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Dear Wake County Residents,
Wake County was ranked 2021's healthiest county in North Carolina by the County Health
Rankings & Roadmaps Program and is consistently ranked as one of the best places to live, work,
play and learn in our country. This success is largely due to the collaborative efforts of various
partners, including those involved in the development of this Community Health Needs
Assessment and the residents of Wake County.
Every three years, Wake County conducts a Community Health Needs Assessment (CHNA) to identify
areas of need within the county. It is influenced by the social and economic determinants of
health, like behavioral, physical and environmental health, and the differences in geography and
demographics throughout Wake County.
The CHNA that follows has been developed through the collaborative efforts of Live Well Wake's
lead organizations which include Wake County Health & Human Services, Duke Raleigh Hospital,
North Carolina Institute for Public Health, WakeMed Health & Hospitals, UNC REX Healthcare,
Alliance Health, Citrix, United Way, Wake County Medical Society Community Health Foundation
and Advance Community Health. Additional input and support were provided by the dozens of
organizations and community partners represented on the CHNA Steering Committee. Most
importantly, completion of the CHNA process would not be possible without input provided by
our residents.
The first step of the assessment was to collect and analyze existing statistical data. Second, the
report was informed by input from organizations and the community at large. Surveys, focus groups
and prioritization meetings allowed the CHNA team to identify priority areas of need and related
resources. The data analysis and community input comprise this report. Overall, we hope that the
information in this report will help guide decisions to make Wake County an even healthier
community.
While the report is done, the work is far from over. Action plans and strategies to address the
identified priority areas will be developed through the continued efforts of Live Well Wake, our
partners and, most importantly, community residents.
We hope that you will join us as we strive to make Wake County an even healthier community for
generations to come.
With best regards,

Leigh Bleecker
Duke Raleigh Hospital

Ashton Smith
Citrix

Sig Hutchinson
Wake County Board of
Commissioners
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EXECUTIVE SUMMARY
Purpose of the Community Health Needs Assessment
The purpose of a community health needs assessment (CHNA) is to collect and use
data to identify community assets and priorities that can improve community health
and wellbeing. By identifying these priorities with broad community input, local
leaders can collaborate and leverage shared resources and expertise to act.
This assessment process was led by Live Well Wake working to fulfill the vision:
Every Wake County resident, regardless of background or neighborhood,
deserves an equal opportunity to achieve optimal health and well-being. 1

Participation and Community Engagement
Members of the Live Well Wake collaborative and CHNA Steering Committee
represent community leaders in public, private, and nonprofit sectors. Participating
members and affiliations are listed in the acknowledgements section. Throughout the
2022 process the Live Well Wake team made collaborative decisions related to
assessment methods, data interpretation, and prioritization. Wake County residents
who are not members of the collaborative participated in the process through the
community health opinion survey, focus groups, and individual prioritization voting.
Live Well Wake will continue building collaboration through improvement planning.

Live Well Wake is a
collaborative that
formed as a result
of the 2019
Community Health
Needs Assessment
and Population
Health Task Force
initiative. It
convenes a large
and diverse group
of members
including county
agencies, health
care systems, and
community-based
organizations and
establishes crosssector collaboration
among agencies and
organizations
serving Wake
County. Individual
and organizational
representation in
Live Well Wake is
described in the
acknowledgement
section of this
report.

Figure 1 - Youth at Oakview, Photo Credit: Wake County Communications Office

Live Well Wake contracted with the North Carolina Institute for Public Health (NCIPH)
to lead data collection, analysis, and written report components of the assessment.
NCIPH created a data dashboard to display on the Live Well Wake website
(www.livewellwake.org) to transparently share data that informed the CHNA process.

Learn more about
the work of Live
Well Wake and how
you can get
involved at

Process

livewellwake.org

The Live Well Wake team worked from June 2021 through April of 2022 to plan,
collect and analyze data, prioritize, and finalize this report. The 2022 Wake CHNA
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followed an eight-phase process developed by NCIPH and informed by the County Health Rankings Model,
emphasizing how policies and programs influence a variety of health factors which lead to health
outcomes.2 The process included collecting new data through a community health opinion survey and
focus groups and reviewing existing, secondary data. Secondary data was collected on national (U.S.
Census Bureaus) and state (NC Center for Health Statistics) levels. The COVID-19 pandemic required some
data collection methods to be adapted.

Comparisons & Findings
New and existing data were analyzed and presented in an interactive dashboard alongside peer county
and state data for comparison. Data were presented to and discussed by the LWWAT on January 21, 2022
and February 18, 2022 and to the Steering Committee on March 15, 2022 prior to determining priorities.
People living in Wake County, on average, experience better health outcomes and living conditions than
in peer counties and the state on many indicators. The improvements that have been made in the areas
of health insurance access (uninsured dropped from 15.5% in 2010 to 10.1% in 2019),3 cancer mortality
(rate decreased from 153.4 to 134.6 per 100,000 population for the five-year periods ending 2014 and
2019 respectively),4 and incarceration (decreased 46% from 2000 to 2020)5 can be celebrated.
However, concerning trends and disparities in outcomes highlight work that is yet to be done. Affordable
housing remains a challenge with 43.2% of renters paying more than 30% of their income on rent in 2019,2
and data from the Community Health Opinion Survey and focus groups suggests that the problem has
only increased in the past three years. African American/Black community members experience
homelessness at a rate that is more than seventeen times that of the White community members, and
women have a higher rate than men.6 African American/Black people in Wake County have higher
mortality rates than their White and Asian counterparts,4 and the disparity in infant mortality increased
between 2018 and 2019. In 2019, African American babies died at a rate of 13 out of every 1,000 live
births compared to 2.5 White babies.6 While most racial groups’ cancer mortality has been decreasing in
recent years, it has been increasing for Hispanic/Latinx community members.4 In both the Community
Health Opinion Survey and the focus groups, participants highlighted mental health as a top area of
community concern, and that mental health resources are not accessible to everyone in Wake County.

Prioritization
Community members were invited to review the data dashboard and vote on priorities online. Voting was
open from February 25 through March 9, 2022, and 950 people participated. The Steering Committee
then met to review data alongside community prioritization voting results, discuss, and decide through a
collective voting process which topics to prioritize for 2022-2025. The selected priorities match the top
priorities from the community voting process and include:

Affordable
Housing &
Homelessness

Access to
Healthcare

Mental Health
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Next Steps
The next and final step in the CHNA process is to develop community-based health improvement
strategies and action plans to address the three priorities identified for Wake County in this assessment.
The CHNA partners will be reaching out to invite members of the community and community
organizations to a community action planning meeting to discuss the best ways to address these priorities.
The most effective strategies will be those that have the collaborative support of community organizations
and residents.
We strongly encourage you to get involved! Ways to get involved include:
•
•
•

Checking the http://www.livewellwake.org website for the date, time, and location of CHNA
strategy and action planning meetings.
Plan to attend the community action planning meetings
Encourage your family, neighbors, co-workers, and community organizations to read the CHNA
and get involved in the planning process as well.

1

About Us. Live Well Wake. Retrieved from https://livewellwake.org/
County Health Rankings Model. County Health Rankings and Roadmaps. Retrieved from
https://www.countyhealthrankings.org/explore-health-rankings/measures-data-sources/county-healthrankings-model
3
U.S. Census Bureau. Small Area Health Insurance Estimates (SAHIE).
4
NC Department of Health and Human Services, North Carolina State Center for Health Statistics, County Health
Data Book: Table CD12B, 5-year data.
5
NC Department of Health and Human Services, Department of Health and Human Services, Division of Public
Health, Injury and Violence Prevention Branch, The NC Opioid Data Dashboard. Sourced from Department of
Public Safety, Research and Planning, Automated System Query, Prison Population, 2000 - present.
6
NC Department of Health and Human Services, North Carolina State Center for Health Statistics, 1 year data.
2
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COVID CONTEXT
In December 2019, an emergent virus, SARS-CoV-2, was first detected in Wuhan, China and quickly spread
internationally. Commonly termed COVID-19, the virus caused respiratory illness and was declared a
pandemic on March 11, 2020, by the World Health Organization. A few days following this announcement,
on March 13, 2020, the United States declared the COVID-19 pandemic a national emergency and
effectively went into lockdown to contain the spread of the virus. In North Carolina, Governor Roy Cooper
issued a stay-at-home order on March 27, 2020, due to the rampant spread of COVID-19 in the state; this
stay-at-home order encompassed Wake County. As of April 9, 2022, the COVID-19 pandemic infected at
least 2.6 million North Carolinians, with at least 290,399 positive cases and over 1,050 deaths confirmed
in Wake County.1 Figure 1 shows the COVID-19 case timeline in Wake County2. In addition to the loss of
life in our county, the pandemic has impacted healthcare and social service delivery, community cohesion,
as well as our process for conducting community health needs assessments.

Figure 2 Timeline of COVID-19 Cases and Deaths in Wake County

Community Engagement During COVID
Community engagement is a critical piece of the community health needs assessment process, beginning
with the formation of a steering group made up of representatives from local public health, social service,
and community-based organizations. While groups have still been able to be convened virtually, the
relationship-building and networking that occurs spontaneously during in-person convenings is difficult
to replicate in the virtual space. Additionally, the continued demands on everyone’s time and energy
during the pandemic have limited the participation of steering group members. Fortunately, because of
the unique collaborative structure of the assessment work in Wake County, the LWWAT could leverage
existing relationships in the community to draw on for support in the virtual environment throughout the
process.
Another component of community engagement happens in convening focus groups. Focus groups, and
qualitative data collection broadly, are essential for bringing the voices and lived experiences of those
most affected by health inequities to the attention of decision-makers and those designing and
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implementing public health and social service programs. Qualitative data provides context and insight that
is often missed by survey and secondary data. Outreach to communities for focus groups was somewhat
limited by the general excess demands on everyone’s time coupled with fewer benefits of participating in
person. Convening a group around a meal was no longer an option as was typical in the past. Participants
may have been hesitant to convene indoors with people outside their households. The timing of the
spread of the Omicron variant also created challenges when conducting in-person meetings, which led to
a decision to conduct virtual focus group sessions. Virtual focus groups require internet access and a
computer or mobile device which may have led to scheduling and participation hurdles and limitations to
collecting this essential form of data.
We have also seen these effects play out in representation of community voice in survey data collection.
Prior to the COVID-19 pandemic, counties across the state sometimes employed door-to-door canvassing
to collect responses to the Community Health Opinion Survey (CHOS); this surveying method assures that
data included represents voices across the county, with survey respondent demographics closely
mimicking US Census demographics of the county. Door-to-door surveys are a valuable tool for collecting
data and a standard practice used to increase community engagement. Adapting to the measures taken
to slow the spread of COVID-19 made door-to-door surveying difficult, surveying for this CHNA relied on
a modified method of inviting people living in Wake County to complete the survey online. Postcards with
the survey URL and a QR code were mailed to households included in the random sample and the survey
link was distributed through various community networks to promote an additional convenience sample;
detailed descriptions of the survey methods are included in Chapter 3. This shift from in-person to online
survey collection resulted in low response rates, sometimes lower than 5%, and restricted the community
from seeing the faces behind the CHNA process. Besides low participation, responses to online surveys
have tended to be heavily skewed towards White women with higher incomes and higher levels of
education than the general population.

COVID Effect on Secondary Data
Beyond the impacts of COVID-19 on in-person meetings and data collection, secondary data collection
was also affected. Data from surveillance systems and national surveys is often available on a delay, so
for some measures the most recent data available is for 2017, or 2019, or 2021. This is a limitation
normally, but especially during COVID-19, as we seek to measure its impact on our communities. Average
life expectancy reported in 2019 will not yet reflect the significant loss of life due to the pandemic.
Similarly, data for 2020 and 2021 should be considered within the context of COVID-19. For example, data
on emergency room visits will not reflect the individuals who needed services but avoided seeking care
due to risk of exposure to the virus. Due to these limitations, the data presented in this report will not be
comprehensive. However, it does provide us with a point of reference for tracking social, economic, and
health indicators in our county.
1

North Carolina COVID-19 Dashboard. NCDHHS.gov. Retrieved April 17, 2022, from
https://covid19.ncdhhs.gov/dashboard
2
Wake County, North Carolina. COVID Data Tracker. Centers for Disease Control and Prevention. Retrieved from
https://covid.cdc.gov/covid-data-tracker/#county-view?list_select_state=North+Carolina&datatype=CommunityLevels&null=CommunityLevels&list_select_county=37183
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CHAPTER 1: INTRODUCTION
Community Health Needs Assessment Overview
A Community Health Needs Assessment seeks to identify underserved populations and unmet needs of a
community and guide stakeholders towards prioritizing available resources to meet these needs. It is a
systematic process for evaluating the overall health of a community, the factors that contribute to the
community’s health and well-being, and the resources that are needed and available to address these
factors. The process works to identify trends and compares county status to both peer counties and the
state to determine problem areas and available assets to address them. Based on demographic similarity,
Mecklenburg County, North Carolina (Charlotte, county seat) and Travis County, Texas (Austin, county
seat) were selected as peers to Wake County in this CHNA.
A needs assessment collects information and data on the county from three main sources: secondary
data, primary data, and community input. Secondary data are gathered from existing repositories for the
assessment county as well as peer counties and the state of North Carolina to allow comparison between
trends. Primary data are gathered from the county itself through a mixed methods approach of
quantitative and qualitative data. The findings from the data are then presented back to the community
at large and community stakeholders for input on how the data compare to or reflect their experience of
living in the county. Assessment leadership then determines priorities and writes action plans to address
the needs identified through the assessment process. This process is further outlined in Figure 3.

Figure 3 – Community Health Needs Assessment Phases. Image credit: North Carolina Institute for Public Health

The North Carolina Health Department accreditation process and the Division of Public Health-Local
Health Department Consolidated Agreement require health departments to complete a Community
Health Assessment on a four-year cycle.1 The Internal Revenue Service requires not-for-profit hospitals to
complete a Community Health Needs Assessment every three years.2 Live Well Wake completes a joint

P a g e 13

Wake County Community Health Needs Assessment | April 2022
CHNA process throughout Wake County every three years to satisfy
requirements for Duke Raleigh Hospital & Duke Health, UNC REX
Healthcare, WakeMed Health & Hospitals, Wake County Health &
Human Services, Advance Community Health, Alliance Health, United
Way of the Greater Triangle, Wake County Medical Society Community
Health Foundation, and Youth Thrive.

Collaboration
A Community Health Needs Assessment Coordinating Team comprised
of employees from Wake County Health and Human Services
Department, Duke Raleigh Hospital, and the North Carolina Institute for
Public Health worked closely together throughout the process to
coordinate day-to-day activities related to the CHNA. The Live Well
Wake Advisory team met monthly to make collaborative decisions on
the CHNA, and a Steering Committee of representatives from local and
county-wide leadership, public agencies, nonprofits, healthcare
organizations, and other sectors met quarterly to provide additional
support.

2019 Implementation Strategies and Actions Plans
To begin evaluating strengths and areas for improvement for a
Community Health Needs Assessment, the strategies and action plans
put in place from the previous CHNA must first be evaluated. Live Well
Wake last completed a CHNA in 2019 and identified five key priority
areas.3 These priority areas are as follows:

Priority 1: Transportation Options and Transit
Priority 2: Employment
Priority 3: Access to Care
Priority 4: Mental Health/Substance Use Disorders
Priority 5: Housing and Homelessness
In alignment with these priority areas, Live Well Wake selected ten
population indicators to track across time (see right panel).3
While the onset of the global COVID-19 pandemic and the typical data
lag of 3 years for many data sources make it difficult to evaluate Wake
County’s progress on its chosen indicators, several process metrics can
be used to show progress. In 2020, Live Well Wake launched its efforts
by building its infrastructure, including aligning resources, increasing
strategic coordination among partners, and identifying shared data
metrics. Seven workgroups centered around the priorities identified in

POPULATION HEALTH
INDICATORS
1.

