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Executive Summary

The 2017 Montana State Health Assessment (SHA) provides a broad overview of the current state of the
health of Montanans. This assessment presents data and information from a variety of sources and covers
health issues spanning all stages of a person’s life: from birth to death, physical health to mental health, and
communicable disease to chronic disease. The SHA will inform public health improvement efforts outlined in
the 2019-2023 Montana State Health Improvement Plan (SHIP).

Social Determinants of Health and Access to Care

e The number of Montanans with health insurance has increased greatly in recent years. In 2016, 93% of
Montanans aged 65 years and younger had health insurance.

e American Indian communities do not fare as well as other communities for several socio-economic
indicators, including lower high school graduation rates, higher unemployment, and lower household
income.

e Adverse Childhood Experiences (ACEs), such as child abuse or family dysfunction, are associated with
risky behaviors, chronic health conditions, and premature death. In 2011, sixty-percent of Montana
adults reported at least one adverse childhood experience.

Mortality and Premature Death

e From 2011-2015, nearly half (48%) of all Montana residents died of two broad classes of chronic
disease: cancer and cardiovascular disease (heart disease and stroke).

e Cancer and unintentional injury were the leading causes of premature death among all Montanans.

e The median age at death was lower among American Indian residents compared to white residents for
both men and women. From 2011-2015, white men in Montana lived 16 years longer than American
Indian men and white women lived 19 years longer than American Indian women.

e The median age at death among American Indian men increased from 56 years in 2006—2010 to 59
years in 2011-2015. Meanwhile, the median age at death among American Indian women increased
from 62 years to 63 years over the same time period.

Chronic Disease

e Tobacco use and physical inactivity are major risk factors attributable to chronic disease.

e Each year, 1,600 Montanans die of tobacco-related diseases: one in four adults (26%) were current
tobacco users in 2016.

e Tobacco use was significantly higher among American Indians, those with less education, and people
living with disabilities.

o Cigarette smoking has significantly declined among Montana high school students, particularly among
American Indian students (from 45% in 2007 to 19% in 2017).

e Nearly three-quarters of adults and high school students in Montana did not meet physical activity
recommendations in 2015 and 2017, respectively.

Unintentional Injury

e From 2011 to 2015, approximately 585 deaths from unintentional injury occurred among Montana
residents annually; mortality from unintentional injury among Montana residents was greater than the
U.S.

e Three-quarters of unintentional injury deaths were because of motor vehicle crashes, falls, and
poisonings.

e On average, over 200 Montanans die each year in motor vehicle crashes. Motor vehicle crash deaths
were highest among American Indians and residents living in rural counties.

e Non-fatal unintentional injuries account for over 3,900 hospital admissions and 57,000 emergency
department visits annually. Falls accounted for the majority of hospital admissions (57%) and emergency
department visits (36%).




Behavioral Health K S

Nearly one in ten (9%) Montanans have a substance use
disorder. Young adults (aged 18-25 years) in Montana
rank among the highest nationwide for Alcohol Use
Disorder (14%) and Alcohol Dependence (6%).

Deaths from opioid misuse in Montana peaked in 2009
and decreased to 4 deaths per 100,000 in 2015.

From 2011-2015, Montana’s suicide rate was nearly two
times higher than the U.S. On average, 240 suicides occur
each year in Montana and 990 emergency

department visits for suicide attempts. Suicide rates did
not differ significantly by race; however, suicide was
significantly higher among veterans compared to
non-veterans and residents of rural counties compared to micropolitan counties.

Many Montanans who need mental health and substance use disorder treatment do not receive
treatment. During 2015 and 2016, an estimated 72,000 Montanans aged 12 years and older needed
but did not receive treatment for substance use in the past year.

Maternal and Child Health

Overall, infant mortality rates in Montana were the same as the U.S. However, from 2011-2015, infant
mortality was significantly higher among American Indians compared to white Montanans.

Among all Montana births, one in two (50%) births in Montana was intended, while one in three (33%)
births was intended among American Indian women. Women with unintended pregnancies are more
likely to engage in risk behaviors during pregnancy, such as smoking or drinking, and are less likely to
use folic acid during pregnancy or breastfeed postpartum.

Substance use during pregnancy remains a concern in Montana; 16% of women smoked during
pregnancy and approximately 100 babies, on average, were born addicted to opioids each year.

In 2015, the mortality rate among Montana’s children was among the highest in the nation. The leading
cause of childhood mortality was unintentional injuries, namely motor vehicle crashes.

Immunization and Communicable Disease

Montana’s coverage for vaccines among children aged 19 to 35 months was 60% in 2011 and increased
to 64% in 2016.

Overall, the percent of American Indian children up-to-date with childhood immunizations was higher at
many tribal clinics than other Montana clinics.

The number of Syphilis cases dramatically increased from 14 cases in 2016 to 49 cases in 2017.

Environmental Health

Between 2013 and 2015, ozone-monitoring sites in Montana recorded zero days of unhealthy ozone
concentrations. At the same time, nearly all particulate matter (PM, 5) monitoring sites in Montana
recorded unhealthy days.

Many Montanans (81%) get their drinking water from public water supplies and most public water supply
systems (94%) met the Environmental Protection Agency’s Safe Drinking Water Standards.

The number communities that adopted policies to encourage people to walk and bike more has grown to
24 in 2017 from 6 in 2013.
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Introduction

Purpose of the State Health Assessment

The 2017 Montana State Health Assessment (SHA) provides a broad overview of the current state of the
health of Montanans. This assessment presents data and information from a variety of sources and covers
health issues spanning all stages of a person's life: from birth to death, physical health to mental health, and
communicable disease to chronic conditions. This report also describes the many factors that influence
Montanans’ health, such as where a person lives, how much money they make, and their educational
attainment. The SHA identifies existing and emerging health issues, including issues disproportionately
affecting specific population groups, like American Indians. The SHA will inform public health improvement
efforts outlined in the 2018 Montana State Health Improvement Plan (SHIP).

