Q1.
Introduction:

COMMUNITY BENEFIT NARRATIVE REPORTING INSTRUCTIONS

The Maryland Health Services Cost Review Commission’s (HSCRC's or Commission's) Community Benefit Report, required under §19-303 of the Health General
Article, Maryland Annotated Code, is the Commission’s method of implementing a law that addresses the growing interest in understanding the types and scope of
community benefit activities conducted by Maryland’s nonprofit hospitals.

The Commission developed a two-part community benefit reporting system that includes an inventory spreadsheet that collects financial and quantitative information
and a narrative report to strengthen and supplement the inventory spreadsheet. The guidelines and inventory spreadsheet were guided, in part, by the VHA, CHA,
and others’ community benefit reporting experience, and was then tailored to fit Maryland’s unique regulatory environment. This reporting tool serves as the narrative
report. The instructions and process for completing the inventory spreadsheet remain the same as in prior years. The narrative is focused on (1) the general
demographics of the hospital community, (2) how hospitals determined the needs of the communities they serve, (3) hospital community benefit administration, and
(4) community benefit external collaboration to develop and implement community benefit initiatives.

The Commission moved to an online reporting format beginning with the FY 2018 reports. In this new template, responses are now mandatory unless marked as
optional. If you submit a report without responding to each question, your report may be rejected. You would then be required to fill in the missing answers before
resubmitting. Questions that require a narrative response have a limit of 20,000 characters. This report need not be completed in one session and can be opened by
multiple users.

For technical assistance, contact HCBHelp@bhilltop.umbc.edu.

a2 Section | - General Info Part 1 - Hospital Identification

Q3. Please confirm the information we have on file about your hospital for the fiscal year.

Is this information

correct?
Yes No If no, please provide the correct information here:

The proper name of your hospital is: Doctors

: . O
Community Hospital
Your hospital's ID is: 210051 O
Your hospital is part of the hospital system called ®
Luminis.

Q4. The next two questions ask about the area where your hospital directs its community benefit efforts, called the Community Benefit
Service Area. You may find these community health statistics useful in preparing your responses.

Q5. (Optional) Please describe any other community health statistics that your hospital uses in its community benefit efforts.

Health Improvement Process (SHIP) measures https://pophealth.health.maryland.gov/Pages/SHIP-Lite-Home.aspx MD Vital Statistics Administration

of other data sources: CRISP and discharge information are also use to identify target populations at risk for readmission. US Census data

DCMC uses a variety of state and county reports for health statistics. They are as follows: https://www.princegeorgescountymd.gov/2561/Data-Reports Maryland State

http://dhmh.maryland.gov/vsa/Pages/home.aspx Robert Wood Johnson Foundation - County Health Rankings https://www.countyhealthrankings.org/ DCMC uses a variety

Q6. (Optional) Please attach any files containing community health statistics that your hospital uses in its community benefit efforts.

2019 CHA Doctors.pdf
8.9MB
application/pdf

a7.Section | - General Info Part 2 - Community Benefit Service Area

Q8. Please select the county or counties located in your hospital's CBSA.

Allegany County Charles County «| Prince George's County
Anne Arundel County Dorchester County Queen Anne's County
Baltimore City Frederick County Somerset County
Baltimore County Garrett County St. Mary's County

Calvert County Harford County Talbot County


https://www.hilltopinstitute.org/communitystatisticsbycounty/
https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_blovBKAIyoe7B73&download=1

(] Caroline County ) Howard County [ Washington County
[} Carroll County ] Kent County [ Wicomico County

[ ] Cecil County ) Montgomery County [ Worcester County

Q9. Please check all Allegany County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q10. Please check all Anne Arundel County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q71. Please check all Baltimore City ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q12. Please check all Baltimore County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q13. Please check all Calvert County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q74. Please check all Caroline County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q15. Please check all Carroll County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q16. Please check all Cecil County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q17. Please check all Charles County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q18. Please check all Dorchester County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q19. Please check all Frederick County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q20. Please check all Garrett County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q21. Please check all Harford County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q22. Please check all Howard County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q23. Please check all Kent County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q24. Please check all Montgomery County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q25. Please check all Prince George's County ZIP codes located in your hospital's CBSA.
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Q26. Please check all Queen Anne's County ZIP codes located in your hospital's CBSA

This question was not displayed to the respondent.

Q27. Please check all Somerset County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q28. Please check all St. Mary's County ZIP codes located in your hospital's CBSA

This question was not displayed to the respondent.