Poverty: Decrease the
number of people living
200% below federal poverty
level
2. Unemployment: Decrease
the percentage of
unemployed adults
3. Housing Cost Burden:
Decrease the percentage of
residents spending more
than 1/3 of income on
housing
4. Drug Overdose Deaths:
Decrease the number of
deaths as a result of drug
poisoning
5. Suicide Rate: Reduce deaths
attributable to self-harm
6. Uninsured: Decrease the
percentage of residents
under age 65 without health
insurance
7. Preventable Emergency
Room Visits: Decrease
emergency visits with a
principal diagnosis related
to mental health, alcohol, or
substance abuse
8. Infant Mortality: Decrease
rate of infant deaths before
year one
9. Life Expectancy: Increase
the average number of
years of life a person can
expect to live
10. Access to Public
Transportation:
Increase the
percentage of
residents with
access to public
transportation
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the CHNA plus “familiar faces” and “vulnerable populations” commenced work. The workgroups
convened representatives from relevant organizations and policy-making groups to address existing and
emerging issues. Across workgroups, new partnerships were formed and connections deepened across
the community.4
In the area of housing and homelessness, community health improvement plans were shifted to focus on
mitigating the impacts of COVID-19 on homelessness in the county by implementing the House Wake!
Plan. Coordinating federal, state, and local funding, House Wake! provided $1 million in grants to
organizations providing emergency shelters, street outreach, rapid rehousing, and homeless management
information system administration. Additionally, House Wake! Coordinated “Healthy Hotels,” an initiative
to provide safe places for people experiencing homelessness during the stay-at-home orders.44
In an initiative aimed at providing support to “Familiar Faces,” people with complex health and social
service needs who have frequent contact with crisis service providers, the Familiar Faces workgroup was
awarded a $540,000 grant from the Robert Wood Johnson Foundation Clinical Scholars Program. Two
pilot programs were launched to improve systems and efficiency and reduce suffering: Bridge Housing,
which includes supportive housing for people with complex health needs, and the Heat and Eat Meal
Program, which provides meals to people with severe mental illness or people living unsheltered to
provide healthy nutrition and build trust and access to resources.44
Equity was also identified as an additional area for concerted effort in 2020. The Live Well Wake team
defined what equity would encompass in their work, identified needed racial equity trainings, developed
an Equity Matrix Tool to guide new work, and highlighted the value of including and amplifying the voices
of those with lived experience in the work of the team.44
The goal of the report that follows is to illuminate the health needs of the Wake County community. As
has been demonstrated by the county’s and the Live Well Wake team’s ability to mobilize and make
strategic progress during the COVID-19 public health crisis, Wake County has a strong foundation upon
which to work together to solve the challenges ahead.
1

Health Department Self Assessment Instrument 2022, Activity 1.1. North Carolina Local Health Department
Accreditation Program. https://nclhdaccreditation.unc.edu/hdsai
2
Community Health Needs Assessment for Charitable Hospital Organizations – Section 501(r)(3). (2021). Internal
Revenue Service. Retrieved from https://www.irs.gov/charities-non-profits/community-health-needsassessment-for-charitable-hospital-organizations-section-501r3
3
Community Health Improvement Plan 2020-2023. Live Well Wake. Retrieved from Community-HealthImprovement-Plan.pdf (livewellwake.org)
4
Wake County Department of Health and Human Services. (2020). State of the County’s Health Report.
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CHAPTER 2: DISTRICT PROFILE
History
Wake County was founded in 1771 from parts of Johnston, Cumberland, and Orange counties. In 1771,
the county seat was established under the name Wake County Courthouse, which was later changed to
Raleigh when the city became the capital of North Carolina in 1792.1 The land that is now called Wake
County existed in between and was used by several large native communities, including the Tuscarora,
the Catawba, and the Siouan. 2 Wake is now home of the Triangle Native American Society, a staterecognized Urban Indian Organization seeking to “promote and protect the Native American identity in
the Triangle area”.3
Raleigh is the county seat and the most populous municipality in Wake County. With a population over
one million persons, Wake County recently became the most populous county in the state. In 2021,
Raleigh, along with Durham, was ranked as the number two place to live in the country by U.S. News and
World Report.4
Wake County is home to multiple colleges and universities – North Carolina State University, Peace
University, Shaw University, Saint Augustine’s College, Meredith College, Wake Technical Community
College, and Campbell Law School. The county is also home to the state government, and many other
large businesses and corporations are located in Research Triangle Park between Wake and Durham
Counties.5

Geography
Wake County is located centrally in the state in the Piedmont region and covers about 835.22 square
miles. The county is neighbored by Chatham, Durham, Franklin, Granville, Harnett, and Johnston counties.
There are various bodies of water within the county including the Neuse River.
Wake County covers both urban and rural living. The county is arranged into eight service zones (Figure
3) and is home to the following twelve municipalities: Apex, Cary, Fuquay-Varina, Garner, Holly Springs,
Knightdale, Morrisville, Raleigh, Rolesville, Wake Forest, Wendell, and Zebulon.

Apex

Cary

FuquayVarina

Garner

Holly
Springs

Knightdale

Morrisville

Raleigh

Rolesville

Wake
Forest

Wendell

Zebulon
Figure 4 – Map of Wake County Service Zones
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The eight service zones in Wake County have variations in demographic composition and health needs.
Advance Community Health is the Federally Qualified Health Center that primarily serves Wake County.
Since 1972, Advance Community Health has provided care for more than 26,000 patients. There are
locations in Raleigh, Cary, Apex, Louisburg, and Fuquay-Varina.

Demographics and Population Trends
The population of Wake County according to the 2020 U.S. Census is 1,129,410. Wake is the most
populous county in North Carolina followed by Mecklenburg County with a population of 1,115,482.6 In
this section, some comparisons are made to Mecklenburg and the state of North Carolina to set the stage
for later comparisons during the assessment section. The population of Wake County is growing rapidly,
with a population of 633,333 in 2000 and a projected population of 1,730,067 projected for 2050. This
growth is similar to Mecklenburg County with a 2000 population of 701,061 and a projected 2050
population of 1,750,085.7
In Wake County, the percentage of the total population represented by the urban population is 93.9% as
of the 2010 Decennial Census, with only 6.1% represented by the rural population.8 Wake County’s rural
population is slightly higher than Mecklenburg. The population density in Wake County has increased from
1,078 persons per square mile in 2010 to 1,352 persons per square mile in 2020.8,6

Figure 5 - Images from Leesville Library and Harris Lake, Photo Credit: Wake County Communications Office

There are a higher percentage of females (51.4%) living in Wake County than males (48.6%).9 Most of the
population in Wake County is between the ages of 25-64 with 29.6% of the population being between the
ages of 25 to 44 and 25.9% between the ages of 45-64. 23.6% of the population is under the age of 18
years and 12.0% of the population is 65 years of age or older.9 The Wake County population 65 years of
age or older is projected to grow to 20.9% by 2050.10 The birth rate in Wake County has decreased slightly
from an average of 15.2 per 1000 for the years 2006-2010 to 11.9 per 1000 for years 2015-2019.11 The life
expectancy in Wake is 82 years, which is higher than the state life expectancy of 78 years. Life expectancies
are higher for White and Female populations at 83 and 84 years, respectively, whereas the African
American population has a life expectancy of 78 years and males have a life expectancy of 80 years.12
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Figure 6 – 2019 Population Indicator #9: Increase the average number of years of life a person can expect to live

In terms of racial and ethnic diversity, 57.1% of the population identifies as White non-Hispanic, 18.1% as
Black or African American non-Hispanic, 11.4% as Hispanic or Latino, 8.6% as Asian non-Hispanic, 4.0% as
two or more races and non-Hispanic, 0.5% as some other race and non-Hispanic, and 0.2% American
Indian and Alaskan Natives non-Hispanic. A larger percentage of Wake County identifies as Asian, nonHispanic than in the entire state of North Carolina where the percentage is 3.3%. In contrast, Wake is less
diverse than Mecklenburg with a larger share of the Mecklenburg population identifying as Black or
African American non-Hispanic (29.1%) and Hispanic or Latino (15.2%).13

Figure 7 - Race and Ethnicity Distribution in Wake and Peers

In Wake County, 82.4% of households spoke English only in 2015-2019 estimates.14 Spanish is the most
common household language other than English with 7.6% of households speaking Spanish, followed by
other Indo-European languages and Asian and Pacific Island languages. The percentage of households
speaking a language other than English is higher in Wake (17.6%) than in North Carolina overall (11.6%).
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In Wake County, an estimated 6.3% of the population 18 years of age or older has veteran status, which
is less than the state average of 8.4% but higher than the Mecklenburg estimate of 5.9%. A larger
percentage of Wake’s veterans are in the age range of 35-54 (31.3%) than the state overall (26.0%).
However, there is a growing older veteran population with on average 18.8% of veterans being 75+ in
2015-2019 compared to 16.3% in 2011-2015.15
Wake County’s adult population has high educational attainment with 32.9% of the adult population ages
25 and over having a bachelor’s degree and 19.9% having a graduate or professional degree. In
comparison, 20% of the state population 25 years of age and older have a bachelor’s degree and 11.3%
have a graduate or professional degree.16

Economic Context
The North Carolina Department of Commerce designates Wake County as Tier 3 county, which means that
it is one of the twenty least distressed counties in the state.17 Wake County’s median household income
was $80,591 between 2015-2019, higher than that of Mecklenburg and North Carolina. Wake County’s
per capita income was $40,982 during this same time period.18
The largest employers in the county as of Quarter 2, 2021 are the Wake County Public School System, NC
State University at Raleigh, WakeMed Health & Hospitals, and Amazon Fulfillment Services. 19 The
employment sectors with the greatest number of employees are Professional Scientific and Technical
Services, Health Care and Social Assistance, and Retail Trade. Average weekly wages are highly variable in
the different sectors, ranging from $619 for Arts, Entertainment, and Recreation and $665 for Retail Trade
on the lower end to $2137 for Management of Companies and Enterprises and $2141 for Information at
the upper end.20 In 2020, Wake County saw an increase in unemployment aligning with the beginning of
the COVID-19 pandemic, going from 3.3% in 2019 to 6.4% in 2020. 21 Considering Wake County’s
population size, that means about 35,000 additional people were unemployed in 2020 compared to 2019.
Wake County Economic Development, a program of the Raleigh Chamber of Commerce, is working with
Wake County government to promote equitable economic development in the county through targeted
support and business incentives for investing in areas of high social vulnerability.22
1

Powell, W.S. (2006) Encyclopedia of North Carolina. University of North Carolina Press. Retrieved from
https://www.ncpedia.org/geography/wake
2
Tauss, L. (2020) Raleigh Finally Pays Due to Indigenous People in a Dix Park Ceremony. Indy Week. Retrieved from
https://indyweek.com/news/wake/dix-park-native-land-acknowledgment/
3
Triangle Native American Society. Retrieved from https://www.trianglenative.org/
4
Best Places to Live 2021-2022: Raleigh and Durham, North Carolina. (2021). U.S. News and World Report.
Retrieved from https://realestate.usnews.com/places/north-carolina/raleigh-durham
5
Powell, W.S. (2006) Encyclopedia of North Carolina. University of North Carolina Press. Retrieved from
https://www.ncpedia.org/geography/wake
6
U.S. Census Bureau. 2020 Decennial Census.
7
NC Office of State Budget and Management, County/State Population Projections.
8
U.S. Census Bureau. 2010 Decennial Census: Percent Urban and rural in 2010 by State and County
9
U.S. Census Bureau, Population Estimates Program, 2019
10
NC Office of State Budget and Management, County/State Population Projections
11
NC Department of Health and Human Services, North Carolina State Center for Health Statistics, County Health
Data Book.
12
NC Department of Health and Human Services, North Carolina State Center for Health Statistics
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13

U.S. Census Bureau. 2020 Decennial Census: Table P2
U.S. Census Bureau. American Community Survey, 5-Year Estimates: Table C16002.
15
U.S. Census Bureau. American Community Survey, 5-Year Estimates: Table S2101.
16
U.S. Census Bureau. American Community Survey, 5-Year Estimates: Table S1501
17
NC Department of Commerce. County Distress Rankings. Retrieved from https://www.nccommerce.com/grantsincentives/county-distress-rankings-tiers
18
U.S. Census Bureau. American Community Survey, 5-Year Estimates: Table DP03.
19
North Carolina Department of Commerce, Labor & Economic Analysis, Quarterly Census of Employment and
Wages Largest Employers. Download is for Quarter 2, 2021.
20
North Carolina Department of Commerce, Labor & Economic Analysis, Quarterly Census of Employment and
Wages. Download is for year=2020 and period=annual.
21
North Carolina Department of Commerce, Labor & Economic Analysis, Local Area Unemployment Statistics.
Download period = Annual Average.
22
Equitable Economic Development (2021). Wake County Economic Development. Retrieved from https://raleighwake.org/business-advantages/equitable-economic-development
14
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CHAPTER 3: METHODS
Community Engagement
The North Carolina Institute for Public Health worked with the Live Well Wake Collaborative to facilitate
multiple opportunities for community engagement throughout the assessment including during planning,
data collection, and prioritization. Engagement through the Live Well Wake collaborative provided an
opportunity for member organizations to share information and opportunities for participation among
diverse communities within Wake County. Additional action was taken by the steering committee
members to promote engagement during prioritization, through direct outreach to medically
underserved, low-income, and minority communities and those who were underrepresented as polling
was ongoing.
Live Well Wake served as a convening organization gathering participation and disseminating information
to the community. A steering committee guided assessment activities, representatives met regularly
between June 2021 and April 2022 a total of four times to discuss assessment strategy, review data, and
identify priorities (steering committee invitation and meeting agendas are provided in Appendix 1). Live
Well Wake conducted outreach to youth in Wake County, a typically underrepresented group, through a
Story Series pilot project. The results of the pilot were shared with NCIPH and incorporated into the
analysis and prioritization process.
Community engagement in the assessment process is essential to ensure that the identified priorities are
representative of community need. Community input was solicited in several ways: The Community
Health Opinion Survey (CHOS),
Youth Engagement: Storytelling Series Pilot
captured the input of 1073 Wake
County residents. In addition, 6 focus
The Live Well Wake Collaborative Launched the Youth
groups were conducted with residents
Storytelling Series pilot project in January 2022. A Coto gain an understanding of the stories
design team of youth service and care providers partnered
and experiences of county residents in
to create a photovoice-inspired process. 33 youth were
specific geographic areas and on
recruited through a partnership with Duke-Raleigh
specific topics of interest determined
Hospital and from community advertising at Leesville
by the steering committee and
Road High School. Youth were between ages 14 and 17.
informed by the previous health
Youth were invited to an orientation, and two discussion
assessment. Two key informant
meetings, 22 youth attended orientation, and 18
interviews were attempted but were
participated in all meetings. Youth were presented with 2
unsuccessful due to scheduling issues.
prompts: “What causes some people in your community to
After initial data collection and analysis,
experience worse health than others?” and “What do
community members were invited to
healthy communities look like?” Youth were given the
participate in a prioritization survey
prompt and almost two weeks to take photos in response
nd
where they were asked to select the
to the prompts. The group assembled on January 22 and
th
most pressing challenge from a set of
February 5 to discuss the photos. Results of this
data-informed options. Finally, the Live
discussion were thematized by the co-design team and
presented to the Steering Committee during the
Well Wake steering committee
prioritization meeting. The photographs and themes are
participated in a data walk and
incorporated throughout this CHNA report. Live Well
prioritization voting activity to
Wake is exploring how it might continue this youth
determine the final priorities for this
engagement effort beyond the assessment process.
CHNA.
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Data Collection and Comparisons
The CHNA process involves collecting data about the community’s health from both primary and
secondary data sources. Primary data includes data that is collected directly from the community for this
process. In this case, primary data collection included the CHOS and prioritization surveys as well as focus
group data. Secondary data is data that was already gathered by existing sources, for instance, statistics
from the U.S. Census Bureau and the State Center for Health Statistics.

CHOS Survey Methodology
NCIPH employed a stratified random sample
for the CHOS survey using tax parcel data from
September 2021. Initially, 2,000 addresses
were randomly selected, with households in
each of the eight service zones having an equal
chance of selection. An additional 1,000
addresses were randomly selected from
service zones that were identified as being
home to a higher proportion of marginalized
populations and areas where previous survey
efforts in 2019 received a lower response. A
total of 3,000 addresses were selected to
receive the CHOS. Postcards with instructions Figure 4 - CHOS Postcard Image
in English and Spanish, a QR code, and web
address were sent to these selected addresses (see Figure 4). Residents received four separate postcards
with prompts to complete the survey. The CHOS was administered as an online survey which could be
taken on a mobile phone or computer.
NCIPH used the Qualtrics survey platform. Participants who took the survey were entered into a pool and
three individuals were randomly selected to receive a $25 gift card. The survey was about 37 questions
long respondents were asked about their personal experiences, opinions, and needs related to health in
the county. Survey questions aligned with social determinants of health: Access to Care, Community
Cohesion, Disease Illness and Injury, Economic Opportunity, Health Behaviors, Housing, Lifelong
Development (education, childcare and aging), Mental Health and Substance Use, Neighborhood and
Physical Environment, Reproductive
and Child Health, and Safety. The survey
collected demographic information to
facilitate disaggregation. The CHOS was
available in Spanish, French, Arabic,
Mandarin, Vietnamese, and English,
languages identified by Wake County
Public Schools as prominent in the
county. The first batch of post cards
inviting randomly selected households
to take the survey was mailed out on
Figure 5 - Introduction Page to the CHOS
October 27, 2021. The Steering
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Committee began sharing the link to the survey with the broader community (convenience sample) on
Monday, November 8. The team adjusted the survey close date to accommodate additional responses,
accepting final responses on January 5, 2022. A total of 1073 eligible residents began the survey; 120 of
those residents were from the random sample. The full CHOS survey instrument can be found in Appendix
2 and additional information on the sampling methodology, as well as the full survey results can be found
in Appendix 3.

Survey Methodology Limitations
Survey methodologies are limited as the survey results will only reflect the opinions of people who took
part in the survey. The online survey platform limited participation to residents who had access to a
smartphone or computer. A small portion of the randomly selected residents who were contacted by
postcard participated in the survey. Survey data was weighted based on the probability of being randomly
selected, however, due to the small sample sizes data was not weighted based on sociodemographic
characteristics. Among all CHOS respondents, there was a higher proportion of residents that identified
as women, White, non-Hispanic/Latino, and English-speaking compared to Wake County’s total
population. A quarter of responses came from residents living in the Western service zone, compared to
only 7.8% of responses came from residents in the East Central service zone, 8.2% from Eastern, and 9.1%
from South Central, which further limits the generalizability of the findings. Finally, the survey had to be
briefly paused and the Qualtrics links updated due to the detection of bot activity, when 3,445 surveys
were submitted in rapid succession. Data from a 48-hour period beginning November 22, 2021 with
detected bot activity was excluded from analysis.