Process of the State Health Assessment

A coalition of twenty-four partner organizations was formed to provide oversight in drafting both the SHA and
SHIP (Appendix A). The Public Health and Safety Division (PHSD) at the Montana Department of Public
Health and Human Services (DPHHS) led the development of the SHA. In early 2017, PHSD epidemiologists
and subject matter experts drafted an outline of health issues, indicators, and data sources for the coalition
to provide feedback and guidance for inclusion in the SHA. Between April and October 2017, PHSD
presented key findings of the SHA to stakeholders at 12 meetings and conferences throughout Montana,
including: the Montana American Indian Health Leaders, Montana Association of Counties, Montana
Hospital Association, Montana Medical Association, Montana Public Health Association, and more. In total,
these presentations reached over three hundred health partners throughout Montana. Attendees at each
presentation had the opportunity to provide feedback on the SHA findings, such as additional topics to
include, and an opportunity to share their views on the most important public health issue. PHSD
incorporated both verbal and written feedback into the SHA. In addition, information, data, and materials
related to the SHA and SHIP were available to the public via the Healthier Montana webpage.

Data Sources and National Benchmarks

Data and information used in the 2017 SHA came from several national, state, and local sources. National
and state public health surveillance systems were used to describe many health outcomes. In addition, to
understand community health concerns, information from community health assessments completed by local
and tribal health departments and hospitals across Montana were incorporated into this state-level
assessment.

The 2017 SHA compared Montanans’ health outcomes to those of the nation and established benchmarks.
The U.S. Department of Health and Human Services provides science-based, 10-year national objectives for
improving the health of all Americans. The current objectives are called Healthy People 2020. Healthy
People 2020 establishes targets that are measurable, achievable, and applicable at the national, state, and
local levels. The 2017 SHA used Healthy People 2020 targets as benchmarks to describe Montana’s
progress towards reaching these science-based objectives for improving the health of all Montanans.



https://dphhs.mt.gov/ahealthiermontana/shaship

Montana Community Health Concerns

Montana has a decentralized public health system with seven tribal and 51 local health jurisdictions.
Under state law, Montana’s public health system is governed by local boards of health (BOH). Local health
departments carry out public health activities under authority delegated by the legislature to the local BOH
and public health officers. Each of the seven American Indian reservations is governed by a group of
elected officials who serve on the Tribal Council. Each American Indian reservation has an independently
governed tribal health department as determined by their tribal government. The National Public Health
Accreditation Board recommends all health departments complete health assessments and improvement
plans. In addition, the Affordable Care Act requires non-profit hospitals to complete health assessments
and improvement plans. These documents provide a local data source to understand Montana community
health priorities and are essential to fully describe the health issues in Montana. From 2012 through 2018,
52 Community Health Assessments or Community Health Needs Assessments were completed in
Montana. These 52 community assessments represent 54 of Montana’s 56 counties and three tribal health
departments (Blackfeet, Fort Peck, and Northern Cheyenne).

In 2018, PHSD staff reviewed and summarized the overall community health concerns or priorities
identified in each of these 52 assessments. Overall, Montana communities identified substance use
disorder (i.e. alcohol, illicit drugs, prescription pain medicine, or tobacco), overweight and obesity, mental
health, and cancer most often as health concerns in their communities.

Community Health Concerns

What was identified in the Community Health
Assessments & Community Health Needs Assessments?

1. Substance Use Disorder 92%
2. Overweight & Obesity 60%
3. Mental Health @ 44%

4. Cancer 38%
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Chapter 1

Social Determinants of
Health and Access to
Care

The Population of Montana

In 2016, Montana was home to an estimated 1,042,520 residents with 92% white and 8% American Indian.
(1) The American Indian population of Montana was younger than the white population (Figure 1). The
median age of white residents was 42 years, while the median age of American Indian residents was 27
years; 20% of white residents were under age 18 years, compared to 38% of American Indian residents; and
19% of white residents were age 65 years or older, compared to 7% of American Indian residents. (1)

Figure 1. Age-distribution among white and American Indian residents of Montana, 2016
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Montana is a rural state that has seven cities with more than 20,000 residents and 15 cities with 5,000 to
20,000 residents.(2) American Indians tend to live in more rural areas of the state. Only 18% lived in
Montana’s seven cities of 20,000 or more and only 5% lived in cities of 5,000 to 19,999, compared to 36%
and 11% of white residents, respectively.(2) According to the National Center for Health Statistics’
urban-rural classification of counties, only five Montana counties are classified as Small Metropolitan
(population less than 250,000), five counties are Micropolitan (population between 10,000 and 49,999), and
46 counties are classified as Noncore (population less than 10,000), hereafter referred to as Rural (Figure
2).(3)




Figure 2. Montana counties by urban-rural classification
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An estimated 88,000 of Montana residents are veterans, making up approximately 11% of the state’s adult
population which was more than the estimated 8% of U.S. adults. (4)

Fourteen percent of Montana residents (approximately 136,000 people) reported having a disability. (4)
Disability is defined as having difficulty with hearing, vision, cognition, ambulatory, self-care, or independent
living. One in four (25%) Montana residents who reported having a disability were under the age of 65. (4)

Social Determinants of Health

Good health begins at home, school, work, neighborhoods and communities. The social and physical
environment affects the way people live and their risk of illness or premature death. Key social
determinants of health affecting the health of Montana residents include education, employment status,
median income, housing, and adverse childhood experiences (ACEs). Childhood experiences, both
positive and negative, have a tremendous impact on health throughout life. Table 1, on page 10, shows key
social determinants of health for the U.S. and Montana by race.
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Table 1. Select social determinants of health among Montana and U.S. residents, 2012-2016

Social Determinant of Health .S. Montana

Al pmerican - white
Education ®
% of ninth graders that graduate in 4 years 83 86 66 89
Employment °
% Unemployed 7.4 5.6 16.3 5.0
Poverty
% of children under age 18 living in poverty 21.2 18.6 39.8 14.5
Median household income ° $55,322  $48,380 $ 29,837 $ 49,939
Housing °
:{glcj);if:]c;me owners* that pay = 30% household income on 308 30 1 z\lNo;\fvailable NA
% of renters that pay = 30% household income on housing 51.1 46.0 NA NA
Food Security °
% of households with Food stamp/SNAP benefits 13.0 10.6 32.3 9.3

# U.S. Department of Education, National Center for Education Statistics, Common Core of Data, 2014-2015 school

g/ear; Montana Office of Public Instruction, Facts About Montana Education 2017, 2015-2016 school year.
American Community Survey, 5-year estimates, 2012-2016

*Home owners with a mortgage

In the 2015-2016 school year, 86% of Montana high school students completed high school within four
years (Table 1). The percentage of American Indian students who completed high school within four years
was only 66%, much lower than the state, as a whole (Table 1).