Q29. Please check all Talbot County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q30. Please check all Washington County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q31. Please check all Wicomico County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q32. Please check all Worcester County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q33. How did your hospital identify its CBSA?

[ Based on ZIP codes in your Financial Assistance Policy. Please describe.
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Based on ZIP codes in your global budget revenue agreement. Please describe.

The CHNA was comprised of both
quantitative health information and
qualitative feedback from the
community. This multi-faceted approach
ensured a profile of the county’s
health that examined various
perspectives and data sources. The
three research components included
secondary data, community surveys and
focus group testing. With insight
about the overall health status of
Prince George’s County, DCH can
investigate strategies to address some

of those concerns. 4
/

«| Based on patterns of utilization. Please describe.

The CBSA is also determined by the
Hospital's patient population, CRISP
data, and data from its County wide
CHA planning process with the Prince
George's County Health Department and
all five hospitals.

V

Other. Please describe.

Q34. (Optional) Is there any other information about your hospital's Community Benefit Service Area that you would like to provide?

Three-quarters (74%) of Doctors inpatient visits are from ZIP codes in the central part of the County, where the hospital is located. The service area ZIP Codes include a mix
of urban and suburban, with an estimated population of 360,215 (approximately 39% of the County’s population). All but one ZIP code (20747) in the service area
experienced an increase in population since 2010.

ass. Section | - General Info Part 3 - Other Hospital Info

Q36. Provide a link to your hospital's mission statement.

https://www.dchweb.org/about-us/mission-vision-and-values

Q37. Is your hospital an academic medical center?

Yes

Q38. (Optional) Is there any other information about your hospital that you would like to provide?

https://www.dchweb.org/sites/doctors-community-hospital/files/Documents/DCH_FactSheet_2020-01-09.PDF

Q39. (Optional) Please upload any supplemental information that you would like to provide.

a40. Section Il - CHNA Part 1 - Timing & Format

Q41.
Within the past three fiscal years, has your hospital conducted a CHNA that conforms to IRS requirements?




® Yes

No

Q42. Please explain why your hospital has not conducted a CHNA that conforms to IRS requirements, as well as your hospital's plan and timeframe for completing a

CHNA

This question was not displayed to the respondent.

Q43. When was your hospital's most recent CHNA completed? (MM/DD/YYYY)

04/19/2019

Q44. Please provide a link to your hospital's most recently completed CHNA.

https://iwww.dchweb.org/sites/doctors-community-hospital/files/community_health_assessement2019.pdf

Q45. Did you make your CHNA available in other formats, languages, or media?

Yes
® No
Q46. Please describe the other formats in which you made your CHNA available
This question was not displayed to the respondent

asz.Section Il - CHNA Part 2 - Internal Participants

Q48. Please use the table below to tell us about the internal participants involved in your most recent CHNA.

CHNA Activities
N/A - Person N/A - Participated ~ Advised -
or Position or  Member of in ﬁﬁmﬁ'#‘aa‘ed
Organization Department =~ CHNA development CHNA %ata 7
was not does not Committee  of CHNA best collection
Involved exist process practices
CB/ Community Health/Population Health 3
Director (facility level)
N/A - Person N/A - Participated ~ Advised Participated
or Position or  Member of in on in primai
Organization Department ~CHNA  development CHNA %ata vy
was not doesnot Committee  of CHNA best Taaion
Involved exist process practices
CB/ Community Health/ Population Health
Director (system level)
N/A - Person N/A - Parti(_:ipated Advised Participated
or Position or  Member of in on in primai
Organization Department ~CHNA  development CHNA ?:Iata Y
was not doesnot Committee  of CHNA best ion
Involved exist process practices
Senior Executives (CEO, CFO, VP, etc.) "
(facility level)
N/A - Person N/A - Participated  Advised o0
or Position or  Member of in on Fzﬁmﬁﬁ?ed
Organization Department ~CHNA  development CHNA %ata y
was not doesnot Committee  of CHNA best ion
Involved exist process practices
Senior Executives (CEO, CFO, VP, etc.) 7
(system level)
N/A - Person N/A - Participated  Advised -
or Position or  Member of in on Fzﬁrtur:ilrzzted
Organization Department CHNA  development CHNA Tjata b
was not does not Committee  of CHNA best collection
Involved exist process practices

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Provided
secondary ~ Other
health  (explain)
data