Focus Group Methodology
In the fall of 2021, steering committee members and LWWAT representatives selected eight focus group
areas which were a combination of priority populations (older adults, Latinx community members, people
experiencing homelessness, transit riders), priority topics (mental health, substance use), and priority
regions (Southeast Raleigh, Eastern Wake).
Ultimately, six semi-structured focus
groups were held between January
19 and January 26, 2022. Due to a
surge in cases in the ongoing COVID19 pandemic, focus groups were
shifted from in-person to online
participation using the Zoom
videoconferencing platform, and two
groups were cancelled due to limited
recruitment
success
(people
experiencing homelessness and
transit riders groups). Focus groups
ranged between 3-10 participants; a
*Groups not conducted
total of 31 people living in Wake
Figure 8: Focus groups selected by steering committee
County participated in focus groups.
Focus group participants received a $25 gift card for their participation. Participants were recruited
through the Live Well Wake member and steering group networks. One focus group was conducted in
Spanish, while the others were conducted in English. Focus groups were recorded for transcription, once
transcribed the recordings were deleted. The Spanish focus group was recorded and translated by

Southeast Raleigh
Eastern Wake County
Mental Health
Substance Use
Older Adults
The Latinx Community
People Experiencing Homelessness*
Transit Riders*

P a g e 23

Wake County Community Health Needs Assessment | April 2022
professionals at Chicle Language Institute; bilingual NCIPH staff lead the analysis of this group. The NCIPH
team conducted thematic analysis using Microsoft Excel. See Appendix 2 for full Focus Group Guide.

Focus Group Methodology Limitations
Focus groups are a valuable resource which provides insight into the stories and experiences of residents.
However, when interpreting focus group data, it is important to remember that individual experiences
are not representative of the entire population. The online focus group format restricted participation to
residents with internet or phone access. Additionally, some focus group opportunities were held during
working hours which may have limited participation. While efforts were made to engage populations who
speak English and Spanish, we were unable to offer focus group opportunities in other languages. Focus
groups provide an opportunity for participants to share their perspectives, yet there is the chance that
due to group dynamics and limited time not all members are able to fully contribute. Finally, due to time,
resource, and recruitment constraints, this CHNA process was only able to conduct 6 of the intended 8
focus groups. Findings specifically reflect perspectives of the audiences included.

Secondary Data
Secondary data for this CHNA were collected from local, state, and federal agencies. Data was used to
understand the current state of health in the county and illustrate trends of access, illness, and deaths
over time. Data were also collected to explore the drivers behind health outcomes such as education,
economics, and civic participation. Secondary data was collected from sources such as the U.S. Census
Bureau and the North Carolina State Center for Health Statistics, among others. Secondary data included
data about specific health outcome such as morbidity (illness) and mortality (death), as well as the context
which shapes these health outcomes such as the social determinants of health which include but are not
limited to access to care, education, the environment, and poverty. One important caveat regarding
secondary data is that many data sources report data with a few years of delay, therefore most of the
available secondary data has not yet begun to capture the impact of the COVID-19 pandemic which has
dramatically shaped the lives of residents of Wake County. The assessment team utilized the most recent
data available. A full list of secondary data sources can be found in Appendix 4.

Secondary Data Limitations
Secondary data is a useful tool for understanding community health at the population level. However,
limitations to secondary data should be considered. Secondary data can be delayed by a few years due to
the need to collect, process and analyze data which is time and resource intensive. Efforts were made to
collect the most recent data available, but readers should be aware of a potential lag between what is
happening today in the county and the latest available data. Additionally, the COVID-19 pandemic has
added to this challenge as data collection and reporting activities may have been impacted resulting in
delays and interrupted processes. Secondly, the data presented provides an estimation of the true value
in the population, while efforts are made to collect data using tools such as outreach and sampling it is
not possible to collect data on every single point of interest for every single resident. The reader should
also be aware that results are less stable (reliable) when population numbers are small, for this reason
and due to privacy not all data is presented in disaggregated form. Finally, data has been collected by a
variety of sources, NCIPH has selected reputable data sources and reviewed methodologies however
there is variation in the process and granularity of the data available.

Comparisons
One method of assessment is to compare health outcomes between similar communities to identify
patterns or divergences. When possible, data from Wake County was compared to Travis County, TX
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(Austin, county seat), and Mecklenburg County, NC (Charlotte, county seat) due to similarities in growth,
demographics, population density, and location. The team also compared Wake County data to the
targets set in Healthy North Carolina 2030, the state’s community health improvement plan, a roadmap
that specifies target areas for health improvement to be reached across the state by 2030.1
1

North Carolina Institute of Medicine. Healthy North Carolina 2030: A Path Toward Health. Morrisville, NC: North
Carolina Institute of Medicine; 2020. Retrieved from https://nciom.org/healthy-north-carolina-2030/
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CHAPTER 4: ASSESSMENT FINDINGS
Overview

Neighborhood
& Physical
Environment

Housing

Community
Cohesion &
Safety

Education &
Lifelong
Development

Economic
Opportunity

Access to
Healthcare

Disease, Illness,
& Injury

Mental Health
& Substance
Use

Data collected from primary and secondary sources were
analyzed for this assessment and summarized in eleven data
categories, with the community priority areas highlighted in
the linked buttons to the right.
While summarizing the data in categories supports
understanding and usability of this report, it is with the
recognition that the health outcomes and conditions that
support or impede health are complex and interrelated.
Multiple years of data were analyzed from most secondary
data sources, and data trends are described in the assessment
findings that follow. Where local data are not robust or
unavailable, national trends or population health studies may
be referenced to provide context and comparisons.

Comparisons to Healthy NC 2030
The Healthy North Carolina 2030 project is an initiative by the
Reproductive &
Health
North Carolina Institute of Medicine to serve as the population
Child Health
Behaviors
health improvement plan from 2020 to 2030. This framework
includes a set of indicators and targets that provide local
health departments as well as the North Carolina Division of Public Health with a set of shared goals to
drive activities that support health and well-being across the state.1 Healthy North Carolina (HNC) 2030
goals are referenced throughout this assessment with a Healthy North Carolina 2030 progress update that
indicates whether the particular goal was met (teal), similar to (gray), or not met (red) in Wake County as
measured by the most recently available data.

=
HNC 2030 Goal:

HNC 2030 Goal:

HNC 2030 Goal:

14% or fewer households with
severe housing problems

150 per 100,000 or lower
Incarceration rate

At least 80% 3rd Graders reading at
or above grade level

Wake: Met in 2014-2018
12.6%

Wake: Similar in 2020
154.5

Wake: Not met in 2020
66%

Community Health Opinion Survey Overview
In the 10 weeks that the survey was open, 1,129 individuals visited the survey. Of these, 12 individuals
were ineligible to complete the survey due to being less than 18 years old, 32 were ineligible due to not
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living in Wake County, and 8 opted not to participate. In
1,129 total, 1,073 community members over the age of 18 and
living in Wake County decided to begin the Community
Health Opinion Survey (CHOS). Of the survey respondents
answering demographic questions, 71.7% identified as
1,085 White, 10.8% as Black, 5.1% as Asian, 3.0% as Multiracial,
and 5.4% as Hispanic/Latino. Most of the survey respondents
(76.2%) identified as women. Over 80% of respondents
1,073 supplying demographic information completed at least a
bachelor's degree with just over 40% completing at least a
master's degree. In terms of annual household income, 46.2% reported a household income of $100,000
or more in the past 12 months, 37.6% reported an income of less than $100,000, and 16.2% either
declined to answer or did not know. We examined survey responses across all of Wake County and within
each of the eight service zones. Since responses to the survey may differ by socioeconomic status, we also
examined responses by highest completed education level (education below master’s degree vs master’s
degree or higher) and total annual household income (less than $100,000 vs $100,000 or more).
Survey Participant Eligibility
Total # Starting Survey
# Ineligible due to age
12
# Ineligible due to living 32
outside of Wake
Total # Eligible
# Not interested in
8
participating
Total Eligible Participants

Most survey respondents agreed that the community in which they live is safe, supportive, and a good
place to have and raise children. While across Wake County overall, respondents felt that they could
access good healthcare, good educational opportunities, healthy and affordable food, recreation and
entertainment opportunities, and transportation, in certain service zones (particularly Eastern and East
Central) a greater percentage of people disagreed or strongly disagreed about the availability of these
community assets. Overall, only 28.4% of survey respondents agreed or strongly agreed that they could
find affordable housing in their community with 46.8% expressing that they could not find affordable
housing. Many respondents did not know about the availability of resources for tobacco cessation
(49.5%), substance use disorders (48.1%), sexual health (37.9%), youth (25.5%), and mental health
(21.7%). 18.6% of respondents were not aware if the community was accessible to people with disabilities.

Figure 9 - CHOS respondents’ agreement on recreational and entertainment opportunities
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When survey respondents were asked if they were familiar with the previous Community Health Needs
Assessment developed in 2019, 71.3% of respondents stated that they were not. The priority areas
selected in 2019 remain concerns within the community with over 40% of respondents indicating that
mental health/substance use disorders, housing and homelessness, transportation, and access to care
were concerns today. Some respondents saw improvements in employment (34.0%), access to care
(25.6%), and transportation (25.3%), but very few saw advancements in responding to housing and
homelessness (7.8%) and mental health/substance use disorders (6.4%).
In the CHOS, respondents were asked to provide their opinions on factors impacting health within the
Wake community. Overall, 33.7% of respondents selected mental health as the top health outcome
impacting health in the community, followed by chronic diseases and conditions (25.9%) and COVID-19
(12.1%). When asked to select the social and economic factor most impacting health of the community,
31.5% selected lack of safe/affordable housing and 13.1% selected lack of sufficient income. When asked
to select the top three areas most impacting health in their community, respondents most frequently
selected affordable housing and homelessness (37.6%), healthcare (access, cost, quality) (34.9%), and
transportation options (23.8%). During review of the survey results for each service zone, 67.1% of
respondents in the East Central zone indicated that affordable housing most impacts the health of
community as compared to 37.6% of total respondents.

Figure 10 - Top 5 CHOS responses to health outcomes, social and economic factors, and health impacts

The CHOS also asked about areas needing improvement in the community, with 35.0% of respondents
selecting access to affordable housing and 25.3% selecting access to transportation options as the top
areas in need of improvement. In the East and Southern service zones, more respondents selected access
to transportation options followed by affordable housing. Affordability of healthcare was the most
selected medical care access issue in need of improvement with 34.1% of respondents picking this option
followed by inequalities in the healthcare system chosen by 12.5%. In the East service zone, affordability
of health care was selected as the top item in need of improvement at 21.5%, followed by availability of
health providers (15.2%) and number of health facilities (10.1%). Survey respondents selected managing
stress (19.9%), vaccination (10.0%) and nutrition (9.2%) as the top health behaviors community members
in need of more information. This was reasonably consistent across service zones, except for the Eastern
zone where seeking health services and physical activity were enumerated as the top two health
behaviors. Persons with mental illness, persons in poverty, and seniors were the most commonly
population sub-groups respondents identified as needing additional resources.
69.8% of respondents agreed or strongly agreed that they could easily access a primary care provider. The
percentage of respondents able to access a medical specialist, such as a cardiologist or dermatologist, was
slightly lower at 55.8%. On the other hand, 39.5% of respondents indicated that there were not enough
health providers in the community with another 38.8% of respondents not being sure about mental health
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provider availability. Most survey participants did not know about the availability of providers accepting
Medicare and Medicaid as well as those providing substance use disorder treatment and bilingual care.
The CHOS also included questions on where people seek out care for physical and mental health concerns.
Most respondents sought out care from primary care providers for physical health needs (77.4%), though
there was also a sizable percentage seeking out care through walk-in or urgent care centers (8.7%). In
terms of mental health, 36.5% of respondents did not seek any care, 29.1% received care from a mental
health provider, and 17.4% sought mental health care from a primary care provider. Top reasons for
putting off receiving mental and physical health care included that it was too expensive and that there
was not enough time in their schedule.
In addition to the complete CHOS result tables in Appendix 3 including responses by income and education
stratifications, CHOS results specific to topic areas are embedded throughout the following sections in
Chapter 4.
1

North Carolina Institute of Medicine. Healthy North Carolina 2030: A Path Toward Health. Morrisville, NC: North
Carolina Institute of Medicine; 2020. Retrieved from https://nciom.org/healthy-north-carolina-2030/
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Neighborhood and Physical Environment
The environment around us impacts health in many ways. According to the
County Health Rankings Model, physical environment alone accounts for 10% of
overall health factors, with community safety contributing additionally. 1 The
Social-Ecological Model also demonstrates how individual and relationship factors
are influenced by broader community and societal factors such as our
neighborhood and physical environments:

Figure 11 – Social Ecological Model
Image Source: Centers for Disease Control and Prevention, 2022. The Social-Ecological Model: A
Framework for Prevention2

The majority of Community Health Opinion survey respondents agreed that there
are places where they can be physically active in their neighborhood (90.5%),
access healthy and affordable food (83.8%), and easily travel within the
community (71.8%). Most respondents also agreed that the environment is clean
and supportive (83.9%). However, populations with higher socioeconomic status
were over-represented in the survey responses, a segment of the population that
historically has better access to a built environment that supports health.

“I think that the biggest thing that I would like to see, that I do
see that's not offered to everybody, you're not gonna see the
good stuff that you need in my neighborhood. You're not gonna
see that over here where I'm at, because they don't have those
things, they don't build those things here. And since they don't
build those things here, the people who live in those areas, they
can't get access to those places or use the benefits that come
with them.”
-Focus Group Participant (Southeast Raleigh Group)
In fact, despite these positive aspects of the environment reflected through the
CHOS survey, focus group participants in Southeast Raleigh and the Eastern
service zone described how development and resources were distributed
unevenly across the county.

PURSUING EQUITY:
BUILT ENVIRONMENT
Residents of Southeast
Raleigh and Eastern
Wake County lack access
to resources that are
available in other areas
of the county, including
places to be physically
active in their
neighborhood, healthy
and affordable food, easy
travel, and a clean and
supportive environment.
GoRaleigh, the public
transit authority in Wake
County recently
conducted an equity
analysis of transit fees
and has determined that
lifting the suspension of
fares during the COVID19 pandemic would
disproportionately
impact minorities and
low-income
communities. Full report
can be found HERE.
https://goraleigh.org/news/
fare-equity-analysissuspended-fare

Additional resources for
food equity:
Freshspire: Addressing
Food Insecurity During
COVID-19
www.getfreshspired.com/w
akecountycovidrelief

Transportation
Transportation was a priority area in the 2019 CHNA. In the 2022 CHOS, one in
four respondents cited access to transportation as an area needing the most
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improvement within their community. While a quarter of respondents reported improvements since the
previous CHNA, about a third did not report improvement, and 43.8% still felt that transportation was a
concern.

Figure 12 - CHOS responses on Transportation as a previous priority

In the 2022 CHOS, 23.8% of respondents selected transportation options as one of the top three areas
impacting health and 25.3% of respondents indicated that access to transportation options was an area
needing improvement in their community. In the Eastern and Southern service zones, respondents
selected access to transportation options as the top area in need of improvement with their community
(Eastern: 30.8%, Southern: 34.5%).
Across focus groups, transportation was identified a barrier to accessing healthcare and other services,
especially for older adults, people with low incomes, and people living in parts of Wake County outside of
Raleigh. The current hours and routes of the bus system make it less useful for people who work early or
late and adds stress for parents of young children who do not have a personal vehicle.

“I'm gonna go off the jump and say a healthy community looks like - it looks
clean, it looks like - it's engaged, it has activities within the community, it has
access to public transportation.”
-Focus Group Participant (Southeast Raleigh Group)
In Wake County, an estimated 79.0% of individuals drive alone to work. This is similar to the percentages
driving alone in the peer counties (Mecklenburg: 77.0%, Travis: 74.1%) and the state overall (80.9%).3

Access to Healthy Food & Physical Activity
Access to affordable, nutritious food is a significant driver of health outcomes. In 2016, Wake County had
a higher number of fast-food restaurants per population size than peers (8.7 per 10,000 population). The
grocery store per population size in Wake (1.8 per 10,000) is similar to that of Mecklenburg (2.0 per
10,000) and higher than Travis County (1.3 per 10,000).4 Youth storytelling series discussions emphasized
food security and nutrition as a health theme, making a connection between accessibility and cost.