From 2012-2016, the median household income in Montana was lower than the U.S. The median
household income was lower among Montana American Indians compared to Montana whites, $29,837
compared to $49,939. (4) During this same period, Montana had fewer people out of work compared with
the U.S. with an unemployment rate of 5.6% compared to 7.4% nationally (Table 1). Unfortunately, this
success was not shared by all. The unemployment rate among American Indians was much higher at
16.3% (Table 1). According to the Montana Department of Labor and Industry, Montanans experienced
real-wage gains (wage increases above the rate of inflation) of 3% in 2015. (5)

Housing costs Montanans a large proportion of their income; 30% of home owners and 46% of renters
spend 30% or more of their monthly household income paying the mortgage or rent (Table 1).

In 2011, 60% of Montana adults reported at least one ACE and 39% reported two or more ACEs. (6) A
higher percent of American Indian than white adults reported experiencing four or more ACEs. Adults who
had not completed high school also reported more ACEs than those who had more education, as well as
adults with lower annual incomes compared to those with higher incomes, and adults with disabilities
compared to those without disabilities (Figure 3). Fewer adults aged 55 years and older reported
experiencing four or more ACEs than younger adults. Adults with ACE scores of four or more reported poor
physical or mental health more often than those with no ACEs (Figure 4). They also reported smoking,
drinking, or misuse of prescription drugs, and being obese more often (Figure 4).




ACEs

Adverse Childhood
Experiences (ACEs) such as
child abuse or family
dysfunction are associated
with risky behaviors (tobacco
use, alcohol abuse, or risky
sexual activity), chronic health
conditions, and

premature death.

Figure 3. Prevalence of reported Adverse Childhood Experiences (ACEs) by sociodemographic characteristics
among Montana adults, 2011
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Figure 4. Prevalence of health risk behaviors and physical health risks by adverse childhood experience (ACE)
score among Montana residents, 2011

!! n!

W0 ACES E1-3 ACES B4 or more ACES

EEE .I.ﬁE

45

30

Percent

Poor Physical  Frequent Mental Current Cigarette Obesity Heavy Alcohol Misuse of
Health® Distress* Smoker Use Prescription Pain
Medication

* = 14 days in past 30 days of reported poor physical or mental health.
Data Source: Montana Behavioral Risk Factor Surveillance System, 2011

Page 11




Access to Care

Much of Montana’s population lives in rural or frontier areas, characterized by lack of or long distances
to essential services, including both general and specialized health care. Most Montana counties are
designated as Health Professional Shortage Areas (HPSA). Of the 56 Montana counties, 54 are
designated as Primary Care HPSA, 55 as Mental Health HPSA, and 41 as a Dental HPSA (Figures
5,6,and 7).

Figure 5. Health Professional Shortage Area for Primary Care, 2018
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Figure 6. Health Professional Shortage Area for Mental Health Care, 2018
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Figure 7. Health Professional Shortage Area for Dental Health Care, 2018
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According to the American Community Survey, in the past decade the proportion of Montanans under 65
years of age without health insurance has decreased by 50%, from 19% in 2007 to 7% in 2016 (Figure 8).
This large decrease in the proportion of Montanans without health insurance may be attributable to the
enactment of two policies. First, starting in 2014, Montanans who met certain criteria were eligible to
purchase health insurance through the health exchange. In 2016, Montana Medicaid expanded through the
Montana Health and Economic Livelihood Partnership (HELP) Plan. The 2016 American Community
Survey estimated that 93% Montanans had health insurance, leaving 7% of Montanans without health
insurance. Among American Indian adults aged 18 to 64 years, 9% reported not having health insurance in
2016. (7)

Figure 8. Percent of Montanans under age 65 years with no health insurance, 2007-2016
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Data source: U.S. Census Bureau, American Community Survey, 2008-2016; Current Population Survey, 2007

Despite improvements in the number of Montanans with health insurance:

¢ Nearly one in four Montana adults (26%) in 2016 reported they do not have a person they regarded as
their usual health care provider.

e American Indian residents reported they did not have a person they regarded as their usual health care
provider more frequently than white residents (35% and 25%, respectively) (Figure 9).

e Nearly one-quarter of rural county residents (27%) reported not having a usual health care provider, as
did residents of small metro or micropolitan counties (25% and 27%, respectively).

¢ Nearly one in five American Indian residents (18%) reported that they were not able to see a doctor
when they needed to in the past year because of cost (Figure 9). (7)




Figure 9. Access to health care among Montana adults by race, 2016
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Chapter 2

Mortality and
Premature Death

Leading Causes of Death in Montana and the U.S.

Nearly half (48%) of all Montana residents die of two broad classes of chronic disease: cancer and
cardiovascular disease (heart disease and stroke). Between 2011 and 2015, Montana residents had lower
rates of death from chronic diseases such as cancer, heart disease, and Alzheimer’s disease compared to
the U.S. (Figure 10). Age-adjusted death rates in Montana for unintentional injuries (accidents), suicides,
and chronic lower respiratory diseases were markedly higher than the U.S. (Figure 10). Deaths from
diabetes, influenza and pneumonia, and chronic liver disease were similar in both Montana and the U.S.

Figure 10. Ten leading causes of death among Montana and U.S. residents, 2011-2015

Cancer 170

152

Heart Disease
16

B

Unintentional Injuries

o0 | L.
!.‘: !
LA
= [¥g]
= .9
L |
L
(o]

Chronic Lower Respiratory Diseases

Stroke 37
B Montana
Suicide B United States
Diabetes

Alzheimer's Disease

Influenza and Pneumonia

Chronic Liver Disease and Cirrhosis

o
! ot (b | L] W H
=M WY WS (e S
U ke

90 180 270
Age-Adjusted Rate per 100,000 People

Data source: Montana Office of Vital Statistics, 2011-2015; National Center for Health Statistics, 2011-2015




Leading Cause of Death by Race

Montana’s American Indian residents had higher rates of death for all leading causes of death compared to
white residents. This was particularly true for chronic liver disease and cirrhosis, where mortality rates
were seven times higher, and diabetes, where mortality rates were four-and-a-half times higher (Figure
11). Deaths from unintentional injuries among American Indian residents were more than twice as high
compared to white residents.