Provided
secondary  Other
health  (explain)
data

Provided
secondary  Other
health  (explain)
data

Provided
secondary  Other
health (explain)
data

Provided
secondary  Other
health  (explain)
data

Other - If you selected "Other (explain)," please type your expl:
below:

Other - If you selected "Other (explain)," please type your expl:
below:

Other - If you selected "Other (explain)," please type your expl:
below:

Other - If you selected "Other (explain)," please type your expl:
below:

Other - If you selected "Other (explain)," please type your expl:
below:



Board of Directors or Board Committee
(facility level)

Board of Directors or Board Committee
(system level)

Clinical Leadership (facility level)

Clinical Leadership (system level)

Population Health Staff (facility level)

Population Health Staff (system level)

Community Benefit staff (facility level)

Community Benefit staff (system level)

Physician(s)

Nurse(s)

N/A - Person N/A -
or Position or
Organization Department
was not does not
Involved exist
N/A - Person N/A -
or Position or
Organization Department
was not does not
Involved exist
N/A - Person N/A -
or Position or
Organization Department
was not does not
Involved exist
N/A - Person N/A -
or Position or
Organization Department
was not does not
Involved exist
4
N/A - Person N/A -
or Position or
Organization Department
was not does not
Involved exist
N/A - Person N/A -
or Position or
Organization Department
was not does not
Involved exist
N/A - Person N/A -
or Position or
Organization Department
was not does not
Involved exist
N/A - Person N/A -
or Position or
Organization Department
was not does not
Involved exist
N/A - Person N/A -
or Position or
Organization Department
was not does not
Involved exist

Member of
CHNA
Committee

Member of
CHNA
Committee

Member of
CHNA
Committee

Member of
CHNA
Committee

Member of
CHNA
Committee

Member of
CHNA
Committee

Member of
CHNA
Committee

Member of
CHNA
Committee

Member of
CHNA
Committee

Participated
in
development
of CHNA
process

Participated
in
development
of CHNA
process

Participated
in
development
of CHNA
process

Participated
n
development
of CHNA
process

Participated
in
development
of CHNA
process

Participated
in
development
of CHNA
process

Participated
in
development
of CHNA
process

Participated
in
development
of CHNA
process

Participated
in
development
of CHNA
process

Advised
on
CHNA
best
practices

Advised

on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised

on
CHNA
best
practices

4
Participated
Participated in
Participated in identifying  Provided
inprimary  identifying community secondary Other
data priority resources health  (explain)
collection health to meet data
needs health
needs
04
Participated
Participated in
Participated in identifying  Provided
in primary  identifying community secondary  Other
data priority resources health  (explain)
collection health to meet data
needs health
needs
04
Participated
Participated in
Participated in identifying  Provided
in primary  identifying community secondary  Other
data priority resources health  (explain)
collection health to meet data
needs health
needs
v
Participated
Participated in
Participated in identifying  Provided
inprimary  identifying community secondary  Other
data priority resources health (explain)
collection health to meet data
needs health
needs
Participated
Participated in
Participated in identifying  Provided
inprimary  identifying community secondary  Other
data priority resources health (explain)
collection health to meet data
needs health
needs
4
Participated
Participated in
Participated in identifying  Provided
in primary  identifying community secondary  Other
data priority resources health  (explain)
collection health to meet data
needs health
needs
v 4 v v
Participated
Participated in
Participated in identifying  Provided
inprimary  identifying community secondary  Other
data priority resources health  (explain)
collection health to meet data
needs health
needs
04 4
Participated
Participated in
Participated in identifying  Provided
in primary  identifying community secondary  Other
data priority resources health  (explain)
collection health to meet data
needs health
needs
04
Participated
Participated in
Participated in identifying  Provided
in primary  identifying community secondary  Other
data priority resources health  (explain)
collection health to meet data
needs health
needs
v

Other - If you selected "Other (explain)," please type your expl:
below:

Other - If you selected "Other (explain)," please type your expl:
below:

Other - If you selected "Other (explain)," please type your expl:
below:

Other - If you selected "Other (explain)," please type your expl:
below:

Other - If you selected "Other (explain)," please type your expl:
below:

Other - If you selected "Other (explain)," please type your expl:
below:

Other - If you selected "Other (explain)," please type your expl:
below:

Other - If you selected "Other (explain)," please type your expl:
below:

Other - If you selected "Other (explain)," please type your expl:
below:




Social Workers

Community Benefit Task Force

Hospital Advisory Board

N/A - Person
or
Organization
was not
Involved

N/A - Person
or

was not

Involved e

N/A - Person

N/A -
or

Position

or
Organization Department

was not
Involved exist

Position or
Organization Department

does not

does not

N/A -
Position or
Department
does not
exist

N/A -
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CHNA
Committee
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CHNA
Committee

Member of
CHNA
Committee

in

of CHNA
process

development
of CHNA
process

development

Participated
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development

of CHNA
process

Advised

on

CHNA
best

practices

in

Participated ~ Advised

ol
CHNA
best
practices

ol
CHNA
best
practices

Participated ~ Advised

Participated
in primary

ata
collection

Participated

in primary
data

collection

Participated

in primary
data

collection

in

Participated
in
identifying
priority

Participated

identifying
priority
health
needs

Participated

identifying
priority
health
needs

Participated
in
in identifying  Provided

community secondary  Other
resources health

to meet data
health
needs

Other - If you selected "Other (explain)," please type your expl:
(explain) below:

Participated
in
identifying  Provided
community secondary
resources health
to meet data
health
needs

Other
(explain)

Other - If you selected "Other (explain)," please type your expl:
below:

Participated
in
identifying  Provided

community secondary
resources health
to meet data
health
needs

health
needs

Other
(explain)

below:

NJ/A - Person N/A -
or Position or
Organization Department

Member of
was not

Participated ~ Advised
in

Other - If you selected "Other (explain)," please type your expl:

CHNA

Participated
Committee

in
identifying

does not
exist

Participated
in
identifying
priority
Involved

Participated
in primary
ata

development
of CHNA
process

ol
CHNA
best
practices

Provided
Other (specifv)

collection health
needs

community secondary  Other
resources health

to meet data
health
needs

(explain)

below:

N/A - Person

N/A -
or Position or
Organization Department

Member of
was not

Participated ~ Advised

Other - If you selected "Other (explain)," please type your expl:

in
development

of CHNA

process

CHNA

does not  Committee

exist

Participated
in
identifying

Participated
in
identifying

on

CHNA
best

Involved

practices

Participated
in primary

Provided
ata

priority
health
needs

community secondary  Other

resources health

collection to meet data
health

needs

(explain)

Other - If you selected "Other (explain)," please type your expl:
below:

a49. Section Il - CHNA Part 2 - External Participants

Q50. Please use the table below to tell us about the external participants involved in your most recent CHNA.

CHNA Activities
N/A - Person
or
Organization
was not
involved

Member of

Participated ~ Advised
CHNA

Participated
in the

in
identifying

Participated
in
identifying
priority
health
needs

on
CHNA

best
practices

Participated
in primary
ata

collection

Provided

development community secondary
i resources health

Committee oftr:zc(;r:SNA Seoure el

P health

needs

Other Hospitals -- Please list the hospitals
ere;

Laurel Regional Hospital, Prince
George's Hospital Center, Fort
Washingotn Medical Center, Medstar
Southern Maryland Hospital

Other
(explain)

Other - If you selected "Other (explain)," please type your explanation
below:

N/A - Person
or
Organization
was not
involved

Member of

CHNA development
Committee of the CHNA

process

Participated
Participated ~ Advised
inthe

in

identifying  Provided
community secondary  Other
resources health

to meet data

health

needs

on
CHNA
best
practices

Participated
in
identifying
priority
health
needs

Participated
in primary
ata

collection

Local Health Department -- Please list the
Local Health Departments here:

Prince George's County Health
Department

(explain)

Other - If you selected "Other (explain)," please type your explanation
below:

4
N/A - Person

or

Organization
was not
involved

Member of

Participated ~ Advised
CHNA

inthe

Participated
in

identifying  Provided
community secondary  Other
resources health

to meet data
health

needs

Participated
in
identifying
priority
health
needs

on
CHNA

best
practices

Participated
in primary
ata

collection

development
Committee of the CHNA

process
Local Health Improvement Coalition --

Please list the LHICs here:

(explain)
Prince George's Healthcare Action
Coalition

Other - If you selected "Other (explain)," please type your explanation
below:

N/A - Person
or
Organization
was not
involved

Participated ~ Advised
Member of in the

CHNA  development
Committee of the CHNA

process

Participated
in
identifying

Participated
in
identifying
priority
health
needs

on
CHNA

best
practices

Participated
in primary
ata

Provided
collection

community secondary  Other
resources health
to meet data
health
needs

(explain)

Other - If you selected "Other (explain)," please type your explanation
below:



Maryland Department of Health

Maryland Department of Human Resources

Maryland Department of Natural Resources

Maryland Department of the Environment

Maryland Department of Transportation

Maryland Department of Education

Area Agency on Aging -- Please list the
aaencies here:
PGC Area Agency on Aging

Local Govt. Organizations -- Please list the
raanizations here:

Dept of Corrections; Fire and EMS; Police
- For full listing, please see Appendix A:
List of Key Informants, page 168 on 2019
CHA

Faith-Based Organizations

School - K-12 -- Please list the schools
here:

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

Participated
Member of inthe
CHNA development
Committee of the CHNA
process
Participated
Member of in the
CHNA  development
Committee of the CHNA
process
Participated
Member of in the
CHNA  development
Committee of the CHNA
process
Participated
Member of in the
CHNA  development
Committee of the CHNA
process
Participated
Member of in the
CHNA  development
Committee of the CHNA
process
Participated
Member of inthe
CHNA development
Committee of the CHNA
process
4
Participated
Member of inthe
CHNA development
Committee of the CHNA
process
04
Participated
Member of in the
CHNA  development
Committee of the CHNA
process
Participated
Member of inthe
CHNA development
Committee of the CHNA
process

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

4

Participated
in
identifying
community
resources
to meet
health
needs

Provided
secondary  Other
health  (explain)
data
Provided
secondary  Other
health  (explain)
data
Provided
secondary  Other
health  (explain)
data
v
Provided
secondary  Other
health  (explain)
data
4
Provided
secondary  Other
health  (explain)
data
Provided
secondary  Other
health  (explain)
data
Provided
secondary  Other
health  (explain)
data
Provided
secondary  Other
health  (explain)
data
Provided
secondary  Other
health  (explain)
data

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:




School - Colleges and/or Universities --
Please list the schools here:

University of Maryland, Bowie State,
Prince George's Community Colllege

School of Public Health -- Please list the
schools here:
University of Maryland SPH

School - Medical School -- Please list the

School - Nursing School -- Please list the

School - Dental School -- Please list the
schools here:

School - Pharmacy School -- Please list the
schools here:

Behavioral Health Organizations -- Please
list the oraanizations here:

Social Service Organizations -- Please list
the oraanizations here:

Post-Acute Care Facilities -- please list the

F:Mes here:

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

Participated
Member of in the
CHNA  development
Committee of the CHNA
process
04
Participated
Member of in the
CHNA  development
Committee of the CHNA
process
4
Participated
Member of in the
CHNA  development
Committee of the CHNA
process
Participated
Member of in the
CHNA  development
Committee of the CHNA
process
Participated
Member of inthe
CHNA development
Committee of the CHNA
process
Participated
Member of in the
CHNA development
Committee of the CHNA
process
Participated
Member of in the
CHNA  development
Committee of the CHNA
process
Participated
Member of in the
CHNA  development
Committee of the CHNA
process
Participated
Member of in the
CHNA  development
Committee of the CHNA
process

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised

on
CHNA
best
practices

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in primary
data
collection

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
priority
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Participated
in
identifying
community
resources
to meet
health
needs

Provided
secondary  Other
health  (explain)
data
Provided
secondary  Other
health  (explain)
data
Provided
secondary  Other
health  (explain)
data
Provided
secondary  Other
health  (explain)
data
Provided
secondary  Other
health  (explain)
data
Provided
secondary  Other
health  (explain)
data
Provided
secondary  Other
health  (explain)
data
Provided
secondary  Other
health  (explain)
data
Provided
secondary  Other
health  (explain)
data

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:




Participated

P q Participated in
N PN erof | epated  Advised by ticipated in identifying  Provided
e in primary  identifying community secondary Other
Orazr:zr:)t;on Co(r:nHrr’:ligee i?‘t’ﬁéogmﬁr: Ct:—g::\ data priority resources health  (explain)
X 5 collection health to meet data
involved process practices needs health
needs
Community/Neighborhood Organizations --
Please list the oraanizations here: w3
Participated
A n Participated in
A —(I;erson Member of Pa?rl‘c:ﬁzted Adzlr?ed Participated in identifying  Provided
P in primary  identifying community secondary Other
Orazr:zrit:on C;Hrr’:liﬁee g?‘{ﬁ;ogmﬁr: Cl:g:f data priority resources health  (explain)
A 5 collection health to meet data
involved process practices needs health
needs
Consumer/Public Advocacy Organizations -
- Please list the oraanizations here: w3
Participated
- q Participated in
DR -;erson Member of Paritrl‘ctlgz(ed Ad;':ed Participated in identifying  Provided
Organization CHNA  development CHNA inprimary  identifying community secondary Other
g 5 P data priority resources health  (explain)
wasnot  Committee ofthe CHNA  best :
A 5 collection health to meet data
involved process  practices e health
needs
Other -- If any other people or organizations
Appendix A: List of Key Informants of Y
2019 CHA
Participated
o 0 Participated in
bIEY -;erson Member of Pa?r:ctlﬁ:(ed Ad;':ed Participated in identifying ~ Provided
Organization CHNA development  CHNA in primary identifying community secondary Othe_r
was not Committee of the CHNA best coﬁ:égon %lg?g re:zomu;cgs h:::;h (explain)
involved process practices e health
needs
asr. Section Il - CHNA Part 3 - Follow-up
Q52. Has your hospital adopted an implementation strategy following its most recent CHNA, as required by the IRS?
e Yes
No
Q53. Please enter the date on which the implementation strategy was approved by your hospital's governing body.
Q54. Please provide a link to your hospital's CHNA implementation strategy.
https://iwww.dchweb.org/health-wellness/community-health-needs-assessment/community-benefits-report
Q55. Please explair y your hospital has not adopted an implementation strategy. Please include whether the hospital has a plan and/or a timeframe for an

implementation strategy

This question was not displayed to the respondent.

Q56. Please select the health needs identified in your most recent CHNA. Select all that apply even if a need was not addressed by a reported initiative.

¥ Access to Health Services: Health Insurance Environmental Health Oral Health
#| Access to Health Services: Practicing PCPs Family Planning # Physical Activity
Access to Health Services: Regular PCP Visits Food Safety #!| Respiratory Diseases
Access to Health Services: ED Wait Times Global Health Sexually Transmitted Diseases

Health Communication and Health Information

¥ Access to Health Services: Outpatient Services Technology Sleep Health
Adolescent Health #| Health Literacy Telehealth
Arthritis, Osteoporosis, and Chronic Back Health-Related Quality of Life & Well-Being ) Tobacco Use
Conditions
Behavioral Health, including Mental Health and/or (. . . N
Substance Abuse Heart Disease and Stroke Violence Prevention
«| Cancer ¥/ HIV Vision
Children's Health Immunization and Infectious Diseases Wound Care

Chronic Kidney Disease Injury Prevention # Housing & Homelessness

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:




Community Unity Lesbian, Gay, Bisexual, and Transgender Health ¢/ Transportation
Dementias, Including Alzheimer's Disease « Maternal & Infant Health # Unemployment & Poverty

« Diabetes # Nutrition and Weight Status #| Other Social Determinants of Health

Disability and Health Older Adults Other (specify) |:|

«| Educational and Community-Based Programs

Q57. Please describe how the needs and priorities identified in your most recent CHNA compare with those identified in your previous CHNA.

The findings were almost identical to the priorities identified in the CHNA conducted by the five participating hospitals in 2016. Our 2019 health needs assessment and
implementation plan were developed using local, state and national data presented in the Prince George’s County’s Community Health Assessment. The Prince George’s
County Health Department(PGCHD) spearheaded the initiative for the county. Some of the secondary data sources included in the report are the Maryland Health Services
Cost Review Commission, Maryland Vital Statistics Annual Reports, Maryland Department of Health’s Annual Cancer Report, Behavioral Risk Factor Surveillance System,
Centers for Disease Control and Prevention’s CDC Sonder Online Database, Centers for Medicare and Medicaid Services, National Vital Statistics Report, Maryland State
Health Improvement Plan (SHIP), and the Prince George’s County Health Department. Additional data points were from the U.S. Census Bureau, Maryland Report Card,
United States Department of Agriculture, County Health Rankings and National Low Income Housing

Q58. (Optional) Please use the box below to provide any other information about your CHNA that you wish to share.

Prioritizing Health Needs: There was an impactful response to the qualitative data collection process. In combination with the quantitative data analysis, it was determined
that numerous health and social needs impact the health of Prince George’s County residents. Therefore, the Prince George’s County Department of Health held a
prioritization discussion with the hospital systems in the county. During the discussion, all the hospital systems represented agreed that the work they started in 2016 is not

social determinants of health, behavioral health, obesity and metabolic syndrome, and cancer. Furthermore, DCMC leadership determined that the needs should support a
strategic framework, maximize resources, and have an impact. Therefore, we prioritized obesity/metabolic syndrome, cancer, and behavioral health as our health priorities
with an emphasis on developing innovative outreach strategies and developing community partnerships (as recommended by the PGCHD CHNA).

yet complete, and the data and community input are reflective of this. The stakeholders therefore agreed to maintain the four main priority areas during the next three years:

Q59. (Optional) Please attach any files containing information regarding your CHNA that you wish to share.

aso. Section Il - CB Administration Part 1 - Internal Participants

Q61. Please use the table below to tell us about how internal staff members were involved in your hospital's community benefit activities during the fiscal year.

