all the LCDs 
except septicemia, Alzheimer’s disease and stroke.  While this trend of gender disparity in 
mortality rates has been long-standing and may, in some cases, be growing, other recent data 
may indicate that for some LCDs (e.g., chronic lower respiratory disease, Alzheimer’s disease, 
kidney disease) the gender disparity pattern is shifting and perhaps beginning to reverse. 
 
Because of small populations of black Brunswick County residents, there are few stable racially 
stratified mortality rates to compare, but even limited data shows that mortality rates are higher 
for Brunswick County blacks than for the white, non-Hispanic county population for diabetes, 
stroke, Alzheimer’s disease, and especially kidney disease (for which the rate for blacks is more 
than twice the rate for whites.) 
 
An examination of cancer rates over a long (10-year) period revealed that the four site-specific 
cancers with the highest mortality rates were (in order of decreasing mortality rates): lung, 
prostate, breast and colorectal cancer.  The site-specific cancers with the highest-to-lowest 
incidence rates were: breast, prostate, lung and colorectal cancer.  The mortality rates and 
incidence rates for all four of these cancers have decreased over the past 10 years. 
 
Despite efforts over the past ten years to reform the mental health system to provide adequate 
services, it appears that problems remain.  After significant reorganization of the mental health 
service network, Trillium Health Resources, headquartered in Greenville, NC, has emerged as 
the local management entity/managed care organization (LME/MCO) serving Brunswick 
County.  The LME/MCO is intended to be the “gateway” through which local patients enter the 
community’s mental health system.  Utilization data from Trillium and the DMH ED department, 
however, raise the question of whether the intended system is working adequately to meet the 
mental health needs of the community.  For instance, in FY2016-2017, Trillium Health 
Resources served 1,831 persons from Brunswick County.  In CY2017 DMH (the smaller of the 
two hospitals in Brunswick County) recorded 241 discharges coded for mental, behavioral and 
neurodevelopmental disorders.  With ED services for mental health disorders growing each of 
the past three years, it would seem that emergent needs are not being fully met by the 
designated mental health provider system. 
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Survey Findings 

The 2018 Dosher Community Health Needs Assessment Survey collected responses from 843 
participants, over 95% of whom were residents of Brunswick County, and approximately 82% of 
whom lived within the primary service area of DMH (Southport, Oak Island, Caswell Beach, 
Boiling Springs Lake, Bald Head Island, and St. James). 
 
Demographically, the respondents were overwhelming female (71%), predominately age 55 or 
older (72%), well-educated (57% had from “some college” to a graduate degree), and relatively 
wealthy (51% had income of $60,000 or higher).  Racially, the demographic profile of the 
respondent pool closely resembled the racial and ethnic profile of Brunswick County. 
 
Compared specifically to Smithville Township, the primary service area of DMH and the 
population to whom the survey was targeted, the survey sample represented: 
 

• smaller proportions of persons under age 55 and higher proportions of persons over age 
55; 

• higher proportions of persons educated at the college-level and graduate-level and 
smaller proportions of less educated persons; 

• similar proportions of racial and ethnic groups; 

• a similar proportion of unemployed persons; and 

• a smaller proportion of persons without health insurance. 
 
In most cases, survey participants answered questions by choosing answers from a list of 
selected responses.  In some cases, respondents could choose only one answer; in other 
cases, they could choose as many answers as they felt applied. 
 
When asked to identify the single cause by which most people in the community die, 44% of the 
respondents named heart disease; 33% named cancer.  These responses are congruent with 
state data identifying cancer and heart diseases as the leading causes of death in Brunswick 
County. 
 
Respondents to the 2018 survey chose chronic disease (48% of responses) and drug/alcohol 
abuse (30%) as the biggest health concern in the community.  Respondents to the 2015 survey 
chose the same concerns first and second, except that year chronic disease garnered 68% and 
drug/alcohol abuse gathered 13% of all responses. 
 
Respondents selected “lack of insurance/unable to pay” overwhelmingly (63.2%) as the single 
reason preventing people in the community from seeking medical treatment.  This was the same 
reason choses in 2015 as well, and by nearly the same margin (62%). 
 
Survey participants most frequently (73%) responded it was “economic factors” that most 
affected the quality of health care received.  Survey respondents in 2015 selected the same 
factor, but by a smaller margin (63%).  The second factor listed in both years was “age” (14% in 
2018 and 17% in 2015). 
 
In both 2018 and 2015 respondents selected health insurance first among the basic needs for 
which people in the community most lacked funds, although the percent choosing this option 
was significantly higher in 2018 (85%) than in 2015 (68%). 
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In 2018, respondents chose “substance abuse rehabilitation services” (47%) and “mental health 
services” (also 47%) as services needed to improve the health of their family, friends and 
neighbors.  Next listed in 2018 were “wellness services” (42%), “additional health services” 
(38%) and “job opportunities” (37%).  Survey respondents’ concern about the inadequacy of 
mental health services in Brunswick County has changed significantly: in 2015 the list of the top 
five, in descending order of percent response, was: “wellness services”, “job opportunities”, 
“additional health services”, “healthier food choices” and “mental health services”. 
 
Adding to apparent evidence of survey respondents’ stronger focus on mental health concerns, 
the 2018 sample also identified “mental health” most frequently (61% of all responses) as a 
health screening or educational/information service needed in the community.  This response 
was followed, in order, by screening/education for “substance abuse” (55%) and 
“cholesterol/blood pressure/diabetes” (55%).  In 2015, choosing from the same list, respondents 
selected “cholesterol/blood pressure/diabetes” screening or education first, followed by “cancer” 
and “mental health”. 
 
While respondents were not surveyed about their specific personal health conditions, they were 
asked to rate their overall health on a Likert scale.  On this basis, 44% of respondents rated 
their own health as “very good”; 33% rated their health as “good”, 14% as “excellent”, 9% as 
“fair”, and <1% as “poor”. 
 
In 2018, 6.7% of respondents self-identified as “current smokers”, compared to 9.4% in 2015. 
 
As in 2015, the highest proportion of survey respondents in 2018 indicated that they got most of 
their health information from doctors/health professionals (88% in 2018, and 77% in 2015).  In 
both surveys, the second-most commonly reported information source was the Internet, 
followed by newspaper/magazines. 
 
In terms of emergency preparedness, similar proportions of respondents in both 2018 (60%) 
and 2015 (56%) report having an emergency supply kit.  A significantly higher proportion of 
respondents identified the Emergency Alert System as their main way of getting information 
about a large-scale disaster in 2018 (39%) than in 2015 (16%).  There was little shift between 
surveys in respondents’ reported willingness to participate in a mandatory evacuation:  74% in 
2018 and 76% in 2015 said they would evacuate.  In both the 2018 and 2015 survey the main 
reason respondents provided for not evacuating is asked to do so was “concern about traffic 
jams and inability to get out” (17% in 2018, 14% in 2015).  
 
Finally, when asked which hospital they would visit first when seeking care, 68% of survey 
respondents in 2018 and 62% in 2015 selected Dosher Memorial Hospital. 
 
A copy of the survey instrument is appended to this document. 
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INTRODUCTION 

The 2018 Dosher Memorial Hospital Community Health Needs Assessment was conducted by 
J. Arthur Dosher Memorial Hospital (DMH), with assistance provided through a contract with an 
independent consultant.  Not-for-profit hospitals are required by the US Internal Revenue 
Service to conduct a Community Health Needs Assessment (CHNA) every three years, with an 
expectation that the assessment will focus on the hospital’s primary service area.  This 
assessment will be submitted to the Dosher Memorial Hospital Board of Trustees for review and 
planning.  It is also made available to the public on the website, www.dosher.org. 
 
The geographic focus of this assessment is Brunswick County, North Carolina, with special 
emphasis on Smithville Township, in which the hospital is physically located, and which 
constitutes its primary service area. 
 
 

METHODOLOGY 

The 2018 Dosher Memorial Hospital Community Health Needs Assessment (CHNA) process 
was conducted to meet standards in effect at the time according to US Affordable Care 
Act/Internal Revenue Service Form 990, Schedule H. 
 
The process included the following activities: 1) compiling and reviewing secondary data 
available in the public domain, as well as DMH emergency department and inpatient services 
utilization data; 2) analyzing secondary data for patterns, trends and disparities and comparing it 
to like data from the 2015 DMH CHNA and other appropriate comparators; 3) developing and 
implementing a 2018 Community Health Needs Assessment Survey; and 4) analyzing survey 
data and comparing results to the 2015 CHNA survey.  The results of the assessment process 
were summarized by the consultant at a presentation given in September 2018, as well as in 
this written report. 
 
Secondary data describing the demographic, socioeconomic and health characteristics of the 
community was collected from public domain sources including the US Census Bureau, US 
Centers for Disease Control and Prevention, NC State Center for Health Statistics, NC Office of 
Budget and Management, and the NC Division of Medical Assistance. 
 
Dosher Memorial Hospital provided data detailing certain characteristics of the patient 
population discharged from (1) its emergency department and (2) inpatient hospitalization.  The 
consultant worked with the hospital to assure that the data provided preserved the 
confidentiality of individual patients. 
 
The consultant advised on the content, design, and Internet platform for the Community Health 
Needs Assessment Survey instrument.  The hospital was responsible for advertising and 
marketing the survey to the Brunswick County community.  The survey was available primarily 
on the Survey Monkey™ survey management platform, but paper copies were available for 
citizens that lacked computer access.  The consultant analyzed the survey results compiled by 
the online survey management tool, and, where applicable, compared results of the 2018 
survey to those of the 2015 CHNA Community Survey. 
 
  

http://www.dosher.org/
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DEMOGRAPHIC AND SOCIOECONOMIC DATA 

HISTORY AND GEOGRAPHY 

Brunswick County is the southernmost county in the state of North Carolina.  According to a 
2016 US Census Bureau estimate, the population of the county is 119,167.  The county seat is 
in the inland town of Bolivia.  Brunswick County is included in the Myrtle Beach-Conway-North 
Myrtle Beach, SC-NC Metropolitan Statistical Area.  Currently there are six townships in the 
county: Lockwood Folly, Northwest, Shallotte, Smithville, Town Creek and Waccamaw.  The six 
townships contain three cities, 15 towns, and 27 unincorporated communities. 
 
The county was formed in 1764 from parts of Bladen and New Hanover counties.  It was named 
for the colonial port of Brunswick Town (now in ruins) which itself was named for Duchy of 
Brunswick-Lüneburg, at the time held by the British kings of the House of Hanover (1). 
 
According to the US Census Bureau, Brunswick County covers a total area of 1,050 square 
miles, of which 847 square miles is land and 203 square miles is water.  It is the fourth-largest 
county in North Carolina by total area.  The county has 50 miles of shoreline on the Atlantic 
Ocean.  The Brunswick River and the Cape Fear River provide additional access to the Atlantic 
Ocean. 
 
While in one sense DMH serves the whole of Brunswick County, its primary service area is 
centered in Smithville Township, including the municipalities of Southport, Oak Island, Caswell 
Beach, Boiling Spring Lakes, Bald Head Island, and St. James, as well as unincorporated areas 
of Brunswick County (see next two figures).  Recently the hospital has begun providing service 
also to Holden Beach, Calabash, Bolivia and Bald Head Island.  The secondary data contained 
in this report has been presented to the level of township whenever available; otherwise the 
data describes the whole of Brunswick County. 
 

Figure 1.  Township Map, Brunswick County 
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Figure 2.  Highway and Municipality Map, Brunswick County 

 
 
 

DEMOGRAPHICS 

Brunswick County is not especially racially or ethnically diverse overall.  According to 2016 US 
Census Bureau American Community Survey data presented in the table below, only 10.6% of 
the county population at that time was African American, and 4.7% was of Hispanic origin, 
compared to NC averages of 21.5% and 8.9%, respectively. 
 

Table 1.  Population Distribution by Race 

 
Source: ACS Demographic and Housing Estimates (Table DP05). 2016 ACS 5-year estimates. U.S. Census Bureau, American 
FactFinder. http://factfinder2.census.gov.  

 
 
One notable demographic aspect of the Brunswick County population, shown in the table below, 
is its age.  In 2016, the median age in the county was 50.9. years, 12.6 years “older” than the 
median age for the population for NC as a whole. 
  

No. % No. % No. % No. % No. % No. % No. %

Brunswick 119,167 99,521 83.5 12,589 10.6 506 0.4 1,359 1.2 2,877 2.4 2,315 1.9 5,640 4.7

State of NC 9,940,828 6,882,915 69.2 2,137,131 21.5 117,479 1.2 261,138 2.7 298,795 3.0 243,370 2.4 884,763 8.9

Two or More Races
Hispanic or Latino of 

Any Race
Location Total

Number and Percent

White
Black or African-

American

American Indian and 

Alaskan Native

Asian, Native 

Hawaiian and Other 

Pacific Islander

Some Other Race

http://factfinder2.census.gov/
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Table 2.  General Demographics 

 
Source: ACS Demographic and Housing Estimates (Table DP05). 2016 ACS 5-year estimates. U.S. Census Bureau, American 
FactFinder. http://factfinder2.census.gov.  

 
According to the NC Office of State Budget and Management (2), the population of citizens age 
65 and older is projected to grow to compose 34% of the overall Brunswick County population 
by 2030, at which point there will be an estimated 58,509 persons in that age group in the 
county.  This figure is significant for planning purposes, as the elderly population tends to both 
require and utilize health and social services more intensely than the younger population. 
 

In Brunswick County the population at the township level is not evenly distributed by number, 
race, or age.  For example, as shown in the following table, the largest proportion of the county 
population (27.4%) resides in Town Creek Township.  Smithville Township, the primary service 
area for DMH, is the fourth most populous township; it has the third highest median age. 
 

Table 3.  Population by Township, by Number, Brunswick County 

 
Source: ACS Demographic and Housing Estimates (Table DP05). 2016 ACS 5-year estimates. U.S. 
Census Bureau, American FactFinder. http://factfinder2.census.gov.  

 
When township populations are stratified by race, as shown in the next table, Northwest 
Township is home to the highest proportion of African Americans (22.6% of the township 
population) and Hispanics (5.3% of the township population).  Town Creek Township has the 
second largest proportions of these minority populations.  Minority populations in Smithville 
Township are very small: seen in the table below, African Americans and persons of Hispanic 
origin each compose only approximately 3% of the township population. 
 

Table 4.  Population by Township, by Race and Ethnicity, Brunswick County 

 
Source: Table DP05: Demographic and Housing Estimates. 2016 ACS 5-year estimates. U.S. Census Bureau, American 
FactFinder. http://factfinder2.census.gov. 

Male Female

Brunswick County 119,167 57,790 48.5 61,377 51.5 50.9 15,575 16,481 26.9

State Total 9,940,828 4,834,592 48.6 5,106,236 51.4 38.3 3,667,518 3,985,484 14.7

State Average 99,408 48,346 n/a 51,062 n/a n/a 36,675 39,855 n/a

# 65 Years and Older
# Males % Males # Females % Females Median Age 

Total 

Population 

Location % 65 Years 

and Older

2016 ACS Estimates

Township No. of Persons
% of County 

Population

Median 

Age

Lockwoods Folly Township 25,716 21.6 57.1

Northwest Township 13,638 11.4 38.7

Shallotte Township 27,861 23.4 60.2

Smithville Township 15,361 12.9 55.0

Town Creek Township 32,597 27.4 41.9

Waccamaw Township 3,994 3.4 35.3

Brunswick County Total 119,167 100.0 50.9

No. % No. % No. % No. % No. %

Lockwoods Folly Township 25,716 21,945 85.3 2,338 9.1 126 0.5 244 0.9 529 2.1

Northwest Township 13,638 9,124 66.9 3,078 22.6 103 0.8 9 0.1 719 5.3

Shallotte Township 27,861 24,664 88.5 2,510 9.0 45 0.2 121 0.4 253 0.9

Smithville Township 15,361 14,591 95.0 417 2.7 19 0.1 35 0.2 153 1.0

Town Creek Township 32,597 25,783 79.1 3,972 12.2 183 0.6 950 2.9 1100 3.4

Waccamaw Township 3,994 3,414 85.5 274 6.9 30 0.8 0 0.0 123 3.1

Brunswick County Total 119,167 99,521 83.5 12,589 10.6 506 0.4 1,359 1.1 2,877 2.4

Persons Self-Identifying as of One Race

Location Total 

Population

White
Black or African 

American

American Indian and 

Alaska Native

Asian, Native Hawaiian 

or Other Pacific Islander
Some Other Race

http://factfinder2.census.gov/
http://factfinder2.census.gov/
http://factfinder2.census.gov/
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When stratified by age, according to data shown in the table below, 37.9% of the population of 
Shallotte Township is 65 years of age or older, the highest proportion of persons in that age 
group among all Brunswick County townships.  Waccamaw Township has the highest 
proportion (30.9%) of persons under the age of 18.  Smithville Township, the primary service 
area for DMH, is home to the third highest proportion of persons age 65 and older, and the 
second highest proportion of persons aged 55-64 years. 
 

Table 5.  Population by Township, by Age, Brunswick County 

 
Source: Table S0101: Age and Sex. 2016 ACS 5-Year Estimate.  US Census Bureau, American FactFinder. 
http://factfinder2.census.gov. 
Some age groups calculated 

 

 

SOCIOECONOMICS 

Employment, Unemployment and Poverty 

The economy in Brunswick County, like the economies statewide and nationally, has improved 
significantly since 2011, at least in terms of unemployment.  Note, however, that according to 
data below from the NC Employment Security Commission, the unemployment rate in 
Brunswick County exceeded comparable rates for NC and the US throughout the period cited. 
 

Table 6.  Average Annual Unemployment Rate 

 
Source: Local Area Unemployment Statistics (LAUS).  NC Employment Security Commission, Labor & Economic Analysis Division 
(LEAD), 4D: https://accessnc.opendatasoft.com/pages/home/ 
Note:  The unemployment rate is calculated by dividing the number of unemployed by the civilian labor force.  The civilian labor 
force is the total employed plus the unemployed. 

 
Unemployment in Brunswick County may be due in part to the nature of the local economy.  
According to data from the NC Employment Security Commission (3), the largest employment 
sectors in the county are Retail Trade (employing 16.5% of the total workforce), 
Accommodations and Food Services (14.3%), and Healthcare and Social Assistance (13.1%).  
The first two of these sectors, employing over 30% of all county workers, are especially 
sensitive to the economic factors that would reduce tourism and purchasing, so the volatility 
noted in local unemployment may have reflected trends in national and state economies for 
much of the period cited.  According to the same source, Brunswick County workers in the top 
three employment sectors earn from $10 to $130 less weekly than their counterparts statewide.  

<18
18-24 

Years

25-34 

Years

35-44 

Years

45-54 

Years

55-64 

Years

65 Years 

and Over

Lockwoods Folly Township 14.4 5.0 7.6 8.9 11.4 19.0 33.8

Northwest Township 23.9 6.6 13.6 14.0 16.0 12.0 13.1

Shallotte Township 11.0 4.3 6.6 8.4 10.3 21.4 37.9

Smithville Township 14.1 5.5 7.7 10.0 12.7 20.2 29.8

Town Creek Township 21.3 7.3 12.8 12.3 12.4 15.8 18.2

Waccamaw Township 30.9 2.3 16.0 14.4 14.2 9.6 12.8

Brunswick County Total 17.2 5.6 9.8 10.6 12.2 17.7 26.9

Township

Percent of Total Population

2008 2009 2010 2011 2012 2013 2014 2015 2016 2017

Brunswick County 6.3 10.7 12.5 12.2 11.2 9.8 7.9 7.3 6.3 n/a

State of NC 6.1 10.6 10.9 10.3 9.3 8.0 6.3 5.7 5.1 4.6

United States 5.8 9.6 9.6 8.9 8.1 7.4 6.2 5.3 4.9 4.4

Location
Unemployment Rate (percent of the labor force that is unemployed)

http://factfinder2.census.gov/
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Overall—that is in a full list of 25 sectors—Brunswick County workers earn $224 less weekly 
than the all-sector average for the state of North Carolina. 
 
Despite relatively low wages, the Annual Poverty Rate in Brunswick County has been lower 
than the comparable state average since 2006-2010.  Poverty, like the demographic measures 
presented previously, is not uniform across Brunswick County.  Data in the table below shows 
that the poverty rate is much higher in some townships than others, with the highest rates 
usually in Waccamaw, Lockwoods Folly, or Northwest Townships.  Smithville Township had the 
lowest poverty rate in every period cited in the table, and the Smithville Township poverty rate 
was consistently lower than the overall NC poverty rate. 
 

Table 7.  Poverty Rate, by Township, Brunswick County 

 
Source: Table DP03: Selected Economic Characteristics. ACS 5-Year estimates (Years as noted). US Census Bureau, American 
Fact Finder. http://factfinder2.census.gov. 

* The poverty rate is the percent of the population - individuals and families - whose money income (including job earnings, 

unemployment compensation, social security income, public assistance, pension/retirement, royalties, child support, etc.)  is below 
the threshold established by the Census Bureau.  

 
 
As shown in the two figures below, poverty at the township level varies by race and age. 
 
When stratified by race, in 2012-2016 Brunswick County poverty is revealed to be highest 
among whites in Waccamaw Township, among blacks in Town Creek Township, and among 
people of Hispanic origin in Lockwoods Folly Township.  In the earlier period cited, 2011-2015, 
the racial and ethnic distribution of persons in poverty was slightly different: at that time the 
highest percentage of whites in poverty was in Lockwoods Folly Township. 
 
The smallest proportions of blacks and Hispanics in poverty resided in Smithville Township in 
both time periods cited. 
 

Table 8.  Poverty by Township, by Race, Brunswick County 

 
Source: Table S1701 Poverty Status in the Past 12 Months. ACS 5-Year Estimates. US Census Bureau, American Fact Finder. 
http://factfinder.census.gov/. 

  

2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick County 13.5 15.0 15.2 16.6 16.3 16.3 15.2

Lockwoods Folly Township 17.2 18.6 18.6 19.6 20.4 20.4 18.3

Northwest Township 14.6 18.2 19.6 20.4 20.4 20.6 21.1

Shallotte Township 11.8 15.7 15.4 17.0 15.2 14.8 12.7

Smithville Township 9.0 9.5 8.8 11.4 10.2 11.2 10.7

Town Creek Township 13.1 12.3 11.5 13.7 14.7 15.1 13.7

Waccamaw Township 23.0 17.4 25.6 24.2 20.2 15.2 22.7

State of NC 15.5 16.1 16.8 17.5 17.6 17.4 16.8

Location
% of All People Below the Poverty Status (for whom poverty status is determined)

Brunswick 18,725 16.3 13.6 33.7 26.4 17,992 15.2 12.8 29.8 31.8

Lockwoods Folly Township 4,956 20.4 18.5 28.4 47.8 4,666 18.3 15.6 26.0 62.6

Northwest Township 2,833 20.6 18.4 32.4 28.0 2,869 21.1 19.8 24.3 32.3

Shallotte Township 4,126 14.8 11.9 37.5 23.9 3,545 12.7 10.0 35.1 30.7

Smithville Township 1,606 11.2 10.9 4.5 3.9 1,625 10.7 10.4 5.3 4.7

Town Creek Township 4,673 15.1 10.8 40.4 22.9 4,388 13.7 10.2 37.1 23.6

Waccamaw Township 531 15.2 15.1 15.3 8.5 899 22.7 24.1 9.1 7.9

State of NC 1,667,465 17.4 13.3 27.1 33.2 1,631,704 16.8 13.0 26.1 31.5

% Black in 

Poverty

% Hispanic 

in Poverty

2012-2016

Total No. in 

Poverty

Total % in 

Poverty

% White in 

Poverty

% Black in 

Poverty

% Hispanic 

in Poverty

Location

2011-2015

Total No. in 

Poverty

Total % in 

Poverty

% White in 

Poverty

http://factfinder2.census.gov/
http://factfinder.census.gov/
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When stratified by age group, poverty in Brunswick County since 2012 has been consistently 
higher among children (<age 18) than among adults, by a factor of approximately four county-
wide.  Among children poverty is highest of all for those under the age of five, statewide, county-
wide, and in most townships in Brunswick County.  Demographic characteristics such as higher 
fertility rates among poor families and the higher prevalence of single parent families among the 
poor are at least partly responsible for higher poverty rates for children than for adults. 
 