Figure 11. Ten leading causes of death among American Indian and white Montana residents, 2011-2015
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Leading Cause of Death by Geographic Location

When examining Montana communities by geographic location, residents of rural counties had a one-and-a-
half-times higher mortality rate due to unintentional injury compared to residents of micropolitan and small
metropolitan sized counties (see Chapter 1. Social determinants of health and access to care for urban-rural
definitions) (Figure 12). Rural county residents also had higher death rates due to heart disease, diabetes,
chronic liver disease and cirrhosis, and suicide compared to residents of more urban counties. Death rates
among small metropolitan counties were highest for Alzheimer’s disease. Overall, death rates were lowest
among micropolitan county residents for six of the ten leading causes of death compared to residents of
metropolitan and rural counties (Figure 12).
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Figure 12. Ten leading causes of death in Montana by geographic location, 2011-2015
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Premature death

Premature deaths are deaths that occur before a person reaches an expected age of 75 years, which is
measured in terms of Years of Potential Life Lost (YPLL). For example, if a 25-year old were to die in a
motor vehicle crash, that person would have 50-years of potential life lost. Many premature deaths are
considered preventable. The three leading causes of premature death among Montana residents were
cancer, unintentional injury, and heart disease (Figure 13). The premature death rate was much higher
among American Indian residents compared to white residents for nearly all causes of death, except for
cancer. The three leading causes of premature death among American Indian residents were unintentional
injury, heart disease, and chronic liver disease and cirrhosis (Figure 14). Among white residents the three
leading causes of premature death were cancer, unintentional injury, and heart disease (Figure 14).

F




Figure 13. Ten leading causes of premature death among all Montana residents, 2011-2015
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Figure 14. Ten leading causes of premature death among American Indian compared to white Montana residents,
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Median age at death is the age at which half the population has died. Median age at death is different than
life expectancy, which is the average number of years a newborn can be expected to live given prevailing
mortality rates. The median age at death was lower among American Indian residents compared to white
residents for both men and women. From 2011-2015, white men in Montana lived 16 years longer than
American Indian men, and white women lived 19 years longer than American Indian women (Figure 15a).
Over the past decade, the median age at death increased among American Indian men from 56 years
(2006-2010) to 59 years (2011-2015) (Figure 15a). Meanwhile, the median age at death among American
Indian women increased from 62 years to 63 years over the same time period (Figure 15a).

Figure 15a. Median age at death among American Indian and white Montana residents, 2006-2010 and 2011-2015
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The median age at death reported in
the 2013 State Health Assessment
incorrectly stated that the data were
for the single year 2010. However, the
data reported in the 2013 State Health
Assessment were for the 5-year time
period of 2006-2010. These data are
also reported here, in Figure 15a.




Figure 15b. Median age at death among male American Indian and white Montana residents, by year, 2006-2015
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Figure 15c. Median age at death among female American Indian and white Montana residents, by year, 2006-2015
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Chapter 3

Chronic Disease

Chronic diseases are the leading cause of death in Montana and in the U.S. In fact, two chronic conditions,
cancer and cardiovascular disease (heart disease and stroke), account for nearly half (48%) of all deaths in
Montana. Many chronic conditions can be prevented or managed by engaging in two health behaviors: not
using tobacco and engaging in regular physical activity. This chapter focuses on tobacco use and physical
inactivity and their contribution to the burden of chronic disease among Montanans.

Healthy Lifestyles

Tobacco

Tobacco use remains the leading cause of preventable death and disability, with 1,600 tobacco-related
deaths occurring in Montana each year. (8) Cigarette smoking harms nearly every organ of the body, causes
many diseases, and reduces the health of smokers. (9, 10) Montana residents have significantly decreased
cigarette consumption over the last decade, but the use of other tobacco products remains high. The tobacco
industry spends almost $30 million each year on marketing in Montana and their strategies specifically target
youth by focusing on sports, celebrities, and tempting flavors. (11) Moreover, nearly 90% of adult smokers
started smoking prior to age 18. (12) Continued vigilance of youth tobacco use is necessary to prevent
another generation of adults addicted to nicotine.

In recent years, the percent of Montana adults who were current smokers has significantly decreased from
22% in 2011 to 19% in 2016. Still, more than one quarter of adults (26%) were current tobacco users in 2016.
(6, 7) Tobacco use was significantly higher among American Indians, those with less education, and

people living with disabilities (Figure 16). Cigarettes are still the most commonly used tobacco product among
Montana adults (Figure 17). Cigarette use was significantly higher among American Indian adults compared
to white adults (38% and 17%, respectively). (7) Smokeless tobacco use was twice as high in Montana
compared to the U.S. (Figure 17).




Figure 16. Current tobacco use among Montana adults by select
demographic characteristics, 2016
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Figure 17. Current use of tobacco products among Montana adults, 2016
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Youth cigarette smoking has significantly decreased in recent years among all Montana high school
students, from 20% in 2007 to 12% in 2017 (Figure 18). (13) Moreover, the decline in youth cigarette
smoking was even greater among American Indian high school students, from 45% in 2007 to 19% in
2017 (Figure 19). (13) A strong connection can be drawn between the cost of cigarettes and usage rates
among youth. As cigarette price increases, youth smoking decreases. From 1995 to 2015, the price per
cigarette pack increased from $1.55 to $6.30, while youth cigarette use decreased by 62% during the
same time period (Figure 20).

Despite the success in decreasing youth cigarette smoking, youth use of other tobacco and nicotine
products continues. Youth use of smokeless tobacco was high, particularly among males. Male high
school students used smokeless tobacco almost as much as adult males (14% and 15%, respectively). (7,
13) Additionally, in 2017 electronic cigarettes were the most used nicotine product among Montana high
school students. Almost half of all Montana high school students tried electronic cigarettes and nearly one
in four (23%) report currently using them (Figure 18).