Activities
N/A - Person N/A - Selecting| Selecting Determining . Allocating Evaluating
or Position or health the how to Broviding budgets Delivering the
P needs initiatives funding Other
Organization Department > ; evaluate for CB outcome "
that will  that will e forcB . .~ ATt (explain)
was not does not be be the impact activities individual initiatives of CB
Involved exist targeted supported of initiatives initiativves initiatives
CB/ Community Health/Population Health w3 7 w2 w2 w3 w2 w3
Director (facility level)
Selecting Selecting e q .
VA -:rerSO” Pogii/?)r-\ or fealfy e _(h(_e De;eor\;vmtgmg Provi(_:ling Atlll?gg(teltnsg Delivering Evatlgz“ng
Organization Department necdspinitiatives evaluate funding CB outcome Sihey
that will  that will g for CB P (explain)
was not does not e be the impact activities initiatives of CB
Involved exist of initiatives initiativves initiatives
targeted supported
CB/ Community Health/ Population Health v " v v v v w2
Director (system level)
Selecting Selecting P a .
N/A - Person N/A - health the Determining Providin Allocating Evaluating
or Position or needs  initiatives how to fundin 9 budgets  Delivering the Other
Organization Department thatwill  that will evaluate oF CE? for CB outcome (explain)
was not does not be be the impact activities individual initiatives of CB P
Involved exist targeted  supported of initiatives initiativves initiatives
Senior Executives (CEO, CFO, VP, etc.) w3 v w3 7
(facility level)
Selecting Selecting - . .
N/A - Person N/A - health the Determining Providin Allocating Evaluating
or Position or needs initiatives how to fundin 9 budgets  Delivering the Other
Organization Department thatwill  that will evaluate for CBg for CB outcome (explain)
was not does not e be the impact activities individual initiatives of CB P
Involved exist of initiatives initiativves initiatives
targeted supported
Senior Executives (CEO, CFO, VP, etc.) w3 v w3 7
(system level)
Selecting Selecting . . .
N/A - Person N/A - Determining R Allocating Evaluating
L health the Providing -
or Position or needs initiatives how to fundin budgets  Delivering the Other
Organization Department thatwill  that will evaluate for CE? for CB outcome (explain)
was not does not be be the impact activities individual initiatives of CB P
Involved exist of initiatives initiativves initiatives
targeted supported
Board of Directors or Board Committee 7

(facility level)

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:




Board of Directors or Board Committee
(system level)

Clinical Leadership (facility level)

Clinical Leadership (system level)

Population Health Staff (facility level)

Population Health Staff (system level)

Community Benefit staff (facility level)

Community Benefit staff (system level)

Physician(s)

Nurse(s)