Table 9.  Poverty by Township, by Age, Brunswick County 

 
Source: Table S1701 Poverty Status in the Past 12 Months. ACS 5-Year Estimates. US Census Bureau, American Fact Finder. 
http://factfinder.census.gov/. 

 
 

Housing Cost 

One of the factors that heavily influences poverty is the cost of housing.  The two tables below 
summarize data on the cost of mortgaged housing and rented housing, by township, in 
Brunswick County.  On average, in 2012-2016 mortgage holders in Brunswick County paid $78 
more per month for housing than mortgagees statewide.  In the same period, renters in the 
county paid $50 more per month for housing than renters statewide.  These Brunswick 
County/state differences are significantly smaller than in other jurisdictions in NC.  For example, 
in 2016 in Camden County the median gross rent was $320 higher than the state average and 
the median monthly owner cost for mortgage holders was $433 higher than the NC average. 
 
Housing costs in the county demonstrate considerable variation at the township level.  The 
highest median mortgage costs and rental costs both occur in Smithville Township; the lowest in 
Waccamaw Township. 
 
One standard measure of the burden of housing costs on a household is whether the cost of 
housing exceeds 30% of household income.  As seen in the tables below, in 2012-2016 in 
Brunswick County, 37.1% of all mortgagees and 53.8% of all renters experienced housing costs 
in excess of 30% of household income.  Statewide, the comparable averages were 28.1% and 
49.4%, respectively. 
 
In Smithville Township the median mortgage cost in 2012-2016 was $490 higher than the state 
average; 41% of household spent more than 30% of their household income on housing. 
Among renters, with average gross rent $122 higher than the NC average, 52% of households 
spent more than 30% of their household income on housing. 

  

Total % in 

Poverty

% Children 

under 5 in 

Poverty

% Children 

Under 18 in 

Poverty

% Adults 65 

or Older in 

Poverty

Total % in 

Poverty

% Children 

under 5 in 

Poverty

% Children 

Under 18 in 

Poverty

% Adults 65 

or Older in 

Poverty

Brunswick 16.3 33.4 29.1 6.4 15.2 29.2 27.5 6.9

Lockwoods Folly Township 20.4 46.0 40.0 7.7 18.3 46.0 37.1 7.6

Northwest Township 20.6 38.5 31.8 14.0 21.1 39.3 35.5 15.4

Shallotte Township 14.8 46.2 31.8 5.1 12.7 31.4 31.0 5.6

Smithville Township 11.2 22.6 16.8 4.1 10.7 28.6 16.8 5.8

Town Creek Township 15.1 27.6 25.2 6.4 13.7 17.1 19.5 6.4

Waccamaw Township 15.2 16.7 19.8 5.9 22.7 32.6 32.4 6.8

State of NC 17.4 28.4 24.7 9.8 16.8 27.3 23.9 9.7

Location

2011-2015 2012-2016

http://factfinder.census.gov/
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Table 10.  Housing Cost, Mortgaged Units, by Township 

 
Source: Table DP04: Selected Housing Characteristics. 2016 and 2010 ACS 5-year Estimates. US Census Bureau, American 
FactFinder.  http://factfinder2.census.gov. 

 
Table 11.  Housing Cost, Rented Units, by Township 

 
Source: Table DP04: Selected Housing Characteristics. 2016 and 2010 ACS 5-year Estimates. US Census Bureau, American 
FactFinder.  http://factfinder2.census.gov. 
Note:  The numbers here reflect the housing units for which the GRAPI (gross rent as percentage of household income) or 
SMOCAPI (selected monthly owner costs as a percentage of household income) can be computed. It does not necessarily include 
ALL rented or owned housing units. 
Median Gross Rent: Gross rent is contract rent plus the estimated average monthly cost of utilities (water, electricity, gas) and fuels 
(oil, coal, kerosene, wood, etc.) to the extent that these are paid for by the renter (or paid for by a relative, welfare agency, or friend) 
in addition to the rent. Gross rent is calculated for ''specified renter-occupied'' housing units, which excludes one-family houses on 
10 acres or more. Gross rent is sometimes preferred to contract rent in comparing costs since contract rent may or may not include 
utilities. 

 
 

EDUCATIONAL ATTAINMENT 

One indicator of potential Brunswick County socioeconomic vitality is the educational capital 
vested in its citizens, as measured by their educational attainment (the highest level of 
education completed).  The next table presents data for the county and each of its townships for 
standard categories of education, focusing on persons age 25 or older. 
 
According to this data, Brunswick County overall has a lower proportion of persons with less 
than a high school diploma (11.9%) than the NC average (13.7%), and slightly higher 
proportions of citizens with some college (23.4% vs. 21.8%) or an associate degree (10.1% vs. 
9.1%). 
  

# % # %

Brunswick County 21,419 8,268 38.8 $1,259 22,984 8,511 37.1 $1,321

Lockwoods Folly Township 4,348 1,651 38.1 $1,163 4,677 1,925 41.2 $1,496

Northwest Township 2,282 352 43.4 $1,117 2,189 665 30.3 $1,070

Shallotte Township 5,429 2,215 41.0 $1,308 6,166 2,321 37.7 $1,322

Smithville Township 3,039 1,356 44.7 $1,405 3,002 1,242 41.4 $1,733

Town Creek Township 5,837 1,838 31.7 $1,333 6,571 2,302 35.1 $1,230

Waccamaw Township 484 226 46.7 $1,160 379 56 14.8 $947

State of NC 1,668,790 835,120 32.2 $1,244 1,589,580 447,141 28.1 $1,243

Location

Mortgaged Housing Units

2006-2010 2012-2016

Total Units 

with a 

Mortgage

Units Spending >30% 

Household Income on 

Housing

Median 

Mortgage 

Cost

Total Units 

with a 

Mortgage

Units Spending >30% 

Household Income on 

Housing

Median 

Mortgage 

Cost

# % # %

Brunswick County 9,035 4,511 50.5 $790 10,550 5,679 53.8 $866

Lockwoods Folly Township 2,009 947 48.7 $738 2,280 1,327 58.2 $822

Northwest Township 1,240 671 54.1 $742 1,294 814 62.9 $796

Shallotte Township 1,752 949 54.8 $795 1,897 1,078 56.8 $849

Smithville Township 1,623 871 53.7 $874 1,930 1,005 52.1 $938

Town Creek Township 2,217 993 44.8 $871 2,687 1,257 46.8 $950

Waccamaw Township 194 80 41.2 $509 462 198 42.8 $814

State of NC 1,063,313 509,691 48.9 $718 1,219,134 602,043 49.4 $816

Median 

Gross Rent

Total Units 

Paying Rent

Units Spending >30% 

Household Income on 

Housing

Median 

Gross Rent

Location

Renter Occupied Units

2006-2010 2012-2016

Total Units 

Paying Rent

Units Spending >30% 

Household Income on 

Housing

http://factfinder2.census.gov/
http://factfinder2.census.gov/
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There is considerable variability in educational attainment at the township level.  Smithville 
Township has the highest percentages of residents with bachelor’s degrees and graduate or 
professional degrees, as well as the lowest proportion with less than a high school diploma. 
 

Table 12. Highest Level of Educational Attainment, by Township, Brunswick County 

 
Source: Table S1501: Educational Attainment (Geographies as noted).  US Census Bureau 2016 ACS 5-Year Estimate, American 
Fact Finder. http://factfinder.census.gov. 

 
 
 

HEALTH RESOURCES 

HEALTH INSURANCE 

As shown in the table below, in 2016 17.6% of the Brunswick County adult population between 
the ages 19-64 lacked health insurance of any kind.  Children ages 0-18 fared considerably 
better, with only 4.8% uninsured in 2016.  Throughout NC, the proportion of uninsured children 
tends to be much lower than the proportion of uninsured adults due largely to success in 
enrolling eligible children in NC Health Choice.  NC Health Choice is the NC health insurance 
program under Title XXI of the Social Security Act Children's Health Insurance Program.  
Enrollment is aimed at children of families who earn too much to qualify for Medicaid, but too 
little to afford private insurance. 
 
In general, the proportion of uninsured in all three age groups shown decreased between 2014 
and 2016 in both Brunswick County and the state of NC.  It is likely that these decreases reflect 
participation in health insurance through the US Affordable Care Act. 
 

Table 13.  Percent Population without Health Insurance, by Age Group 

Location 
2014 2015 2016 

0-18 19-64 0-64 0-18 19-64 0-64 0-18 19-64 0-64 

Brunswick 6.3 20.8 17.4 5.2 17.6 14.7 4.8 17.6 14.6 

State of NC 5.5 18.9 15.2 4.6 16.2 13.0 4.7 15.1 12.2 
Source:  Small Area Health Insurance Estimates, 2014, 2015 and 2016. U.S.  Census Bureau, Small Area Health Insurance 
Estimate (SAHIE) Interactive Data Tool. Geographies and age groups as noted. https://www.census.gov/programs-
surveys/sahie.html. 
Note on Source: The Small Area Health Insurance Estimates (SAHIE) program was created to develop model-based estimates of 
health insurance coverage for counties and states. The SAHIE program models health insurance coverage by combining survey 
data from several sources, including the American Community Survey (ACS), demographic population estimates, aggregated 
federal tax returns, participation in SNAP, County Business Patterns, Medicaid, CHIP and Census 2010 
(http://www.census.gov/did/www/sahie/about/index.html). 

 
  

Less than 

High School 

Diploma

High School 

Graduate

Some 

College

Associate's 

Degree

Bachelor's 

Degree 

Graduate or 

Professional 

Degree

High School 

Graduate or 

Higher

Bachelor's 

Degree or 

Higher

Brunswick County 11.9 27.5 23.4 10.1 17.5 9.5 88.0 27.0

Lockwoods Folly Township 13.0 27.2 20.3 9.0 18.8 11.7 87.0 30.4

Northwest Township 17.2 32.6 25.0 12.4 7.8 5.0 82.8 12.8

Shallotte Township 10.5 28.5 25.1 8.7 17.3 9.9 89.6 27.2

Smithville Township 7.9 24.5 22.5 10.3 22.6 12.2 92.1 27.5

Town Creek Township 11.7 24.2 25.0 11.9 18.8 8.4 88.3 27.2

Waccamaw Township 20.6 47.2 17.6 5.4 8.3 0.9 79.4 9.3

State of NC 13.7 26.4 21.8 9.1 18.8 10.2 86.3 29.0

Location

Percent of Population 25 Years of Age and Older

http://factfinder.census.gov/
https://www.census.gov/programs-surveys/sahie.html
https://www.census.gov/programs-surveys/sahie.html
http://www.census.gov/did/www/sahie/about/index.html
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The proportion of uninsured varies from township to township in Brunswick County.  As seen in 
the table below, the percentage of total uninsured is highest in Waccamaw Township (20.2%) 
and lowest in Smithville Township (11.8%).  Among youth under age 18, the percentage without 
health insurance is highest in Shallotte Township (11.3%) and lowest in Smithville Township 
(1.5%). 
 

Table 14.  Percent Population without Health Insurance, by Township 

 
Source:  Table DP03: Selected Economic Characteristics, 2016 American Community Survey 5-
Year Estimate. US Census Bureau, American Fact Finder.  http://factfinder2.census.gov. 

 
 

MEDICAID ELIGIBILITY 

Data from the NC Division of Medical Assistance (DMA) presented in the following table 
indicates that the overall count of Medicaid-eligible persons in Brunswick County increased 
annually over the period SFY2015 through SY2017.  Medicaid Program Areas with the highest 
numbers of eligible clients included TANF (Temporary Assistance for Needy Families; formerly 
Aid to Families with Dependent Children, AFDC), Infants and Children, and Disabled.  Note that 
this table presents only the Program Areas with the highest numbers of eligibles. 
 
Table 15.  Medicaid Eligibles, Unduplicated Count, by Program Area, Brunswick County 

 
Source: NC Division of Medical Assistance, Enrollment and Financial Reports. Monthly and annual enrollment counts by county and 
budget group.  https://dma.ncdhhs.gov/documents/medicaid-and-health-choice-enrollment-reports. 
Authorized Medicaid and Health Choice Enrollment Reports show the number of people who have received a Medicaid or Health 
Choice identification card and are authorized to receive Medicaid or Health Choice services for each report month.  

 
 

HEALTH CARE PROVIDERS 

One common measure of the availability of health care providers in a defined jurisdiction is the 
ratio of active health professionals per 10,000 population in that jurisdiction.  In NC, the Cecil B. 
Sheps Center for Health Services Research at UNC-Chapel Hill calculates this ratio annually.  

# % # %

Brunswick County 16,700 14.1 1,151 5.6

Lockwoods Folly Township 3,496 13.7 359 9.8

Northwest Township 2,335 17.1 169 5.0

Shallotte Township 4,046 14.5 348 11.3

Smithville Township 1,782 11.8 32 1.5

Town Creek Township 4,233 13.2 206 3.0

Waccamaw Township 808 20.2 37 3.0

State of NC 1,290,195 13.2 126,126 5.5

United States 36,700,246 11.7 4,333,068 5.9

Location

With No Health Insurance

Total Under 18

AGED DISABLED

TANF 

(AFDC) 

UNDER 21

TANF 

(AFDC) 21 

AND OVER

PREGNANT 

WOMEN

FAMILY 

PLANNING 

WAIVER

INFANTS 

AND 

CHILDREN

MCHIP
COUNTY 

TOTAL
CHIP

Brunswick SFY 2015 1,395 3,517 4,482 3,333 333 1,236 6,861 1,384 23,675 974

Brunswick SFY 2016 1,426 3,589 6,192 3,380 320 1,875 5,176 1,505 24,654 1,169

Brunswick SFY 2017 1,491 3,604 6,982 3,426 288 2,335 4,468 1,471 25,237 1,142

Unduplicated Counts by Program Area

http://factfinder2.census.gov/
https://dma.ncdhhs.gov/documents/medicaid-and-health-choice-enrollment-reports
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The next table presents comparisons of these ratios for Brunswick County and NC for the most 
recent five years’ data.  According to this data, the health professional ratios for RNs and 
physicians in Brunswick County is approximately half the comparable ratios for NC, and the 
county ratios for dentists and pharmacists are about three-fourths of the comparable state 
ratios. 
 

Table 16.  Active Health Professionals per 10,000 Population 

Year 
Registered Nurses Dentists Physicians Pharmacists 

Brunswick NC Brunswick NC Brunswick NC Brunswick NC 

2012 48.14 99.56 3.20 4.57 9.95 22.31 7.19 10.06 

2013 47.53 101.01 3.37 4.62 10.11 22.73 6.40 10.17 

2014 49.05 100.20 3.31 4.70 10.69 23.17 6.70 10.60 

2015 48.78 99.59 3.13 4.83 11.43 23.20 8.14 11.13 

2016 51.82 99.99 3.37 4.88 10.91 23.50 8.10 11.44 
Source: Cecil B Sheps Center for Health Services Research. NC Health Professionals Data System. Choose a Profession, then 
Download Data. https://nchealthworkforce.sirs.unc.edu/. 

 
According to 2014 data shared in the table on the following page, Brunswick County has at least 
one provider in most major categories of health professionals.  Particularly underrepresented 
groups of specialists (those specialties with five or fewer practitioners listed for the county as a 
whole) included general practitioners, certified nurse midwives, podiatrists and practicing 
psychologists. 
 

https://nchealthworkforce.sirs.unc.edu/
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Table 17. Active Health Professionals in Brunswick County, 2014 

 
Source:  Cecil G. Sheps Center for Health Services Research, North 
Carolina Health Professions Data System. Publications. 2014 North 
Carolina Health Professions Databook; 
http://www.shepscenter.unc.edu/wp-
content/uploads/2016/06/2014_NC_HPDS_Databook.pdf. 

 
 

LICENSED HEALTHCARE FACILITIES 

In NC, the Division of Health Services Regulation (DHSR) oversees medical, mental health and 
adult care facilities, emergency medical services, and local jails.  DHSR checks to see that 
people receiving care in these facilities are safe and receive appropriate care.  Compliance with 
DHSR regulations results in a facility earning a license or other indicator of compliance; failure 
to comply with DHSR regulations results in citation and penalties and necessitates a plan of 
correction by the non-compliant facility. 
  

Physicians

Primary Care Physicians 65

Family Practice 24

General Practice 4

Internal Medicine 9

Obstetrics/Gynecology 6

Pediatrics 7

Other Primary Care 15

Other Specialities 61

Dentists and Dental Hygienists

Dentists 39

Dental Hygienists 54

Nurses

Registered Nurses 675

Nurse Practitioners 39

Certified Nurse Midwives 0

Licensed Practical Nurses 230

Other Health Professionals

Chiropractors 25

Occupational Therapists 18

Occupational Therapy Assistants 23

Optometrists 16

Pharmacists 79

Physical Therapists 54

Physical Therapy Assistants 20

Physician Assistants 47

Podiatrists 3

Practicing Psychologists 5

Psychological Assistants 8

Respiratory Therapists 25

Category of Professionals
Brunswick 

County

http://www.shepscenter.unc.edu/wp-content/uploads/2016/06/2014_NC_HPDS_Databook.pdf
http://www.shepscenter.unc.edu/wp-content/uploads/2016/06/2014_NC_HPDS_Databook.pdf
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The DHSR also make certain that medical buildings are built only when there is a need for 
them, issuing Certificates of Need when justified. 
 
 

Long-term Care Facilities 

Adult care facilities, which include nursing homes, adult care homes/homes for the aged and 
family care homes, are routinely inspected by DHSR to ensure the provider is operating in 
compliance with applicable laws and regulations, in a manner that protects the health and safety 
of the facility’s residents. 
 
The Adult Care Licensure Section (ACLS) of DHSR is responsible for: 

• Licensing of adult care homes (seven or more beds) 

• Licensing of family care homes (two to six beds) 

• Registration of assisted living facilities called "multi-unit housing with services" 

• Issuing and renewing adult care home administrator certificate 
 
According to data in the two tables below, as of March 2018 there were six state-licensed 
nursing homes and three adult care homes/homes for the aged in Brunswick County, together 
offering 912 beds.  At the time this report was developed there were no family care homes in 
Brunswick County (4).  Using the 2016 US Census Bureau estimate for the number of residents 
age 65 or older in Brunswick County (32,056) it is possible to calculate a ratio comparing the 
number of available long-term care beds to the size of the elderly population.  In Brunswick 
County in 2018, that ratio is approximately 1 bed for every 35 residents age 65 and older. 
 

Table 18.  Licensed Nursing Facilities, Brunswick County, March 2018 

 
Source - NC Department of Health and Human Services, Division of Health Services Regulation (DHSR), Licensed Facilities, 
http://www.ncdhhs.gov/dhsr/reports.htm 
NOTE: “SNF” demotes beds qualified for skilled nursing; “ACH” denotes adult care at the level of less nursing skill 

 
 

Table 19.  Licensed Adult Care Homes/Homes for the Aged, Brunswick County, 
March 2018 

 
Source - NC Department of Health and Human Services, Division of Health Services Regulation (DHSR), Licensed Facilities, 
http://www.ncdhhs.gov/dhsr/reports.htm 
NOTE:  The North Carolina Star Rated Certificate program for assisted living facilities, also called adult care homes and family care 
homes, was established in response to requests of North Carolina citizens for increased availability of public information regarding 
the care provided in adult care facilities.  The Star Rating program, based on facility inspections by DHSR, is designed to be used as 
a tool to assist consumers in making informed decisions regarding care options for themselves or a loved one. 
  

Facility Name City Licensed for
# Beds SNF 

(ACH)

Authmn Care of Shallotte Shallotte Nursing Facility 130  (10)

Brunswick Cove Nursing Center Winnabow Nursing Facility 175 (40)

Brunswick Health and Rehab Center Ash Nursing Facility 100 (0)

Oceal Tril Healthcare and Rehabilitation Center Southport Nursing Facility 99 (17)

Southport Nursing Center Southport Nursing Facility 64 (0)

Universal Health Care/Brunswick Bolivia Nursing Facility 90 (0)

Facility Name City Licensed for # Beds
Star 

Rating

Carillon Assisted Living of Southport Southport Adult Care Home/Home for the Aged 96 3

Leland House Leland Adult Care Home/Home for the Aged 78 1

Shallotte Assisted Living Shallotte Adult Care Home/Home for the Aged 80 2

http://www.ncdhhs.gov/dhsr/reports.htm
http://www.ncdhhs.gov/dhsr/reports.htm
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Home Care, Home Health and Hospice Services 

An alternative to institutional care preferred by many disabled and/or senior citizens is to remain 
at home and use community in-home health and/or home aide services.  This report cites only 
those in-home health and/or home aide services that are licensed by the state of NC.  Note that 
there may be additional providers in Brunswick County that refer to themselves as “home health 
service (or care) providers” that are not licensed by the state and therefore are not named in this 
report. 
 
As of March 2018, there were 18 licensed home care, home health or hospice providers in 
Brunswick County, as shown in the following table. 
 
In view of the projected growth of the elderly population in Brunswick County, it would be 
prudent to more fully assess the adequacy of institutional care and its alternatives for the elderly 
and disabled as the county grows. 
 
Table 20.  Licensed Home Care, Home Health and Hospice Facilities, Brunswick County, 

February 2018 

 
Source - NC Department of Health and Human Services, Division of Health Services Regulation (DHSR), Licensed Facilities, Home 
Care, Home Health and Hospice listings (by County); http://www.ncdhhs.gov/dhsr/reports.htm. 

 
 

Dialysis Facilities 

The four dialysis centers listed in the table below were operating in Brunswick County at the 
time this report was prepared.  It is noteworthy that among the four, none offers services after 
5:00PM. 
 