“People will eat what they have access to, and convenience stores are more
expensive than larger grocery stores and have fewer options, especially for
healthy food.”
-Youth Storytelling Project Participant

P a g e 31

Wake County Community Health Needs Assessment | April 2022

Figure 13 - Youth Storytelling Series photo of an
empty grocery shelf as a depiction of what
causes some people in the community to
experience worse health than others

Figures 14 & 15 - Youth Storytelling Series photos of a garden and food
shuttle as depictions of what healthy communities look like

Food security data is discussed in further detail under the Economic Opportunity section, connecting the
overlap between built environment and access to economic resources.
Physical activity is vital for both children and adults to achieve optimal health outcomes. Access to parks,
recreational facilities, and living in a safe neighborhood can significantly improve overall health. 5
Individuals living in Wake County are similar to those in peer counties in regard to their access to physical
activity locations (in 2019, 90.1% for Wake, 92.3% for Mecklenburg, and 93.2% for Travis), all of which are
higher than the state of North Carolina (73.5% in 2019).6

Figure 16 – Photo of paddlers at Robertson Millpond. Image Credit: Wake County Communications Office

Physical Environment
In addition to transportation and access to food and activity, physical environment also includes the air
we breathe, the water we drink, and the structures around us. Safe water and clean air are important
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building blocks for overall health, which is even more true for young children, people with chronic health
conditions, and the elderly.7 Environmental health was emphasized in the Youth Storytelling Series as an
important health factor, particularly in how the environment has the potential to negatively impact
mental health. Youth participants described a healthy community as one that prioritizes and preserves
the environment.
Overall, most Wake County residents (86.6%) receive their water from a public water supply, similar to
peer counties Mecklenburg (82.6%) and Travis (95.5%).8 Air quality in Wake County was consistent from
2017 through 2019 with 245-252 days each year of good air quality days (Air Quality Index value of 0-50).
In 2020 the number of good air quality days in Wake County increased to 284, possibly a reflection of
changes in transportation habits during the COVID-19 pandemic. The number of days of good air quality
were similar to the Mecklenburg and Travis peer counties.9

Figure 18 - Youth Storytelling Series photo of a dirty park as a
depiction of what causes some people in the community to
experience worse health than others

Figure 18 - Youth Storytelling Series photo of conservation
practices as a depiction of what healthy communities look like

In Wake County, on average 91.6% of households in 2015-2019 had an internet subscription. This is a
higher percentage than the state overall (82.1%) and the peer counties (Mecklenburg: 88.3%, Travis:
88.4%). The percentage of households with internet access has increased in Wake and in peers.
1

Physical Environment. County Health Rankings and Roadmap. Retrieved from
https://www.countyhealthrankings.org/explore-health-rankings/measures-data-sources/county-healthrankings-model?componentType=factor-area&componentId=5
2
The Social-Ecological Model: A Framework for Prevention. Centers for Disease Control and Prevention. Retrieved
from https://www.cdc.gov/violenceprevention/about/social-ecologicalmodel.html
3
U.S. Census Bureau. American Community Survey, 5-Year Estimates: Table B08006
4
U.S. Department of Agriculture. Food Environment Atlas Data Download, Last Updated 9/10/2020
5
McKenzie, T. L., Moody, J. S., Carlson, J. A., Lopez, N. V., & Elder, J. P. (2013). Neighborhood Income Matters:
Disparities in Community Recreation Facilities, Amenities, and Programs. Journal of Park and Recreation
Administration, 31(4), 12–22. Retrieved from https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4082954/
6
County Health Rankings & Roadmaps 2019, University of Wisconsin Population Health Institute
7
Air and Water Quality. County Health Rankings and Roadmap. Retrieved from
https://www.countyhealthrankings.org/explore-health-rankings/measures-data-sources/county-healthrankings-model?componentType=health-factor&componentId=13
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8

Dieter, C.A., Linsey, K.S., Caldwell, R.R., Harris, M.A., Ivahnenko, T.I., Lovelace, J.K., Maupin, M.A., and Barber,
N.L., 2018, Estimated Use of Water in the United States County-Level Data for 2015 (ver. 2.0, June 2018): U.S.
Geological Survey data release, https://doi.org/10.5066/F7TB15V5.
9
U.S. Environmental Protection Agency, Annual Summary Data
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Housing
Housing quality is a significant driving factor for health outcomes. Poor housing quality includes poor air
quality, lack of safety, limited space per individual, presence of mold or lead, and many other factors.
Housing quality also includes high housing costs in proportion to income and homelessness. These factors
can lead to adverse health outcomes including chronic disease, poor mental health asthma, and more.
Children and older adults are especially vulnerable to the effects of poor housing quality.1 Housing and
homelessness was a top priority in 2019, and in the Community Health Opinion Survey, 47.0% reported
no improvements related to the priority area and 47.9% still felt it was a concern today.

Figure 19 - CHOS responses on Housing and Homelessness as a previous priority

In the Community Health Opinion survey, 37.6% of respondents noted affordable housing and
homelessness as one of three top areas impacting health, 35.0% voted access to affordable housing as
the top area needing improvement in the community, and 31.5% voted for lack of affordable, safe housing
as the top social and economic factor. Almost
half of respondents disagreed that they could
find affordable housing in their community.
Youth Storytelling Series participants also
raised housing affordability, gentrification,
and housing safety as topics of concern.
About 92.7% of housing units in Wake County
are occupied with 63.9% of housing units
occupied by the owner. Wake County’s
percentage of occupied housing is higher than
the state overall (85.7%), but similar to peer
counties Mecklenburg (92.3%) and Travis
(91.8%). However, a larger percentage of
housing units are occupied by owners in Wake
Figure 20 - Youth Storytelling Series Photo: Gentrification and higher
(63.9%) than in Mecklenburg (56.4%) or Travis costs of living causing some people to experience worse health
(52.4%). These trends have been stable over outcomes than others
the past few years. Wake has lower housing
density than the state overall, similar to its peer counties, with 98% of housing units having one or fewer
occupants per room.2
Though occupancy rates are stable, housing costs have been increasing in Wake County as well as for peer
counties and the state for both owners and renters. In Wake County, the average median monthly owners
cost for a housing unit with a mortgage in years 2015-2019 was $1,655 compared to $1,533 for years
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2011-2015. The median monthly cost for renters jumped even more during this time period from $948 on
average for 2011-2015 to $1150 for 2015-2019.2
Homeowners spend more than renters on monthly housing costs, yet less of their overall income on
housing.2 Households are considered housing cost burdened if more than 30% of their income is spent on
housing costs.3 In Wake, 19.0% of owner-occupied households meet this definition, spending 30% or more
of their income on a mortgage (13.5% spending 35% or more) compared to 43.2% of households paying
rent spending 30.0% or more of their income on rent as of 2019.

Figure 21 - Housing Cost Burden

Focus group participants described the lack of affordable housing and how development in Raleigh is
driving housing prices up. There is assistance available, but it is hard to access and utilize.

“Even like for Section 8, which is through the government, it's all about affordable
housing but even if you have a voucher, a lot of landlords and stuff don't wanna
accept vouchers and stuff. So that's another barrier sometimes or, if they do accept
vouchers, it's in like the high-crime areas.”
-Focus Group Participant (Southeast Raleigh Group)
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PURSUING EQUITY:
HOUSING
African Americans are
experiencing
homelessness at more
than 17 times the rate
of Whites in Wake
County.

Figure 22 - Households with at least 1 of 4 severe housing problems

Available housing does not always equal safe housing. In Wake County, an
estimated 12.6% of households in 2014-2018 had severe housing problems,
defined by housing with at least one of the following four severe housing
problems: incomplete kitchen facilities, incomplete plumbing facilities, more than
one person per room, and cost burden of greater than 50%. This is less than
Mecklenburg (15.6%) and the state
(14.9%) and is lower than the Healthy
North Carolina 2030 target of 14%;
however, 12.6% in Wake County
equates to 49,095 households that are
HNC 2030 Goal:
experiencing severe housing problems.4
14% or fewer households with
The percentage of households with
Severe Housing Problems
severe housing problems in Wake
County has dropped slightly in recent
Wake: Met in 2014-2018
years from 14.8% in 2010-2014 to
12.6% in 2014-2018, mirroring a trend
12.6%
seen in the state overall. 5

Homelessness
In 2021 912 people (7.9 per 100,000 population) in Wake County were counted as
experiencing homelessness during the Point-In-Time (PIT) count.6 While generally
recognized as an undercount of the “true” number of people experiencing
homelessness, the PIT is a count of all people living in shelters or transitional
housing facilities or in unsheltered locations on a single night in January. It does
not include people “doubled up” with family or friends or living in a hotel/motel.
7
Wake’s homelessness rate was about half that of Mecklenburg County (17.2 per
100,000 population) in 2021. However, concerning disparities persist. The rate of
people experiencing homelessness is 32.7 per 100,000 for Black or African
Americans, more than 17 times the rate of White community members.6

More women than men
are experiencing
homelessness in Wake
County.

A Better Wake is working
towards 6 goals that will
improve access to
affordable housing for
Black and Brown people.
Long term impacts for
people of color will
include the elimination of
housing and
neighborhood
displacement and an
increase in stable and
affordable housing.

Additional Resources:

National Low Income
Housing Coalition: Out of
Reach 2021: North
Carolina
https://reports.nlihc.org/oo
r/north-carolina
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1

Quality of housing. (n.d.). Retrieved April 12, 2022, from https://www.healthypeople.gov/2020/topics
objectives/topic/social-determinants-health/interventions-resources/quality-of-housing
2
U.S. Census Bureau. American Community Survey, 5-Year Estimates: Table DP04
3
Bailey KT, Cook JT, Ettinger de Cuba S, Casey PH, Chilton M, Coleman SM, et al. Development of an index of
subsidized housing availability and its relationship to housing insecurity. Housing Policy Debate.
2015;26(1):172-87. doi: 10.1080/10511482.2015.1015042.
4
North Carolina Institute of Medicine. Healthy North Carolina 2030: A Path Toward Health. Morrisville, NC: North
Carolina Institute of Medicine; 2020. Retrieved from https://nciom.org/healthy-north-carolina-2030/
5
U.S. Department of Housing and Urban Development (HUD), Comprehensive Housing Affordability Strategy
(CHAS) Data.
6
NC Coalition to End Homelessness Point-in-Time Count Data and the US Department of Housing and Urban
Development PIT and HIC Data. North Carolina Office of State Budget and Management for population
denominators.
7
Point-in-time Data: 2021. Wake County Continuum of Care. Retrieved from https://wakecoc.org/data/pit-2021/
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Community Cohesion
High levels of community cohesion can positively impact health outcomes. When
asked to describe what healthy communities look like, a Youth Storytelling Series
participant described “a healthy community is not just one that looks nice, but a
community that has a special bond.” Strong relationships and solidarity among
members of a community can lead to improved health outcomes by supporting
each other to commit to healthy behaviors and by reducing emotional stress.
Conversely, social isolation can be detrimental to health and increases mortality.
Isolation is particularly a concern for older
adults who may experience loneliness and
lack of social cohesion, which negatively
impacts health. Community cohesion
includes civic engagement, relationships
within the community, safety, and more.1
In the Community Health Opinion Survey,
most respondents agreed with statements
of feeling safe in the community, feeling
connected and socially supported by
others in the community, and felt their
community is inclusive and respectful of
diversity.
Wake
County’s
Social Figure 23 - Youth Storytelling Series photo of
stamps representing diversity as a depiction
Vulnerability Index, using 15 U.S. census
of what healthy communities look like
variables to estimate external stresses on
health, is 0.15 in 2018, which is lower than Mecklenburg’s percentile ranking of
0.31. A lower score means less vulnerability compared to other counties in North
Carolina.2 While there are a number of positive reports of social cohesion, 5.5% of
CHOS respondents listed discrimination as their top social and economic factor
impacting the health of their community, which was the sixth most common
response. Focus groups expressed a strong desire for elected officials to be more
engaged in communities.

“I think the mayor should be addressing some of this stuff. And I think
that the police officers, they should be involved in the community,
checking on people and not trying to just be nosy and give people
tickets. The people that claim that they work for the city and they
provide a service for the city, they should be more involved and have
community events where people can come there and they can just talk
and socialize about the community events and things that we can do to
make the community better. But that don't really happen as often as it
should happen. But that's who should address it, the people that are
supposed to be managing the city. Like the Mayor.”
- Focus Group Participant (Southeast Raleigh Group)

PURSUING EQUITY:
DISCRIMINATION
Participants across focus
groups described
experiencing
discrimination based on:
-

Race
National origin
Language
Homelessness
Mental illness
Pregnancy

In the CHOS,
Discrimination was the
6th most selected social
and economic factor
impacting the
community.

In community
prioritization, 25.3% of
African American
respondents selected
discrimination as a
priority compared to
9.5% of White
respondents and 11.1%
of Asian respondents.
To find out more about
discrimination and how
to report discrimination
in employment:
A Better Wake: Resources
for Exploring Systemic
Racism
Home | U.S. Equal
Employment Opportunity
Commission (eeoc.gov)
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Civic Participation
Civic participation is one of many ways to build community engagement, cohesion, and safety. In Wake
County, the percent of registered voters who voted is higher than peers in major election years, and lower
than peers in minor election years. In the major election in November 2020, 79.7% of registered voters in
Wake voted compared to 3.1% in the minor election in November 2019. Black or African American
registered voters and Hispanic registered voters were less likely to vote in major elections than the Wake
County population overall (72.2% and 66.9% vs. 79.7%, respectively), 3 suggesting that there may be
systemic barriers to voting disproportionately impacting Black and Latinx communities.

“And I know for some communities, access to voting is hard. We obviously
learned that in the last couple of elections, that that caused a lot of difficulty
depending on who you are and what community you belonged to.”
-Focus Group Participant (Mental Health Group)
Linguistic Isolation
Another important factor to consider for community cohesion is linguistic isolation. In Wake County, an
estimated 17.6% of households speak a language other than or in addition to English at home.
Additionally, 2.6% of households are limited English speaking, which is lower than peer counties and
slightly higher than the state.4 This was especially relevant during the COVID-19 pandemic, as focus group
participants highlighted the lack of adequate interpretation and translation at COVID testing and
vaccination sites.

“How can I explain? It is racism. Like you're an immigrant you don't have a right
to speak, to go shopping, to go to the dentist, and it's hard to think about when
you're thinking about a happy healthy community, you think about a place that
helps everybody, and here we are in the United States, where there's wealth, it's
in the country of opportunities for all, but I think the language limits us a lot.”
-Focus Group Participant (Latinx Group)
Focus group participants also expressed a desire for residents to be provided a platform to voice their
views and concerns about community issues. A need for increased accessibility to information and
resources was also highlighted during focus group sessions.

Community Safety
The extent to which people feel and experience safety in their community impacts health in a multitude
of short- and long-term ways.5 Safety spans social, economic, and environmental factor. Healthy North
Carolina 2030 specifically names safety as a cross cutting factor that does not stand alone; rather, safety
influences how people navigate their environment and make health decisions6.
Exposure to crime and violence in the home or neighborhood in which one lives may be associated with
adverse health outcomes.7 Wake has a lower rate of index crimes (murders, rapes, robberies, aggravated
assaults, burglaries, larcenies, and motor vehicle thefts) at 1,902 per 100,000 residents in 2019 in
comparison to Mecklenburg (4,554 per 100,000 residents) and the state overall (2,909 per 100,000
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residents). Wake also has lower rates when separating out property crimes (burglary, larceny, motor
vehicle theft) and violent crimes (murder, rape, robbery, aggravated assault). Property crime rates have
dropped in Wake in recent years from 2,741 per 100,000 residents in 2008 to 1,652 per 100,000 residents
in 2019. There has also been a decrease in the violent crime rate during this same time period, from 349.3
per 100,000 to 250.0 per 100,000.8

Figure 24 - Index crime rates per 100,000 residents in Wake, Mecklenburg, and North Carolina

In Wake County, the count of sexual assault clients rose in in the most recent fiscal year from 173 clients
in 2019-2020 to 815 clients in 2020-2021. The number of clients in 2019-2020 is lower than each of the
five previous years. It is possible that these fluctuations may be due to the COVID-19 pandemic though
the number of clients around the state did not drop during the 2019-2020 fiscal year. Wake serves fewer
sexual assault clients per 100,000 population than the state overall. 9
Wake County also saw a marked drop and then rise in the number of domestic violence clients in the past
few fiscal years from 4,480 in fiscal year 2018-2019, to 2,163 in 2019-2020, and then 5,739 in 2020-2021.
Mecklenburg and the state have also seen increases in the number of domestic violence clients in 20202021, though the relative drop in clients in 2019-2020 was not as drastic as in Wake. Wake also had fewer
domestic violence clients per population than the state.9
Wake has a lower count of services recommended and unsubstantiated claims of child neglect and abuse
reports. Otherwise, counts of abuse, neglect, and dependency are similar between Wake and
Mecklenburg.10
Wake County’s rate of children in foster care was 2.09 per 1,000 in 2019 (slightly lower than Mecklenburg),
and the rate of children entering welfare custody was 0.381 per 1,000. 11
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Incarceration
Research shows that incarceration rates can negatively impact the health outcomes of individuals
experiencing incarceration as well as their families and surrounding communities. Families of those
incarcerated can experience strain, stress, and stigma. They can also face economic destabilization as well
as non-financial challenges with childcare, household
management, and more. For communities, high rates
of incarceration can result in the loss of working-age
adults in the community and increase in infectious
diseases.12

=

Across the past decade, Wake County has seen a
steady decline in the rate of individuals incarcerated in
North Carolina prisons. As of 2020, Wake’s
incarceration rate of 154.5 is very close to meeting the
Healthy North Carolina 2030 target of 150 per 100,000
people.13
1

HNC 2030 Goal:
150 per 100,000 or lower
Incarceration rate

Wake: Similar in 2020
154.5

Social cohesion. (n.d.). Retrieved April 12, 2022, from https://health.gov/healthypeople/priority-areas/socialdeterminants-health/literature-summaries/socialcohesion#:~:text=High%20levels%20of%20social%20support,through%20behavioral%20and%20psychological%2
0pathways.&text=For%20example%2C%20social%20support%20may,23%20and%20reduce%20emotional%20stre
ss.

2

Centers for Disease Control and Prevention/ Agency for Toxic Substances and Disease Registry/ Geospatial
Research, Analysis, and Services Program. CDC/ATSDR Social Vulnerability Index Database.
https://www.atsdr.cdc.gov/placeandhealth/svi/data_documentation_download.html Accessed January 2022.
3
North Carolina State Board of Elections. Historical Registered Voter Stats and Historical Voter History Stats.
Downloaded December 2021.
4
U.S. Census Bureau. American Community Survey, 5-Year Estimates: Table C16002
5
Community Safety. County Health Rankings and Roadmaps. Retrieved from
https://www.countyhealthrankings.org/explore-health-rankings/measures-data-sources/county-healthrankings-model?componentType=health-factor&componentId=9
6
North Carolina Institute of Medicine. Healthy North Carolina 2030: A Path Toward Health. Morrisville, NC: North
Carolina Institute of Medicine; 2020. Retrieved from https://nciom.org/healthy-north-carolina-2030/
7
Crime and Violence. (2022, February 6). Healthy People 2020. https://www.healthypeople.gov/2020/topicsobjectives/topic/social-determinants-health/interventions-resources/crime-and-violence#9
8
North Carolina State Bureau of Investigation, North Carolina Uniform Crime Reporting (UCR) Program
9
NC Department of Administration, NC Council of Women and Youth Involvement, Domestic Violence and Sexual
Assault Statistics. North Carolina Office of State Budget and Management for population denominators.
10
University of North Carolina at Chapel Hill Jordan Institute for Families, Management Assistance for Child Welfare,
Work First, and Food & Nutrition Services in North Carolina (v3.2). File sent by communication with Steve Guest.
11
University of North Carolina at Chapel Hill Jordan Institute for Families, Management Assistance for Child
Welfare, Work First, and Food & Nutrition Services in North Carolina (v3.2). File sent by communication with
Steve Guest.
12
Gifford, E. (2019, November 01). How incarceration affects the health of communities and families. Retrieved
April 12, 2022, from https://www.ncmedicaljournal.com/content/80/6/372
13
NC Department of Health and Human Services, Department of Health and Human Services, Division of Public
Health, Injury and Violence Prevention Branch, The NC Opioid Data Dashboard. Sourced from Department of
Public Safety, Research and Planning, Automated System Query, Prison Population, 2000 - present.
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Education & Lifelong Development
Education is positively associated with health outcomes through increased employment opportunities and
income, health literacy, and mental health. Educational opportunities can also reduce inequalities and
support human development. Lifelong learning and development influences health outcomes by
improving health literacy, which can impact one’s ability to access resources or health services.1 Higher
parental education is also linked to improved child health outcomes.2 In the CHOS, 87.5% of respondents
agreed or strongly agreed that the community is a good place to raise children. 80.9% agreed or strongly
agreed the community is a good place to have a baby. 74% agreed or strongly agreed the community is a
good place to grow old, yet 11% of respondents disagreed or strongly disagreed with this statement.
Nearly half of respondents in the East service zone (43.6%) identified youth as a subgroup needing
resources, and across all CHOS respondents, 27.9% selected youth as a subgroup needing additional
resources.