Figure 18. Current use of tobacco products among Montana high school students, 2007 and 2017
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Figure 19. Current use of tobacco products among Montana American Indian high school students, 2007 and 2017
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Figure 20. Prevalence youth smoking and average price per cigarette pack in Montana, 1995-2015
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Physical Inactivity

Regular physical activity is one of the most important things people can do for their health. People who are
physically active live longer and have lower risks for heart disease, stroke, type 2 diabetes, depression,
and some cancers. (14) Physical inactivity is, therefore, recognized as an important risk factor for multiple
causes of death and chronic morbidity. (15) Three-quarters of Montana adults (75%) and seven in ten
Montana youth (72%) do not meet national physical activity recommendations. (13, 16)

PHYSICAL ACTIVITY
RECOMMENDATIONS

Adults: Atleast 150 minutes
moderate intensity physical
activity each week and 2 days of

muscle strengthening activities

each week.

Youth: At least 60 minutes of
physical activity every day.

The social, cultural, physical, and economic foundations of a community support healthy lifestyles for its
citizens. Available, accessible, attractive, and safe stairwells, bicycle paths, walking paths, exercise
facilities, and swimming pools can increase the type and length of physical activity.
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Chronic Conditions

Obesity

Obesity is a serious health condition that can be attributed to a combination of poor dietary patterns and
physical inactivity. In 2016, Montana met the Healthy People 2020 target for adult obesity. Even still, more
than one in ten Montana high school students (12%) was obese, with significantly more obese American
Indian students than white students (20% and 10%, respectively) (Figure 21). Additionally, one in four
Montana adults (26%) was obese (Figure 21). Obesity prevalence was significantly higher among

American Indian adults and persons with a disability (32% and
38% obese, respectively). (7)

Obese people have

an increased risk for:
o High blood pressure

o High cholesterol

e Diabetes

e Heartdisease

e Stroke

£ . e Arthritis

: e Some cancers

e Gallbladder disease

e Mentalillness

o Low quality of life

Figure 21. Prevalence of obesity among Montana high school students and adults by race, 2016 and 2017
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Data source: Montana Youth Risk Behavior Survey, 2017; Montana Behavioral Risk Factor Surveillance System, 2016
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Multiple Chronic Conditions

More than one-third of Montana adults (38%) report having two or more chronic conditions. (16) The
prevalence of multiple chronic conditions was significantly higher among adults who have not earned a

college degree, adults living in rural counties, adults with a
disability, and veterans (Figure 22). Table 2 lists the ten Chronic Conditions Include:

most prevalent chronic diseases among Montana adults. High Cholesterol Diabetes

| Chronic Kidney Disease | Arthritis
Cancer COPD

Coronary Heart Disease | Stroke

High Blood Pressure Heart attack

Depressive Disorder Asthma

Figure 22. Percent of Montana adults with two or more chronic conditions by select demographic characteristics, 2015
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Data source: Montana Behavioral Risk Factor Surveillance System, 2015

Table 2. The ten most prevalent self-reported chronic conditions among Montana adults, 2015 and 2016

All Adults American Indian Adults

Estimated Estimated

Chronic Condition AZ;UC;IS Number of AZ;uc:Is Number of
Adults Adults
1. High Cholesterol 33% 266,000 29% 14,000
2. High Blood Pressure 29% 234,000 35% 17,000
3. Arthritis 28% 228,000 24% 12,000
4. Depressive Disorder 20% 163,000 27% 13,000
5. Asthma 9% 73,000 13% 6,000
6. Cancer (excludes skin cancer) 9% 73,000 8% 4,000
7. Diabetes 8% 65,000 17% 8,000
8. Cardiovascular Disease’ 8% 65,000 10% 5,000
9. g:srgmc Obstructive Pulmonary Dis- 8% 65,000 8% 4,000
10. Kidney Disease 3% 24,000 5% 2,000

*Includes respondents that reported having coronary heart disease, myocardial infarction, or stroke
Data source: Montana Behavioral Risk Factor Surveillance System, 2015 and 2016




Cardiovascular Disease

Cardiovascular disease (CVD) was a leading cause of death among Montanans from 2011-2015. It
includes heart disease, which was the second leading cause of death, and stroke, which was the fifth.
Stroke is also a leading cause of adult disability. In 2015, nearly 2,000 inpatient hospital admissions for
stroke and 3,600 hospital admission for heart disease occurred - many of which could have been
prevented. (17) Several modifiable risk factors contribute to the development of CVD. These risk factors
include high blood pressure, tobacco use, sedentary lifestyle, obesity, high cholesterol, and diabetes.
Adults can have multiple risk factors.

Approximately 65,000 Montana adults (8%) reported a history of CVD (heart attack, stroke or coronary
heart disease) in 2016. The percent of Montana adults reporting a history of CVD was significantly higher
among those who were overweight or obese or reported no physical activity, compared to those without
these risk factors (Figure 23). The percent of adult Montanans with CVD was almost four times higher for
those with high blood pressure than those without this risk factor (11% compared to 3%, respectively)
(Figure 23). Similarly, American Indian adults with high blood pressure had a prevalence of CVD three-
times higher than those without high blood pressure (Figure 24). Focusing on modifiable risk factors like
high blood pressure, high cholesterol, physical inactivity, tobacco use, and being overweight or obese can
reduce the burden of CVD in Montana.