  

Facility Name City Licensed for Accredited

Allied Home Health Care Inc Shallotte Home Care only No

Amedisys Hospice Care Bolivia Hospice Yes

AssistedCare  Home Health Leland Home Care, Home Health Yes

AssistedCare Inc (2 offices) Leland Home Care only Yes

BrightStar Care of Wilmington and Brunswick County Wilmington Home Care only Yes

Coastal Companion Care Southport Home Care only No

Comfort Keepers Calabash Home Care only No

Community Home Care and Hospice Belville Hospice Yes

Interim Healthcare Supply Home Care only Yes

Liberty Home Care Supply Home Care, Home Health Yes

Liberty Home Care and Hospice Supply Hospice Yes

Liberty Medical Specialties Supply Home Care only Yes

Lincare Inc Bolivia Home Care only Yes

Lower Cape Fear Hospice and LifeCare Center Bolivia Hospice (7 beds) Yes

Paliative Care Center of Lower Cape Fear Hospice Bolivia Home Care only No

PruittHealth Home Health Brunswick Leland Home Care only No

Summit Care at Home Shallotte Home Care only No

Well Care Home Care Inc Supply Home Care only Yes

http://www.ncdhhs.gov/dhsr/reports.htm
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Table 21.  Dialysis Facilities, Brunswick County 

 
Source:  Dialysis Facility Compare, http://www.Medicare.gov/Dialysis/Include/DataSection/Questions. 

 
 

Other Licensed Healthcare Facilities 

At the time this report was prepared, there were no NC-licensed ambulatory surgery facilities in 
Brunswick County.  There were two licensed cardiac rehabilitation facilities (Dosher Wellness 
Center in Southport and Novant Health Brunswick Medical Center in Bolivia) and one nursing 
pool, Carolinas Staffing Solutions in Shallotte (5). 
 
At the present time there are two licensed hospitals in Brunswick County:  Novant Health 
Brunswick Medical Center in Supply (74 beds), and J. Arthur Dosher Memorial Hospital in 
Southport (25 beds). 
 
 

Dosher Memorial Hospital 

J. Arthur Dosher Memorial Hospital, located at 924 N. Howe Street in Southport, NC, is an 
accredited Critical Access Hospital with 25 inpatient beds.  It is staffed by board-certified 
physicians, 320 employees, and approximately 200 hospital volunteers. The hospital is 
overseen by a publicly-elected seven-member Board of Trustees. 
 
Services include a 24-hour emergency department, inpatient and outpatient surgeries and 
procedures, cardiac rehabilitation, cardiopulmonary/respiratory therapy, diabetes and nutritional 
education, diagnostic imaging, laboratory services, physical, occupational, and speech 
therapies.  In addition, Dosher Medical Plaza, located at 4222 Long Beach Road, offers services 
including digital mammography, DEXA bone density scan, x-ray, outpatient lab, urgent care and 
specialty physicians.  Dosher Sleep Disorder Laboratory offers diagnosis and treatment of sleep 
disorders such as apnea, narcolepsy and chronic snoring.  The Wound Center provides 
outpatient wound care including hyperbaric chambers.  The Patient Care Unit was completely 
renovated in 2015.  All rooms are private. 
 
To meet the community’s growing outpatient healthcare needs, a network of primary care clinics 
and specialty clinics have been established in the communities served by Dosher Memorial 
Hospital.   These include family practice, internal medicine, women’s health, general surgery, 
cardiology, vascular, urology and orthopedics. 
 
The hospital is seeking and nurturing relationships with a broad range of collaborative partners 
to build community and organizational strength. The Brunswick Wellness Coalition is organized 
exclusively for charitable and educational purposes, serving those living and working in 
Brunswick County. This Coalition works closely with J. Arthur Dosher Memorial Hospital to 
improve the health of our community with the vision of becoming the healthiest county in North 
Carolina. 
 
The hospital’s mission is to be “The friendliest, most patient-focused hospital in North Carolina.”  

Name of Facility Location Features

Southport Dialysis Center Southport 13 hemodialysis stations, no shifts after 5pm

FMC Brunswick County Supply 10 hemodialysis stations, no shifts after 5pm

Southeastern Dialysis Shallotte Shallotte 18 hemodialysis stations, no shifts after 5pm

Total Renal Care of North Carolina LLC Leland 10 hemodialysis stations, no shifts after 5pm

http://www.medicare.gov/Dialysis/Include/DataSection/Questions
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Dosher Hospital’s primary service areas are Southport, Oak Island, Caswell Beach, Boiling 
Spring Lakes, Bald Head Island, and St. James as well as unincorporated areas of Brunswick 
County. 
 
 
Dosher Hospital Utilization Data 

DMH provided the consultant with certain de-identified hospital data, which the consultant has 
analyzed and presented in the two tables below.  The first table summarizes emergency 
department (ED) discharges, and the second table summarizes inpatient (IP) hospitalization 
discharges.  In both cases, the utilization data are specific to residents of Brunswick County.  
The data is further stratified by gender, age group, racial/ethnic group, and payer group. 
 
Regarding ED discharges in the three calendar years from 2015 through 2017: 
 

• 55% of discharged patients were female; 45% were male 

• 88% were identified as Caucasian; 10% were identified as black/African American.  
These utilization proportions correspond approximately to the proportions of these 
populations in the overall Brunswick County population in 2012-2016:  84% white, 11% 
black.  During the same period, in Smithville Township, Dosher Hospital’s primary 
service area, 95% of the population was white, and 3% was black. 

• 12% were under the age of 18; 61% were 18-64; 27% were 65 or older.  In the overall 
Brunswick County population in 2012-2016, 17% was under age 18, 56% was age 18-
64, and 27% was 65 or older.  During the same period, in Smithville Township 14% of 
the population was younger than age 18, 56% was age 18-64, and 30% was age 65 or 
older. 

• 32% of the ED visits in the period cited were paid by Medicare, 22% by Medicaid, and 
20% by commercial insurers; 23% were categorized as “self-pay”. 
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Table 22. Dosher Memorial Hospital Emergency Department Utilization, by Number of 
Discharges 

 
Source of raw data: J. Arthur Memorial Hospital 

 
Regarding IP discharges in the three calendar years 2015-2017: 
 

• 55% of discharged patients were female; 45% were male 

• 94% were identified as Caucasian; 5% were identified as black/African American.  The 
overall Brunswick County population in 2012-2016 was 84% white, and 11% black.  
During the same period, in Smithville Township, Dosher Hospital’s primary service area, 
95% of the population was white, and 3% was black.  Inpatient hospitalizations are 
demographically more like the township population than the overall county population. 

• 0.3% were under the age of 18; 29% were 18-64; almost 71% were 65 or older.  In the 
overall Brunswick County population in 2012-2016, 17% was under age 18, 56% was 
age 18-64, and 27% was 65 or older.  During the same period, in Smithville Township 
14% of the population was younger than age 18, 56% was age 18-64, and 30% was age 
65 or older.  According to this data elderly persons represented inpatient hospital 
discharges at more than twice their proportion in the general population of the county or 
township. 

  

Gender

Female 5,879 5,646 6,141 17,666 5,889

Male 4,814 4,529 4,874 14,217 4,739

Blank 0 0 2 2 1

Total 10,693 10,175 11,017 31,885 10,628

Race

American Indian or Alaskan 10 11 26 47 16

Asian (Chinese, Japanese, Hawaiian, Filipino, Pacific Islander) 16 21 24 61 20

Black or African American 1,042 1,059 1,017 3,118 1,039

Hispanic (Mexican, Puerto Rican, Cuaban, Central/South American)

Other 0 0 0 0 0

Unknown 0 0 169 169 56

White 9,415 8,885 9,767 28,067 9,356

Blank 210 199 14 423 141

Total 10,693 10,175 11,017 31,885 10,628

Age Group

Pediatric (<18 Yrs) 1,279 1,401 1,264 3,944 1,315

Adult (18-64 Yrs) 6,856 6,195 6,376 19,427 6,476

Geriatric (>65 Yrs) 2,558 2,579 3,324 8,461 2,820

Blank 0 0 53 53 18

Total 10,693 10,175 11,017 31,885 10,628

Payer Group

Champus/Tricare (All military-sponsored payers) 220 171 235 626 209

Commercial 2,149 2,032 2,183 6,364 2,121

Medicaid/NC Health Choice/Access/Other public payers 2,465 2,368 2,260 7,093 2,364

Medicare 3,161 3,188 3,944 10,293 3,431

Other 0 0 0 0 0

Self-Pay/Third Party Liability 2,614 2,349 2,323 7,286 2,429

Worker's Comp 84 67 72 223 74

Blank 0 0 0 0 0

Total 10,693 10,175 11,017 31,885 10,628

Not designated

Parameter
Grand 

Total

Annual 

Average
CY2017CY2016CY2015
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• 76% of the IP discharges in the period cited were paid by Medicare, almost 5% by 
Medicaid, and 13% by commercial insurers; fewer than 5% were categorized as “self-
pay”. 

 
Table 23. Dosher Memorial Hospital In-Patient Utilization, by Number of Discharges 

 
Source of raw data: J. Arthur Dosher Memorial Hospital 

 

 

  

Gender

Female 424 455 497 1,376 459

Male 331 370 443 1,144 381

Blank 0 0 0 0 0

Total 755 825 940 2,520 840

Race

American Indian or Alaskan 0 2 1 3 1

Asian (Chinese, Japanese, Hawaiian, Filipino, Pacific Islander) 1 3 2 6 2

Black 43 40 46 129 43

Hispanic (Mexican, Puerto Rican, Cuaban, Central/South American)

Other 0 0 0 0 0

Unknown 0 0 0 0 0

White 709 777 887 2,373 791

Blank 2 3 4 9 3

Total 755 825 940 2,520 840

Age Group

Pediatric (<18 Yrs) 4 2 1 7 2

Adult (18-64 Yrs) 235 255 243 733 244

Geriatric (>65 Yrs) 516 568 696 1,780 593

Blank 0 0 0 0 0

Total 755 825 940 2,520 840

Payer Group

Champus/Tricare 6 17 16 39 13

Commercial 108 119 112 339 113

Medicaid/NC Health Choice/Access/Other public payers 45 35 35 115 38

Medicare 558 613 733 1,904 635

Other 0 0 0 0 0

Self-Pay/Third Party Liability 36 37 43 116 39

Worker's Comp 2 4 1 7 2

Blank 0 0 0 0 0

Total 755 825 940 2,520 840

Not designated

Parameter
Grand 

Total

Annual 

Average
CY2015 CY2016 CY2017
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HEALTH DATA 

UNDERSTANDING HEALTH STATISTICS 

Routinely collected mortality and morbidity surveillance data and behavior survey data can be 
used to describe—and compare—the health status of communities.  Briefly speaking, mortality 
refers to death; morbidity refers to illness or disability among the living.  These data, which are 
readily available in the public domain, typically use standardized definitions, thus allowing 
comparisons among county, state and national figures.  There is, however, some error 
associated with each of these data sources.  Surveillance systems designed to track morbidity, 
for communicable diseases and cancer diagnoses, for instance, rely on reports submitted by 
health care facilities across the state and are likely to miss a number of cases, and mortality 
statistics typically are dependent on the primary cause of death listed on death certificates 
without consideration of co-occurring conditions. 
 

Mortality 

Mortality rate, or the rate of death, is calculated by dividing the number of deaths due to a 
specific disease in a given period of time by the population size in the same period.  Mortality 
typically is described as a rate, usually presented as the number of deaths per 100,000 
residents. 
 
Mortality rate by cause is calculated according to the following formula: 
 

(number of deaths due to a cause/population) X 100,000 = deaths per 100,000 people. 
 

Age-adjustment 

Many factors can affect the risk of death, including race, gender, occupation, education and 
income.  The most significant factor is age, because the risk of death inevitably increases with 
age; that is, as a population ages, its collective risk of death increases.  Therefore, an older 
population will automatically have a higher overall death rate just because of its age distribution.  
At any one time some communities have higher proportions of “younger” people, and others 
have a higher proportion of “older” people.  To compare mortality data from one community with 
the same kind of data from another community, it is necessary first to control for differences in 
the age composition of the communities being compared.  This is accomplished by age 
adjusting the data.  Age-adjustment is a statistical manipulation usually performed by the 
professionals responsible for collecting and cataloging health data, such as the staff of the NC 
State Center for Health Statistics (NCSCHS).  Age-adjusted data are preferred for comparing 
health data from one population or community to another and have been used in this report 
whenever available. 
 

Aggregate Data 

Another convention typically used in the presentation of health statistics is aggregate data, 
which combines annual data gathered over a multi-year period, usually three or five years.  The 
practice of presenting data that are aggregated avoids the instability typically associated with 
using highly variable year-by-year data consisting of relatively few cases or deaths.  The 
calculation is performed by dividing the number of cases or deaths due to a particular disease 
over a period of years by the sum of the population size for each of the years in the same 
period. 
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Morbidity 

Morbidity as used in this report refers generally to the presence of injury, sickness or disease 
(and sometimes the symptoms and/or disability resulting from those conditions) in the living 
population.  Morbidity data usually is presented as a percentage, or a count, but not a rate.  In 
this report, hospital utilization data is frequently used as a morbidity indicator. 
 

Prevalence 

Prevalence, which describes the extent of morbidity, refers to the number of existing cases of a 
disease or health condition in a population at a defined point in time or during a period of time.  
Prevalence expresses a proportion, not a rate.  Prevalence is often estimated by consulting 
hospital records; for instance, hospital discharge records available from NCSCHS show the 
number of residents within a county who use hospital in-patient services for given diseases 
during a specific period.  Typically, these data underestimate the true prevalence of the given 
disease in the population, since individuals who do not seek medical care or who are diagnosed 
outside of the hospital setting are not captured by the measure.  Note also that decreasing 
hospital discharge rates do not necessarily indicate decreasing prevalence; rather they may be 
a result of a lack of access to hospital care. 
 

Incidence 

Incidence is the population-based rate at which new cases of a disease occur and are 
diagnosed.  It is calculated by dividing the number of newly diagnosed cases of a disease or 
condition during a given period by the population size during that period.  Typically, the resultant 
value is multiplied by 100,000 and is expressed as cases per 100,000; sometimes the multiplier 
is a smaller number, such as 10,000.  
  
Incidence rate is calculated according to the following formula: 
 

(number of new cases/population) x 100,000 = new cases per 100,000 people 
 
The incidence rates for certain diseases, such as cancer, are simple to obtain, since data on 
newly discovered cases is routinely collected by the NC Central Cancer Registry.  However, 
diagnoses of other conditions, such as diabetes or heart disease, are not normally reported to 
central data-collecting agencies, so accurate incidence data on these conditions is rare. 
 

Trends 

Data for multiple years is included in this report wherever possible.  Since comparing data on a 
year-by-year basis can yield very unstable trends due to small numbers of cases, events or 
deaths per year (see below), the preferred method for reporting incidence and mortality data is 
long-term trends using the age-adjusted, multi-year aggregate format.  Most trend data used in 
this report is of that type. 
 

Small Numbers 

Year-to-year variance in small numbers of events can make dramatic differences in rates that 
can be misleading.  For instance, an increase from two events one year to four the next could 
be statistically insignificant in a population sense but result in a calculated rate increase of 
100%.  Aggregating annual counts over a five-year period before calculating a rate is one 
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method used to ameliorate the effect of small numbers.  Sometimes even aggregating data is 
not sufficient to eliminate the effect of small numbers, so the NCSCHS recommends that all 
rates based on fewer than 20 events— whether covering an aggregate period or not—be 
considered “unstable” and interpreted only with caution.  In recent years, NCSCHS has 
suppressed reporting data (e.g., mortality rates) based on fewer than 20 events in a five-year 
aggregate period.  (Other state entities that report health statistics may use their own minimum 
reporting thresholds.)  To assure that unstable health data do not become the basis for local 
decision-making, this author makes every effort to highlight and discuss primarily rates based 
on 20 or more events in a five-year aggregate period and on 10 or more events in a single year.  
However, in smaller jurisdictions it may be necessary to use unstable figures in order to have 
any data at all to report.  Where these exceptions occur, the narrative will highlight the potential 
instability of the data being discussed. 
 

Describing Difference and Change 

In describing differences in data of the same type from two populations or locations, or changes 
over time in the same kind of data from one population or location—both of which appear in this 
report—it is useful to apply the concept of percent difference or change.  While it is always 
possible to describe difference or change by the simple subtraction of a smaller number from a 
larger number, the result often is inadequate for describing and understanding the scope or 
significance of the difference or change.  Converting the amount of difference or change to a 
percent takes into account the relative size of the numbers that are changing in a way that 
simple subtraction does not and makes it easier to grasp the meaning of the change.  This 
document uses percentage almost exclusively to describe and highlight degrees of difference 
and change, both positive (e.g., increase, larger than, etc.) and negative (e.g., decrease, 
smaller than, etc.) 
 
 

LIFE EXPECTANCY 

Life expectancy in Brunswick County has improved recently.  For person born in 2014-2016, the 
overall life expectancy was 78.6 years, compared to 78.2 years in 2011-2013.  Life expectancy 
in the African American community, despite continued poverty and poor health outcomes, 
improved from 78.0 years in 2011-2013 to 78.5 years in 2014-2016.  Life expectancies for both 
males and females in the county have also risen slightly over the period cited. 
 

Table 24. Life Expectancy, 2011-2013 and 2014-2016 

 
Source - NC State Center for Health Statistics, County Health Data Book (2015 and 2018), Life Expectancy at Birth. for State and 
County. http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 

LEADING CAUSES OF DEATH 

The table presented immediately below shows the Leading Causes of Death (LCD) in 
Brunswick County for the five-year aggregate period 2012-2016, in rank order by mortality rate 
with the LCD with the highest mortality rate listed first.  Note that this data is age-adjusted. 

Total Male Female White
African 

American
Total Male Female White

African 

American

Brunswick County 78.2 75.4 81.1 78.2 78.0 78.6 75.7 81.5 78.5 78.5

State of NC 78.3 75.8 80.7 78.9 75.9 77.4 74.8 79.9 78.3 74.9

2014-20162011-2013

Location

http://www.schs.state.nc.us/SCHS/data/databook/
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According to the data presented, cancer (of all types) and heart disease were the leading 
causes of death in Brunswick County, with a very small difference in mortality rate between 
these two LCDs.  The next three LCDs in order of mortality rates were chronic lower respiratory 
disease, death due to non-motor vehicle unintentional injuries, and cerebrovascular disease 
(stroke). 
 
In the aggregate period 2012-2016, mortality rates for eleven of the LCDs were lower in 
Brunswick County than in the state.  However, mortality rates for the LCD categories all other 
unintentional injuries, unintentional motor vehicle injuries and suicide were significantly higher 
for the county than for the state.  The mortality rate for heart disease was only 0.8% higher in 
Brunswick County than in the state of NC. 
 
Table 25. Age-Adjusted Mortality Rates1 for the 15 Leading Causes of Death (2012-2016) 

 
a - NC State Center for Health Statistics, County Health Data Book (2018), Mortality, 2012-2016 Race-Sex-Specific Age-Adjusted 
Death Rates by County; http://www.schs.state.nc.us/SCHS/data/databook/. 
b - NC State Center for Health Statistics, Vital Statistics, NC Vital Statistics, Volume 2: Leading Causes of Death, 2016. 
http://www.schs.state.nc.us/data/vital.cfm. 
c - Calculated 
d - National Center for Health Statistics, National Vital Statistics System, Mortality Data. Deaths: Final Data for 2015. Volume 66, 
Number 6, Tables B and 10. https://www.cdc.gov/nchs/data/nvsr/nvsr66/nvsr66_06.pdf. 
1 Rate = Number of events per 100,000 population, where the Standard = Year 2000 US Population 
 
 
The next table shows the rank order of the LCDs for Brunswick County, the state of NC, and the 
US, with LCDs listed from highest rank in the county to the lowest.  Note that the county and 
state data are from the period 2012-2016; the US data is from the single calendar year 2015. 
 
The rank order of LCDs in Brunswick County and the state of NC are similar, with the 
exceptions of mortality due to motor vehicle injuries and suicide, which are ranked higher in the 
county than in the state. 
 
  

United States 

(2015)

Number Rate
% Difference 

from State
Number Rate

Difference 

from Nation
Rate

Cancer 1,647 163.1 -2.0 95,163 166.5 5.0 158.5

Heart Disease 1,463 162.6 0.8 89,393 161.3 -4.3 168.5

Chronic Lower Respiratory Disease 443 45.4 -0.4 25,385 45.6 9.6 41.6

All Other Unintentional Injuries 256 43.8 37.3 16,453 31.9 -26.2 43.2

Cerebrovascular Disease 364 40.1 -7.0 23,514 43.1 14.6 37.6

Alzheimer's disease 189 22.9 -28.2 16,917 31.9 8.5 29.4

Diabetes Mellitus 169 18.5 -19.6 13,042 23.0 8.0 21.3

Unintentional Motor Vehicle Injuries 92 16.3 15.6 7,125 14.1 23.7 11.4

Suicide 93 14.6 13.2 6,679 12.9 -3.0 13.3

Nephritis, Nephrotic Syndrome and Nephrosis 132 14.2 -13.4 9,046 16.4 22.4 13.4

Pneumonia and Influenza 98 11.2 -37.1 9,707 17.8 17.1 15.2

Septicemia 90 9.5 -27.5 7,266 13.1 19.1 11.0

Chronic Liver Disease and Cirrhosis 75 8.8 -14.6 5,930 10.3 -4.6 10.8

Homicide 21 4.5 -27.4 3,002 6.2 8.8 5.7

Acquired Immune Deficiency Syndrome 10 1.8 -18.2 1,183 2.2 15.8 1.9

Total Deaths All Causes (Some causes are not listed above) 6,452 733.9 -6.1 429,955 781.8 6.6 733.1

Source: a b c a a c d

Brunswick County State of NC

Cause of Death (not ranked)

http://www.schs.state.nc.us/SCHS/data/databook/
http://www.schs.state.nc.us/data/vital.cfm
https://www.cdc.gov/nchs/data/nvsr/nvsr66/nvsr66_06.pdf
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Table 26. Comparison of Rank Order of Leading Causes of Death (2012-2016) 

 
Adapted from the table above. 

 
 
The next table depicts changes in the age-adjusted mortality rate for the LCDs between the last 
DMH CHNA in 2015 and the present effort.  This between-assessment difference can be 
considered “short-term change.” 
 
According to this data, between the 2015 and 2018 CHNAs mortality rates in Brunswick County 
increased significantly for Alzheimer’s disease, diabetes mellitus and cerebrovascular disease 
(stroke), and somewhat less significantly for chronic liver disease/cirrhosis and suicide.  
Significant mortality rate decreases occurred over the same period for unintentional motor 
vehicle injuries, pneumonia/influenza and septicemia.  Smaller decreases in mortality occurred 
for kidney diseases, heart disease, cancer and all other unintentional injuries. 
 