Child Care
Residents in the focus groups reported challenges accessing day care for children. Long waitlist and cost
of care were highlighted as the key barriers driving limited access.

“You can't go to work if you got a baby, especially the one that can't take of
itself. And daycare is expensive. So if you're gonna qualify for any type of help or
assistance, you gotta apply for it. The waitlist is completely too long. There's so
many people who need help, so I get it, but it's too long. They want you to sign
these documents to fill out, your arm and your leg and your heart. They want all
your business and then you gotta wait two or three years to get any help.”
-Focus Group Participant (Southeast Raleigh Group)

Education
Among respondents to the community health opinion survey, 79.8% agreed or strongly agreed with the
statement: I can access good education in my community. However, among respondents from the Eastern
service zone, only 46.8% agreed with this statement. Enrollment in Wake County public schools has
steadily increased in Wake County since 2004, in 2020-2021 school year 164,844 students were enrolled
in the public school district.3 In Wake County, the percent of students reading at grade level or higher

HNC 2030 Goal:
At least 80% 3rd Graders reading at or
above grade level

Wake: Not met in 2020
66%
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based on third grade End of Grade exams is above Mecklenburg County, however,
at 66% in 2018-2019,4 it has not yet met the Healthy North Carolina goal of 80%.5

HNC 2030 Goal:
0.8 per 10 students or lower
Short term suspension rate

Wake: Met in 2019-2020
0.42 per 10 students

Wake County Schools spent $9,615
per student 2019-2020; on par with
Mecklenburg County and North
Carolina
overall.
Per
pupil
expenditure includes the cost of
instruction,
student
support,
administration and operations.
However, the Innovative School
District is an exception as it receives
more state and federal funds than
local funding – in 2019-2020 this
district spent $10,810 per pupil. 6

Wake’s rate of short-term suspensions, long-term suspensions, and expulsions
are all lower than those of Mecklenburg County Public Schools. Wakes rate of
short-term suspensions was 0.4 per 10 students in the 2019-2020 school year,
lower than the Healthy North Carolina 2030 goal overall.4
However, short-term suspension rates increase to 1.08 per 10 Black students, 0.85
per 10 economically disadvantaged students, 0.71 per 10 American Indian
students, and 0.59 per 10 male students. Black, economically disadvantaged,
American Indian, and male students also have lower graduation rates compared
to the overall graduation rate. 4 These trends identified in the secondary data
were also part of focus group discussions, as residents reported concerns about
discrimination within schools.

“So talking about dreams, for me it would be
beautiful to know that there were more respect in the
schools for kids who are new to this country. We
come as immigrants; there's mistreatment by
teachers [and] bullying from other kids.”
-Focus Group Participant (Latinx Group)
While Wake County has many childcare and educational opportunities, the
primary and secondary data throughout this topic emphasizes how these
opportunities are not equitably available to all throughout the county.

PURSUING
EQUITY
Black, Hispanic,
economically
disadvantaged, and male
students have higher
rates of school
disciplinary activity and
lower graduation rates
than white peers.
The vision of A Better
Wake is an equitable
education system in
which “Black and Brown
children have unfettered
access to the experiences
and environments that
enable them to become
their full and best selves
without systemic
barriers.”
Goals to help reduce this
disparity include
reforming the role of
police in schools and
creating alternatives to
exclusionary discipline
practices. The long-term
impacts will create
schools that are a safe
place for students to
learn and fewer students
of color being disciplined.
Learn more about equity
in education:
CREED: E(RACE)ING
INEQUITIES: The State of
Racial Equity in North
Carolina Public Schools
ACLU: Cops and No
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1

What Works? Social and Economic Opportunities to Improve Health for All. (n.d.). Retrieved from
https://www.countyhealthrankings.org/reports/what-works-social-and-economic-opportunities-to-improvehealth-for-all
2
Education. County Health Rankings and Roadmaps. Retrieved from
https://www.countyhealthrankings.org/explore-health-rankings/measures-data-sources/county-healthrankings-model/health-factors/social-and-economic-factors/education
3
North Carolina Department of Public Instruction, Statistical Profile. Retrieved from
http://apps.schools.nc.gov/ords/f?p=145:1
4
North Carolina Department of Public Instruction. NC School Report Cards (SRC). Dataset for researchers uploaded
6/18/2021. Retrieved from https://www.dpi.nc.gov/data-reports/school-report-cards/school-report-cardresources-researchers
5
North Carolina Institute of Medicine. Healthy North Carolina 2030: A Path Toward Health. Morrisville, NC: North
Carolina Institute of Medicine; 2020. Retrieved from https://nciom.org/healthy-north-carolina-2030/
6
Expenditures per Pupil for Elementary and Secondary Public Schools | State Indicators | National Science
Foundation—State Indicators. (n.d.). Retrieved April 4, 2022, from
https://ncses.nsf.gov/indicators/states/indicator/public-school-per-pupil-expenditures
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Economic Opportunity
Economic opportunity is significantly associated with health outcomes by affecting ability to make healthy
choices, access and affordability of healthcare and housing, and more. Specifically, employment can
increase capacity to make healthy choices such as housing, food, and medical care. Employment often
provides means to afford health insurance,
which has a positive effect on health
outcomes and access to healthcare.
Additionally, economic opportunity allows
individuals to accumulate savings and
resources that can help in times of
emergency.1
Social and economic factors are closely
related and often considered together,
recognizing the overlap between economic
opportunities and previously discussed
topics such as environment, housing,
community cohesion, and education – all of
which influences access to healthcare and
health outcomes. In the CHOS, respondents
selected their top social and economic
factors impacting the health of their
community. Nearly a third listed lack of
affordable, safe housing, with about an Figure 25 - Top social and economic factors from CHOS
eighth saying lack of sufficient income,
followed by lack of recreational and entertainment opportunities and discrimination. In the 2022 CHOS,
67.6% of respondents agreed or strongly agreed that they could find enough economic opportunities in
their community, though this was lower among respondents from the Eastern service zone where only
48% affirmed the ability to find these opportunities.

Income & Employment
Employment was a previous priority of Wake County. A third of 2022 CHOS respondents reported seeing
improvement related to employment since the 2019 CHNA, with 28.1% still finding employment to be a
concern today.

Figure 26 - CHOS responses on Employment as a previous priority
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Focus group participants expressed concerns about barriers to employment such
as transportation, limited access to employment opportunities due to
immigration status, and lack of information on food and assistance resources.

“Now work-wise, I do see a large population of illegal
immigrants that don’t have access to a lot of things
because of their legal status. And because of their
education background, they’re not able to apply for
things themselves. And if I am able to get them
employment somewhere, they don’t have the
interpreters to be there for them.”
- Focus Group Participant (Eastern Wake Group)
From 2011 to 2019, unemployment rates in Wake County were on a steady
decline with the rate being 7.8% in 2011 and 3.3% in 2019. With the COVID-19
pandemic beginning in 2020, unemployment rates nearly doubled between 2019
and 2020, with a rate of 6.4% in 2020. This means about 35,000 additional people
were unemployed in 2020 compared to 2019. Mecklenburg County’s rate as well
as North Carolina’s followed the same pattern.2

PURSUING
EQUITY
Immigrants have less
access to employment
opportunities, especially
without documentation.
There are more youth,
Hispanic, and Black
residents living below the
federal poverty level.
Disparities in economic
opportunity largely
impact people of color.
A Better Wake Vision: A
Wake County where
Black and Brown
residents are free to
choose and pursue their
desired path of economic
mobility and prosperity
without hindrance.
A Better Wake is working
to achieve this through
goals that will address
disparities towards
people of color in
workforce development,
worker pay, small
businesses, and banking
credit and debt relief.
Resources:
Brookings Workforce of the
Future Initiative: Moving Up

Figure 27 - 2019 Live Well Wake Population Indicator #2: Decrease the
percentage of unemployed adults

Wake's median household income trends above its peer of Travis and
Mecklenburg with the median household income being about $5,000 more than
Travis and $10,000 more than Mecklenburg between 2015-2019. The per capita

The Roadmap for Racial
Equity: An imperative for
workforce development
advocates
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income for Wake is only about $2,000 more than Mecklenburg’s and about $2,700 less than Travis’s.3

Figure 28 - Income Trends

Employers
As of the second quarter in 2021, Wake County Public School System was the largest employer in the
county.4 The top three employment sectors in the county are professional scientific and technical services
(11.8%), health care and social assistance (11.2%), and retail trade (11.1%).5 Between 2015 and 2019, an
estimated 16% of Wake County workers ages 16 and over worked outside of the county, which is higher
than peer counties.6

Poverty
From 2011-2015, on average 26.3% of Wake’s
population was below 200% of the poverty level with
this percent decreasing to 22.3% between 2015-2019,
consistent with Wake’s peers and the state of North
Carolina. The data show that some groups are
disproportionately affected by poverty in the area with
youth being one of those. The average percent of
youth under 18 living below the poverty level (12%) is
higher than that of the overall population (9.1%)
between 2015-2019.7

HNC 2030 Goal:
27% or fewer individuals below
200% of the poverty level

Wake: Met in 2015-2019
22.3%

Disparities are also seen in Native Hawaiian and Pacific
Islander, Hispanic or Latino, Other race, and Black and African American populations as they showed
higher percentages of those living below the poverty rate than other races; however, data on Native
Hawaiian and Pacific Islander population has low reliability due to small numbers in the county.7
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Figure 29 - 2019 Population Indicator #1: Decrease the number of people living 200% below federal poverty level

Food Security
Wake’s proportion of households with low-income and low access to a grocery store is 1 in 20 in 2019,
which is similar to Mecklenburg.8 The proportion of households receiving food stamps/SNAP in Wake is
lower than that of its peer, which may suggest an underutilization of this program. Those identifying as
Black or African American make up more than half
(55.8%) of households in Wake County receiving food
stamps/SNAP.9 This differential food stamp/SNAP use
by race may point to racial disparities in food access.

=

HNC 2030 Goal:
5% or fewer individuals who are lowIncome and low access to a grocery store

Wake: Similar in 2019
5.4%

Like adults in the area, about 1 in 20 children in Wake
County have low access to a grocery store. 10 During
the 2018-2019 school year, around a third of publicschool students were eligible and enrolled in the free
or reduced lunch program (31% and 34%,
respectively, calculated using slightly difference
methods). Both percentages are lower than
Mecklenburg’s and North Carolina’s.11,12

1

What Works? Social and Economic Opportunities to Improve Health for All. (n.d.). Retrieved April 12, 2022, from
https://www.countyhealthrankings.org/reports/what-works-social-and-economic-opportunities-to-improvehealth-for-all
2
North Carolina Department of Commerce, Labor & Economic Analysis, Local Area Unemployment Statistics.
Download period = Annual Average.
3
U.S. Census Bureau. American Community Survey, 5-Year Estimates: Table DP03
4
North Carolina Department of Commerce, Labor & Economic Analysis, Quarterly Census of Employment and Wages
Largest Employers. Download is for Quarter 2, 2021.
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5

North Carolina Department of Commerce, Labor & Economic Analysis, Quarterly Census of Employment and
Wages. Download is for year=2020 and period=annual.
6
U.S. Census Bureau. American Community Survey, 5-Year Estimates: Table B08007
7
U.S. Census Bureau. American Community Survey, 5-Year Estimates: Table S1701
8
U.S. Department of Agriculture. Food Access Research Atlas Data Download 2019, Last Updated 4/27/2021
9
U.S. Census Bureau. American Community Survey, 5-Year Estimates: Table S2201
10
U.S. Department of Agriculture. Food Environment Atlas Data Download, Last Updated 9/10/2020
11
County Health Rankings & Roadmaps sourced from National Center for Education Statistics
12
The Annie E. Casey Foundation, Kids Count Data Center. Sourced from Public Schools of North Carolina, State
Board of Education, Department of Instruction, Child Nutrition, Economically Disadvantaged Student (EDS). Last
updated September 2021.
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Access to Healthcare
Access to Healthcare is essential in addressing population health outcomes. Many
barriers to healthcare exist related to the social and economic factors described
in previous sections, including high cost, lack of health insurance, limited
resources, and limited access to transportation.
While access to care was a priority in the 2019 Community Health Needs
Assessment, just a quarter of CHOS respondents had seen improvements related
to this area. 40.2% of respondents to the Community Health Opinion Survey still
felt this topic was a concern.

Figure 30 - CHOS responses on Access to Care as a previous priority

As estimated in 2019 and 2020, the county has fewer physicians and nurse
practitioners per population than Mecklenburg at 25 and 7 per 10,000 population
respectively,1 as well as lower numbers of beds per population (13.1 per 10,000).2
However, it is important to note that many nearby Duke Hospitals and UNC Health
facilities fall outside of the county line and are not included in this data.
Emergency department hospital visits increased at Rex Healthcare and WakeMed
Hospitals from 2015 to 2019, though remained consistent in Duke Raleigh over
this same time period. When combining the Duke Raleigh, Rex Healthcare, and
WakeMed for the year 2019, 39.2% of emergency department visitors were
between the ages of 18 – 44 years and 22.5% between the ages of 45 – 64 years.
A high percentage of emergency department visits were covered by a government
payer (26% Medicaid, 13.4% Medicare, 2.3% other government), but many people
visiting the emergency room were uninsured (19.8%). In 2019, 45.9% of
emergency department visitors in these three hospital systems were Black and
37.8% were White.3 The number of short-term acute care hospital stays has also
increased at the three hospital systems mentioned above, but average lengths of
stays for these visits have remained consistent within each facility.4
Focus group participants felt that Wake County has high quality healthcare from
WakeMed Health & Hospitals, Duke Hospitals, and UNC Health, as well as area
free and sliding-fee-scale clinics. Advance Community Health is one of these
providers, serving as Wake County’s Federally Qualified Health Center. In 2020,
they served over 17,000 patients in Wake, with a specific aim to resolve common
barriers to care. Of those, 80% were a racial and/or ethnic minority, with about
60% Black or African American. 66.6% of Advance’s patients live at or below 100%

PURSUING EQUITY:
ACCESS TO CARE
A Better Wake
The vision of a Better
Wake is a “Wake County
with a healthcare system
in which Black and Brown
residents can attain their
highest level of health
and well-being.” This
coalition, led by a
partnership between
Wake County
government, Raleigh city
government, the RaleighApex branch of the
NAACP, the Raleigh
Chamber, and the
Triangle Diversity Equity
& Inclusivity Alliance is
working to achieve this
vision through several
goals that were
developed to increase
access to care for people
of color and to improve
data and data tools to
accurately represent
people of color in the
healthcare system.
Review A Better Wake’s
Blueprint for Dismantling
Systemic Racism HERE.
abetterwake.com/blueprint

Additional Resources on
Health Equity can be
found HERE.
nationalcollaborative.org
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of the Federal Poverty Guideline and 64.6% live in public housing. Almost 40% of patients are uninsured
and nearly 20% are best served in a language other than English.5
While Wake is home to many quality care options, focus group participants named a handful of gaps
they’ve seen and experienced. The high cost of medical care was recognized by participants across groups.
Immigrants face additional barriers to accessing care, such as lack of interpretation and documentation
requirements for aid. Transportation was discussed as a barrier to healthcare for older adults. Concerns
were expressed about the high cost and low quality of long-term care; the cost may keep low-income
residents in unsafe living conditions as they age. Youth Storytelling Series discussions illuminated specific
concerns that trans people experience finding affirming care.