Figure 23. Percent of Montana adults with cardiovascular disease among those with select risk factors and those
without select risk factors, 2015 and 2016
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Figure 24. Percent of American Indian adults with cardiovascular disease among those with select risk factors and
those without select risk factors in Montana, 2015 and 2016
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Arthritis

Arthritis is common among Montana adults; 28% (approximately 228,000 adults) reported ever being
diagnosed with arthritis in 2016. (7) More than four out of five Montana adults with arthritis (82%) also had
at least one additional chronic health condition (Figure 25). Having multiple chronic conditions substantially
increases the risk of death, hospitalization, and poor day-to-day functioning compared to having only one
chronic condition. (18)

Figure 25. Percent of Montana adults with select chronic conditions among those with arthritis and without arthritis,
2015 and 2016
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Data source: Montana Behavioral Risk Factor Surveillance System, 2015 and 2016
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Figure 26. Trends in age-adjusted cancer incidence (new cases) rates in Montana and the U.S., 2006-2015
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Overall, cancer incidence was significantly higher among American Indians in Montana compared to whites
(Figure 27). The largest disparities between American Indians and whites were for lung and liver cancer
incidence, which were two and three times higher, respectively. Although the overall incidence of female
breast cancer was similar for American Indian women compared to white women, American Indian women

had a higher incidence of breast cancer diagnosed at late-stage.
Figure 27. Age-adjusted cancer incidence rates among American Indian Montanans compared to white Montanans,
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The U.S. Preventive Services Task Force
(USPSTF) recommends that all women
aged 50 to 74 years are screened for
breast cancer through mammography
every two years and that all women aged
21 to 65 years are screened for cervical
cancer with a pap test every three years.
USPSTF also recommends all adults
aged 50 to 75 years receive colorectal
cancer screening through colonoscopy
every 10 years, flexible sigmoidoscopy
every five years with high sensitivity fecal
occult blood testing (FOBT) every three
years, or annual FOBT.(22) Too few
Montana adults are receiving these
recommended screening tests to meet
the Healthy People 2020 targets (Figure
28). Significantly fewer American Indian
adults aged 50 to 74 years received recommended colorectal cancer screening compared to white adults in
2016.(7) About 47,000 Montana women aged 50 to 74 years need breast cancer screening and 58,000
women aged 21 to 64 years need cervical cancer screening.(7) About 124,000 adults aged 50 to 74 have
not had recommended colorectal cancer screening.(7)

Figure 28. Proportion of adults who meet breast, cervical, and colorectal cancer screening recommendations among
American Indian and white Montanans, 2016
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Asthma

Asthma, if properly treated and controlled through self-management, should not limit a person’s daily
activities or cause troublesome symptoms. However, over half (57%) of Montana adults with current
asthma reported symptoms indicating that their asthma was not well or very poorly controlled. (23)
Tobacco smoke and other environmental triggers often produces asthma symptoms. The prevalence of
tobacco use among Montana adults with asthma was substantially higher (25%) than prevalence of
tobacco use among those with no asthma (18%). (16)

Over half (57%) of Montana
adults with current asthma,

reported symptoms indicating

that their asthma was not well
or very poorly controlled.

Diabetes

Montana’s prevalence of diagnosed diabetes among adults was significantly lower than the U.S.; however,
diabetes prevalence increased overtime from 6% in 2005 to 8% in 2016 (Figure 29). In 2016, the
prevalence of diagnosed diabetes among American Indian adults was two times higher (17%), compared to
whites (8%). (7) Diabetes and kidney disease were among the ten leading causes of death for American
Indians and further emphasizes how this disease disparately affects the American Indian community (See
Chapter 2. Mortality and Premature Death). Smokers are 30% to 40% more likely to develop type 2
diabetes than nonsmokers. Moreover, people with diabetes who smoke are more likely than nonsmokers
to have trouble with insulin dosing and controlling their disease. (9)

Figure 29. Prevalence of diabetes among adults in Montana and the U.S., 2006-2015
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Chapter 4

Unintentional Injury

A common mistake is to consider injuries as random events that are both unpredictable and unavoidable.
From a public health perspective, injuries are understood to be a preventable problem, with identifiable risk
and protective factors and proven mitigation strategies. This chapter covers unintentional injuries focusing
on three common mechanisms: motor vehicle crashes, falls, and poisonings. For more information on
intentional injuries, including suicide, see Chapter 5: Behavioral Health.

From 2011 to 2015, approximately 585 deaths from unintentional injury occurred among Montana
residents annually. Unintentional injury was the third leading cause of death and the second leading cause
of premature death among Montana residents during this period. From 2011-2015, the mortality rate from
unintentional injury among Montana residents was consistently higher than the U.S. (Figure 30). Motor
vehicle crashes, falls, and poisonings were the leading causes of unintentional injury deaths (Table 3).

Figure 30. Unintentional injury mortality rate in Montana compared to the U.S. and the Healthy People 2020 target by
year, 2011-2015
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Data source: Montana Office of Vital Statistics 2011—-2015; National Center for Health Statistics, 2011-2015




Table 3. Leading cause of fatal and non-fatal unintentional injury in Montana, 2011-2014

Rank Deaths (N=2,385) Hospitalizations (N=15,610) ED Visits (N=228,658)
1 Motor Vehicle (36%) Falls (57%) Falls (36%)

2 Falls (23%) Motor Vehicle (14%) Struck by/against (13%)
3 Poisoning (16%) Other Transport (7%) Overexertion (10%)

4 Unspecified (6%) Poisoning (7%) Cut/Pierce (9%)

5 Suffocation (5%) Struck by/against (3%) Motor vehicle (9%)

Data source: Montana Office of Vital Statistics, 2011-2014; Montana Hospital Discharge Data System 2011-2014

Unintentional injury disproportionately effects American Indian communities and was the number one cause
of premature death among American Indian residents (Figure 31). Seventy-five percent of unintentional
injury deaths among American Indians were because of motor vehicle crashes and poisonings.

Figure 31. Unintentional injury mortality rate in Montana by race compared to the Healthy People 2020 target by year,
2011-2015
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Non-fatal unintentional injuries account for over 3,900 hospital admissions and 57,000 emergency
department visits annually (Table 3).

Falls accounted for the

majority of hospital
admissions (57%) and
emergency department
visits (36%).
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Motor Vehicle Crashes (MVCs)

On average, over 200 Montanans die each year in motor vehicle crashes (MVCs). Montana’s MVC death
rate was greater than the U.S. and the Healthy People 2020 target (Figure 32). Not only did MVCs
account for the majority of unintentional injury deaths, but MVCs also caused non-fatal injuries resulting in
increased costs to individuals, the health system, and society. In Montana, American Indian and rural
residents suffer disproportionately from the effects of MVCs (Figures 32 and 33).