Table 27. Short-Term Change in Age-Adjusted Mortality Rates for LCDs 
2009-2013 to 2012-2016 

Brunswick County LCDs 
Rank Order in 2012-2016 

Rate 
2012-2016 

Rate 
2009-2013 

Percent 
Change 

Cancer 163.1 167.8 -2.7% 

Heart Disease 162.6 171.2 -5.0% 

Chronic Lower Respiratory Disease 45.4 45.3 +0.2% 

All Other Unintentional Injuries 43.8 44.3 -1.1% 

Cerebrovascular Disease 40.1 34.9 +14.9% 

Alzheimer’s Disease 22.9 18.2 +25.8% 

Diabetes Mellitus 18.5 15.7 +17.8% 

Unintentional Motor Vehicle Injuries 16.3 22.2 -26.6% 

Suicide 14.6 13.8 +5.8% 

Nephritis, Nephrotic Syndrome, Nephrosis 14.2 15.3 -7.2% 

Pneumonia and Influenza 11.2 14.4 -22.2% 

Septicemia 9.5 10.7 -11.2% 

Chronic Liver Disease and Cirrhosis 8.8 8.2 +7.3% 

Homicide 4.5 n/a n/a 

Acquired Immune Deficiency Syndrome 1.8 n/a n/a 

Source:   NC State Center for Health Statistics, County Health Data Book (2015 and 2018), Mortality, 2009-2013 and 2012-2016 
Race-Specific and Sex-Specific Age-Adjusted Death Rates by County; http://www.schs.state.nc.us/SCHS/data/databook/.   

Rate Rank Number Rate Rate Rank

Cancer 163.1 1 166.5 1 158.5 2

Heart Disease 162.6 2 161.3 2 168.5 1

Chronic Lower Respiratory Disease 45.4 3 45.6 3 41.6 4

All Other Unintentional Injuries 43.8 4 31.9 5 43.2 3

Cerebrovascular Disease 40.1 5 43.1 4 37.6 5

Alzheimer's disease 22.9 6 31.9 5 29.4 6

Diabetes Mellitus 18.5 7 23.0 7 21.3 7

Unintentional Motor Vehicle Injuries 16.3 8 14.1 10 11.4 11

Suicide 14.6 9 12.9 12 13.3 10

Nephritis, Nephrotic Syndrome and Nephrosis 14.2 10 16.4 9 13.4 9

Pneumonia and Influenza 11.2 11 17.8 8 15.2 8

Septicemia 9.5 12 13.1 11 11.0 12

Chronic Liver Disease and Cirrhosis 8.8 13 10.3 13 10.8 13

Homicide 4.5 14 6.2 14 5.7 14

Acquired Immune Deficiency Syndrome 1.8 15 2.2 15 1.9 15

United States (2015)

Cause of Death

Brunswick County State of NC
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The following table depicts long-term changes in age-adjusted mortality rates for the LCDs over 
ten years.  This data covers the five-year aggregate figures for the periods 2003-2007 through 
2012-2016.  The direction of the overall change in mortality for each LCD was determined by 
the direction of slope of a regression line based on the LCD-specific mortality rates for each of 
the 10 aggregate periods cited in the time series. 
 
This data demonstrates that mortality rates in Brunswick County have decreased in the long 
term for 12 of the 15 leading causes of death.  The mortality rates attributable to unintentional 
motor vehicle injuries and septicemia both decreased by half, as indicated by the double “down” 
arrows.  On the other hand, mortality rates have risen over the period cited for the LCD 
categories all other unintentional injuries, Alzheimer’s disease (which rate has doubled as 
indicated by the twin “up” arrows) and suicide. 
 

Table 28. Long-Term change in Age-Adjusted Mortality Rates for LCDs 
2003-2007 to 2012-2016 

Brunswick County LCDs 
Rank Order in 2012-2016 

Overall Trend 
Direction 

Cancer 

Heart Disease 

Chronic Lower Respiratory Disease 

All Other Unintentional Injuries 

Cerebrovascular Disease 

Alzheimer’s Disease 

Diabetes Mellitus 

Unintentional Motor Vehicle Injuries 

Suicide 

Nephritis, Nephrotic Syndrome, Nephrosis 

Pneumonia and Influenza 

Septicemia 

Chronic Liver Disease and Cirrhosis 

Homicide 

Acquired Immune Deficiency Syndrome 

Source:   NC State Center for Health Statistics, County Health Data Books (2009 through 2018), Mortality, 2003-2007 through 2012-
2016 Race-Specific and Sex-Specific Age-Adjusted Death Rates by County; http://www.schs.state.nc.us/SCHS/data/databook/. 
 

 
In Brunswick County, as elsewhere in North Carolina, mortality rates for the LCDs vary by 
gender.  As shown in the following table, for the five-year aggregate period 2012-2016, mortality 
rates for males in the county were higher than the comparable mortality rates for females for all 
leading causes of death except septicemia, Alzheimer’s disease, and cerebrovascular disease 
(stroke). 
 
 
  

http://www.schs.state.nc.us/SCHS/data/databook/
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Table 29. Sex-Specific, Age-Adjusted Death Rates for Leading Causes of Death 
2012-2016 

 
Source:   NC State Center for Health Statistics, County Health Data Book (2018), Mortality, 2012-2016 Race-Specific and Sex-
Specific Age-Adjusted Death Rates by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 
In the most recent aggregate period (2012-2016) the overall mortality rate for all causes of 
death for African Americans in Brunswick County was 749.5, about the same as the overall rate 
for white, non-Hispanic persons (750.1).  However, mortality rates for some of the LCDs are 
disproportionately high among African Americans in the county.  For example, as shown in the 
following table, the kidney disease mortality rate for African Americans in Brunswick County is 
more than double the comparable rate for white, non-Hispanics in the county.  Mortality rates for 
diabetes, cerebrovascular disease and Alzheimer’s disease are also significantly higher among 
African Americans than among white, non-Hispanic residents of Brunswick County. 
 
 
  

Number Rate

% 

Difference 

from 

Female 

Rate

% 

Difference 

from NC 

Male rate

Number Rate

% 

Difference 

from Male 

Rate

% 

Difference 

from NC 

Female rate

Males Females

Cancer 938 201.7 53.5 -1.7 709 131.4 -34.9 -5.4 205.2 138.9

Heart Disease 831 200.5 55.2 -2.5 632 129.2 -35.6 1.7 205.7 127.1

Chronic Lower Respiratory Disease 211 48.3 11.3 -6.2 232 43.4 -10.1 3.8 51.5 41.8

All Other Unintentional Injuries 162 58.8 99.3 40.7 94 29.5 -49.8 27.2 41.8 23.2

Cerebrovascular Disease 166 38.2 -4.0 -13.2 198 39.8 4.2 -4.6 44.0 41.7

Alzheimer's disease 69 20.0 -19.4 -20.0 120 24.8 24.0 -30.3 25.0 35.6

Diabetes Mellitus 104 25.7 94.7 -7.9 65 13.2 -48.6 -30.9 27.9 19.1

Unintentional Motor Vehicle Injuries 69 25.9 259.7 25.1 23 7.2 -72.2 -8.9 20.7 7.9

Suicide 66 22.7 215.3 11.8 27 7.2 -68.3 14.3 20.3 6.3

Nephritis, Nephrotic Syndrome and Nephrosis 70 15.6 20.9 -21.2 62 12.9 -17.3 -8.5 19.8 14.1

Pneumonia and Influenza 46 11.9 9.2 -41.7 52 10.9 -8.4 -31.9 20.4 16.0

Septicemia 39 8.1 -21.4 -43.4 51 10.3 27.2 -16.3 14.3 12.3

Chronic Liver Disease and Cirrhosis 51 12.7 130.9 -9.3 24 5.5 -56.7 -20.3 14.0 6.9

Homicide 14 n/a n/a n/a 7 n/a n/a n/a 9.9 2.5

Acquired Immune Deficiency Syndrome 8 n/a n/a n/a 2 n/a n/a n/a 3.3 1.2

Total Deaths All Causes (Some causes are not listed above) 3,476 867.1 41.3 -6.0 2,976 613.8 -29.2 -8.2 922.1 668.6

Males

Brunswick County

Females
Cause of Death                                                                              

(Listed in order of overall mortality rates for Brunswick 

County)

State of NC Rate 

http://www.schs.state.nc.us/SCHS/data/databook/
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Table 30. Race-Specific, Age-Adjusted Death Rates for Leading Causes of Death 
2012-2016 

 
Source:   NC State Center for Health Statistics, County Health Data Book (2018), Mortality, 2012-2016 Race-Specific and Sex-
Specific Age-Adjusted Death Rates by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 
Given NC trends, it is possible that African Americans in Brunswick County also suffer 
disproportionate mortality from other causes of death, but due to below-threshold numbers of 
specific minority deaths in the county, the NC State Center for Health Statistics suppressed the 
corresponding mortality rates. 
 
Further, due to below-threshold numbers of deaths among Hispanics, American Indian non-
Hispanics, and Other Race non-Hispanics, the NC State Center for Health Statistics also 
suppressed mortality rates for those population groups. 
 
The following sections provide detail describing more fully each of the Leading Causes of 
Death.  The LCDs are discussed in order of decreasing mortality rate in Brunswick County in the 
2012-2016 period, beginning with Total Cancer. 
 
  

Number Rate

% 

Difference 

from 

African 

American 

Rate

Number Rate

% 

Difference 

from White 

Rate

White,   non-

Hispanic

Af-Amer, 

non-

Hispanic

Cancer 1,513 167.1 7.2 121 155.9 -6.7 165.0 190.7

Heart Disease 1,335 166.6 8.0 116 154.3 -7.4 159.0 187.1

Chronic Lower Respiratory Disease 425 48.0 n/a 16 n/a n/a 50.7 27.6

All Other Unintentional Injuries 232 49.9 n/a 17 n/a n/a 37.3 21.8

Cerebrovascular Disease 311 38.4 -38.5 47 62.4 62.5 40.6 56.0

Alzheimer's disease 166 22.3 -29.2 21 31.5 41.3 32.7 29.6

Diabetes Mellitus 139 17.1 -45.7 24 31.5 84.2 18.8 44.0

Unintentional Motor Vehicle Injuries 80 18.4 n/a 9 n/a n/a 14.0 15.3

Suicide 86 16.8 n/a 5 n/a n/a 16.6 5.0

Nephritis, Nephrotic Syndrome and Nephrosis 108 12.9 -56.4 23 29.6 129.5 13.4 31.0

Pneumonia and Influenza 90 11.2 n/a 5 n/a n/a 18.3 17.1

Septicemia 73 8.6 n/a 16 n/a n/a 12.3 18.6

Chronic Liver Disease and Cirrhosis 74 10.3 n/a 1 n/a n/a 11.4 7.4

Homicide 13 n/a n/a 8 n/a n/a 3.1 15.3

Acquired Immune Deficiency Syndrome 5 n/a n/a 4 n/a n/a 0.8 7.5

Total Deaths All Causes (Some causes are not listed above) 5,821 750.1 0.1 557 749.5 -0.1 775.6 894.3

White, non-Hispanic African-American, non-Hispanic

Cause of Death                                                                              

(Listed in order of overall mortality rates for Brunswick 

County)

Brunswick County

State of NC Rate 

http://www.schs.state.nc.us/SCHS/data/databook/
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Cancer 

Total cancer (cancers of all types) was the leading cause of death in Brunswick County in the 
2012-2016 period (cited previously). 
 

Total Cancer Mortality 

• While somewhat variable from period to period, the death rate in Brunswick County for 
total cancer has fallen overall in the past decade. 

 
Table 31. Total Cancer Mortality Rate Trend, 2003-2007 through 2012-2016 

 
Source - NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 
As noted previously, males in Brunswick County disproportionately suffer mortality from cancer.  
The chart below shows the difference in total cancer mortality between males and females in 
the county over the past decade. 
 

• It is clear from the figure presented that in Brunswick County the total cancer mortality 
rate for males historically has been approximately 50% higher than the comparable rate 
for females. 

• It appears that the total cancer mortality rate has not decreased significantly among 
either males or females in the past eight years. 

 
Figure 3. Gender Difference in Total Cancer Mortality, Brunswick County 

 
Source:  NC State Center for Health Statistics, Health Data, Cancer, Cancer Data Available from SCHS, Annual Reports, NC 
Cancer Mortality Rates for All Counties by Specified Site (Years as Noted); http://www.schs.state.us.nc/SCHS/CCR/reports.html. 

 
  

2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 183.0 185.3 172.4 167.0 167.9 169.3 167.8 171.0 167.2 163.1

State of NC 194.9 192.5 185.6 183.1 179.7 175.9 173.3 171.8 169.1 166.5

Location
Overall

http://www.schs.state.nc.us/SCHS/data/databook/
http://www.schs.state.us.nc/SCHS/CCR/reports.html
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Total Cancer Incidence 

To understand more clearly the burden of cancer in a population, researchers often examine not 
only the cancer cases that kill (mortality) but also those that have not yet killed, usually 
measured as “incidence”, or newly diagnosed cases per population in a particular time period. 
 

• Despite considerable rate variability from one aggregate period to another, the incidence 
rate for total cancer in Brunswick County has risen slightly overall during the period 
cited. 

 
Table 32. Total Cancer Incidence Rate Trend, 2003-2007 through 2012-2016 

 
Source:  NC State Center for Health Statistics, Health Data, Cancer, Cancer Data Available from SCHS, Annual Reports, NC 
Cancer Incidence Rates for All Counties by Specified Site (Years as Noted); http://www.schs.state.us.nc/SCHS/CCR/reports.html. 

 
 

Total Cancer Morbidity 

Hospital Data 

The number of discharges from DMH associated with each leading cause of death is 
determined based on the primary ICD-9 or ICD-10 code associated with each discharge.  For 
cancer, the associated ICD-9 codes (applicable in 2015) are 140-208; the associated ICD-10 
codes (applicable to part of 2015 and all of 2016 and 2017) are C00-C97.  Note that these are 
the same codes associated with causes of mortality cited on death certificates and in NC SCHS 
mortality rates, so proportions of mortality and morbidity in Brunswick County are comparable. 
 

• According to data in the table below, at DMH in the period 2015 through 2017, 20 of 
31,885 ED discharges (0.06%) and 29 of 2,520 IP discharges (1.2%) were assigned a 
primary diagnosis of cancer of some type. 

 
Table 33. Hospital Discharges Associated with a Diagnosis of Cancer (of any type) 

Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department Inpatient 

2015 2016 2017 Total 2015 2016 2017 Total 

Diagnosis-Specific 2 10 8 20 8 11 10 29 

Total All Discharges 10,693 10,175 11,017 31,885 755 825 940 2,520 

Diagnosis as % of Total Discharges 0.02 0.10 0.07 0.06 1.1 1.3 1.1 1.2 
See text for list of associated ICD codes. 

 
 

Site-Specific Cancer Mortality and Incidence 

To this point the discussions of cancer mortality and incidence have focused on figures for total 
cancer.  In Brunswick County, as throughout the state of NC, there are certain site-specific 
cancers that cause most cancer deaths:  breast cancer, colon cancer, lung cancer, and prostate 
cancer.  It should be noted that males also can have breast cancer, but since the number of 
cases tends to be very small, the mortality and incidence rates for breast cancer used here are 
gender-specific. 
 
  

Location 2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 453.3 433.6 434.2 443.0 450.3 451.1 447.9 438.2 460.0 449.4

State of NC 487.0 506.0 509.4 508.7 505.2 497.4 490.9 480.4 481.4 464.6

http://www.schs.state.us.nc/SCHS/CCR/reports.html
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The following two figures depict Brunswick County mortality and incidence rates (respectively) 
over the past eight five-year aggregate periods for the four predominate site-specific cancers. 
 

• Lung cancer caused the highest mortality rate in every period cited, followed by prostate 
cancer and breast cancer (at closely similar mortality rates), and colorectal cancer. 

• The highest incidence rate in every period cited was for female breast cancer, followed 
by prostate cancer, lung cancer, and colorectal cancer. 

 
Figure 4. Site-Specific Cancer Mortality Rates, 2005-2009 through 2012-2016 

 
Source:  NC State Center for Health Statistics, Health Data, Cancer, Cancer Data Available from SCHS, Annual Reports, NC 
Cancer Mortality Rates for All Counties by Specified Site (Years as Noted); http://www.schs.state.us.nc/SCHS/CCR/reports.html. 

 
 

Figure 5. Site-Specific Cancer Incidence Rates, 2005-2009 through 2012-2016 

 
Source:  NC State Center for Health Statistics, Health Data, Cancer, Cancer Data Available from SCHS, Annual Reports, NC 
Cancer Incidence Rates for All Counties by Specified Site (Years as Noted); http://www.schs.state.us.nc/SCHS/CCR/reports.html.  
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It should be noted that incidence rates in a locale are sensitive to variability in local emphasis on 
cancer screening activities, which tend to discover otherwise undiagnosed cases and raise the 
incidence rate for the period of the activity.  This project did not seek to learn whether (and if so, 
when) cancer screening activities or campaigns were conducted in Brunswick County. 
 
 
In the table below the consultant has summarized data from NC SCHS to determine ten-year 
trends in site-specific cancer mortality and incidence rates in Brunswick County.  As before, the 
direction of change was determined by the slope of a regression line drawn by the consultant for 
each set of data. 
 

• Over the last ten years, mortality rates for all four major site-specific cancers decreased 
overall. 

• The incidence rates for lung cancer, female breast cancer and colorectal cancer all have 
decreased over the past eight years; the incidence rate for prostate cancer has changed 
little. 

 
Table 34. Long-Term Trends in Site-Specific Cancer Mortality and Incidence Rates 

Brunswick County 
2003-2007 through 2012-2016 

Site-Specific Cancer Mortality Incidence 

Lung cancer  

Prostate cancer  n/c 
Female breast cancer  

Colorectal cancer  

Source: Sheila S. Pfaender, Public Health Consultant; from NC SCHS data 

 
 
 

Heart Disease 

Heart disease was the second leading cause of death in Brunswick County in the 2012-2016 
period (cited previously). 
 
 

Heart Disease Mortality 

• While somewhat variable from period to period, the death rate in Brunswick County for 
heart disease has fallen over the past decade. 

 
Table 35. Heart Disease Mortality Rate Trend, 2003-2007 through 2012-2016 

 
Source - NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
As noted previously, males in Brunswick County disproportionately suffer mortality from heart 
disease.  The chart below shows the difference in heart disease mortality between males and 
females in Brunswick County over the past decade.  

2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 204.3 199.5 191.3 180.6 174.3 173.5 171.2 167.1 159.8 162.6

State of NC 210.7 202.2 191.7 184.9 179.3 174.4 170.0 165.9 163.7 161.3

Location
Overall

http://www.schs.state.nc.us/SCHS/data/databook/
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• It is clear from the following graph that in Brunswick County the heart disease mortality 
rate for males historically has been approximately 50% higher than the comparable rate 
for females. 

• It appears that while heart disease mortality has decreased significantly over time for 
females, among males the decrease has been smaller and longer in coming. 

 
Figure 6. Gender Difference in Heart Disease Mortality, Brunswick County 

 
Source: NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 

Heart Disease Morbidity 

Hospital Data 

As noted previously, the number of discharges from DMH associated with each leading cause of 
death is determined based on the primary ICD-9 or ICD-10 code associated with each 
discharge.  For heart disease, the associated ICD-9 codes (applicable in 2015) are 390-398, 
402, 404, 410-429; the associated ICD-10 codes (applicable to part of 2015 and both 2016 and 
2017) are I00-I09, I11, I13, I20-I51.  Note that these are the same codes associated with causes 
of mortality cited on death certificates and in NC SCHS mortality rates, so proportions of 
mortality and morbidity in Brunswick County are comparable. 
 

• ICD codes for heart disease were associated with 1.5% of all ED discharges, and 9.9% 
of all IP discharges in the period 2015-2017. 

 
Table 36. Hospital Discharges Associated with a Diagnosis of Heart Disease 

Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department Inpatient 

2015 2016 2017 Total 2015 2016 2017 Total 

Diagnosis-Specific 127 156 204 487 79 92 79 250 

Total All Discharges 10,693 10,175 11,017 31,885 755 825 940 2,520 

Diagnosis as % of Total Discharges 1.2 1.5 1.9 1.5 10.5 11.2 8.4 9.9 
See text for list of associated ICD codes. 

  

http://www.schs.state.nc.us/SCHS/data/databook/
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Chronic Lower Respiratory Disease 

Chronic lower respiratory disease (CLRD) was the third leading cause of death in Brunswick 
County in the 2012-2016 period (cited previously). 
 
 

CLRD Mortality 

• While somewhat variable from period to period, the CLRD death rate in Brunswick 
County has fallen over the past decade. 

 
Table 37. CLRD Mortality Rate Trend, 2003-2007 through 2012-2016 

 
Source - NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
As noted previously, males in Brunswick County disproportionately suffer mortality from CLRD.  
The figure below shows the difference in CLRD mortality between males and females in the 
county over the past decade. 
 

• The difference in CLRD mortality between males in females in Brunswick County has 
existed for at least a decade. 

• It is noteworthy that the higher CLRD mortality rates for males have fallen overall since 
2003-2007, and while the comparably lower rates for females also have fallen overall, 
the rate for females has risen sufficiently in the past few years to significantly decrease 
the mortality difference between men and women. 

 
Figure 7. Gender Difference in CLRD Mortality, Brunswick County 

 
Source: NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
  

2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 52.1 51.7 50.6 48.9 45.7 44.9 45.3 45.4 46.2 45.4

State of NC 47.5 47.8 47.0 46.4 46.6 46.6 46.1 46.0 45.9 45.6

Overall
Location
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CLRD Morbidity 

Hospital Data 

For chronic lower respiratory disease, the associated ICD-9 codes (applicable in 2015) are 490-
494, and 496; the associated ICD-10 codes (applicable to part of 2015 and both 2016 and 2017) 
are J40-J47.  Note that these are the same codes associated with causes of mortality cited on 
death certificates and in NC SCHS mortality rates, so proportions of mortality and morbidity in 
Brunswick County are comparable. 
 

• Overall, ICD codes for chronic lower respiratory disease were associated with 2.3% of all 
ED discharges, and 4.2% of all IP discharges in the period 2015-2017. 

 
Table 38. Hospital Discharges Associated with a Diagnosis of CLRD 

Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department Inpatient 

2015 2016 2017 Total 2015 2016 2017 Total 

Diagnosis-Specific 259 231 257 747 35 32 39 106 

Total All Discharges 10,693 10,175 11,017 31,885 755 825 940 2,520 

Diagnosis as % of Total Discharges 2.4 2.3 2.3 2.3 4.6 3.9 4.1 4.2 
See text for list of associated ICD codes. 

 
 
Because the CLRD mortality rate gap between males and females in Brunswick County is 
shrinking, it may be illustrative to examine hospital discharges stratified by gender.  The table 
below re-examines the data from the table immediately above, this time stratified by sex. 
 

• The number and proportion of ED discharges associated with a diagnosis of CLRD are 
both approximately 25% higher among females than among males. 

• The number and proportion of IP discharges associated with a diagnosis of CLRD are 
both twice as high among females as among males.  It is unclear whether these gender 
differences in hospital utilization reflect a greater presence of disease among females or 
simply greater utilization of hospital services. 

 
Table 39. Hospital Discharges Associated with a Diagnosis of CLRD, by Gender 

Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department Inpatient 

2015 2016 2017 Total 2015 2016 2017 Total 

Total Diagnosis-Specific 259 231 257 747 35 32 39 106 

Male 105 101 126 332 14 8 12 34 

Male % Diagnosis-Specific 40.5 43.7 49.0 44.4 40.0 25.0 30.8 32.1 

Female 154 130 131 415 21 24 27 72 

Female % Diagnosis-Specific 59.5 56.3 51.0 55.6 60.0 75.0 69.2 67.9 
See text for list of associated ICD codes. 