“Because, as we all know, it is the best system, best
medical technology, everything here. But our system is
broken. People cannot afford [healthcare].”
– Focus Group Participant (Older Adult Group)
Affordability and Insurance
Affordability of healthcare was noted as the top
medical care access issue that needs improvement
by CHOS respondents (34.1%), as healthcare is
prohibitively expensive without insurance. When
asked to rank the top three areas impacting health,
34.9% of CHOS respondents selected “healthcare
(access, cost, quality)” as one of their responses –
the second top area overall. Across focus groups,
lack of insurance was highlighted as the primary
barrier to healthcare; universal healthcare was
expressed to improve access.
The CHOS respondents indicated that not having
time in their schedule (28.5%) and cost being too
expensive (27.3%) were their top reasons for
putting off seeking healthcare services.
Figure 31 - Top Medical Care Access Issues from CHOS

HNC 2030 Goal:
8% or fewer people under age 65 without
health insurance

Wake: Not met in 2019
10.1%

Those without insurance made up 10.1% of the
population under age 65 in Wake County in the 20142019 estimates. This is above the Healthy North
Carolina 2030 target of 8% and is estimated to
include 97,433 individuals.6 This number increases to
12.1% for ages 18-64 and drops to 5.2% for children
under 18 years of age. Among people living below
200% of the federal poverty line, that percentage
jumps to 23.5%. Wake County has a lower
percentage of uninsured residents than Mecklenburg
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and Travis Counties in all
income and age categories. 7
However, it is important to note
that the estimates of the
percentage of the population
uninsured is based on data from
2019, prior to the COVID-19
pandemic. Wake consistently
has smaller counts of Medicaid
enrollment (181,635) compared
to Mecklenburg (254,158),
consistent with its lower rates
of people living below the
poverty level; both counties
have similar distribution across
program aid categories.8
Insurance data disaggregated
by race and ethnicity at the
county level is unavailable; Figure 32: 2019 Population Indicator #6: Decrease the percentage of residents under
however, on the state level age 65 without health insurance
there are disparities in the estimated uninsured rate for the population under the age of 65 by race and
ethnicity. 30.3% of Hispanic people in North Carolina are uninsured, compared to 13.6% of Black people
and 10.4% of White people.7

Specialty Services
Just over half (55%) of CHOS respondents agreed that residents could access specialist providers.
However, the majority of CHOS respondents did not know if there were enough providers accepting
Medicare and Medicaid. Most CHOS respondents also did not know about the availability of bilingual
providers or those offering treatment for substance use disorders.
The population served by mental health programs has increased 45% since 2010, from 218 people per
10,000, to 316 per 10,000 in 2020.9 Despite the increase in population served, 39.5% of CHOS respondents
feel there are not enough mental health providers in the community. Focus group participants discussed
a need for an equal approach to physical and mental healthcare in order to improve access, reduce stigma,
and improve funding for mental health.

Elder Care
As referenced in the demographics section, the population over age 65 is expected to grow over the next
20 years. 10 In the focus group for older adults, transportation was discussed as a major barrier to
healthcare. Concerns were also expressed about the high cost and low quality of long-term care which
could result in low-income elderly residents being in unsafe living conditions as they age. In 2021, Wake
County had 35 adult care facilities, which is slightly lower than Mecklenburg’s 39 facilities.11
1

North Carolina Health Professions Data System, Program on Health Workforce Research and Policy, Cecil G. Sheps
Center for Health Services Research, University of North Carolina at Chapel Hill.
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2

Log Into North Carolina (LINC) for counts. North Carolina Office of State Budget and Management for population
denominators.
3
North Carolina Hospital Discharge Data Descriptive Statistics. Cecil G. Sheps Center for Health Services Research,
University of North Carolina at Chapel Hill.
4
North Carolina Hospital Discharge Data Descriptive Statistics. Cecil G. Sheps Center for Health Services Research,
University of North Carolina at Chapel Hill.
5
U.S. Department of Health & Human Services. Health Resources & Services Administration. Health Center Program
Uniform Data System (UDS) Data Overview.
6
North Carolina Institute of Medicine. Healthy North Carolina 2030: A Path Toward Health. Morrisville, NC: North
Carolina Institute of Medicine; 2020. Retrieved from https://nciom.org/healthy-north-carolina-2030/
7
U.S. Census Bureau. Small Area Health Insurance Estimates (SAHIE)
8
North Carolina Medicaid Division of Health Benefits. Population counts from North Carolina Office of State
Budget and Management
9
Log Into North Carolina (LINC) for counts. North Carolina Office of State Budget and Management for population
denominators.
10
NC Office of State Budget and Management, County/State Population Projections
11
North Carolina Division of Health Service Regulation for counts (last updated 12/17/2021).
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Disease, Illness, & Injury
Health outcomes including many diseases, illnesses, and injuries are influenced by
the health factors, policies and programs described throughout the assessment
findings.1 This section explores mortality, chronic conditions, infections, injuries,
and disabilities and how they impact Wake residents. Understanding which
conditions primarily impact communities, and where there are disparities within
communities, can help identify opportunities to influence health factors, policies,
and programs that influence health outcomes.
The following disease, illness, and injury sections primarily pull from secondary
data reporting on health outcomes. To complement this secondary data, CHOS
respondents were asked to share which health outcome they felt most impacted
their community. A third of respondents selected mental health conditions, with
another quarter selecting chronic diseases and conditions.

PURSUING EQUITY:
HEALTH OUTCOMES
African Americans
residents have a much
higher mortality rate
compared to White
residents.

Cancer mortality has
been increasing for
Hispanic/Latinx
community members,
but decreasing for other
racial groups
African American and
Hispanic residents have
experienced a higher
share of COVID-19
deaths compared to
White and Asian
residents.
A Better Wake seeks to
eliminate racial health
disparities and improve
health outcomes for
Black and Brown
residents. Find out more
at abetterwake.com

Figure 33 - CHOS top health outcomes impacting community

Overall Mortality
The overall mortality trend in Wake County has declined in recent years from an
age-adjusted mortality rate of 635.3 per 100,000 in 2010-2014 compared to an
age-adjusted morality rate of 616.7 per 100,000 in 2015-2019. Overall, Wake
County has a lower mortality rate than the state and Mecklenburg County.2
Despite declines in mortality among African American and White residents,
disparities in the mortality rates persist, and African American residents have a
much higher mortality rate compared to White residents. Mortality among
Hispanic residents increased from 308.6 per 100,000 in 2010-2014 to 398.5 per
100,000 in 2015-2019. The Hispanic mortality rate in Wake County is higher than

Additional resources
related to health
disparities:
NC Office of Minority
Health and Health
Disparities
nchealthequity.ncdhhs.gov/
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the state and Mecklenburg County. Residents identifying as a race other than African American or White
have also had an increased mortality rate since 2014. Male residents have a higher mortality rate than
female residents, however the mortality trends for both sexes have decreased over time.2

Top Causes of Death
The leading causes of death in Wake County in sequential order are: Cancer (all kinds), Diseases of the
Heart (including both Acute Myocardial Infarction Other Ischemic Heart Disease), and Cerebrovascular
Disease. 2 These causes of death are also leading causes in the state overall; however, Wake’s rate of death
due to Other Ischemic Heart Disease (41.9 per 100,000) is larger than Mecklenburg County (34.1 per
100,000). Wake County’s mortality rate caused by Alzheimer’s Disease is much lower than the state and
peer counties. See the graph below for the top ten overall mortality rates in Wake County.2

Figure 34 - Top 10 causes of death, 2015-2019 5-year averages

Trachea, Bronchus, and Lung Cancer, Breast Cancer, and Prostate Cancer are the leading types of cancer
mortality, each independently having mortality rates that would place them in the top 10 causes of death
at 29.3, 19.7, and 19.6 per 100,000 respectively.2

Cancer Mortality
Deaths due to cancers of all types are the leading cause of death in Wake County. Cancer mortality is
higher for African American (170.8 per 100,000) residents than White residents (131.3 per 100,000). Male
residents of Wake County die from cancers (163.7 per 100,000) at a higher rate than female residents
(114.9 per 100,000).2
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Figure 35 - Total Cancer Mortality by region, race, and sex

Among men in Wake County in the years 2015-2019, trachea, bronchus and lung cancers are the leading
cause of cancer death, followed by prostate, then cancers of the colon, rectum, and anus, and lastly the
pancreas. Among women in Wake in the years 2015-2019, the leading causes of cancer mortality included
trachea, bronchus and lung, breast, and pancreas. Cancer mortality rates are declining for all populations
except among Hispanic residents and residents categorized as Other non-Hispanic.

Figure 36 - Total Cancer Mortality Trends in Wake by Sex and Race
*American Indian, non-Hispanic cancer mortality rates were suppressed in the original data source due to the instability of
small counts

Cancer incidence in Wake County overall is consistent with the state and Mecklenburg County incidence
rates. In 2019 the overall incidence rate was 462 per 100,000 residents. Cancer incidence has remained
stable or declined slightly among the different cancer types.3
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Other Chronic Conditions
Chronic diseases are defined by the CDC as “conditions that last 1 year or more and require ongoing
medical attention or limit activities of daily living or both”.4 Other chronic conditions included in this
assessment include Alzheimer’s disease, arthritis, asthma, autism spectrum disorders, chronic kidney
disease, chronic obstructive pulmonary disease, diabetes, and osteoporosis.5 Chronic conditions account
for 5 of the 6 leading causes of death in Wake County. The arthritis prevalence among Medicare
beneficiaries in Wake County has increased between 2013 and 2018 from 26.3% to 31.1%. Chronic kidney
disease prevalence among Medicare beneficiaries has increased from 14.8% to 22.7% between 2013 and
2018. While prevalence of diabetes among Medicare beneficiaries in Wake County is below the North
Carolina prevalence and has decreased slightly between 2013 and 2018, it is a chronic condition with a
24.8% prevalence in the Medicare population. Chronic conditions, specifically the prevalence of arthritis,
diabetes and chronic kidney disease is greater than 20% for people enrolled in fee-for-service Medicare.5

Infectious & Communicable Diseases
As of report writing in 2022, the SARS-CoV-2 coronavirus is the leading cause of communicable disease in
Wake County. Infectious and communicable disease data in 2020 should be interpreted with caution given
that the COVID-19 pandemic caused limited access to testing and diagnostic services, therefore it is
possible that decreases in other infectious diseases are attributable to fewer people being tested.
The COVID-19 pandemic has had a profound effect on daily life across the country. As of April 9, 2022 the
total number of positive cases recorded by the North Carolina Department of Health and Human Services
in Wake County was 290,339 since March 2, 2020. 6 When interpreting case counts it is important to
remember that individuals may become reinfected with the disease therefore the count of cases may not
be equal to the count of individuals who experience a COVID-19 infection. Additionally, 1,050 deaths have
been attributable to COVID-19 in Wake County. While illness and mortality data disaggregated by race
and ethnicity is not included in this report at the countylevel, it is important to note that national level data shows A brief note on COVID data and
that African American and Hispanic people have interpretation:
experienced a higher share of COVID-19 deaths compared The data on cases and deaths were
to White and Asian people.7
gathered at the time of report writing.
In addition to illness and death, COVID-19 has profoundly
impacted health in Wake County. COVID-19 was the third
ranked health outcome impacting the community
receiving 12.1% of votes in the CHOS. Likewise, vaccination
was listed as the second most important health behavior
residents needed information about, receiving 10% of
votes. Finally, 12.5% of participating residents reported
putting off a doctor’s visit for concerns about COVID-19
safety. Delays in seeking care can have a negative impact

Data systems continue to update case
information, and the data present is only
for cases that tested positive for COVID19 and were reported to the state. It is
possible that additional infections are not
accounted for due to lack of testing
availability and reporting.
Please refer to the State’s COVID-19
Dashboard for the most recent data.
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“I think the Latinx community's more affected with this because like [participant]
said, [there’s] not an interpreter. I wanna give you like a quick example. I went to
the east county to the testing and you know COVID and resources and I didn't see
anything in Spanish. When we went to the test area, all the instructions were in
English and complicated because it's that not only are you doing your test
yourself. So I didn't see or never see any Latinas using resources in the eastern
part of the county.”
– Focus Group Participant (Eastern Wake Group)
on community health as preventable illness may intensify. The impact of the pandemic was a theme that
was identified in multiple focus group discussions. Participants in the focus groups discussed challenges
with COVID-19 prevention and mitigation and expressed the need for enforcement of policies to reduce
transmission. Furthermore, participants reported different experiences accessing COVID-19 testing
services.
In addition, many participants across focus group sessions indicated the importance of following public
health guidance to reduce the spread of COVID-19, especially among children. They also mentioned that
preventive measures such as mask wearing may become the norm within the community. Youth
Storytelling Series participants echoed many of these COVID-19 concerns, sharing that some kids are not
showing up to school out of fear of getting infected.

“Never leave without a mask. Because this pandemic virus is gonna be with us for
I think it seems like - I hope I'm wrong - forever now. It's gonna be our normal life
now. 'Cause it comes one after another.”
– Focus Group Participant (Older Adult Group)
Infectious and communicable diseases also include sexually transmitted infections and sexually
transmitted diseases (STI & STD). Wake County has comparable rates for newly diagnosed STI & STD
compared to Mecklenburg County and the state. Between 2016 and 2019 rates of newly diagnosed STI &
STD increased for Chlamydia, Syphilis (both early and primary and secondary cases), and Gonorrhea.
Chlamydia is the most common STI. Rates of Chlamydia increased from 525.9 per 100,000 in 2016 to 593.3
per 100,000 in 2019, and then declined to 505.2 per 100,000 in 2020,8 possibly due to COVID-19-related
testing barriers. Rates of STI & STD have been trending upward nationwide in recent years.9
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Figure 37 - Newly diagnosed Chlamydia and Gonorrhea and newly reported Chronic Hepatitis C, 2016-202010

Wake County’s rate of newly diagnosed HIV cases was
14 per 100,000 residents in 2020, this rate is higher
than the Healthy North Carolina 2030 target of 6.0 per
100,000 and slightly higher than the current state rate
of 12 per 100,000.11,12

HNC 2030 Goal:
6.0 per 100,000 or lower rate of new HIV
diagnoses

Acute Hepatitis B and C infections occur within the first
six months of infection, infections that last for longer
than six months are classified as chronic infections.13,14
Wake: Not met in 2020
Chronic Hepatitis B rates decreased continuously from
33 to 14 (2019), to 3.2 in 2020. While Acute Hepatitis B
14.0 per 100,000
rates remained stable at 0.4 per 100,000 between
2016 and 2019. Chronic newly-reported Hepatitis C rates peaked in 2017 with a rate of 115.7 per 100,000
but have steadily declined since, with a rate of 89.5 per 100,000 in 2019, and 66.8 per 100,000 in 2020. It
is critical to note that North Carolina did not begin tracking Chronic Hepatitis C until late 2016 so this peak
in 2017 likely reflects old diagnoses showing up in the system and not new diagnoses. However Acute
Hepatitis C infections have increased from 0.1 per 100,000 to 0.8 per 100,000 in 2019.15
Other leading causes of communicable disease include Streptococcal Infection Group A (Strep Throat)16
and Tuberculosis.17 Since 2016, rates of Tuberculosis infection have declined in Wake County.

Environmental Diseases
Environmental diseases are classified here as illnesses resulting from exposure to a food-borne illness or
a disease vector (such as a mosquito or tick). In Wake County vector-borne illnesses including Lyme
disease and Malaria affect less than 5 people per 100,000. In Wake County the leading cause of foodborne
illness since 2016 is Salmonellosis which affected 22.5 per 100,000 residents in 2020. Campylobacter
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infections affect 13.1 per 100,000 residents in 2020. While prevalence of foodborne Shigellosis and E. Coli
Shiga Toxin affected less than 5 residents per 100,000.18

Injury
Falls are the leading cause of injury-related visits to both the Emergency Department and the Hospital.
The rate of unintentional falls resulting in an Emergency Department visit is much lower in Wake (907 per
100,000) than Mecklenburg (1,399 per 100,000) or the State (1,726 per 100,000).19 However, the rate of
unintentional falls leading to hospitalization in Wake is 172 per 100,000 which is on par with Mecklenburg
at 156 per 100,000 and the state at 247 per 100,000.20 Motor vehicle traffic-related injuries are the second
leading injury-related cause of Emergency Department (780 per 100,000) and hospitalization (43 per
100,000). The leading injury-related causes of death in sequential order include unintentional poisoning,
unintentional falls, motor vehicle and traffic-related injuries, self-inflicted firearm injury, and assault with
a firearm.21

Figure 38 - Injury hospitalization visits,19 causes, 20 and deaths21

Disability
In the community health opinion survey less than half of respondents agreed that their community is
accessible to people with disabilities. In Wake County, the population of residents with a disability is
similar to peer counties but is lower than the state. Ambulatory difficulty, independent living difficulty,
cognitive difficulty are the most common types of disabilities experienced by residents. Experiencing a
disability is more common among older adults in Wake, particularly among residents who are 75 years
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old and older – of this population an estimated 46.3% experience a disability while an estimated 21% of
resident who are 65-74 experience a disability. In Wake County residents who are American Indian or
Alaska Native or Native Hawaiian or Pacific islander experience disabilities at a higher percent than other
peer counties or the state; however, this data has low reliability.22

Figure 39 - Disabilities by type and race/ethnicity

1

Health Outcomes. County Health Rankings and Roadmap. Retrieved from
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Carolina HIV/STD/Hepatitis Surveillance Unit (2021). 2020 North Carolina Hepatitis B/C Surveillance Report.
16
North Carolina Electronic Disease Surveillance System (NC EDSS), 12/15/2021
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Mental Health and Substance Use
Promoting mental health and addressing substance use disorders are critical
Finding support can be
components in protecting and promoting the overall health and wellbeing of
challenging, but mental
communities. The Public Health 3.0 initiative specifically emphasized
incorporating mental health and substance use partners into the field of public health help is available:
health.1 Mental health and substance use are distinct yet interrelated health
NAMI of Wake County:
topics that our society often stigmatizes. Mental health and substance use are
https://nami-wake.org/
both influenced by social, economic, and environmental factors and ought to
be considered in relationship with physical health. Mental health and National Suicide
substance use priorities were a combined health priority during the 2019 CHNA Prevention Lifeline:
cycle, with two related Live Well Wake population indicators:
(800) 273-8255
Priority #4. Drug Overdose Deaths: Decrease the number of deaths as
a result of drug poisoning
Priority #7. Preventable Emergency Room Visits: Decrease emergency
visits with a principal diagnosis related to mental health, alcohol, or substance abuse
Just 6.4% of CHOS respondents reported seeing improvements related to the mental health/substance
use disorder priority area since 2019, with half still seeing mental health and substance use disorders as
a concern for them today.