Figure 32. Age-adjusted death rate due to motor vehicle crashes among Montana residents by race compared to the
U.S. and the Healthy People 2020 target, 2011-2015
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Figure 33. Motor vehicle crash mortality rate by geographic area among Montana residents, 2011-2015
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The most common unsafe driving practices associated with death or injury in MVCs are lack of seatbelt
use, driving under the influence of alcohol or drugs, and distracted driving. From 2011 to 2015, 67% of
drivers and passengers killed on Montana’s roads were unrestrained. (24) Nearly one in four adults and
high school students reported not always wearing their seatbelt (26% and 22%, respectively). (7, 13) A
higher percentage of males, American Indians, and residents of rural counties reported not always wearing
their seatbelt than their counterparts (Figure 34).

Figure 34. Percent of Montana adults that do not always wear a seatbelt by select demographic characteristics, 2016
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From 2011-2015, over half (54%) of all fatal crashes involved a driver impaired by alcohol or drugs. (24) In
2015, 3% of adults in Montana reported having driven after consuming alcohol within the past 30 days,
higher than the 2% reported in the U.S. (16) In 2017, 54% of Montana high school students reported
texting or emailing while driving, compared with 42% in the U.S. (13)

Motor Vehicle
Crashes

The most common unsafe
driving practices associated
with death or injury in MVCs
are lack of seatbelt use, driving
under the influence of alcohol
or drugs, and distracted driving.
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Unintentional Falls

Falls were the second leading cause of unintentional injury deaths statewide, accounting for 23% of all
fatalities due to unintentional injury in Montana from 2011-2014 (Table 3). This trend is largely driven by
falls among older adults; hence, the burden from falls is likely to increase as the Montana population ages.
The mortality rate due to falls in Montana is higher than in the U.S. for all ages and those 65 years or older
(Figure 35).

Figure 35. Age-adjusted mortality rate due to falls among all Montanans and among Montanans aged 65 years and
older, compared to the U.S. and Healthy People 2020 target, 2011-2015
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Unintentional Poisoning

Unintentional poisoning was the third leading cause of unintentional injury death among all Montanans and
the second leading cause of injury among American Indian residents. In addition, unintentional poisoning
was a leading cause of hospitalization for unintentional injuries. The age-adjusted mortality rate due to
unintentional poisoning in Montana from 2011-2015 was 9 per 100,000 people, overall, and was more
than twice as high among American Indian residents at 25 per 100,000.

Since 1983, DPHHS has partnered with the Rocky Mountain Poison Center to provide lifesaving medical
advice and poison information to Montanans through a confidential toll-free hotline called the Montana
Poison Center. Managing a poisoning event at the site by the Montana Poison Center saves time and the
expense of an emergency department visit.

In 2016, a total of 12,117 total inbound calls to the poison center occurred:

e 7,531 (62%) human exposures,

e 3,741 (31%) medication exposures,

e 2,068 (17%) informational calls, and

e 995 (8%) exposures to cleaning products and cosmetic items.

One-third (33%) of exposures were referred to a healthcare facility while the remaining calls were managed
at the exposure site. \

Unintentional Poisoning

Most (85%) of the unintentional
poisoning deaths from 2011—2015
were a result of drug poisoning,
primarily narcotics and hallucinogens.
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Occupational Injury

Over the past decade (2006—2015), Montana had a high incidence rate of work-related injury and illness
(morbidity), compared with the U.S. as a whole. In 2015, Montana had the fourth highest rate of non-fatal
work-related injuries and illnesses in the country with 4 cases per 100 full-time workers (Figure 36). In
2014, 18% of the Montana workforce was employed in high morbidity risk occupations compared to 16%
of the U.S. workforce. (25) These high morbidity occupations include drivers, labors, and healthcare
workers working in the construction, transportation, and healthcare industries.

Figure 36. Non-fatal work-related injuries and illnesses in Montana and the U.S., 2006-2015
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Chapter 5

Behavioral Health

Behavioral health encompasses mental and emotional well-being, as well as the actions that influence
overall wellness. This chapter focuses on two key areas that contribute substantially to behavioral health:
substance use and mental health.

Substance Use

The chronic use of addictive substances results in profound changes in brain structure and function that
radically impair efforts to control use, despite harmful consequences. (26) Thus, substance use disorders are
characterized by the overindulgence in or dependence upon one or more addictive substances, which in turn
causes functional impairment. (27) Examples of addictive substances include: alcohol, tobacco, illicit drugs,
and prescription drugs.

According to the 2015-2016 National Survey on Drug Use and Health (NSDUH), approximately 79,000, or
9%, of Montanans aged 12 years and older had a substance use disorder in the past year (illicit drug use or
alcohol dependence or abuse). (28) Overall, drug and alcohol-related inpatient admissions totaled 35,998
from 2010 to 2014, costing Montana residents $598 million. (29) Furthermore, drug and alcohol related
emergency department visits during the same time frame totaled 55,916 and cost Montanans $116 million.
(29)

Alcohol

Alcohol is the most commonly abused substance in Montana. Approximately 63,000 (7%) Montanans aged
12 years and older had an alcohol use disorder in the past year. (28) In 2016, 19% of Montanans aged 18
years and older reported binge drinking and 7% reported heavy drinking, compared to 17% and 6% of

U.S. adults, respectively. (7) Binge drinking and heavy drinking are most prevalent among Montanans aged
25 to 34 years (Figure 37). In 2016, approximately 30% of Montanans in this age group reported binge
drinking and 10% reported heavy alcohol consumption. (7)

Young adults (aged 18-25 years) in Montana rank among the highest nationwide for percentage of Alcohol
Use Disorder (14%) and percentage of Alcohol Dependence (6%) (Table 4).