 
 
Lifestyle factors and behaviors are likely contributors to mortality and morbidity rates for chronic 
lower respiratory disease, an increasingly significant chronic disease in North Carolina. 
 
Survey Data 

According to data collected in recent community surveys conducted in connection with the 
CHNA process, self-reports of smoking behavior have been decreasing.  In 2015, 9.4% of 
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respondents reported they were current smokers; in 2018 that number had fallen to 6.7%.  In 
addition, the fraction of respondents who reported that they had been smokers in the past (but 
were no longer smokers) rose from 66.1% in 2015 to 71.2% in 2018. 
 
 
 

All Other Unintentional Injuries 

This category includes death without purposeful intent due to poisoning, falls, burns, choking, 
animal bites, drowning, and occupational or recreational injuries; it expressly excludes death 
from unintentional injury due to motor vehicle crashes, which merits a leading cause of death 
category of its own. 
 
The category All Other Unintentional Injuries was the fourth leading cause of death in Brunswick 
County in the 2012-2016 period (cited previously). 
 
 

All Other Unintentional Injuries Mortality 

• While somewhat variable from period to period, the death rate in Brunswick County for 
All Other Unintentional Injuries has risen over the past decade. 

 
Table 40. All Other Unintentional Injury Mortality Rate Trend, 2003-2007 through 2012-

2016 

 
Source - NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 
The NC State Center for Health Statistics produces aggregate period summaries of deaths due 
specifically to unintentional poisoning.  The table below displays this data for Brunswick County 
and the State of NC for the five aggregate periods 2008-2012 through 2012-2016. 
 

• The mortality rate in Brunswick County attributable to unintentional poisoning (which 
would include accidental and fatal drug overdoses) has risen over the period cited. 

• The average number of deaths per aggregate period over the time span presented is 
134; this translates to approximately 27 deaths per year. 

 
Table 41. Unintentional Poisoning Mortality Rate Trend, 2008-2012 through 2012-2016 

 
Note: Poisonings include all resident deaths where an unintentional poisoning was coded as the underlying (primary) cause of 
death. Deaths were coded under the 10th revision of the International Classification of Diseases (ICD). ICD-10: X40-X49 
Source: Unintentional Poisoning Mortality Rates per 100,000 [years as noted]. North Carolina State Center for Health Statistics (NC 
SCHS), County Health Data Book website: http://www.schs.state.nc.us/data/databook/. 
Source for 2008-2012: Data for Unintentional Poisoning Mortality Rate by County, 2008-2012. North Carolina Center for Health 
Statistics, HealthStats website: http://healthstats.publichealth.nc.gov/indicator/index/Alphabetical.html. 

  

2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 31.9 30.6 35.8 36.4 38.0 50.1 44.3 41.7 42.1 43.8

State of NC 27.8 28.4 28.7 28.6 29.2 29.4 29.3 29.6 30.5 31.9

Overall
Location

# Deaths Rate # Deaths Rate # Deaths Rate # Deaths Rate # Deaths Rate

Brunswick 121 24.6 136 27.5 131 26.2 136 27.7 145 29.4

State Total 5,262 11.1 5,346 11.1 5,531 11.4 6,015 12.3 6,697 13.7

Location
2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

http://www.schs.state.nc.us/SCHS/data/databook/
http://www.schs.state.nc.us/data/databook/
http://healthstats.publichealth.nc.gov/indicator/index/Alphabetical.html


49 
 

All Other Unintentional Injury is an LCD for which the mortality rate historically is significantly 
higher for males than for females.  The following figure shows the difference in All Other 
Unintentional Injury mortality between males and females in Brunswick County over the past 
decade. 
 

• A significant difference in All Other Unintentional Injury mortality between males in 
females in Brunswick County has lasted for at least a decade. 

• Over the period cited the mortality rate for males for this LCD has been as much as 2½ 
times the comparable rate for females. 

• The recent overall increase in mortality due to All Other Unintentional Injury appears to 
be attributable to injuries primarily among males, for whom the mortality rate has 
increased over the most recent three periods. 

 
Figure 8. Gender Difference in All Other Unintentional Injuries Mortality 

Brunswick County 

 
Source: NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 

All Other Unintentional Injuries Morbidity 

Hospital Data 

Parsing information relative to injury, poisoning and violence from ICD-9- or ICD-10-coded 
hospital data is difficult because injuries, poisoning and violence are coded both for the 
consequence of the event (e.g., the bodily location of the injury) and its external cause (e.g., 
automobile collision).  Further, certain codes delineate between unintentional (e.g., accidental) 
and intentional injury (e.g., deliberate self-harm).  Analyzing local hospital data for discharges 
related to the LCD All Other Unintentional Injuries would involve a multi-step process beyond 
the scope of this CHNA project. 
 
However, some hospitalization data relative to injuries is available from NC DETECT (North 
Carolina Disease Event Tracking and Epidemiologic Collection Tool).  NC DETECT is North 
Carolina’s statewide syndromic surveillance system, created by the NC Division of Public Health 

http://www.schs.state.nc.us/SCHS/data/databook/
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(NC DPH) in 2004 in collaboration with the Carolina Center for Health Informatics (CCHI) in the 
UNC Department of Emergency Medicine to address the need for early event detection and 
timely public health surveillance in NC using a variety of secondary data sources. 
 
Data on injury-related ED visits shown below is summarized by county of the patient’s residence 
and is not hospital-specific.  The table below shows the relevant data for Brunswick County 
residents in the period 2012-2015. 
 

• Rates for Brunswick County presented in the table are lower than comparable rates for 
the state of NC, with the notable exception of the rate of violence-related ED visits 
among children, which is higher in the county than in the state. 

 
Table 42. Injury-Related Emergency Department Visits, by Patient County of Residence 

(2012-2015) 
Unadjusted Rate per 100,000 person-years 

 
Source: Harmon KJ, Waller AE, Harduar Morano L, Ising A. A Report on Violent Injuries Treated in Emergency Departments: 2012-
2015. Chapel Hill: NC. Carolina Center for Health Informatics, Department of Emergency Medicine, University of North Carolina at 
Chapel Hill, 2017. Available at: http://ncdetect.org/reports/. 

 
 
 

Cerebrovascular Disease 

Cerebrovascular disease, or stroke, was the fifth leading cause of death in Brunswick County in 
the 2012-2016 period (cited previously). 
 
 

Cerebrovascular Disease Mortality 

• While somewhat variable from period to period, the death rate in Brunswick County for 
cerebrovascular disease has fallen over the past decade. 

 
Table 43. Cerebrovascular Disease Mortality Rate Trend, 2003-2007 through 2012-2016 

 
Source - NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/ 

 
 
As the following figure illustrates, there has been little difference between the cerebrovascular 
disease mortality rates for males and females in Brunswick County. 
 

• In some aggregate periods cited, the stroke mortality rate was higher for females; in 
others it was higher for males.  Occasionally, rates for men and women were almost 
identical. 

  

# Rate # Rate # Rate # Rate # Rate # Rate # Rate

Brunswick 1,769 403.3 451 102.8 1,263 287.9 18 4.1 37 8.4 227 297.1 208 47.4

State Total 182,385 492.1 41,455 492.1 132,550 492.1 2,360 6.4 5,940 492.1 21,876 255.3 20,867 56.3

Undetermined 

IntentLocation
Violence-Related Self-Inflicted Assault-Related

Legal Intervention-

Related

Unintentional 

Firearm-Related

Violence-Related 

among Children

2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 47.5 46.2 43.0 39.8 37.4 36.2 34.9 34.9 39.9 40.1

State of NC 57.6 54.4 50.5 47.8 46.0 45.1 43.7 43.0 43.1 43.1

Location
Overall

http://ncdetect.org/reports/
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Figure 9. Gender Difference in Cerebrovascular Disease Mortality, Brunswick County 
 

 
Source: NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/, 

 
 

Cerebrovascular Disease Morbidity 

Hospital Data 

For cerebrovascular disease, the associated ICD-9 codes (applicable in 2015) are 430-434 and 
436-438; the associated ICD-10 codes (applicable to part of 2015 and both 2016 and 2017) are 
I60-I69.  Note that these are the same codes associated with causes of mortality cited on death 
certificates and in NC SCHS mortality rates, so proportions of mortality and morbidity in 
Brunswick County are comparable. 
 

• Overall, ICD codes for cerebrovascular disease were associated with 0.2% of all ED 
discharges, and 0.6% of all IP discharges in the period 2015-2017. 

 
Table 44. Hospital Discharges Associated with a Diagnosis of Cerebrovascular Disease 

Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department Inpatient 

2015 2016 2017 Total 2015 2016 2017 Total 

Diagnosis-Specific 18 16 32 66 6 4 4 14 

Total All Discharges 10,693 10,175 11,017 31,885 755 825 940 2,520 

Diagnosis as % of Total Discharges 0.2 0.2 0.3 0.2 0.8 0.5 0.4 0.6 
See text for list of associated ICD codes. 

 
 
Because the stroke mortality rates for males and females in Brunswick County are so similar, it 
may be illustrative to examine hospital discharges stratified by gender.  The table below re-
examines the data from the table immediately above, this time stratified by sex.  It should be 
noted, however, that when annualized the stratified IP data yields small numbers which have 
been suppressed to protect the identity of the patients. 
  

http://www.schs.state.nc.us/SCHS/data/databook/
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• Over the period cited, the number and proportion of ED discharges associated with a 
diagnosis of stroke were both approximately 36% higher among males than among 
females. 

 
Table 45. Hospital Discharges Associated with a Diagnosis of Cerebrovascular Disease, 

by Gender 
Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department Inpatient 

2015 2016 2017 Total 2015 2016 2017 Total 

Total Diagnosis-Specific 18 16 32 66 6 4 4 14 

Male 12 9 17 38 n/a n/a n/a n/a 

Male % Diagnosis-Specific 66.7 56.3 53.1 57.6 n/a n/a n/a n/a 

Female 6 7 15 28 n/a n/a n/a n/a 

Female % Diagnosis-Specific 33.3 43.7 46.9 42.4 n/a n/a n/a n/a 
See text for list of associated ICD codes. 

 
 
 

Alzheimer’s Disease 

Alzheimer’s disease was the sixth leading cause of death in Brunswick County in the 2012-2016 
period (cited previously). 
 
 

Alzheimer’s Disease Mortality 

• The death rate in Brunswick County for Alzheimer’s disease has risen steadily over the 
past decade.  The county mortality rate in the period 2012-2016 was nearly double the 
rate in 2003-2007.  Nevertheless, the Alzheimer’s disease mortality rate in Brunswick 
County is—and has been—significantly lower than the comparable state mortality rate. 

 
Table 46. Alzheimer’s Disease Mortality Rate Trend, 2003-2007 through 2012-2016 

 
Source - NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 
As the following figure illustrates, there has been a long-standing difference between the 
Alzheimer’s disease mortality rates for males and females in Brunswick County. 
 

• While Alzheimer’s disease mortality rates in the county have long been higher for 
females than for males, the data below shows that the “gap” has been narrowing rapidly 
in recent years as the rate for males has increased significantly.  In the 2003-2007 
aggregate period, the county Alzheimer’s disease mortality rate for females was more 
than twice the comparable rate for males; in the 2010-2016 period, the rate for females 
was only approximately 25% higher than the rate for males. 

 
  

2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 11.9 13.5 14.7 15.4 16.5 15.7 18.2 18.7 22.0 22.9

State of NC 28.3 28.7 28.8 28.5 29.0 29.3 28.9 29.2 30.2 31.9

Location
Overall

http://www.schs.state.nc.us/SCHS/data/databook/
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Figure 10. Gender Difference in Alzheimer’s Disease Mortality, Brunswick County 
 

 
Source: NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 

Alzheimer’s Disease Morbidity 

Hospital Data 

For Alzheimer’s disease, the associated ICD-9 code (applicable in 2015) is 331; the associated 
ICD-10 code (applicable to part of 2015 and all of 2016 and 2017) is G30.  Note that these are 
the same codes associated with causes of mortality cited on death certificates and in NC SCHS 
mortality rates. 
 
Counts of ED and IP discharges for patients with Alzheimer’s disease typically are low, and the 
data made available by DMH followed this pattern. 
 

• In the period 2015 through 2017 there were only 15 ED discharges.  To protect the 
privacy of the patients, no IP data or gender-stratified ED data is presented here. 

 
 
 

Diabetes Mellitus 

Diabetes mellitus was the seventh leading cause of death in Brunswick County in the 2012-
2016 period (cited previously). 
 
 

Diabetes Mellitus Mortality 

• The death rate in Brunswick County for diabetes mellitus has decreased slowly over the 
past decade. 

 
  

http://www.schs.state.nc.us/SCHS/data/databook/


54 
 

Table 47. Diabetes Mellitus Mortality Rate Trend, 2003-2007 through 2012-2016 

 
Source - NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 
As the following figure illustrates, the difference in the diabetes mellitus mortality rate between 
males and females in Brunswick County has changed significantly in recent years. 
 

• While diabetes mellitus mortality rates in the county historically have been higher for 
males than for females, the data below shows that the “gap” has been spreading rapidly 
in recent years, as the mortality rate for females has decreased and the comparable rate 
for males has increased. 

 
Figure 11. Gender Difference in Diabetes Mellitus Mortality, Brunswick County 

 
Source: NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 

Diabetes Mellitus Morbidity 

Diabetes Prevalence 

According to data from the US Centers for Disease Control and Prevention, which catalogs 
prevalence data for diabetes by county, the prevalence of adult diabetes in Brunswick County in 
the nine-year period 2005 through 2013 was 8.5%, compared to a statewide prevalence of 
9.4%. 
 
  

2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 21.2 21.9 19.4 17.7 16.8 16.6 15.7 17.7 16.7 18.5

State of NC 26.4 25.2 24.0 22.5 22.0 21.8 21.7 22.1 22.8 23.0

Overall
Location

http://www.schs.state.nc.us/SCHS/data/databook/
http://www.schs.state.nc.us/SCHS/data/databook/


55 
 

Table 48. Adult1 Diagnosed Diabetes Prevalence Estimate Trend (2005 through 2013) 

 
Source:  Centers for Disease Control and Prevention, Diabetes. Data and Statistics.  County Data. County Data Indicators: 
Diagnosed Diabetes Prevalence. https://www.cdc.gov/diabetes/data/countydata/countydataindicators.html 
Source for state data:  Centers for Disease Control and Prevention, Diabetes. Data and Statistics. National and State Data. 
https://gis.cdc.gov/grasp/diabetes/DiabetesAtlas.html. 
1 Adults are those who are 20 or older 
Note: The prevalence of diagnosed diabetes and selected risk factors by county was estimated using data from CDC's Behavioral 
Risk Factor Surveillance System (BRFSS) and data from the U.S. Census Bureau's Population Estimates Program. Three years of 
data were used to improve the precision of the year-specific county-level estimates of diagnosed diabetes and selected risk factors. 
Note: Methods changed in 2011 and the CDC warns that current data should not be compared to previous years. 

 
 
Hospital Data 

For diabetes mellitus, the associated ICD-9 code (applicable in 2015) is 250; the associated 
ICD-10 codes (applicable to part of 2015 and both 2016 and 2017) are E10-E14.  Note that 
these are the same codes associated with causes of mortality cited on death certificates and in 
NC SCHS mortality rates, so proportions of mortality and morbidity in Brunswick County are 
comparable. 
 

• Overall, ICD codes for diabetes mellitus were associated with 0.4% of all ED discharges, 
and 1.5% of all IP discharges in the period 2015-2017. 

 
Table 49. Hospital Discharges Associated with a Diagnosis of Diabetes Mellitus 

Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department Inpatient 

2015 2016 2017 Total 2015 2016 2017 Total 

Diagnosis-Specific 38 36 64 138 10 12 16 38 

Total All Discharges 10,693 10,175 11,017 31,885 755 825 940 2,520 

Diagnosis as % of Total Discharges 0.3 0.4 0.6 0.4 1.3 1.5 1.7 1.5 
See text for list of associated ICD codes. 

 
 
Because the difference in diabetes mellitus mortality rates for males and females in Brunswick 
County is changing in character, it may be illustrative to examine hospital discharges stratified 
by gender.  The table below re-examines the data from the table immediately above, this time 
stratified by sex. It should be noted, however, that when annualized the stratified IP data yields 
small numbers which have been suppressed to protect the identity of the patients. 
 

• Over the period cited, the number and proportion of ED discharges associated with a 
diagnosis of diabetes were both approximately 6% higher among females than among 
males. 

• Gender-stratified IP data yields small numbers that have been suppressed to protect the 
privacy of the patients. 

 
  

# % # % # % # % # % # % # % # % # %

Brunswick 6,398 8.2 6,847 8.2 7,091 8.1 7,683 8.4 9,282 8.6 10,275 9.3 9,917 8..7 10,263 8.6 10,195 8.1

State Total n/a 8.4 n/a 9.0 n/a 8.9 n/a 9.1 n/a 9.2 n/a 9.4 n/a 10.1 n/a 9.7 n/a 10.5

2013

Number and Age-Adjusted Percent 

Location 2005 2006 2007 2008 2009 2010 2011 2012

https://www.cdc.gov/diabetes/data/countydata/countydataindicators.html
https://gis.cdc.gov/grasp/diabetes/DiabetesAtlas.html
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Table 50. Hospital Discharges Associated with a Diagnosis of Diabetes Mellitus, by 
Gender 

Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department Inpatient 

2015 2016 2017 Total 2015 2016 2017 Total 

Total Diagnosis-Specific 38 36 64 138 10 12 16 38 

Male 20 18 29 67 n/a n/a n/a 25 

Male % Diagnosis-Specific 52.6 50.0 45.3 48.6 n/a n/a n/a 65.8 

Female 18 18 35 71 n/a n/a n/a 13 

Female % Diagnosis-Specific 47.4 50.0 54.7 51.4 n/a n/a n/a 34.2 
See text for list of associated ICD codes. 

 
Diabetes was included in the list of health problems among which 2018 Community Health 
Survey respondents could choose as a main cause of death in the community.  Diabetes was 
the fourth ranked specific cause of death on the final list, being chosen by 30 (3.6%) of 
respondents. 
 
Among lifestyle factors contributing to diabetes prevalence and mortality, overweight and 
obesity are perhaps the most important.  While the 2018 Dosher Community Survey did not ask 
respondents to self-report their height, weight or BMI, it did include obesity among topics that 
could be chosen as important community health problems.  Seventy-six 2018 survey 
respondents (9.1%) chose “obesity” as the biggest health issue of concern in the community, 
ranking it third. 
 
 
 

Unintentional Motor Vehicle Injuries 

As described earlier in this report, the NC State Center for Health Statistics distinguishes 
Unintentional Motor Vehicle Injuries from All Other Unintentional Injuries when calculating 
mortality rates and ranking leading causes of death.  (Deaths due to All Other Unintentional 
Injuries were discussed in detail in a previous section of this report.)  
 
Mortality attributable to Unintentional Motor Vehicle Injury was the eighth leading cause of death 
in Brunswick County in the 2012-2016 period (cited previously). 
 
 

Unintentional Motor Vehicle Injuries Mortality 

• The death rate in Brunswick County for Unintentional Motor Vehicle Injuries has fallen 
significantly over the past decade. 

 
Table 51. Unintentional Motor Vehicle Injury Mortality Rate Trend, 2003-2007 through 

2012-2016 

 
Source - NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
  

2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 29.2 29.1 28.6 29.3 26.4 24.6 22.2 20.2 17.6 16.3

State of NC 19.1 18.6 17.6 16.7 15.5 14.3 13.7 13.5 13.6 14.1

Overall
Location

http://www.schs.state.nc.us/SCHS/data/databook/
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Throughout NC the mortality rate for unintentional motor vehicle injuries historically is 
significantly higher for males than for females.  The following figure shows the difference in 
mortality between males and females in Brunswick County over the past decade. 
 

• A significant difference in unintentional motor vehicle injury mortality between males in 
females in Brunswick County has lasted for at least a decade. 

• Over the period cited the mortality rate for males for this LCD has been as much as 
three times the comparable rate for females. 

• Motor vehicle injury death rates have declined over the period cited for both males and 
females in Brunswick County. 

 
Figure 12. Gender Difference in Unintentional Motor Vehicle Injury Mortality 

Brunswick County 

 
Source: NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 

Unintentional Motor Vehicle Injury Mortality by Age Group 

The unintentional motor vehicle injury mortality rate has a strong age component.  The table 
below presents unintentional motor vehicle injury mortality data, stratified by age group, for the 
aggregate period 2012-2016.  Note that this data is not age-adjusted. 
  

• In Brunswick County in the aggregate period cited, the 20-39 age group had the highest 
motor vehicle injury mortality rate (19.4), as was also the case statewide (18.8). 

 
Table 52. Motor Vehicle Injury Mortality, Numbers and Rates, by Age (2012-2016) 

 
Source: NC State Center for Health Statistics, 2018 County Health Databook, Death Counts and Crude Death Rates per 100,000 
Population for Leading Causes of Death, by Age Groups, NC 2012-2016 http://www.schs.state.nc.us/data/databook/.   
  

Number Rate Number Rate Number Rate Number Rate

Brunswick n/a n/a 10 8.9 22 19.4 38 18.1

State of NC n/a n/a 778 6.1 2,470 18.8 2,551 15.5

Location

Number of Deaths and Unadjusted Death Rates per 100,000 Population

All Ages 0-19 20-39 40-64

http://www.schs.state.nc.us/SCHS/data/databook/
http://www.schs.state.nc.us/data/databook/
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Unintentional Motor Vehicle Injuries Morbidity 

Hospital Data 

Parsing information relative to injury, poisoning and violence from ICD-9- or ICD-10-coded 
hospital data is difficult because injuries, poisoning and violence are coded both for the 
consequence of the event (e.g., the bodily location of the injury) and its external cause (e.g., 
automobile collision).  Further, certain codes delineate between unintentional (e.g., accidental) 
and intentional injury (e.g., deliberate self-harm).  Analyzing hospital data for discharges related 
to the LCD Unintentional Motor Vehicle Injuries would involve a multi-step process beyond the 
scope of this CHNA project. 
 
 

Alcohol-Related Traffic Crashes 

The Highway Safety Research Center at the University of North Carolina at Chapel Hill 
catalogues information gathered on vehicular crashes throughout the state, including data on 
traffic crashes that are alcohol-related.  The table below summarizes some of this data for 
Brunswick County and the state of NC for the years 2011 through 2015. 
 

• During the five-year period cited, the average percent of traffic crashes in Brunswick 
County that were alcohol-related was 5.3%; the comparable figure for the state of NC 
was 4.9%. 

 
Table 53. Alcohol-Related Traffic Crash Trend, 2011-2015 

 
Source: North Carolina Alcohol Facts, [years as noted]. Highway Safety Research Center at the University of North Carolina at 
Chapel Hill website: http://ncaf.hsrc.unc.edu/. 

 
 
 

Suicide 

Mortality attributable to suicide was the ninth leading cause of death in Brunswick County in the 
2012-2016 period (cited previously). 
 
 

Suicide Mortality 

• Although quite variable over time, the death rate in Brunswick County for suicide has 
risen in the net over the past decade. 