Figure 40 - CHOS responses on Mental Health/Substance Use Disorders as a previous priority

Mental Health
Mental health continued to be a major concern in the current CHNA and was selected as a community
priority for 2022-2025. Mental health conditions were ranked as the top health outcome impacting the
community, selected by 33.7% of CHOS respondents. Mental health was highlighted as an area of concern
in all six focus groups. The full impact of the COVID-19 pandemic on mental health may not be clear for
months or years, but primary data as well as steering group conversations emphasize the urgency of
supporting the mental health of people of all ages in Wake County.

“If I had a magic wand, the most important thing would be mental health.
There's a lot of people who need that; they're depressed and we're not helping
them. We think that people are at home in bed because they want to be. They
don't realize that this is a horrible disease because people get desperate and
there's no way to get out of it.”
-Focus Group Participant (Latinx Group)
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Accessing mental health services was of particular concern. About half of
CHOS respondents (48.4%) said that people with mental illness needed
additional resources. 39.5% of respondents feel that there are not enough
mental health providers in the community, which was the strongest
disagreement across access to care questions. 19.7% of CHOS respondents
disagree that they can find mental health resources in their community.
Additionally, managing stress was the top health behavior where CHOS
respondents felt people needed more information, selected by 19.9% of
respondents.

PURSUING EQUITY:
MENTAL HEALTH
Stigma around mental
health and high cost has
made it challenging for
residents to access the
services they need.
Substance abuse treatment
centers are in demand for
pregnant women.
Suicide disproportionately
impacts white residents and
males. Support can be found
at the American Foundation
for Suicide Prevention:
North Carolina | AFSP

Figure 41 – 2019 Population Indicator #7: Decrease emergency visits with a principal
diagnosis related to mental health, alcohol, or substance abuse

The rate of mental health emergency department visits increased from
1,089.4 per 100,000 residents in 2016 to 1930.5 per 100,000 residents in 2019,
with a drop-off in 2020 to 1685.3 per 100,000; however, it is unclear if this
drop is due to people avoiding the emergency room due to fear of COVID-19
exposure during the pandemic.2 Wake County’s depression prevalence among
the Medicare population has increased steadily since 2013 from 14.5% to
18.2% in 2018.3
The average suicide mortality rate for 2015-2019 in Wake County is 9.5 per
100,000, which is similar to that of pneumonia and influenza (9.8 per 100,000
for 2015-2019). This rate is highest among White people and males.4 In recent
years, suicide mortality has remained stable or slightly increased across Wake
subpopulations. While the most recent rate across all races and ethnicities
falls below the Healthy North Carolina 2030 target of 11.1, the suicide rate for
males (14.7) and White non-Hispanic people (12.0) is above the 2030 goal. Live
Well Wake selected deaths attributable to self-harm as a priority indicator in
2019.5,6

The National Alliance on
Mental Illness of Wake
County offers free support
to those affected by mental
illness and focuses on
recovery rather than
symptom relief. Their work
acknowledges the effects of
racism and discrimination on
mental health, and they
have made a commitment to
equal opportunity for all
persons in getting the
support needed.

Alliance Health’s network of
providers treats and
supports people who are
insured by Medicaid or are
uninsured for mental illness,
substance use disorders, and
intellectual/developmental
disabilities.
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HNC 2030 Goal:
11.1 per 100,000 or lower rate of
suicide mortality

Wake: Met in 2015-2019
9.5 per 100,000
Figure 42 – 2019 Live Well Wake Priority Indicator #5: Suicide Rate: Reduce
deaths attributable to self-harm

Mental health was expressed as a priority across all six focus groups. Participants discussed how basic
education about what mental health is and is not would serve to decrease stigma and help people
recognize when they or a loved one needs help. Recognizing when someone needs help is the first step,
but participants pointed out that often people are not aware of the resources available to them or have
barriers to accessing services. Barriers discussed included language, transportation, and insurance or
cost. In the focus group centered around mental health, participants discussed the policy changes they
felt were essential. First, have more integrated care, where physical and mental health are treated at
the same locations. Second, decrease the imbalances in funding for mental health and physical health
research and treatment. Third, expand coverage and lower costs for mental health treatment, including
through expanding Medicaid in North Carolina.

“I have seen mental health deteriorate and I've seen mental health improve
based on the contributions of a neighborhood.”
-Focus Group Participant (Older Adult Group)

“You break your arm, and you get it treated you know. So if you have a disease of
the brain, you know you deserve to be treated with the illness, not to be looked
down upon you know. And not to be treated as a criminal or you know or to be
you know thrown away like trash because you have a mental illness and to be
looked less than. It's an illness you know just like heart disease or diabetes and
should be treated as such.”
-Focus Group Participant (Mental Health Group)
Substance Use
People with substance abuse disorders ranked 5th among sub-groups needing resources with 25% of CHOS
prioritizing this population. Only 2.8% of CHOS respondents chose drug overdose as a top health outcome
impacting the community.
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The category of “other synthetic narcotics,” which includes Fentanyl and its analogues and excludes
commonly prescribed opioids, has the highest mortality rate due to overdose at 7.7 per 100,000
population, followed by cocaine at 4.5 per 100,000. There has also been a significant increase in drug
overdose deaths from synthetic opioids in recent years, from 1.2 per 100,000 in 2014 to 12.7 per 100,000
in 2020. 7

Figure 43 – 2019 Population Indicator #4: Decrease the number of deaths as a result of drug poisoning

Wake County has lower rates of emergency department visits for poisoning and medication/drug
overdose compared to Mecklenburg and the rest of the state and has seen a decline in these visits
between 2016-2020.8
Conducting a focus group with participants who were in recovery from substance use disorders offered
important insight into resources and barriers related to substance use in Wake County. Participants
emphasized that treatment and recovery resources are available in Wake that are not available elsewhere.
Substance use treatment that is punitive or moralizing (as experienced in other parts of the state) was
described as ineffective. Pathways to recovery from opioid addiction may include methadone or other
medication assistance, and there need to be resources for that, but there is a mental health component
of learning to cope with intense emotions without numbing them that was also described as essential to
recovery. An additional barrier to treatment was highlighted: Healing Transitions (a residential substance
use treatment center in Raleigh) does not accept pregnant people, and participants were not aware of
other resources in the area for people seeking treatment while pregnant. There was consensus that more
awareness and increased access are needed so recovery resources are distributed equitably in the county.
Participants felt that whether people were offered treatment rather than being incarcerated for drug
offenses was hit-or-miss and dependent on awareness of resources (the lawyer’s, judge’s, or individual’s).
1

DeSalvo KB, Wang YC, Harris A, Auerbach J, Koo D, O’Carroll P. Public Health 3.0: A Call to Action for Public Health
to Meet the Challenges of the 21st Century. Prev Chronic Dis 2017;14:170017. DOI:
http://dx.doi.org/10.5888/pcd14.170017
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2

North Carolina Disease Event Tracking and Epidemiologic Tool (NC DETECT), 12/31/2021
Centers for Medicare & Medicaid Services, CMS Chronic Condition Data Warehouse (CCW).
4
NC Department of Health and Human Services, North Carolina State Center for Health Statistics, County Health
Data Book: Table CD12B.
5
North Carolina Institute of Medicine. Healthy North Carolina 2030: A Path Toward Health. Morrisville, NC: North
Carolina Institute of Medicine; 2020. Retrieved from https://nciom.org/healthy-north-carolina-2030/
6
Community Health Improvement Plan 2020-2023. Live Well Wake. Retrieved from Community-HealthImprovement-Plan.pdf (livewellwake.org)
7
Analysis by NC Injury and Violence Prevention Branch, Epidemiology Surveillance and Informatics Unit with data
sourced from North Carolina State Center for Health Statistics, Vital Statistics Death Certificate Data.
8
Analysis by North Carolina Division of Public Health, Injury and Violence Prevention with data sourced from NC
DETECT. Population denominators are from the North Carolina Office of State Budget and Management.
3
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Reproductive and Child Health
Reproductive and child health includes a specific subset of health services and outcomes pertaining to
reproductive health, pregnancy, birth, and early childhood. As with both the access to care and disease,
illness, and injury sections, reproductive and child health outcomes are influenced by social, economic,
and environmental factors. Reproductive and child health outcomes hold great importance as direct
contributors to the health of the next generation; however, the United States holds a higher childbirth
mortality rate when compared to other developed countries and has significant racial disparities in birth
outcomes, particularly impacting Black non-Hispanic families. 1 Wake County’s reproductive and child
health outcomes are similar or better than outcomes in Mecklenburg and North Carolina, yet racial
disparities persist in the county.

Pregnancy, Fertility, and Abortion Rate
The 5-year average rates of pregnancy (67.5 pregnancies per 1,000 females ages 15-44), fertility (54.6 live
births per 1,000 females ages 15-44), and induced abortion (12.6 induced abortions per 1,000 females
ages 15-44) in Wake County were similar to those of Mecklenburg and the state overall.2

Figure 44
Pregnancy Rate = Number of pregnancies per 1,000 females ages 15 to 44
Fertility Rate = Number of live births per 1,000 females ages 15 to 44
Abortion Rate = Number of induced abortions per 1,000 females ages 15 to 44

Pregnancy rates were higher among Hispanic females at 93.3 per 1,000 females and lower among nonHispanic White females at 56.7 per 1,000 females. Fertility rates are also highest for Hispanic females at
78.1% per 1,000 females. Relative to peer counties, Hispanic females and non-Hispanic Other Race
females (neither African American nor White) have lower pregnancy and fertility rates in Wake County.2

P a g e 69

Wake County Community Health Needs Assessment | April 2022

Prenatal Care
In 2019, about two-thirds of Wake’s
births accessed prenatal care
beginning in the first trimester,
which is similar to Mecklenburg and
the state. Accessing prenatal care in
HNC 2030 Goal:
the first trimester was more likely in
80.0% or more of pregnant people
non-Hispanic White births (74.6%)
receiving first trimester services
and lower in non-Hispanic African
American (53.5%) and Hispanic
Wake: Not met in 2019
births (46.0%).3 In focus groups,
64.3%
participants expressed a need for
more resources for expectant
families and parents of young children, especially mothers. Even though some
resources do exist, focus group participants acknowledged that folks may not
qualify for the assistance they need.

“I remember when I was pregnant, I was 35 weeks pregnant. My
employer said, ‘We're not gonna cover maternity leave’ and I was
put in a situation where I had to resign. I then tried to apply for
Medicaid to continue getting my prenatal care and they told me,
‘You can't qualify because you worked the month prior and you
still have some money in your bank account for savings.’"
-Focus Group Participant (Eastern Wake Group)
Wake and Mecklenburg both have significantly lower prevalence of prenatal
smoking compared to the state overall. In 2020, 1.6% of Wake’s births had a
birthing parent who smoked during pregnancy, compared to 6.8% for the state.3

Birth Outcomes
In 2019, 8.5% of Wake’s births were preterm, which is lower than Mecklenburg
(10.8%) and the state (10.6%).4 Similarly, Wake’s low birth weight prevalence is
lower than that of Mecklenburg (9.7% on average for 2015-2019) and North
Carolina (9.3% on average for 2015-2019) with an average of 7.8% for the years
2015-2019.2
While on average, preterm and low birth weight births are less common in Wake
County than in peer counties or the state, troubling racial disparities persist. In
2019, 13% of non-Hispanic Black/African American live births were preterm,
compared to 8% of Hispanic live births and 7.2% of non-Hispanic White live births.3

PURSUING
EQUITY
The disparity in infant
mortality between
African American and
white babies is
shockingly high, with 13
African American babies
dying out of every 1,000
live births compared to
2.5 white babies. This
disparity increased
between 2018 and 2019
(the last year data is
available at the time of
writing).
African American babies
are more likely to be
born preterm and are
twice as likely to be born
with a low birthweight
than white babies.
To address these
disparities, Wake County
Human Services launched
the Best Babies Zone, “a
place-based, multisector, communitydriven effort to reduce
racial inequities in infant
mortality and birth
outcomes.” Learn more
at:
https://www.wakegov.co
m/departmentsgovernment/healthhuman-services/childrenand-family-services/bestbabies-zone-bbz
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The same disparity can be seen in low birthweight, with non-Hispanic Black/African American births twice
as likely to have a low birthweight than non-Hispanic White births: 12.6% compared to 6% respectively.2

Infant & Child Mortality
Infant mortality is an indicator that can reflect the health of the broader community and future
generation, and it also serves as a proxy indicator for health disparities. The United States persistently has
a large disparity especially between Black and White birth outcomes and infant mortality, which can be
traced back to historical segregation and accumulated stress from discrimination, along with a variety of
other disparities in social and economic factors.5 Live Well Wake selected infant mortality as a priority
indicator with the goal of decreasing the rate of infant deaths before year one, and infant mortality is also
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a Healthy North Carolina 2030 indicator, with a state target of 6.0 infant deaths per 1,000 live births and
a Black/White disparity ratio of 1.5.4,6

=
HNC 2030 Goal:
6.0 infant deaths per 1,000 live births or
fewer

HNC 2030 Goal:
Black/White infant mortality disparity
ratio of 2.4 or lower

Wake: Similar in 2019
5.8%

Wake: Not met in 2019
5.2

In 2019, Wake County had an overall infant mortality rate of 5.8 per 1,000 live births - just slightly below
the Healthy North Carolina 2030 target; however, the Black/White disparity ratio increased from 3.8 in
2018 to 5.2 in 2019 – nearly double that of the state with a ratio of 2.6 in 2019.4 For non-Hispanic
Black/African American live births, 13 per 1,000 result in an infant death within the first year of life in

Figure 45 - 2019 Live Well Wake Priority #8: Infant Mortality: Decrease the rate of infant deaths before year one
Note: Non-Hispanic American Indian infant mortality data were suppressed due to small counts that result in unstable and
unreliable estimates.
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Wake County is slightly above the state average for Black/African American births. That rate is just 2.5 per
1,000 non-Hispanic White live births in Wake County, which is lower than the state average among nonHispanic White births.4 While the overall county average of infant mortality is similar or slightly better
than the state and Mecklenburg, that average hides the fact that White communities are experiencing
significantly better birth outcomes than other racial groups, particularly Black/African American
communities. Infant mortality trends are fairly stable or slightly increasing between 2015-2019 overall
and across all racial categories except non-Hispanic White births, where the infant mortality rate has
decreased in Wake, widening disparities.
When looking at overall child mortality, Wake County’s child mortality rates are similar to Mecklenburg
and the state, with a slightly lower total mortality rate. Between 2015-2019, Wake had an average child
mortality rate of 41.50 per 100,000 children ages 0-17, with perinatal conditions having the highest
mortality rate at 16.4 per 100,000.7
1

Roosa Tikkanen et al., Maternal Mortality and Maternity Care in the United States Compared to 10 Other
Developed Countries (Commonwealth Fund, Nov. 2020). https://doi.org/10.26099/411v-9255
2
NC Department of Health and Human Services, North Carolina State Center for Health Statistics, Vital Statistics, 5year data
3
NC Department of Health and Human Services, North Carolina State Center for Health Statistics
4
NC Department of Health and Human Services, North Carolina State Center for Health Statistics, 1 year data
5
North Carolina Institute of Medicine. Healthy North Carolina 2030: A Path Toward Health. Morrisville, NC: North
Carolina Institute of Medicine; 2020. Retrieved from https://nciom.org/healthy-north-carolina-2030/
6
Community Health Improvement Plan 2020-2023. Live Well Wake. Retrieved from Community-HealthImprovement-Plan.pdf (livewellwake.org)
7
NC Department of Health and Human Services, North Carolina State Center for Health Statistics, Vital Statistics.
CDC WONDER Bridged-Race Population Estimates for population denominators.
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Health Behaviors
Health Behaviors are the actions people directly take that impact their health. The County Health Ranking
Model estimates that 30% of our health outcomes contribute to health behavior factors. 1 Health
behaviors are closely related to the environment that surrounds us. As such, the previous sections
encompass many health behavior related topics. Positive health behaviors, such as receiving
recommended vaccines, seeking health care, engaging in physical activity, and more can result in
improved health outcomes and reduce the risk of developing conditions like type 2 diabetes, high blood
pressure, and heart disease. These behaviors are deeply impacted by other factors that may restrict one’s
access and ability to choose the healthy option.
The CHOS invited respondents to select the top health behavior that people need more information about.
About a fifth of respondents selected managing stress, with the next most common responses including
vaccination, nutrition, and seeking health services.
Per data compiled in County Health Rankings &
Roadmaps 2021, Wake County has similar or better
health behavior metrics than Mecklenburg and
North Carolina, with 18% of adults reporting
excessive drinking, 15% of adults reporting no
leisure-time physical activity, and 14% of adults
reporting current smoking. County Health Rankings
2021 also reports Wake County 28% driving deaths
with alcohol involvement.2

Vaccination

Figure 46 - Ranking of health behaviors from CHOS

Vaccines are vital to protecting individuals and
communities against diseases. The importance of
vaccines is especially relevant for protecting children
and significantly reducing the spread of diseases. In
2020, the percentage of children aged 35 months or
younger who received their recommended vaccines
was 93%, which is higher than years prior.3

The importance of vaccines has been emphasized over the past few years of the COVID-19 pandemic. As
of March 9, 2022, Wake County has higher rates of vaccination against COVID-19 than Mecklenburg
County. In Wake County, the percentage of individuals vaccinated with two doses, or one dose of J&J
vaccine is 72.9% compared to 63.1% in Mecklenburg County. The percentage of individuals vaccinated
with at least one booster or additional dose is 40% and 34.7% respectively.4
1