Figure 37. Percent of Montana adults who reported binge or heavy drinking in the past 30-days, 2016
50%

m Binge Drinkingt m Heawy Drinking$
40%

30%

20%

10%

+

All adults American  White 13-24 25-34 35-44 45-54 55-64 65
Indian

Race Age group

+ Binge Drinking is defined as consuming 5 or more drinks on one occasion for men or 4 or more drinks on one
occasion for women

+ Heavy Drinking is defined as consuming more than 14 drinks per week for men or more than 7 drinks per week for
women

Data Source: Montana Behavioral Risk Factor Surveillance System, 2016

Table 4. Percent alcohol use disorder and alcohol dependence among young adults aged 18 to 25 years old by state,
2014-2015

Alcohol Use Disorder Alcohol Dependence
State Percent State Percent
1. Vermont 165 1. Wyoming 6.7
2. Wisconsin 14.6 2. Nebraska 6.4
3. South Dakota 14.6 3. New Mexico 6.4
4. New Hampshire | 14.1 4. Alaska 6.2

5. Rhode Island [ 6.2

6. Rhode Island 13.8 6. D.C. 6.2

7. Minnesota 13:3 7. Vermont 6.2
8. Pennsylvania 13.3

9. Nebraska 13.3 9. North Dakota | 6.1

10. North Dakota 13.2 10. California 6.0

11. Connecticut | 6.0

12. Indiana 6.0

Total U.S. 11.6 Total U.S. 5.2

Data source: National Survey on Drug Use and Health, 2014-2015
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In 2017, 33% of high school students in Montana reported drinking within the last 30 days and 18% reported
binge drinking on at least one occasion within the last 30 days (Figure 38). The prevalence of alcohol
consumption and binge drlnklng increased significantly by grade. Of students in 9" grade, 22% reported
having at least one drink in the past 30 days and 10% reported binge drinking, compared to 45% and 28%
of 12" grade students, respectively (Figure 38). In 2017, 20% of high school students in Montana reported
having their first drink of alcohol before they were 13 years old. (13)

Young adults (aged 18-25 years) in

Montana rank among the highest
nationwide for percentage of Alcohol
Use Disorder (14%) and percentage of

Alcohol Dependence (6%).

Figure 38. Alcohol use and binge drinking among Montana high school students compared to the U.S., 2015 and 2017
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" Consuming at least one drink of alcohol on one or more of the past 30 days
* Consuming five or more drinks within a couple of hours on one or more of the past 30 days
Data Source: Montana Youth Risk Behavior Survey, 2017; U.S. Youth Risk Behavior Survey, 2015




lllicit Drugs

In Montana, approximately 27,000 individuals aged 12 years and older had an illicit drug use disorder in the
past year from 2015-2016. (28) Marijuana was the most commonly used illicit drug. According to the
2015-2016 NSDUH, marijuana use within the past year was reported among 17% of Montana adolescents
aged 12 to 17 years (Figure 39). Thirty-eight percent of young adults aged 18 to 25 years reported
marijuana use within the past year, as did 15% of adults aged 26 years and older (Figure 39).

In Montana, approximately 2% of adolescents aged 12 to 17 years and 1% of adults aged 26 years and
older reported cocaine use in the last year; however, 6% of young adults (18 to 25 years) reported having
used cocaine within the past year (Figure 39). Meanwhile, less than 1% of any age group reported having
used heroin in the past year (Figure 39).

Figure 39. lllicit drug use within the past year among Montana residents by age group, 2015-2016
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Data Source: National Survey on Drug Use and Health, 2015-2016

Methamphetamines continue to be of concern in Montana; however, data regarding usage are limited,
particularly among Montana’s adult population. Among Montana youth, 2% of high school students in 2017
reported having used methamphetamines during their lifetime. (13)

Prescription Drugs

Prescription drug misuse or abuse occurs when an individual consumes medication, either intentionally or
unintentionally, without having a prescription for the drug, in a manner other than prescribed, or for the
experience or feeling rather than the intended medical effects. In Montana, prescription opioid misuse

Figure 40. Prescription opioid overdose death rate per 100,000 people gz?xé%lﬁ%%z%izg Z%ﬁg{tzlézat'ons
among :{\élontana residents compared to the U.S., 2006-2015 accounted for 241 deaths from 2011
through 2015. (29, 30) There were 22
N 9 deaths among American Indian
Fa 9 residents during this same period. In
£5 vs. 2009, Montana had a higher
as 7  prescription opioid death rate than
E § 6 - the rest of the U.S., but over the last
29 a ® > v few years Montana has seen a
<3 . decline in these deaths. In 2015,
<

Montana had a lower death rate at 4
per 100,000 people compared to the
0 U.S. average of 7 (Figure 40).
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Data source: Montana Office of Vital Statistics, 2006-2015; National Center for Health Statistics, 20062015
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In 2016, approximately 70 opioid prescriptions were dispensed per 100 residents in Montana, compared
to 67 nationwide. (31) While prescription opioid sales in Montana are nearly consistent with the U.S. rate,
this does not necessarily represent an appropriate level of consumption. For instance, the U.S. accounts
for nearly half of the worldwide consumption of prescription opioids, despite making up less than 5% of
the total world population. (32)

The U.S.
accounts for nearly half
of the worldwide consumption of
prescription opioids.

VOVY
VOV
VOV
VOV

From 2011-2015, prescription drug overdose deaths were highest among adults aged 35 to 54 years, with
slightly more than half of deaths attributed to men (51%) (Figure 41). This rate was consistent with the rest
of the nation, where males had a higher death rate due to opioid prescription overdose than females.

Figure 41. Prescription drug overdose deaths by age and sex among Montana residents, 2011-2015
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Data Source: Montana Office of Vital Statistics, 2011-2015

Mental Health

The World Health Organization (WHO) defines mental health as “a state of well-being in which every
individual realizes his or her own potential, can cope with the normal stresses of life, can work productively
and fruitfully, and is able to make a contribution to her or his community.” (33)

In 2016, one in five Montana adults (21%) reported experiencing mental distress (1 to 13 days of poor
mental or emotional health) in the past month while one in ten (10%) reported experiencing frequent mental
distress (14 or more days of poor mental or emotional health). (7)




The prevalence of frequent mental distress was significantly higher among Montanans living with a
disability (23%) than among those without a disability (6%). (7) Women in Montana also reported a higher
prevalence of frequent mental distress compared to men (12% and 9%, respectively) (Figure 6). However,
previous research has found that social norms around mental health symptoms may lead to exaggerated
gender disparities, as well as decreased self-reporting overall. (34) Higher educational attainment also
appeared to be associated with lower prevalence of mental distress: 17% of Montanan adults with less than
a high school education reported frequent mental distress, compared to 8% of Montanans with at least a
college degree (Figure 42).

Figure 42. Proportion of Montana adults who reported frequent mental distress, 2016*
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