 
Table 54. Suicide Mortality Rate Trend, 2003-2007 through 2012-2016 

 
Source - NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

  

Brunswick 1,914 118 6.2 2,039 124 6.1 2,111 94 4.5 2,213 122 5.5 2,473 109 4.4

State Total 208,509 10,708 5.1 213,641 11,274 5.3 220,309 10,802 4.9 226,586 10,831 4.8 251,688 11,529 4.6

Total Crashes

# Alcohol-

Related 

Crashes

% Alcohol-

Related 

Crashes

# 

Reportable 

Crashes

# Alcohol-

Related 

Crashes

% Alcohol-

Related 

Crashes

% Alcohol-

Related 

Crashes

# 

Reportable 

Crashes

# Alcohol-

Related 

Crashes

% Alcohol-

Related 

Crashes

# 

Reportable 

Crashes

# 

Reportable 

Crashes

Total Crashes Total Crashes Total Crashes

# Alcohol-

Related 

Crashes

Location

2011 2012 2013 2014 2015

% Alcohol-

Related 

Crashes

# 

Reportable 

Crashes

# Alcohol-

Related 

Crashes

Total Crashes

2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 14.1 14.0 15.1 13.8 13.5 13.4 13.8 14.7 15.6 14.6

State of NC 11.7 11.9 11.9 12.1 12.1 12.2 12.2 12.4 12.7 12.9

Location
Overall

http://ncaf.hsrc.unc.edu/
http://www.schs.state.nc.us/SCHS/data/databook/
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Throughout NC the mortality rate for suicide historically is significantly higher for males than for 
females.  The following figure shows the difference in mortality between males and females in 
Brunswick County over the past five aggregate periods.  Note that the time interval covered by 
the graph includes only aggregate periods 2008-2012 through 2012-2016 because prior to 
2008-2012 suicide rates for females were suppressed due to below-threshold numbers of 
events. 
 

• A significant difference in suicide mortality between males in females in Brunswick 
County has lasted for at least five years. 

• Over the period cited the suicide mortality rate for males has been as much as three 
times the comparable rate for females. 

• Because the suicide mortality rate for females in Brunswick County has remained 
relatively static, the increase in the overall suicide mortality rate is due primarily to the 
rate among males. 

 
Figure 13. Gender Difference in Suicide Mortality, Brunswick County 

 

Source: NC State Center for Health Statistics, County-level Data, County Health Data Books (2014-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 

Suicide Morbidity 

Hospital Data 

Analyzing hospital data for discharges related to the LCD of suicide is complicated beyond the 
scope of this CHNA project. 
 
 
  

http://www.schs.state.nc.us/SCHS/data/databook/
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Nephritis, Nephrotic Syndrome and Nephrosis 

This LCD, which was the 10th leading cause of death in Brunswick County in the 2012-2016 
period (sited elsewhere,) is sometimes referred to with the short-hand descriptor “kidney 
disease”.  That convention will be used here. 
 
 

Kidney Disease Mortality 

• The kidney disease mortality rate in Brunswick County has fallen slowly over the past 
decade. 

 
Table 55. Kidney Disease Mortality Rate Trend, 2003-2007 through 2012-2016 

 
Source - NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 
The following figure shows the difference in kidney disease mortality between males and 
females in Brunswick County over the past ten years. 
 

• There has been a significant but variable difference in kidney disease mortality rates for 
males in females in Brunswick County for at least a decade. 

• Over the period cited the kidney disease mortality rate for males has remained higher 
than the comparable rate for females but the difference has been quite variable.  In the 
most recent period (2012-2016) the rate for males is 21% higher than the rate for 
females. 

 
Figure 14. Gender Difference in Kidney Disease Mortality, Brunswick County 

 
Source: NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

  

2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 16.1 17.3 17.4 18.0 15.7 16.1 15.3 14.7 13.7 14.2

State of NC 18.5 18.8 19.0 18.9 18.6 18.0 17.6 17.0 16.3 16.4

Location
Overall

http://www.schs.state.nc.us/SCHS/data/databook/
http://www.schs.state.nc.us/SCHS/data/databook/
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Kidney Disease Morbidity 

Hospital Data 

For kidney disease, the associated ICD-9 codes (applicable in 2015) are 580-589; the 
associated ICD-10 codes (applicable to part of 2015 and all of 2016 and 2017) are N00-N07, 
N17-N19, N25-N27.  Note that these are the same codes associated with causes of mortality 
cited on death certificates and in NC SCHS mortality rates, so proportions of mortality and 
morbidity in Brunswick County are comparable. 
 

• Overall, ICD codes for kidney disease were associated with 0.2% of all ED discharges, 
and 2.0% of all IP discharges in the period 2015-2017. 

 
Table 56. Hospital Discharges Associated with a Diagnosis of Kidney Disease 

Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department Inpatient 

2015 2016 2017 Total 2015 2016 2017 Total 

Diagnosis-Specific 12 7 18 37 7 21 23 51 

Total All Discharges 10,693 10,175 11,017 31,885 755 825 940 2,520 

Diagnosis as % of Total Discharges 0.1 0.07 0.2 0.1 0.9 2.5 2.4 2.0 
See text for list of associated ICD codes. 

 
 
Because the difference in kidney disease mortality rates for males and females in Brunswick 
County appears to be changing in character, it may be illustrative to examine hospital 
discharges stratified by gender.  The table below re-examines the data from the table 
immediately above, this time stratified by sex.  It should be noted, however, that when 
annualized the stratified data yields small numbers which have been suppressed to protect the 
privacy of the patients. 
 

• Over the period cited, the number and proportion of ED discharges associated with a 
diagnosis of kidney disease were both approximately 25% higher among males than 
among females. 

• In the same period the number and proportion of IP discharges associated with a 
diagnosis of kidney disease among males were 55% higher than the comparable figures 
among females. 

 
Table 57. Hospital Discharges Associated with a Diagnosis of Kidney Disease, by Gender 

Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department Inpatient 

2015 2016 2017 Total 2015 2016 2017 Total 

Total Diagnosis-Specific 12 7 18 37 7 21 23 51 

Male n/a n/a n/a 22 n/a n/a n/a 31 

Male % Diagnosis-Specific n/a n/a n/a 59.5 n/a n/a n/a 60.8 

Female n/a n/a n/a 15 n/a n/a n/a 20 

Female % Diagnosis-Specific n/a n/a n/a 40.5 n/a n/a n/a 39.2 
See text for list of associated ICD codes. 
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Pneumonia and Influenza 

Pneumonia and influenza, which are often co-occurring or sequential conditions, are designated 
jointly as a leading cause of death.  This LCD was the 11th leading cause of death in Brunswick 
County in the 2012-2016 period (cited previously).  Note that this data does not include the 
particularly deadly recent flu season of 2017-2018.   
 
 

Pneumonia and Influenza Mortality 

• Despite an increase in the early part of the time span cited, the pneumonia/influenza 
mortality rate in Brunswick County has fallen overall in the past decade. 

 
Table 58. Pneumonia and Influenza Mortality Rate Trend, 2003-2007 through 2012-2016 

 
Source - NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 
The following figure shows the difference in mortality rates for pneumonia/influenza between 
males and females in Brunswick County over the past ten years. 
 

• The pattern of the mortality rate difference between males and females in Brunswick 
County for pneumonia/influenza has changed over time.  At the beginning of the span of 
time cited, females displayed the higher mortality rate.  Since 2005-2009 males have 
suffered the higher mortality rate. 

 
Figure 15. Gender Difference in Pneumonia/Influenza Mortality, Brunswick County 

 

Source: NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

  

2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 14.6 15.4 16.0 17.5 16.9 15.8 14.4 13.4 11.6 11.2

State of NC 21.4 20.3 19.7 18.5 17.9 18.0 17.9 17.6 17.8 17.8

Location
Overall

http://www.schs.state.nc.us/SCHS/data/databook/
http://www.schs.state.nc.us/SCHS/data/databook/
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Pneumonia and Influenza Morbidity 

Hospital Data 

For pneumonia and influenza, the associated ICD-9 codes (applicable in 2015) are 480-488; the 
associated ICD-10 codes (applicable to part of 2015 and all of 2016 and 2017) are J10-J18.  
Note that these are the same codes associated with causes of mortality cited on death 
certificates and in NC SCHS mortality rates, so proportions of mortality and morbidity in 
Brunswick County are comparable. 
 

• Overall, ICD codes for pneumonia and influenza were associated with 1.1% of all ED 
discharges, and 5.9% of all IP discharges in the period 2015-2017. 

 
Table 59. Hospital Discharges Associated with a Diagnosis of Pneumonia/Influenza 

Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department Inpatient 

2015 2016 2017 Total 2015 2016 2017 Total 

Diagnosis-Specific 125 83 151 359 49 39 61 149 

Total All Discharges 10,693 10,175 11,017 31,885 755 825 940 2,520 

Diagnosis as % of Total Discharges 1.2 0.8 1.4 1.1 6.5 4.7 6.5 5.9 
See text for list of associated ICD codes. 

 
 
Because recently there has been a significant difference in pneumonia/influenza mortality rates 
for males and females in Brunswick County, it may be illustrative to examine hospital discharges 
stratified by gender.  The table below re-examines the data from the table immediately above, 
this time stratified by sex. 
 

• Over the period cited, the number and proportion of ED discharges associated with a 
diagnosis of pneumonia/influenza were both approximately 18% higher among females 
than among males despite these gender groups being present in similar proportions in 
the overall Brunswick County population. 

• Over the same period the number and proportion of IP discharges associated with a 
diagnosis of pneumonia/influenza among females were 19% higher than the comparable 
figures among males. 

 
Table 60. Hospital Discharges Associated with a Diagnosis of Pneumonia/Influenza, by 

Gender 
Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department Inpatient 

2015 2016 2017 Total 2015 2016 2017 Total 

Total Diagnosis-Specific 125 83 151 359 49 39 61 149 

Male 62 36 67 165 22 13 33 68 

Male % Diagnosis-Specific 49.6 43.4 44.4 46.0 44.9 33.3 54.1 45.8 

Female 63 47 84 194 27 26 28 81 

Female % Diagnosis-Specific 50.4 56.6 55.6 54.0 55.1 66.7 45.9 54.4 
See text for list of associated ICD codes. 

 
Since in recent years influenza and associated pneumonias have been deemed of greater 
threat to the young and the elderly, it may be illustrative to examine hospital discharge data for 
these diagnoses stratified by age group.  The age groups under consideration are Pediatric 
(under age 18), Adult (ages 18-64), and Geriatric (age 65 and older). 
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According to data presented in the table below: 
 

• Pediatric-aged patients composed approximately 17% of all ED discharges with a 
primary diagnosis of pneumonia/influenza.  This age group composed 17% of the overall 
Brunswick County population in the 2012-2016 period.  According to the data, there 
were no pediatric IP hospitalizations for influenza/pneumonia in the 2015-2017 period. 

• Adult, non-geriatric age patients (18-64) composed approximately 38% of all ED 
discharges associated with these diagnoses, while representing 56% of the overall 
county population.  Adults in the 18-64 age group accounted for approximately 19% of 
all IP hospitalizations associated with pneumonia/influenza in the period cited. 

• Geriatric patients composed almost 45% of all ED discharges and over 81% of all IP 
discharges associated with a diagnosis of pneumonia/influenza in the 2015-2017 period, 
while in the same period persons in the 65 and older composed approximately 27% of 
the overall Brunswick County population. 

 
Table 61. Hospital Discharges Associated with a Diagnosis of Pneumonia/Influenza, by 

Age Group 
Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department Inpatient 

2015 2016 2017 Total 2015 2016 2017 Total 

Total Diagnosis-Specific 125 83 151 359 49 39 61 149 

Pediatric (Under 18) 13 16 31 60 0 0 0 0 

Pediatric % Diagnosis-Specific 10.4 19.3 20.5 16.7 0 0 0 0 

Adult (18-64) 47 26 65 138 8 7 13 28 

Adult % Diagnosis-Specific 37.6 31.3 43.0 38.4 16.3 17.9 21.3 18.8 

Geriatric (65 and Over) 65 41 55 161 41 32 48 121 

Geriatric % Diagnosis-Specific 52.0 49.4 36.4 44.8 83.7 82.1 78.7 81.2 
See text for list of associated ICD codes. 

 
 
Local mortality and morbidity rates for pneumonia and influenza sometimes can be related to 
the use of preventive immunization (and the effectiveness of that immunization) in the 
community.  It is difficult to determine with accuracy the penetration of immunization-seeking 
behaviors in a community, for while individual providers keep their own immunization records, 
there is usually not a central, local database in the public domain in which the data is collected. 
 
The following table presents immunization utilization data gathered via a subsample of three 
years of NC Behavioral Risk Factor Surveillance System (BRFSS) data.  The subsample 
represented survey participants from Region 8 of the NC Association of Local Health Directors, 
which includes residents of Brunswick, Bladen, Columbus, Duplin, New Hanover, Onslow, 
Pender, Robeson and Sampson counties.  The data shown pertains to answers to two 
questions relating to pneumonia and influenza immunization.  Note that this data is not available 
stratified to the level of individual county. 
 

• From the data presented it appears that percentage utilization of influenza and 
pneumonia immunizations in the Region 8 counties is similar to the percentages 
statewide. 

• Immunization utilization in Region 8 among the population age 65 and older is 
significantly higher than utilization in other groups, but still not high enough to protect this 
especially vulnerable group. 
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Table 62. Immunization Rates, NC Association of Local Health Directors, Region 81 

 Percent Answering “Yes” 

2014 2015 2016 

Had seasonal flu shot or flu mist in the past 12 months?    

Total, Region 8 45.5 46.2 43.3 

Males n/a 44.3 43.7 

Females n/a 48.1 42.9 

Over age 65 n/a 68.6 60.9 

Non-Hispanic White n/a 51.9 46.2 

Non-Hispanic Black n/a n/a 35.4 

North Carolina Average 44.6 47.6 44.3 

Ever had a pneumonia shot?    

Total, Region 8 34.0 34.1 36.7 

Males n/a 28.9 35.3 

Females n/a 38.9 38.1 

Over age 65 n/a 71.5 71.3 

Non-Hispanic White n/a 36.7 40.5 

Non-Hispanic Black n/a n/a 33.6 

North Carolina Average 30.8 34.0 34.9 
Source: NC State Center for Health Statistics, BRFSS, Survey Results (Years as noted). 
1 – Region 8 includes Brunswick, Bladen, Columbus, Duplin, New Hanover, Onslow, Pender, Robeson and Sampson counties 
 

 

Septicemia 

Septicemia is a rapidly progressing infection resulting from the presence of bacteria in the 
blood.  The disease often arises from other infections throughout the body, such as meningitis, 
burns, and wound infections.  Septicemia can lead to septic shock in which case low blood 
pressure and low blood flow cause organ failure.  While septicemia can be community-acquired, 
some cases are acquired by patients hospitalized initially for other conditions; these are referred 
to as nosocomial infections.  Sepsis is now a preferred term for septicemia, but NC SCHS 
continues to use the older term. 
 
Septicemia was the 12th-ranked cause of death in Brunswick County in 2012-2016 (cited 
previously). 
 
 

Septicemia Mortality 

• The septicemia mortality rate in Brunswick County has fallen significantly over the past 
decade.  However, the 2012-2016 septicemia mortality rate was higher than the rate in 
2011-2015 and may bear watching. 

 
Table 63. Septicemia Mortality Rate Trend, 2003-2007 through 2012-2016 

 
Source - NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
  

2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 19.4 16.5 15.1 13.1 11.4 9.8 10.7 10.2 8.9 9.5

State of NC 14.2 14.2 14.0 13.7 13.6 13.4 13.3 13.0 13.0 13.1

Overall
Location

http://www.schs.state.nc.us/SCHS/data/databook/
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The following figure shows the difference in septicemia mortality between males and females in 
Brunswick County over the past ten years. 
 

• Over the period cited the septicemia mortality rate for females remained higher than the 
comparable rate for males although the extent of the difference has been somewhat 
variable.  In the most recent period (2012-2016) the rate for females was 27% higher 
than the rate for males. 

 
Figure 16. Gender Difference in Septicemia Mortality, Brunswick County 

 
Source: NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 

Septicemia Morbidity 

Hospital Data 

For septicemia, the associated ICD-9 code (applicable in 2015) is 038; the associated ICD-10 
codes (applicable to part of 2015 and both 2016 and 2017) are A40-A41.  Note that these are 
the same codes associated with causes of mortality cited on death certificates and in NC SCHS 
mortality rates, so proportions of mortality and morbidity in Brunswick County are comparable. 
 

• Note that annualized ED data was suppressed to protect the privacy of the patients. 

• Overall, ICD codes for septicemia were associated with less than 0.1% of all ED 
discharges, and 2.7% of all IP discharges in the period 2015-2017. 

 
Table 64. Hospital Discharges Associated with a Diagnosis of Septicemia 

Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department Inpatient 

2015 2016 2017 Total 2015 2016 2017 Total 

Diagnosis-Specific n/a n/a n/a 22 25 17 25 67 

Total All Discharges 10,693 10,175 11,017 31,885 755 825 940 2,520 

Diagnosis as % of Total Discharges n/a n/a n/a 0.07 3.3 2.1 2.7 2.7 
See text for list of associated ICD codes. 

  

http://www.schs.state.nc.us/SCHS/data/databook/
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Because there is an on-going difference in septicemia mortality rates for males and females in 
Brunswick County, it may be illustrative to examine hospital discharges stratified by gender.  
The table below re-examines the data from the table immediately above, this time stratified by 
sex.  It should be noted, however, that the stratified ED data yields several small numbers that 
were suppressed to protect the privacy of the patients. 
 

• Over the period cited, the number and proportion of ED discharges associated with a 
diagnosis of septicemia were both approximately 44% higher among males than among 
females. 

• In the same period the number and proportion of IP discharges associated with a 
diagnosis of septicemia among males were 1.3 times the comparable figures among 
females. 

• Note that regarding septicemia, males have higher proportions of ED and IP hospital 
discharges than females, and that females have the higher mortality rate. 

 
Table 65. Hospital Discharges Associated with a Diagnosis of Septicemia, by Gender 

Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department Inpatient 

2015 2016 2017 Total 2015 2016 2017 Total 

Total Diagnosis-Specific n/a n/a n/a 22 25 17 25 67 

Male n/a n/a n/a 13 17 11 19 47 

Male % Diagnosis-Specific n/a n/a n/a 59.1 68.0 64.7 76.0 70.1 

Female n/a n/a n/a 9 n/a n/a n/a 20 

Female % Diagnosis-Specific n/a n/a n/a 40.9 n/a n/a n/a 29.9 
See text for list of associated ICD codes. 

 
 
 

Chronic Liver Disease and Cirrhosis 

Chronic liver disease and cirrhosis was the 13th-ranked cause of death in Brunswick County in 
2012-2016 (cited previously). 
 
 

Chronic Liver Disease and Cirrhosis Mortality 

• With little overall variation, the chronic liver disease/cirrhosis mortality rate in Brunswick 
County has fallen only slightly over the past decade. 

 
Table 66. Chronic Liver Disease and Cirrhosis Mortality Rate Trend, 2003-2007 through 

2012-2016 

 
Source - NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 
The following figure shows the difference in chronic liver disease and cirrhosis mortality 
between males and females in Brunswick County over the past ten years. 
  

2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 9.5 9.4 9.4 9.9 9.9 8.8 8.2 8.5 10.0 8.8

State of NC 8.9 9.1 9.2 9.1 9.3 9.3 9.5 9.7 10.1 10.3

Location
Overall

http://www.schs.state.nc.us/SCHS/data/databook/
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• Over the period cited the chronic liver disease/cirrhosis mortality rate for males remained 
higher than the comparable rate for females although the extent of the difference has 
been somewhat variable.  This is due likely to small numbers of relevant cases, 
particularly among females.  Note that due to below-threshold numbers of chronic liver 
disease deaths among Brunswick County women in 2010-2014, NC SCHS suppressed 
the corresponding mortality rate. 

 
Figure 17. Gender Difference in Chronic Liver Disease and Cirrhosis Mortality, Brunswick 

County 

 
Source: NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 

Septicemia Morbidity 

Hospital Data 

For chronic liver disease and cirrhosis, the associated ICD-9 code (applicable in 2015) is 571; 
the associated ICD-10 codes (applicable to part of 2015 and both 2016 and 2017) are K70 and 
K73-K74.  Note that these are the same codes associated with causes of mortality cited on 
death certificates and in NC SCHS mortality rates, so proportions of mortality and morbidity in 
Brunswick County are comparable. 
 

• The numbers of ED and IP discharges associated with ICD codes for chronic liver 
disease and cirrhosis were very small.  The data have been suppressed to protect the 
privacy of patients. 

 
 
 

Homicide 

Homicide was the 14th-ranked cause of death in Brunswick County in 2012-2016 (cited 
previously). 
 
  

http://www.schs.state.nc.us/SCHS/data/databook/
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Homicide Mortality 

• The homicide mortality rate in Brunswick County has fallen slowly but steadily over the 
past decade. 

 
Table 67. Homicide Mortality Rate Trend, 2003-2007 through 2012-2016 

 
Source - NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 
Due to small numbers of homicide deaths in Brunswick County, the NC SCHS has released too 
few gender-stratified homicide mortality rates over the past decade to permit comparison.  
Statewide, in the 2012-2016 aggregate period the homicide mortality rate for males was nearly 
four times the comparable rate for females, a pattern often repeated in the larger NC counties. 
 
 
 

Acquired Immune Deficiency Syndrome (AIDS) 

AIDS was the 15th-ranked cause of death in Brunswick County in 2012-2016 (cited previously). 
 

AIDS Mortality 

• The AIDS mortality rate in Brunswick County has decreased significantly over the past 
decade, a pattern seen throughout NC and the nation. 

 
Table 68. AIDS Mortality Rate Trend, 2003-2007 through 2012-2016 

 
Source - NC State Center for Health Statistics, County-level Data, County Health Data Books (2009-2018), Mortality, NC Resident 
Race-Specific and Sex-Specific Age-Adjusted Death Rates, by County; http://www.schs.state.nc.us/SCHS/data/databook/. 

 
 
Due to small numbers of AIDS deaths in Brunswick County, the NC SCHS has released too few 
gender-stratified AIDS mortality rates over the past decade to permit comparison.  Statewide, in 
the 2012-2016 aggregate period the AIDS mortality rate for males was nearly three times the 
comparable rate for females. 
 
 

HIV Disease Morbidity 

Hospital Data 

In the three-year period covered by the available ED and IP data from DMH, there were no ED 
or IP discharges associated with ICD-9 or ICD-10 codes for HIV Disease, the precursor to full-
blown AIDS. 
 