County Health Rankings Model. County Health Rankings. Retrieved from
https://www.countyhealthrankings.org/explore-health-rankings/measures-data-sources/county-healthrankings-model?componentType=factor-area&componentId=3
2
Compiled in County Health Rankings & Roadmaps 2021, University of Wisconsin Population Health Institute
3
North Carolina Immunization Registry. (2021, December 13). NC Department of Health & Human Services
4
North Carolina COVID-19 Dashboard. (2022, March 9). NC Department of Health & Human Services. Retrieved
from https://covid19.ncdhhs.gov/dashboard
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CHAPTER 5: COMMUNITY PRIORITIES
After compiling the data reviewed in Chapter 4, LWWAT leaders met to consider where there was
overlapping concerns across data sources and determine 14 priority voting options. The group used a data
matrix that summarized data findings by topic and source to inform this discussion. The group decided on
14 priority voting options as a guide to begin the prioritization process, defining each with common
language and examples to illustrate the option when needed:
Priority Option

Examples

Access to Healthcare
Access to healthy food & physical activity
Affordable housing & homelessness
Air and water quality
Chronic disease
Community safety
Disability
Discrimination

affordability, insurance, specialty services, elder care
food security, recreational facilities, parks, playgrounds

Education
Employment
Infectious diseases
Mental health
Substance use
Transportation

cancer, diabetes, heart disease, high blood pressure
gun violence, neighborhood cleanliness
physical, mental, cognitive, developmental conditions
discrimination based on age, disability, gender, nationality, race,
religion, sexual orientation
K-12, childcare
COVID-19, flu, sexually transmitted infections, tuberculosis
anxiety, depression
tobacco, opioid, heroin

Prioritization Process
Prioritization occurred through two
methods: 1) a prioritization voting survey
shared across the community and 2) a
virtual data walk and collaborative voting
activity conducted using Mentimeter
software. In both methods, participants
were asked to select their top three
priorities from the list of 14 options. The
Live Well Wake steering committee
promoted the prioritization voting
survey between February 25 – March 9,
2022
through
its
participating
organization networks. The LWWAT
maintained continuous communication
with NCIPH to monitor the response rate
of the prioritization survey. Through this
process LWWAT was able to reach out to
partners and promote strategic outreach
and engagement among demographics
that were underrepresented in the
response numbers. The prioritization

Figure 47: Prioritization voting by zip code
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survey used the Qualtrics online survey format. In all, 950 participants who initiated the survey were
eligible to participate, and 885 voted on community priorities. Prioritization voters were 77% women,
57.5% White, 20.9% Black or African American, and 11.2% were Hispanic/Latino. This is similar to Wake
County’s overall demographics. Youth and young adults were underrepresented in the prioritization
voting survey. Residents from a variety of zip codes within the county participated in prioritization voting,
as shown in Figure 46.
On March 15, 2022, Live Well Wake hosted a Community Assessment Prioritization meeting. During this
meeting results from the primary and secondary data collections were shared, in addition to the results
of the prioritization survey. The data presentation occurred via Zoom and the NCIPH facilitators conducted
a virtual data walk. Data were grouped into three buckets: 1) Housing, Neighborhood, and Environment
2) Access to Care and Physical Health 3) Mental Health, Development and Community Cohesion. A fourth
group provided an overview of the Youth Storytelling Series. Participants were split into groups randomly
and attended 10-minute presentations on each of the four presentation areas. Following the
presentations, the group participated in a group discussion to reflect on the data and ask questions.
Finally, the group undertook voting process using Mentimeter interactive voting tool which showed
results in real-time. The participants were asked to indicate up to 3 priority options, the voted then ranked
the 14 priority areas. The group also decided to participate in a second vote where they combined mental
health and substance use to see if that would impact the voting; however, they ultimately decided to keep
mental health and substance use as separate though related topics, as keeping them separate will help
focus action and improvement planning.

Prioritization Voting Results
Across the 950 community voting participants, 49% ranked affordability housing and homelessness, 45.9%
access to healthcare, and 41.9% mental health - all three of which overlap with previous 2019 CHNA
priorities. Meanwhile, the other previous priorities of transportation and substance use ranked ninth and
tenth out of the fourteen different options.

AFFORDABLE
HOUSING &…
ACCESS TO
HEALTHCARE

49.0%
45.9%

MENTAL HEALTH

41.9%

EDUCATION

DISABILITY

26.3%

20%

40%

13.7%

SUBSTANCE USE

13.4%
12.3%
10.6%

CHRONIC DISEASE

10.5%

INFECTIOUS
DISEASES

20.3%
0%

TRANSPORTATION

AIR AND WATER
QUALITY

20.9%

COMMUNITY
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EMPLOYMENT
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HEALTHY FOOD…

DISCRIMINATION

60%

3.8%
0%

20%

40%
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Figure 48 - Community Prioritization Voting Results
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When we look across these votes by demographic data, we see that there are some variations in
prioritization voting by gender, race, and age. During review of voting trends for mental health, it was
noted that 44.5% of women ranked mental health as a top priority compared to 29.6% of men.
Additionally, 43.7% of White voting participants selected mental health as a top priority followed by 41.8%
of African American respondents and 27.8% Asian respondents. A variation among different age groups
was also prevalent in voting demographics, 49.8% of respondents between the ages of 46-54 selected
mental health as a compared to 18.2% of respondents between 18-24 years old.
Accessibility to healthcare received varying results from different racial and ethnic groups. 58.4% of
Hispanic respondents listed healthcare access as a top priority compared to 46% of non-Hispanic
respondents. When reviewing variations by age, 53.6% of respondents between the ages of 55-64
selected mental health as a top priority compared to 37.8% of respondents between 45-54 years old.
Another voting variation was reflected in housing which was listed as a top priority by 62.6% of African
American respondents compared to 49.7% of White respondents, 45.7% respondents who identified as
multiracial and 33.3% of Asian respondents.
When reviewing additional priorities, a discrepancy in votes was noted among different ethnic and racial
groups. Disability was listed as a priority by 31.9% of African American respondents compared to 16.7%
of White respondents. Discrimination was raised as a priority by 25.3% of African American respondents
compared to 9.5% of White respondents and 11.1% of Asian respondents. 22.2% of Asian respondents
listed substance use as a top priority compared to 14.9% of White respondents and 6.65 of African
American respondents. For additional findings from voting responses by demographics please see
Appendix 3.

Prioritization Meeting Demographics
The prioritization meeting included 63 participants and 60% of participants provided demographic
information. Of the participants who shared demographic information, an estimated 79% identify as
women, 33% identify as Black, 58% identify as White, and 8% identify as Hispanic/Latinx. About two-thirds
of participants provided information on organizational affiliation. Many participants are associated with
health and government with additional representation from the non-profit sector.

Prioritization Results
In the community prioritization survey, affordable housing and homelessness emerged as the top priority
(49%), followed by access to healthcare (45.9%), and mental health (41.9%). In the Data Walk and
Prioritization Meeting on March 15, 2022, affordable housing and homelessness again was voted as the
top priority (81.4%), followed by Mental health (65.1%), and Access to healthcare (48.8%). The alignment
of the community survey and the votes in the prioritization meeting affirmed the selection of these issues
as the areas to focus on in the coming years.
Live Well Wake is committed to improving equity and addressing disparities within each priority area.
Within each priority area, structural inequities leave some populations more vulnerable than others.
Rather than creating a separate priority area to address these inequities, Live Well Wake decided to
incorporate equity across all priority areas.
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Figure 49 - Results from priority voting during data walk and prioritization meeting on March 15, 2022

Priority 1: Affordable Housing & Homelessness
Affordable Housing and Homelessness remains a priority in 2022. During data discussions and
presentations, steering committee members considered how data that are available are a few years old
and do not fully capture the housing concerns present since COVID-19. According to a Wake County
Government news release, the county projects that one out of every four community members are
struggling to find a place to live that they can afford. The county has lost 59% of its stock of rental units
below $750 a month and 40% of units below $1,000 a month.1 Participants also raised concern about the
length of time people wait in order to secure subsidized housing, flagging this as an area where more data
would be useful.
While participants acknowledged ongoing work to address housing shortages, they also raised concerns
about whose needs are continuing to go unmet. As homelessness moves outside of the city center, there
is concern about how easily people who are homeless will be able to access existing resources. There was
interest in looking at the housing data as gentrification continues to impact Wake County.
During focus group sessions with community residents, concerns were expressed about the cost of living
and expensive housing which may lead to an increase in homelessness. It was also indicated that a healthy
community should have adequate housing to accommodate all community members.

“I think one of the biggest impacts, well not so much on me yet, but is on all this
new housing, all the people coming in has caused our economy to go up. Housing
is more expensive. I think we're gonna see more homeless people. A lot of the
services are catering more to the people with a lot of money. And I think it's
gonna cause a lot of issues in the long run for the whole community.”
– Focus Group Participant (Eastern Wake Group)
In prioritizing affordable housing and homelessness, the steering committee recognized that poverty and
employment are an underlying factor to housing affordability. While employment was not specifically
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Homeless & Emergency Shelters
AME Men’s Shelter
Dorothy Mae Hall Women’s Center
Easter Seals UCP of North Carolina
HADIT Home for Veterans
Healing Transitions
Interact of Wake County
PLM Families Together
Raleigh Wake Partnership to End and
Prevent Homelessness
Raleigh Rescue Mission
Salvation Army
South Wilmington Street Center
The Helen Write Center for Women
Wake Interfaith Hospitality
Oak City Cares

prioritized in 2022, the groundwork laid from the 2019
priority will continue to provide important support in
addressing this underlying factor. There are also many other
existing resources and momentum to address affordable
housing and homelessness as a priority area:
The Wake County Continuum of Care – NC 507 is a group of
more than thirty entities who meet monthly and work to
make the experience of homelessness in the county rare,
brief, and non-recurring.
The Raleigh/Wake Partnership to End Homelessness
creates and promotes a Coordinated Action System and
maintains the Homeless Management Information System
to support the Continuum of Care.

In addition to many homeless and emergency shelters,
some of which are noted here, Wake County also has local
street ministries providing food, support, and other resources to people experiencing homelessness.
These ministries include Dorcas Ministries, CAREPoint, Church in the Woods, and With Love from Jesus,
some of which are highlighted here. Additional resources for housing and homelessness can be found in
Appendix 6.

Priority 2: Access to Health Care
Access to Health Care also remains a priority in 2022, ranking as the second top priority both in the
individual community and collective voting processes. During the prioritization meeting, participants
discussed the existing momentum, coordination, and resources available to provide healthcare access. A
full inventory of health resources by category can be found in Appendix 6. Live Well Wake also received a
grant from the Centers for Disease Control and Prevention to address similar work in the coming years.
Focus group participants and prioritization meeting participants both acknowledged the relationship
between transportation and healthcare access, which may disproportionately impact older adults and
community members who are disconnected from safe public transportation options. Linguistic and
cultural barriers also exist for many communities seeking healthcare in Wake County.
Affordability was a central topic to the access to health care conversations, with focus group participants
highlighting insurance and affordability as barriers, and prioritization meeting attendees commenting on
how it is important to consider the percentage of people who are uninsured and living below the poverty
line.
In discussing access to healthcare, focus group and prioritization meeting participants discussed large
structural changes such as universal healthcare and insurance expansion which would support improving
access to healthcare. Prioritization meeting participants also highlighted the role of community health
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workers and community health promoters in
addressing access to care, discussing a desire for
a credentialing process for these positions.
Some of the healthcare resources available for
people without health insurance are included in
the table to the right, and a more complete list of
community resources can be found in Appendix
6. Additionally, the major hospitals in the area,
including Duke Health, 2 UNC Health, 3 and
WakeMed Health & Hospitals, 4 all have financial
assistance available for people experiencing
poverty. Services such as WakeMed Community
Case Management and the Homeless
Engagement Assistance & Resource Team
provide additional supports for accessing
healthcare needs.

Healthcare options for people without insurance
Advance Community Health
Alliance Medical Ministry
Eastern Regional Center
Horizon Healthcare for the Homeless
Mariam Clinic
NeighborHealth Center
NCIAP People’s Medical Center
Northern Regional Center
Oberlin Outreach Center
Project Assess of Wake County
Shepard’s Care Medical Clinic
Southern Regional Center
SouthLight Healthcare
The Salvation Army
Urban Ministries
Wake County Health and Human Services Centers

Priority 3: Mental Health
In 2019, Wake prioritized mental health along with substance use. While there was much conversation
about both topics throughout the assessment process, the Steering Committee ultimately decided to
prioritize mental health specifically. There was acknowledgement across discussions about how
connected these two topics are, while also acknowledging that each has separate action items and
partners in order to make progress. The group felt that through prioritizing mental health, the county will
have a more focused task at hand which will then have downstream impacts on substance use. This was
supported by mental health receiving significantly more votes than substance use in both voting
processes.
While mental health impacts everyone, prioritization discussions highlighted a few populations who are
particularly impacted by mental health. Participants emphasized the relationship between discrimination,
racism, and mental health. Medicaid transformation will create a challenge for people with severe and
persistent mental illness (SPMI) as service delivery priorities change. People with SPMI are also more
vulnerable to carceral punishment, with participants commenting on how a shortage of hospital beds is
pushing people with SPMI into jails. Finally, suicide is impacting younger people at higher rates, placing
priority on addressing mental health specifically among youth.
Ideally, Wake would like to have a holistic approach that combines both mental and physical health – a
desire that came up in both focus groups and steering committee discussions. This emphasizes the
relationship and connection across the three 2022 priority areas and suggests that mental health action
planning takes place alongside access to healthcare action planning. One specific idea for action planning
included integrated mental health first responder approaches, such as that seen in Austin, Texas.
Wake County already has a range of services addressing mental health throughout the county. For
example, Wake County Public Schools provides preventative education and support.
The Alice Aycock Poe Center for Health Education provides Mental Health First Aid training in the
community along with bullying prevention and healthy relationship training to youth.
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Wake County is home to thousands of outpatient therapy providers. NC Care 360 provides a hub for
finding and referring people to a variety of service providers. The following table highlights a few
additional organizations specifically working in the area of mental health. Additional resources can be
found in Appendix 6 for further review.
Mental Health Resources
Advance Community Health – one of 42 Community Health Centers in North Carolina that provides
behavioral health services and resources for Wake County residents. They serve more than 26,000
patients with different backgrounds and income levels. Some services include stress management,
depression and anxiety screening, and grief and loss therapy.
Alliance Health – manages a network for providers who deliver support and treatment for people who
are uninsured or are insured by Medicaid. Provided services address mental illness, substance use
disorders, and intellectual/developmental disabilities. Service options for adults include Assertive
Community Treatment Teams and Community Support Teams, and for children include MultiSystemic Therapy, Family Centered Therapy, and Intensive In-Home Therapy. The Alliance Health
Provider Search Tool (https://providersearch.alliancehealthplan.org/) is available to find providers
offering certain services.
Fellowship Health Resources – has a Behavior Health Outpatient Clinic based in Cary and Raleigh,
North Carolina that is comprised of Clinical Social Workers, Licensed Professional Counselors, and
Licenses Marriage and Family Therapists. Some services include psychiatric evaluation, a
comprehensive clinical assessment to identify mental health needs and service recommendations,
and linkage to community-based resources and treatment centers.
Lucy Daniels Center – offers a comprehensive range of therapeutic and educational programs
carefully tailored to the needs of each child and family. On-site and telehealth outpatient therapy and
evaluations are also accessible for families to discuss emotional and behavioral challenges.
National Alliance on Mental Illness (NAMI) – this organization has worked with community volunteer
leaders to address mental health for over 30 years. NAMI provides public education workshops, leads
webinars, and coordinates family and recovery support groups to raise awareness and advocate for
people affected by mental illness.
UNC WakeBrook – behavioral health facility that offers a continuum of services for people dealing
with mental health and/or substance abuse disorders, from assessment and crisis services to
inpatient treatment and primary care for people with severe and persistent mental illness. Crisis
services available 24 hours a day by calling 800-510-9132.

1

Wake County Surpasses Goal of Creating 2,500 Affordable Housing Units Two Years Early (2021, December 6).
Wake County Government. Retrieved from https://www.wakegov.com/news/wake-county-surpasses-goalcreating-2500-affordable-housing-units-two-years-early
2
Payment Plans and Financial Assistance. Duke Health. Retrieved from https://www.dukehealth.org/paying-forcare/financial-assistance
3
Financial Assistance. UNC Health. Retrieved from https://www.unchealthcare.org/patients-familiesvisitors/billing-financial-assistance/financial-assistance/
4
Financial Assistance. WakeMed. Retrieved from https://www.wakemed.org/patients-and-visitors/billing-andinsurance/financial-assistance
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CONCLUSION
The Community Health Needs Assessment process offers a valuable opportunity to address the county’s
most pressing needs and advance residents’ the health and well-being. Wake County is fortunate to have
the Live Well Wake collaborative of hospitals, non-profits, and community leaders working together to
align objectives, use data, and build action plans.
As discussed in Chapter 5, affordable housing and homelessness, access to healthcare, and mental health
were identified as the top priorities for Wake County for 2022-2025. Focus group sessions highlighted cost
of living, expensive housing, and lack of health insurance as concerns and barriers to optimal health
outcomes for vulnerable populations. These priorities will be the foundation for improvement strategies
across Wake County.

Next Steps
The development of effective community health improvement strategies and action plans are the next
and final step in the CHNA process, scheduled to take place in the Summer and Fall of 2022. The action
planning and implementation process has been updated compared to prior years as the County moves to
align the Community Health Needs Assessment priorities with Board of Commissioner goals. The three
priorities identified through the CHNA will become priorities for the Live Well Wake Collaborative to
address through the development of quantifiable strategies through which progress can be measured.
Representatives of the Live Well Wake Collaborative will be reaching out to invite members of the
community and community organizations to action planning meetings to discuss the best ways to address
the three county-level priorities. The partners believe that the most effective strategies will be those that
have the collaborative support of community organizations and residents. This is an exciting time for Wake
County as we look to improve the health of residents and address social determinants of health.
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