  

2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 6.7 7.1 7.1 6.0 5.7 4.6 3.9 4.4 4.4 4.5

State of NC 7.1 7.2 7.0 6.6 6.3 6.0 5.8 5.7 5.8 6.2

Location
Overall

2003-2007 2004-2008 2005-2009 2006-2010 2007-2011 2008-2012 2009-2013 2010-2014 2011-2015 2012-2016

Brunswick 6.7 7.1 7.1 6.0 5.7 4.6 3.9 4.4 4.4 4.5

State of NC 7.1 7.2 7.0 6.6 6.3 6.0 5.8 5.7 5.8 6.2

Location
Overall

http://www.schs.state.nc.us/SCHS/data/databook/
http://www.schs.state.nc.us/SCHS/data/databook/


70 
 

Other Causes of Morbidity 

Obesity 

Adults 

Local data on obesity and overweight is scarce throughout the state of North Carolina.  Often 
the best option is to review limited data available in the public domain. 
 
For example, according to data from the US Centers for Disease Control and Prevention, which 
catalogs prevalence data for obesity by county, the prevalence of adult (age 20 or older) obesity 
in Brunswick County in the nine-year period 2005 through 2013 was 28.2% (6).  Comparable 
state data are not available from this source. 
 
While the 2018 Dosher Community Survey did not ask respondents (presumably all adults age 
18 or older) to self-report their height, weight or BMI, it did include obesity among topics that 
could be chosen as important community health problems.  Seventy-six 2018 survey 
respondents (9.1%) chose “obesity” as the biggest health issue of concern in the community, 
ranking it third. 
 

Children 

Local information on obesity and overweight in children is often limited to data collected 
primarily in health department child health and WIC clinics.  Such data, admittedly somewhat 
dated, exists for Brunswick County as reported through the NC PedNESS (NC Pediatric 
Nutrition and Epidemiology Surveillance System).  The table below reports on NC PedNESS 
summaries for three age groups for 2015. 
 

• According to the data presented, the percentages of overweight and obesity among 
Brunswick County children in the program are similar to frequencies statewide. 

 
Table 69. Percent Prevalence of Obesity, Overweight, Healthy Weight and Underweight in 

Children 
2015 

 Underweight 
Healthy 
Weight 

Overweight Obese 

Age 2-4     

Brunswick County 4.9% 64.5% 15.9% 14.7% 

State of NC 4.5% 66.5% 15.0% 14.0% 

Age 5-11     

Brunswick County 12.8% 62.0% 12.8% 12.4% 

State of NC 10.9% 60.8% 13.3% 15.0% 

Age 2-18     

Brunswick County 7.0% 63.6% 15.1% 14.3% 

State of NC 5.7% 65.1% 14.6% 14.6% 

Source: 2015 NC-PedNESS: Obesity in Children 2 through 4 by County. Retrieved July 9, 2017, from Eat Smart Move More, Data 
on Children and Youth website: http://www.eatsmartmovemorenc.com/Data/ChildAndYouthData.html. 
Effective 2014, NC-NPASS (North Carolina Nutrition and Physical Activity Surveillance System) has been renamed to NC-PedNESS 
to better reflect the contents of the data for children collected from WIC and Child Health Clinics.  As in the legacy surveillance 
system the data still consists of children ages 2 through 4 which are reflective of the population at 185% of the federal poverty level. 
The children ages 2 through 4 included in the NC-PedNESS data are from the Special Supplemental Nutrition Program for Women, 
Infants, and Children – better known as the WIC Program and Child Health Clinics.  Children are not eligible to participate in WIC 
once they become 5 years old.  The NC-PedNESS Data also contains data on children 5 years and older from Child Health Clinics 
and some School based Health Centers.  

http://www.eatsmartmovemorenc.com/Data/ChildAndYouthData.html


71 
 

Mental and Behavioral Health Issues 

With the mental health system in the state—and Brunswick County—still coping with system 
reform growing pains, mental health merits a closer look.  
  
The unit of NC government responsible for overseeing mental health services is the Division of 
Mental Health, Developmental Disabilities and Substance Abuse Services (DMH/DD/SAS).  
  
In 2001, the NC General Assembly passed the Mental Health System Reform Act, which ended 
the previous system by which quasi-independent local entities such as counties and regional 
agencies delivered mental health services by directly employing the care providers. The new 
law essentially privatized mental health services by requiring the governmental local 
management entities (LMEs) to contract with other public or private providers or provider groups 
to serve area residents in need of mental health services.  The local counties and regions no 
longer directly controlled the provision of services, but instead were responsible for managing 
provider contracts (7). 
  
The status quo of the mental health system in NC did not remain static for long, since state 
government recognized that even with reorganization of the service system the budget for 
Medicaid-funded mental health services was not adequately managed and was growing at a 
high rate each year.  In 2004 the state Division of Medical Assistance chose to implement the 
1915(b)(c) Medicaid Waiver Program to control and budget the costs of Medicaid-funded mental 
health, developmental disability, and substance abuse services.  Starting in 2005 the state 
established one LME (Piedmont Behavioral Health) as a pilot Medicaid managed care vendor 
via the waiver program.  Several expansions of the pilot program were undertaken and 
NCDHHS was instructed to implement the 1915(b)(c) Waiver Program statewide by July 1, 2013 
(8). 
 
The state established a series of minimum requirements for LMEs to participate in the Waiver 
Program, and if an LME could not meet the minimum standards it was required to merge with 
another LME.  As a result of the standards’ enforcement, the state’s original 23 LMEs had 
shrunk to 10 by December 2013 (9).  As of April 2018, there were seven LME/MCOs in North 
Carolina.  The LME/MCO serving Brunswick County is Trillium Health Resources, which is 
headquartered in Greenville (with additional regional offices in Ahoskie and Wilmington) (10). 
 
One goal of mental health reform in NC was to refocus mental health, developmental disabilities 
and substance abuse care in the community instead of in state mental health facilities.  For 
instance, over the past several decades North Carolina has reduced its state-psychiatric 
hospital beds by more than 90 percent.  While a county’s designated LME/MCO is intended to 
be the “gateway” through which local patients enter the community’s mental health system, it is 
unclear whether this system is working adequately for the people of North Carolina, because 
hospitals throughout the state, especially emergency departments, are seeing significant 
numbers of mental health patients. 
 
According to a recent (March 20, 2017) article in the Raleigh News and Observer (11), in 2016 
hospitals in major metropolitan areas across the state were heavily burdened by mental health 
cases.  In that year, WakeMed hospital in Raleigh had to stop accepting new patients because 
its 60-bed emergency department was filled with over 100 people with mental illness, UNC 
Hospital’s ED was routinely overwhelmed by those seeking mental health care, and Mission 
Hospital in Asheville often had a quarter of its ED occupied by people needing psychiatric 
treatment.  It is widely accepted that the emergency department is one of the most costly and 
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ineffective means to serve those with mental health concerns; nevertheless, is may be more 
accessible for some patients than the system intended to care for them. 
 
Data summarized below presents utilization figures for patients with mental health diagnoses for 
both Trillium Health Resources and Dosher Memorial Hospital.  It should be noted here that 
DMH is not the only hospital in Brunswick County likely to see patients with mental health 
needs. 
 
Counts of persons served by Trillium across its entire designated region as well as specifically 
in Brunswick County in FY2016-2017 are as follows (12): 
 

• All NC LME-MCOs – 321,511 

• Trillium – 33,788 (10.5% of the total for all NC LME-MCOs) 

• Brunswick County – 1,831 (5.4% of the 24-county Trillium total) 
 
For mental, behavioral and neurodevelopmental conditions, the associated ICD-9 codes 
(applicable in 2015) are 290-319; the associated ICD-10 codes (applicable to part of 2015 and 
all of 2016 and 2017) are F00-F99. 
 

• Over the three-year period cited, 2.1% of all ED discharges were associated with a 
diagnosis of a mental, behavioral or neurodevelopmental disorder (this includes 
substance use-related diagnoses). 

• In CY2017, the total number of hospital ED discharges associated with these diagnoses 
(242) was equal to 13.2% of the total number of Brunswick County patients served by 
the LME/MCO. 

• Inpatient discharges are not shown because there were only 13 for the entire three-year 
period. 

 
Table 70. ED Discharges Associated with a Diagnosis of Mental, Behavioral and 

Neurodevelopmental Disorders 
Dosher Memorial Hospital, 2015-2017 

Number of Discharges 
Emergency Department 

2015 2016 2017 Total 

Total Diagnosis-Specific 204 231 242 677 

Total All Discharges 10,693 10,175 11,017 31,885 

Diagnosis Specific as % of Total Discharges 1.9 2.3 2.2 2.1 
See text for list of associated ICD codes. 

 
 

Substance Abuse 

According to data from NC MH/DD/SAS, 31.2% of all admissions to an LME/MCO program in 
NC were associated with a specific diagnosis of drug abuse and 8.8% were associated with a 
specific diagnosis of alcohol abuse. 
 
Also, according to data from NC MH/DD/SAS, total FY2017 Trillium Health Resources 
admissions based on “drug of choice” were as follows: 
 

• Alcohol – 2,212 admissions (33.5% of 6,601 Substance Abuse Admissions) 

• Heroin – 1,558 (23.6%) 

• Other Opioids and Synthetics (Morphine, Codeine, Dilaudid, etc.) – 982 (14.9%) 
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• Marijuana/Hashish (Cannabis) – 874 (13.2%) 

• Cocaine/Crack – 511 (7.7%) 
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COMMUNITY SURVEY 

SURVEY METHODOLOGY 

As in 2015, the 2018 Dosher Memorial Hospital Community Health Needs Assessment process 
employed a Community Survey to gather information from residents of Brunswick County and 
especially of Dosher Hospital’s service area.  Survey participants were asked their opinions on 
issues, as week as information about their personal health and health-related behaviors.  
Participants were also asked a series of demographic questions, so survey analysts could 
characterize the survey respondent population. 
 
The 2018 Community Survey changed little compared to the 2015 Community Survey.  For the 
2018 version, some questions were rearranged, and several answer choices were changed or 
added, but similarities were sufficient to allow comparison of the 2015 and 2018 results. 
 
After discussing the best practices with the consultant, the survey was mounted on the on-line 
Survey Monkey™ survey management platform.  The link to the survey instrument was 
distributed electronically via email listservs and made available as a link on the Dosher website.  
In addition, the survey was provided in hard copy form at various locations, including: 
 

• Brunswick County Health and Human Services 

• New Hope Clinic 

• Dosher Volunteers 

• Town of Oak Island 

• Bald Head Association 

• Southport-Oak Island Area Chamber of Commerce 

• Brunswick County Chamber of Commerce 

• This Week St James community newsletter 

• StarNews 

• Margaret Rudd & Associates 

• Southport Rotary 

 
Dosher Hospital employees entered the data from completed hard copy surveys into the Survey 
Monkey™ survey management tool. 
 
In total, 844 individuals participated in the 2018 Community Survey, with an average completion 
rate of 91%.  Note that the completion rate measures those who reached the end of the survey 
questionnaire and clicked “Submit”.  It does not describe the proportion of respondents who 
answered all questions on the survey.  In fact, no single participant answered all 26 questions; 
each question was skipped by between 5 (question 2) and 159 (question 24) respondents.  The 
percentages of responses were calculated by Survey Monkey™ based on those who answered 
any given question, not on the total number of participants. 
 
When performing analysis on a survey conducted via convenience sample, it is necessary to 
compare the demographics of the respondent population to the overall target population to 
determine the degree to which the sample population reflects the target population.  While no 
interested party in Brunswick County was prevented from participating this community survey, 
the primary “target” audience was the DMH service area of Smithville Township, including the 
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towns of Southport, Oak Island, Caswell Beach, Boiling Springs Lake, Bald Head Island, and St. 
James.  Questions in the demographic section of the survey asked respondents to identify their 
county, town and ZIP code of residence, making this comparison possible. 
 
It should be noted that survey participants were asked to respond to questions in the context of 
the “community”.  However, the survey instrument did not define what was meant by 
community, so it is not possible to infer the geographical basis of respondents’ answers.  It also 
should be noted that “income” was not defined by the survey instrument, so it is unclear if 
respondents answered the income questions as per capita, household, or family income. 
 
In the analysis that follows, the order in which responses are discussed does not necessarily 
follow the order in which they were asked in the survey.  For instance, responses to 
demographic questions are discussed first although they were asked last. 
 
In some cases, responses were stratified by gender, age or income, especially where stratified 
responses differed significantly from the overall responses.  Additional details are provided for: 
 

• male respondents (n=215) 

• female respondents (n=523) 

• respondents over the age of 65 (n=360) 

• respondents with an income of less than $40,000 or unemployed, referred to as “low 

income” in the following report (n=193) 

• respondents with an income of more than $100,000, referred to as “high income” in the 

following report (n=154) 

A copy of the survey instrument is appended to this report. 
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SURVEY RESULTS 

Demographic Composition of Survey Sample 

Where possible and pertinent, the demographic composition of the survey sample is compared 
to the demographic composition of Smithville Township; otherwise the comparator is the whole 
of Brunswick County.  Following are responses to demographic survey questions identifying the 
respondents place of residence. 
 
What is your zip code? 

   

2018 

# % 

28461 451 63.0% 

28465 129 18.0% 

28422 34 4.7% 

28462 23 3.2% 

28451 22 3.1% 

28469 7 1.0% 

28479 7 1.0% 

28412 6 0.8% 

27470 5 0.7% 

Any other zip code listed had fewer than 5 responses 32 4.5% 

Total Responses 716  

 

• 81% of respondents resided in the 28461 and 28465 zip codes.  

 
 
What county do you live in? 

   

2018 

# % 

Brunswick 679 95.2% 

New Hanover 19 2.7% 

Onslow 3 0.4% 

Any other county had fewer than 3 responses 12 1.7% 

Total Responses 713  

 

• Most respondents – over 95% -- live in Brunswick County. 
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What town do you live in? 

  

2018 

# % 

Bald Head Island 7 1.0% 

Boiling Springs Lakes 60 8.5% 

Bolivia 36 5.1% 

Caswell Beach 6 0.9% 

Leland 22 3.1% 

Oak Island 145 20.6% 

Shallotte 7 1.0% 

Southport 319 45.2% 

St. James 38 5.4% 

Supply 18 2.6% 

Wilmington 16 2.3% 

Winnabow 5 0.7% 

All other locations had fewer than 5 respondents 26 3.7% 

Total Responses 705  

 

• 45% of respondents live in Southport and an additional 21% live on Oak Island. 

• Approximately 82% of the survey respondents live within the primary service area of 

Dosher Hospital (Southport, Oak Island, Caswell Beach, Boiling Springs Lake, Bald 

Head Island, St. James). 

 
 
The following table summarizes additional demographic information about the survey sample as 
indicated by the participants own responses to survey questions.  Note that the demographic 
comparisons are made primarily, but not exclusively, with data from Smithville Township. 
 

Demographic Comparison 

2018 Survey 
Respondents 

Brunswick 
County or 
Smithville 
Township  

# % % 

Gender      

Male 215 29.1% 48.5% 

Female 523 70.9% 51.5% 

Age (compared to Smithville)      

under 25 8 1.1% 19.4% 

25-34 39 5.3% 7.7% 

35-44 66 8.9% 10.0% 

45-54 95 12.8% 12.7% 

55-64 174 23.5% 20.2% 

65-74 263 35.4% 29.8% is 65+ 

75+ 97 13.1% n/a 
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Education (compared to Smithville)      

Some high school 6 0.8% 7.9% 

High school diploma 53 7.1% 24.5% 

Technical/Vocational school 46 6.2% n/a 

Some college 153 20.5% 22.5% 

College graduate 280 37.6% 22.6% 

Graduate level or above 207 27.8% 12.2% 

Race/Ethnicity (compared to Smithville)      

White/Caucasian 709 95.0% 95.0% 

Hispanic/Latino 2 0.3% 2.4% 

Black/African American 20 2.7% 2.7% 

Multi-racial 6 0.8% 1.0% 

Native American/Alaska Native 3 0.4% 0.1% 

Asian/Pacific Islander 2 0.3% 0.2% 

Other (please specify) 4 0.5% n/a 

Hispanic/Latino Origin 11 1.5% 2.4% 

Income      

Unemployed 45 6.6% 6.3% 

under $20,000 30 4.4%  

$20,000 to $40,000 118 17.3%  

$40,000 to $60,000 144 21.1%  

$60,000 to $100,000 193 28.2%  

above $100,000 154 22.5%  

Insurance Status      

Have health insurance 701 94.9%  

No health insurance 25 3.4% 14.7% 

No insurance; had at an earlier time/previous job 13 1.8%  

    

 
Compared to Brunswick County data, the survey sample was overwhelmingly (71%) female. 
 
Compared to Smithville Township, the survey sample represented: 
 

• Smaller proportions of persons under age 55 and higher proportions of persons over age 
55; 

• higher proportions of college-level and graduate-level educated persons and smaller 
proportions of less educated persons; 

• similar proportions of racial and ethnic groups; 

• a similar proportion of unemployed persons; and 

• smaller proportion of persons without health insurance. 
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Community Opinions and Personal Health 

In most cases, the analyses that follow compare response rates from the 2015 Community 
Survey to response rates for the 2018 Community Survey. 
 
 
1. In your opinion, what do most people die from in your community? (Check only one). 

 

2018 2015 

# % # % 

Heart disease 369 44.1% 235 38.0% 

Cancer 274 32.7% 282 45.6% 

Drug overdose 75 9.0% n/a n/a 

Other 44 5.3% 13 2.1% 

Diabetes 30 3.6% 16 2.6% 

COPD/Asthma 18 2.2% 17 2.8% 

Stroke 14 1.7% 32 5.2% 

Motor vehicle accidents 12 1.4% 4 1.0% 

Suicide 1 0.1% 1 0.2% 

Homicide/Violence 0 0.0% 0 0.0% 

“Other” responses included: Old Age/Aging (15), Don't know/Unsure (11), not getting care/lack of access 
to care (4) 

 

• Respondents identified heart disease and cancer as the leading causes of death in the 

community in both 2018 and 2015.  In 2015, cancer ranked first; in 2018, heart disease 

was ranked first. 

• While drug overdose was not an answer choice in 2015, it is notable that it was the third 

most commonly identified cause of death among 2018 respondents. 

• Respondents in the lower income bracket (less than or equal to $40,000) were almost 

twice as likely as the overall sample to identify drug overdose as a leading cause of 

death in their community (17% vs. 9%).   Motor vehicle accidents and stroke were also 

more likely to be chosen as important by persons in the low-income group than in the 

overall sample (approximately 3% vs. <2%). 

• High-income respondents (income more than $100,000) were more likely than the 

overall sample to identify heart disease as the leading cause of death in their community 

(56% vs. 44%) and were less likely to identify drug overdose (5% vs. 9%).  No high-

income respondents chose stroke, motor vehicle accidents, suicide, or 

homicide/violence. 

• In terms of current (2012-2016) data from the NC State Center for Health Statistics, the 

leading causes of death in Brunswick County are, in order of decreasing mortality rate, 

cancer, heart disease, chronic lower respiratory disease, unintentional injury (not motor 

vehicle-related) and cerebrovascular disease.  It is interesting to note that survey 

respondents apparently fail to recognize COPD/Asthma as a significant health concern.  

Perhaps the response rates noted are associated with respondents’ having only one 

choice with which to answer this question. 
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2. In your opinion, what is the biggest health issue of concern in your community? 
(Check only one) 

  

2018 2015 

# % # % 

Chronic Diseases (cancer, diabetes, heart disease, stroke) 400 47.7% 416 67.5% 

Drug/Alcohol abuse 247 29.5% 81 13.1% 

Obesity 76 9.1% 50 8.1% 

Mental Health 45 5.4% 9 1.5% 

Other  27 3.2% 5 0.8% 

Dental Health 8 1.0% 5 0.8% 

Tobacco Use 8 1.0% 15 2.4% 

Vehicle Crashes 8 1.0% 4 0.7% 

COPD/Asthma 7 0.8% 15 2.4% 

Child Abuse 5 0.6% 2 0.3% 

Gangs/Violence 4 0.5% 0 0.0% 

Teen Pregnancy 3 0.4% 2 0.3% 

"Other" responses included: Don't Know/Unsure (5), healthcare-related (7), Hunger (2), Water quality (2), 
Old Age (2) 

 

• In 2018 and 2015, Chronic Diseases was the most frequently identified health issue of 

concern to the community.  

•  A higher proportion of respondents selected drug and alcohol abuse in 2018 than did so 

in 2015 (30% vs. 13%).   

• Mental health was also a bigger concern in 2018, compared to 2015 (5% vs. ~2%). 

• While Child Abuse, Dental Health, Gangs/Violence and Teen Pregnancy were not 

selected by many respondents in the overall sample in 2018, none of those were ranked 

at all among the issues selected by males. 

• Among those over the age of 65, more than half of respondents (52%) identified chronic 

diseases as the biggest health concern in their community in 2018, compared to 48% in 

the overall sample. 

• Among respondents in the low-income category, chronic disease was identified less 

often (37% vs. 48%) and drug/alcohol abuse was chosen more frequently (37% vs. 30%) 

than by the overall respondent sample. 
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3. In your opinion, what is the main reason that keeps people in your community from 
seeking medical treatment?  (Check only one) 

  

2018 2015 

# % # % 

Lack of insurance/unable to pay 528 63.2% 366 62.4% 

Lack of knowledge/understanding of the need 98 11.7% 61 9.9% 

Difficult to find provider 58 6.9% n/a n/a 

No appointments available/too long a wait 36 4.3% 21 3.4% 

Other 36 4.3% n/a n/a 

Fear 30 3.6% 65 10.5% 

Health services too far away 25 3.0% 9 1.5% 

Transportation 13 1.6% 3 0.5% 

Cultural/Health Beliefs 12 1.4% 14 2.3% 

"Other" responses included: cost/money/finance (12), concerns about quality of care (7), don't know/unsure (4), none 
(2) 

 

• In both 2018 and 2015, “lack of insurance/unable to pay” was identified as the main 

reason that prevented people in the community from seeking medical treatment. 

• A higher proportion of low-income respondents than overall respondents identified lack 

of insurance/unable to pay as the greatest reason to not seek medical care (71% vs. 

63%). 

• A higher proportion of high-income respondents than overall respondents identified lack 

of knowledge/understanding of the need as the main reason for not seeking healthcare 

(15% vs. 12%). 

 

 

4. In your opinion, what factor most affects the quality of the health care you or people 
in your community receive? (Check only one) 

  

2018 2015 

# % # % 

Economic (low income, no insurance, etc.) 599 73.1% 389 62.8% 

Age 118 14.4% 106 17.1% 

Other 70 8.6% 35 5.7% 

Ability to read & write/Education 26 3.2% 28 4.5% 

Language barrier/Interpreter/Translator 5 0.6% 2 0.3% 

Race 1 0.1% 3 0.5% 

Gender 0 0.0% 4 0.7% 

"Other" responses included: Access to/Availability of providers and specialists (16), concerns about quality of providers 
(12), ignorance/lack of knowledge of problems or providers (7), distance/transportation (5), Don't know (8), Cost (4) 

 

• In both 2018 and 2015 economic factors were identified as having the greatest impact 

on the quality of health care the community receives.  A higher proportion of 

respondents selecting it in 2018 than in 2015 (73% vs. 63%). 
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• Compared to overall survey respondents, people in the sample over age 65 were more 

likely to identify age (14% vs. 21%) as a barrier to good health, and less likely to select 

economic concerns as a barrier (73% vs. 65%). 

• A higher proportion of low-income respondents than overall respondents identified 

economic concerns as the greatest barrier to quality health care (78% vs. 73%). 

 

 

5. In your opinion, do you feel people in your community lack the funds for any of the 
following? (Check all that apply) 

  

2018 2015 

# % # % 

Health insurance 657 85.0% 420 67.9% 

Medicine 529 68.4% 341 55.1% 

Food 314 40.6% 203 32.8% 

Transportation 307 39.7% 140 22.6% 

Home/Shelter 245 31.7% 121 19.6% 

Utilities 231 29.9% 215 34.7% 

Other  49 6.3% 32 5.2% 

"Other" responses included: All of the above (6), child care (5), None (14), not sure (4), answer is not the same in all 
parts of the county (6) 

 

• In both 2018 and 2015, health insurance was what most respondents felt their 

community lacked the funds to afford, with a higher proportion of respondents choosing 

it in 2018 than in 2015 (85% vs. 68%). 

• Medicine, food, transportation and home/shelter were also all identified by higher 

proportions of respondents in 2018 than in 2015, suggesting that economic concerns 

have become more prominent in general since 2015. 

• In 2018 among respondents over the age of 65, health insurance was listed slightly less 

frequently (81% vs. 85%) and food was listed slightly more frequently (44% vs. 41%) 

than among overall respondents. 

• Responses among those in a low-income bracket did not differ significantly from the 

overall response rate. 

• High-income respondents were more likely to report people in their community lacking 

the funds for medicine (73% vs. 68%) and food (46% vs. 41%) than were respondents 

overall. 
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6. What does your community need to improve the health of your family, friends and 
neighbors? (Check all that apply) 

  

2018 2015 

# % # % 

Substance Abuse Rehabilitation Services 367 47.2% 92 15.2% 

Mental health services 362 46.6% 126 20.8% 

Wellness Services 323 41.6% 204 33.7% 

Additional health services 294 37.8% 176 29.1% 

Job opportunities 290 37.3% 196 32.4% 

Healthier food choices 216 27.8% 136 22.5% 

Transportation 210 27.0% 103 17.0% 

Specialty physicians 180 23.2% 106 17.5% 

Recreation facilities 177 22.8% 86 14.2% 

Safe places to walk/play 154 19.8% 90 14.9% 

After-school programs 130 16.7% 66 10.9% 

Specialists specified: allergists (2), cancer/oncology(9), all specialties/general need (8), cardiologist (13), 
dermatologist (13), endocrinologist (11), ENT (3), general practitioners/family medicine/internal medicine 
(10), GI/Gastroenterology (15), geriatric (6), mental health/psychiatry (9), neurology (14), OB-
GYN/Women’s (4), orthopedic (5), pain management (3), pediatrics (3), urology (5) 

"Other" write-ins included: a community pool, especially in Southport (24) 
 

• In the 2018 survey, Substance Abuse Rehabilitation Services was the most frequently 

identified needed service.  More than three times as high a proportion of respondents 

selected this in 2018 compared to 2015 (47% vs. 15%). 

• Mental health services also ranked significantly higher in 2018 than in 2015, with nearly 

47% of respondents selecting it in 2018 compared to 21% in 2015. 

• Compared to the overall respondent pool, in 2018 higher proportions of male 

respondents listed Job Opportunities (41% vs. 37%), and lower proportions of male 

respondents listed Wellness Services (36% vs. 42%) and Transportation (18% vs.27%) 

as services needed to improve the health of the community. 

• Job opportunities was listed higher among low income respondents than among 

respondents overall (42% vs. 37%). 

• In 2018 higher proportions of high-income respondents than overall respondents 

selected substance abuse rehabilitation services (61% vs. 47%), mental health services 

(57% vs. 47%), wellness services (48% vs. 42%), additional health services (42% vs. 

38%), and healthier food choices (34% vs. 28%) as services needed to improve the 

health of the community. 
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7. What health screenings or education/information services are needed in your 

community? (Check all that apply) 

  

2018 2015 

# % # % 

Mental health (including depression/anxiety) 474 61.4% 216 35.7% 

Substance abuse 443 57.4% 180 29.8% 

Cholesterol/blood pressure/diabetes 422 54.7% 291 48.1% 

Cancer 364 47.2% 267 44.1% 

Nutrition 290 37.6% 185 30.6% 

Dental screenings 281 36.4% 197 32.6% 

Physical activity 263 34.1% 159 26.3% 

Vaccinations/immunizations 147 19.0% 113 18.7% 

Emergency preparedness 144 18.7% 91 15.0% 

Literacy 138 17.9% 80 13.2% 

Pregnancy prevention 137 17.8% 79 13.1% 

Reckless driving/seat belts/child car seats 120 15.5% 74 12.2% 

Eating disorders 108 14.0% 85 14.1% 

HIV/Sexually Transmitted Diseases 95 12.3% 51 8.4% 

Disease outbreaks 63 8.2% 64 10.6% 

Other (please specify) 37 4.8% n/a n/a 

"Other" responses were unique and specific, with little overlap. Please see the Survey Data Workbook for 
write-in responses.  

 

• In 2018, mental health and substance abuse were the most commonly identified 

subjects for screenings or education/information services.  Each was selected much 

more frequently in 2018 compared to 2015 (mental health: 61% vs. 36%; substance 

abuse: 57% vs. 30%), when the top ranked subjects for screening and education were 

cholesterol/blood pressure/diabetes and cancer. 

• Among males in 2018, cholesterol/blood pressure/diabetes ranked higher compared to 

females (57% vs. 54%), while females more commonly selected mental health (64% vs. 

57%) and substance abuse (66 vs 55%).  

• In 2018 those over age 65 selected dental screenings (40%) and nutrition (32%) in 

reverse order of overall respondents (nutrition: 38%; dental screenings: 36%. 

• In 2018 low-income respondents selected mental health services (68% vs. 61%) and 

dental screenings (40% vs. 36%) as needed services in higher proportion than 

respondents overall.  Conversely, low-income respondents chose cholesterol/blood 

pressure/diabetes (48% vs. 55%) and nutrition (33% vs. 38%) in smaller proportions 

than the general sample. 

• Also, in 2018, greater proportions of high income-respondents than overall respondents 

identified mental health (67% vs. 61%), substance abuse (66% vs. 57%) and nutrition 

(45% vs. 38%) as screening or information services needed to improve community 

health.   Literacy services were ranked higher among high income respondents than 

among respondents overall (23% vs. 18%). 
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8. How do you rate your own health? 
 
 

 
 
 
 
 
 
 
In 2018: 

• Approximately 10% of respondents rated their health as fair or poor in 2018, compared 

to 11% in 2015. 

• 57.5% of respondents rated their health as excellent or very good, a higher proportion 

compared to 2015 (49%). 

• 11% of females rated their health as fair or poor and 12% rated their health as excellent. 

• 7% of males rated their health as fair or poor and 18% rated their health as excellent.  

• 8% of those over 65 rated their health as fair or poor and 15% rated their health as 

excellent. 

• 21% of low-income respondents rated their health as fair or poor and 7.5% rated their 

health as excellent.  

• 6% of high income respondents rated their health as fair (0% said poor) and 16% rated 

their health as excellent. 

 
 
9. Are you a smoker? 

 

2018 2015 

# % # % 

Yes 51 6.7% 58 9.4% 

No 545 71.2% 409 66.1% 

In the past 169 22.1% 137 22.1% 

 
In 2018: 

• Nearly 7% of respondents were current smokers (this proportion was 29% lower than the 

figure reported in 2015) and 22% reported smoking in the past (the same as in 2015) 

• Approximately 9% of females were current smokers; 20% reported smoking in the past. 

• 2% of males were current smokers; 25% reported smoking in the past.  

• Almost 5% of those over age 65 were current smokers; 26% reported smoking in the 

past.  

• 12% of low income respondents were current smokers; 23% reported smoking in the 

past. 

• 3% of high income respondents were current smokers; 22% reported smoking in the 

past. 

  

  

2018 2015 

# % # % 

Excellent 104 13.5% 60 9.7% 

Very good 339 44.0% 242 39.1% 

Good 253 32.9% 236 38.1% 

Fair 67 8.7% 58 9.4% 

Poor 7 0.9% 12 1.9% 
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10. Where do you and your family get most of your health information? (Check all that 
apply) 

 

2018 2015 

# % # % 

Doctor/health professional 681 88.1% 466 77.0% 

Internet 406 52.5% 307 50.7% 

Newspapers/magazines 145 18.8% 125 20.7% 

Friends or family 136 17.6% 100 16.5% 

Television 118 15.3% 110 18.2% 

Hospital newsletter 54 7.0% 25 4.1% 

Radio 25 3.2% 12 2.0% 

Library 19 2.5% 9 1.5% 

Health Department 16 2.1% 23 3.8% 

Health Education Center 7 0.9% 13 2.2% 

 

• A significant majority (88%) of 2018 survey respondents reported getting their health 

information from a doctor or health professional.  This represents an increase of 14% 

since 2015. 

• The proportion of respondents getting most of their health information from print media 

and television declined 12% since 2015. 

• Respondents over the age of 65 were more likely to get their health information from a 

doctor or health professional than the general respondent pool (92% vs. 88%).  The 

elderly in this survey reported using the Internet for health information in similar 

proportion to the overall respondent pool, which would perhaps be unexpected save for 

the educational and income level of these elderly respondents.  Respondents over the 

age of 65 were more likely to report using print media (23% vs. 19%) and television 

(21% vs. 15%) compared to the overall respondent pool. 

• Respondents in the high-income category were more likely than respondents overall to 

get their health information from a doctor or health professional (94% vs. 88%) and the 

internet (62% vs. 53%); they were less likely to get information from television (10% vs. 

15%). 
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11. Does your family have a basic emergency supply kit? (These kits include water, non-
perishable food, necessary prescriptions, first aid supplies, flashlights and batteries, non-
electric can opener, blanket, etc.). 
 

  

2018 2015 

# % # % 

Yes 458 59.9% 338 55.9% 

No 292 38.2% 243 40.2% 

Don't know/not sure 15 2.0% 12 2.0% 

 

• In 2018, 60% of respondents reported having a basic emergency supply kit, a 7% 

increase from 2015. 

• In 2018, a higher proportion of male respondents than overall respondents (68% vs. 

60%) reported having a basic emergency supply kit. 

• A lower proportion of low income respondents than overall respondents (49% vs. 60%) 

reported having a basic emergency supply kit. 

 
 

12. What would be your main way of getting information from authorities in a large-scale 
disaster or emergency? (Check only one) 

  

2018 2015 

# % # % 

Text message (Emergency Alert System) 296 38.5% 96 15.9% 

Internet 142 18.5% 65 10.7% 

Television 142 18.5% 274 45.3% 

Radio 97 12.6% 101 16.7% 

Social networking site 36 4.7% 17 2.8% 

Don't know/not sure 22 2.9% 13 2.2% 

Other (please specify) 17 2.2% n/a n/a 

Neighbors 12 1.6% 9 1.5% 

Print media (newspaper) 4 0.5% 4 0.6% 

"Other" responses included: Cellphone/phone (4), battery operated radio (4), Emergency Management (5) 
 

• In 2018, 39% of respondents indicated that their main way of getting information in a 

large-scale disaster or emergency would be a text message via an emergency alert 

system, a significant (150%) increase from responses to the 2015 survey. 

• In 2018, television (19% vs. 45%) and radio (13% vs. 17%) were less commonly 

reported sources of disaster-related information than reported in 2015. 

• Male respondents were slightly more likely than the overall respondent pool to get their 

information from television (23% vs. 19%) or the internet (20% vs. 19%) and less likely 

to rely on text messaging (33% vs. 39%). 

• Respondents over 65 were more likely than the overall respondent pool to get their 

information from television (23% vs. 19%).  
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13. If public authorities announced a mandatory evacuation from your neighborhood or 

community due to a large-scale disaster or emergency, would you evacuate? 

  

2018 2015 

# % # % 

Yes 559 73.6% 460 77.0% 

No 53 7.0% 17 2.8% 

Don't know/not sure 148 19.5% 119 19.9% 

 

• In both 2018 and 2015 approximately 75% of respondents reported that they would 

evacuate if public authorities announced a mandatory evacuation.  

• A larger proportion of 2018 respondents than 2015 respondents (7% vs. 3%) reported 

that they would not evacuate. 

• In both 2018 and 2015, approximately 20% of respondents were not sure what they 

would do if an evacuation was ordered.   

• In 2018 male respondents were more likely than the overall respondent pool to report 

that they would not evacuate (10% vs. 7%). 

• In 2018 respondents over age 65 were slightly more likely than the overall respondent 

pool to report a willingness to evacuate (77% vs. 74%). 

• In 2018 low-income respondents were more likely than the overall survey sample to 

report that they did not know whether they would evacuate (28% vs. 20%). 

• In 2018 high-income respondents were more likely than respondents overall to report 

that they would evacuate (82% vs. 74%). 

 
 

14. What would be the main reason you might not evacuate if asked to do so? 
(Check only one) 

  

2018 2015 

# % # % 

N/A; I would evacuate 303 41.7% 265 43.8% 

Concerns about traffic jams & inability to get out 121 16.7% 86 14.2% 

Concerns about leaving pets 90 12.4% 49 8.1% 

Concerns about leaving property behind 58 8.0% 54 8.9% 

Other 55 7.6% 14 2.3% 

Don't know/not sure 33 4.6% 19 3.1% 

Concerns about personal safety 30 4.1% 26 4.3% 

Concerns about family safety 23 3.2% 25 4.1% 

Health problems (could not be moved) 7 1.0% 7 1.2% 

Lack of transportation 6 0.8% 8 1.3% 

"Other" responses included: need to stay for work (23), depends on type of emergency (4), concerns 
about getting back (8), nowhere to go (2), cost (4) 
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• In both 2018 and 2015 concerns about traffic jams and the inability to leave the area was 

the most commonly identified reason respondents might not evacuate.  The proportion of 

responses in this category increased 18% from 2015 to 2018. 

• In 2018 low-income respondents were more likely than respondents overall to be 

concerned about leaving pets behind (17% vs. 12%). 

 
 

When seeking care, what hospital do you visit first? 

  

2018 2015 

# % # % 

New Hanover Regional Medical Center 115 15.3% 65 11.5% 

Dosher Memorial Hospital 506 67.6% 347 61.5% 

Brunswick Community Hospital 59 7.9% 102 18.1% 

Other 69 9.2% 48 8.5% 
"Other" responses included: depends on the problem (22), Novant (21), haven't needed care/don't know (4), 
wherever the doctor sends me (2), VA (2) 

 

• In 2018 68% of respondents reported they would seek care first from Dosher Memorial 

Hospital, an increase of 10% since 2015. 

• The proportion that would seek care from New Hanover Regional Medical Center 

increased by 25% between 2015 and 2018, while the proportion reporting they would go 

to Brunswick Community Hospital decreased by 56% over the same period.  It should be 

pointed out, however, that the survey sample highly favored persons residing in the 

Dosher Memorial Hospital service area. 

• In 2018 respondents over age 65 were more likely than the overall respondent pool to 

seek care at Dosher Memorial Hospital (75% vs. 68%). 
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CONCLUSION 

Planners and decision makers in Brunswick County should consider the long-range growth of 
the aging population and how the community will address their future health, social and 
emotional needs as well as their increased utilization of services.  While this population segment 
is not the only group of community significance, it is the group which requires and utilizes health 
and human services in higher proportions than other population groups.  This recommendation 
for monitoring includes particularly an examination and projection of current and future needs for 
long-term care of the elderly and disabled, including both institutional and alternative, in-home 
long-term care options. 
 
The county mortality rate for Alzheimer’s disease has doubled between the 2003-2007 and 
2012-2016 aggregate periods, rising in both males and females, but at a faster rate among 
males.  Morbidity as well as mortality attributable to this cause can be expected to increase in 
the future as the population of the county ages.  Is the county prepared to support the needs of 
this population and their caregivers? 
 
Information gathered via the Community Survey appears to show that there is an increased 
awareness among the public of mental health and substance abuse issues, and there seems to 
be a concomitant expectation that something needs to be done to address these issues.  The 
survey did not probe respondents’ opinions on what solutions might be best for these problems, 
but a broader community discussion is certainly justified, if not expected. 
 
Access to affordable health insurance and affordable, high-quality healthcare remains a 
community concern.  There is evidence that the proportion of uninsured in Brunswick County 
has decreased during the period when the Affordable Care Act (ACA) coincidently was being 
implemented most heavily.  Although details of proposed changes in the ACA remain to be 
seen, their effect likely will be seen in future data of the like collected for this report. 
 
There is evidence that perhaps a segment of the Brunswick County population utilizes the 
Dosher Memorial Hospital emergency department as a “medical home”, which is rarely the best 
or most cost-effective choice for routine healthcare.  For example, the proportion of Dosher 
Hospital ED discharges among African Americans was three times their proportion in the 
population of the hospital service area.  Empirical data indicates that ratios of healthcare 
providers in Brunswick County are much lower than state averages, and there is evidence from 
the survey that the public sometimes has difficulty in identifying and making appointments with 
providers who could provide a “medical home”. 
 
While there have been many successes in improving the overall health of residents of 
Brunswick County, certain health concerns remain.  Particularly noteworthy are high and 
growing mortality rates attributable to unintentional, non-motor vehicle injuries (which includes 
poisonings and accidental drug overdoses), and suicide, particularly among males.  A close look 
at health data shows especially poor outcomes for males in general, with males suffering 
mortality at higher rates for all but three of the traditional 15 leading causes of death.  Females 
appear to utilize the hospital ED at slightly higher frequency than males considering their overall 
representation in the community.  Perhaps conversations with groups of males would identify 
patterns of healthcare utilization among males that may contribute to their poor health 
outcomes. 
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COMMUNITY HEALTH NEEDS ASSESSMENT SURVEY 2018 
Dosher Memorial Hospital appreciates your input. THANK YOU! 

You can also access this survey online at www.DOSHER.org/CHNA2018 or via the About Us: Community tab of the main website 

  
1. In your opinion, what do most people die from in your community? (Check only one) 

  Cancer   Diabetes   Heart disease   Motor vehicle accidents   Suicide 

  COPD/Asthma   Drug overdose   Homicide/violence   Stroke   Other _________________ 
 

2. In your opinion, what is the biggest health issue of concern in your community? (Check only one) 

  Child Abuse   Dental health   Mental Health   Tobacco Use 

  Chronic diseases (cancer, diabetes, 
heart disease, stroke) 

  Drug/Alcohol Abuse   Obesity   Vehicle crashes 

  COPD/Asthma   Gangs/Violence   Teen Pregnancy   Other _________________ 
 

3. In your opinion, what is the main reason that keeps people in your community from seeking medical treatment?  (Check 
only one) 
 

  Cultural/Health beliefs   Health services too far away   No appointments available/too long a wait 

  Difficult to find provider   Lack of insurance/unable to pay   Transportation 

  Fear   Lack of knowledge/understanding of the need   Other _____________________ 

 

4. In your opinion, what factor most affects the quality of the health care you or people in your community receive? (Check 
only one) 

 

  Ability to read & write/Education   Economic (low income, no insurance, etc.)   Race 

  Age   Language barrier/Interpreter/Translator   Sex/Gender 

  Other ___________________________________________ 
 

5. In your opinion, do you feel people in your community lack the funds for any of the following? (Check all that apply) 
 

  Food   Home/Shelter   Transportation 

  Health insurance   Medicine   Utilities 

  Other _____________________________________ 

 

6. What does your community need to improve the health of your family, friends and neighbors? (Check all that apply) 
 

  Additional health services   Mental health services   Substance Abuse Rehabilitation Services 

  After-school programs   Recreation facilities   Transportation 

  Healthier food choices   Safe places to walk/play   Wellness Services 

  Job opportunities   Specialty physicians _______________________________________________ 

  Other ____________________________________________    
 

7. What health screenings or education/information services are needed in your community? (Check all that apply) 
 

  Cancer   Eating disorders 
  Mental health (including 

depression/anxiety) 
  Reckless driving/seatbelts/child 

car seats 

  Cholesterol/blood 
pressure/diabetes   

  Emergency preparedness   Nutrition   Substance Abuse 

  Dental screenings 
  HIV/Sexually Transmitted 

Diseases 
  Pregnancy prevention   Vaccinations/immunizations 

  Disease outbreaks   Literacy   Physical activity  

  Other ______________________________________________     

 
8. How do you rate your own health? (Check only one) 

 

  Excellent   Very good   Good   Fair   Poor 
 

---Survey continues on the back of this page--- 

http://www.dosher.org/CHNA2018


9. Are you a smoker?   

 

   

10. Where do you and your family get most of your health information? (Check all that apply) 
 

  Doctor/Health 
professional 

  Health Department   Hospital newsletter   Library   Radio 

  Friends or family   Health Education Center   Internet   Newspapers/Magazines   Television 

 

11. Does your family have a basic emergency supply kit? (These kits include water, non-perishable food, necessary prescriptions, 
first aid supplies, flashlights & batteries, non-electric can opener, blanket, etc.) 
 

  Yes   No   Don’t know/not sure 
 

12. What would be your main way of getting information from authorities in a large-scale disaster or emergency? (Check only 
one) 
 

  Internet   Print media (newspaper)   Social networking site   Text message (Emergency Alert System) 

  Neighbors   Radio   Television   Don’t know/not sure 

  Other _____________________________________________________________________________________________________ 

 

13. If public authorities announced a mandatory evacuation from your neighborhood or community due to a large-scale 
disaster or emergency, would you evacuate? (Check only one) 
 

  Yes   No   Don’t know/not sure 
 

14. What would be the main reason you might  not  evacuate if asked to do so? (Check only one) 
 

  N/A, I would evacuate   Concerns about leaving pets   Concerns about personal safety   Lack of transportation 

  Concerns about family 
safety 

  Concerns about leaving 
property behind 

  Concern about traffic jams and 
inability to get out 

  Health problems (could not be 
moved) 

  Don’t know/not sure   Other ________________ 

  
I am:      Male   Female My age is:       under 25         25-34         35-44         45-54    55-64         65-74         75+ 
 

What is your zip code ______________  County _____________________    Town _____________________________________ 
 

Highest level of education:    

 
 

My race is:    White/Caucasian         Black/African American         Native American/Alaska Native         Asian/Pacific Islander  

   Hispanic/Latino            Multi-racial                 Other ____________________________              
 

Are you of Hispanic, Latino or Spanish origin?      Yes         No        
 

Do you currently have health insurance?        Yes         No             No, but did at an earlier time/previous job     
  

Current income level     Unemployed              under $20,000                $20,000-$40,000          

               $40,000-$60,000       $60,000-$100,000          Above $100,000 
 

Do you live or work in the county where you completed this survey?           Live           Work           Both           Neither  
 

When seeking care, what hospital do you visit first? (Check only one) 
 

  New Hanover Regional Medical Center         Dosher Memorial Hospital         Brunswick Community Hospital         Other ________________ 

 
 
Please MAIL to:  Administration Office, Dosher Memorial Hospital, 924 N. Howe St., Southport NC 28461   or    DROP off at Main Entrance     

  Yes   No   In the past 

  Some high school   Technical/vocational school   College graduate 

  High school diploma   Some college   Graduate level or above 
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