Social Workers

Community Benefit Task Force

N/A - Person
or
Organization
was not
Involved

N/A - Person

or

Organization
was not
Involved

N/A - Person
or
Organization
was not
Involved

N/A - Person
or
Organization
was not
Involved

N/A - Person
or
Organization
was not
Involved

N/A - Person
or
Organization
was not
Involved

N/A - Person

or

Organization
was not
Involved

N/A - Person
or
Organization
was not
Involved

N/A - Person
or
Organization
was not
Involved

N/A - Person
or
Organization
was not
Involved

N/A - Person
or
Organization
was not
Involved

N/A -
Position or
Department
does not
exist

N/A -
Position or
Department
does not
exist

N/A -
Position or
Department
does not
exist

N/A -
Position or
Department
does not
exist

N/A -
Position or
Department
does not
exist

N/A -
Position or
Department
does not
exist

N/A -
Position or
Department
does not
exist

N/A -
Position or
Department
does not
exist

N/A -
Position or
Department
does not
exist

N/A -
Position or
Department
does not
exist

N/A -
Position or
Department
does not
exist

Selecting
health
needs

that will
be
targeted

Selecting
health
needs

that will
be
targeted

4

Selecting
health
needs

that will

be
targeted
4

Selecting
health
needs

that will
be
targeted

4

Selecting
health
needs

that will
be
targeted

Selecting
health
needs

that will
be
targeted

4

Selecting
health
needs

that will
be
targeted

4

Selecting
health
needs

that will

be
targeted
v

Selecting
health
needs

that will
be
targeted

4

Selecting
health
needs

that will
be
targeted

Selecting
health
needs

that will
be
targeted

4

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will

be
supported

v

Selecting
the
initiatives
that will
be
supported

4

Selecting
the
initiatives
that will
be
supported

4

Selecting
the
initiatives
that will
be
supported

v

Selecting
the
initiatives
that will
be
supported

4

Selecting
the
initiatives
that will

be
supported

v

Selecting
the
initiatives
that will
be
supported

4

Selecting
the
initiatives
that will
be
supported

4

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will
be
supported

v

Determining
how to
evaluate
the impact
of initiatives

Determining
how to
evaluate
the impact
of initiatives

Determining
how to
evaluate
the impact

of initiatives

Determining
how to
evaluate
the impact
of initiatives

Determining
how to
evaluate
the impact
of initiatives

Determining
how to
evaluate
the impact
of initiatives

Determining
how to
evaluate
the impact
of initiatives

Determining
how to
evaluate
the impact
of initiatives

Determining
how to
evaluate
the impact
of initiatives

Determining
how to
evaluate
the impact
of initiatives

Determining
how to
evaluate
the impact
of initiatives

Providing
funding
for CB

activities

Providing
funding
for CB

activities

Providing
funding
for CB

activities

Providing
funding
for CB

activities

Providing
funding
for CB

activities

Providing
funding
for CB
activities

Providing
funding
for CB

activities

Providing
funding
for CB

activities

Providing
funding
for CB

activities

Providing
funding
for CB

activities

Providing
funding
for CB

activities

Allocating
budgets
for
individual
initiativves

Allocating
budgets
for
individual
initiativves

Allocating
budgets
for
idual
initiativves

Allocating
budgets
for

individual

Allocating
budgets
for
individual
initiativves

Allocating
budgets
for
individual
initiativves

Allocating
budgets
for
individual
initiativves

Allocating
budgets
for
individual
initiativves

Allocating
budgets
for
individual
initiativves

Allocating
budgets
for
individual
initiativves

Allocating
budgets
for
individual
initiativves

Delivering
cB
initiatives

Delivering
cB

initiatives

Delivering
cB

initiatives

Delivering
CB
initiatives

Delivering
CB

initiatives

Delivering
CB

initiatives

Delivering
cB

initiatives

Delivering
cB

initiatives

Delivering
cB
initiatives

Delivering
CB

initiatives

Delivering
CB

initiatives

Evaluating
the
outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

Evaluating
the

outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

Evaluating
the

outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:




N/A - Person
or
Organization
was not
Involved

Hospital Advisory Board

N/A - Person
or
Organization

was not
Involved

Other (specifv)

N/A - Person
or
Organization
was not
Involved

N/A -

Selecting

Position or hoalty
Depart t needs
Parment i at will
does not b
exist ©
targeted
04
Selecting
Pors\‘i(;:\)r; or ity
Depart t needs
Parment  hat will
does not b
exist ©
targeted
Selecting
P~ health
osition or needs
Department that will
does not e
SxEL targeted

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will

be
supported

Selecting
the
initiatives
that will
be
supported

Determining Providing
powto funding
eve_\lua\e for CB

th_e _|r_np_act activities

of initiatives

Determining Providing
Bowto funding
evaluate for CB

th_e _lr_np_act activities

of initiatives

Determining Providing
fowjto funding
evaluate for CB

the impact

of initiatives  2°tIVIties

as2 Section Il - CB Administration Part 1 - External Participants

Allocating
budgets
for
individual
initiativves

Allocating
budgets
for
individual
initiativves

Allocating
budgets

Delivering
cB
initiatives

Delivering
cB

initiatives

Delivering
cB

initiatives

initiativves

Q63. Please use the table below to tell us about the external participants involved in your hospital's community benefit activities during the fiscal year.

N/A - Person
or
Organization
was not
involved

Other Hospitals -- Please list the hospitals

here:
Washington Adventist Hospital -
Behavioral Health Unit

N/A - Person
or
Organization
was not
involved

Local Health Department -- Please list the
Local Health Departments here:

Prince George's County Health
Department

N/A - Person
or
Organization
was not
involved

Local Health Improvement Coalition --
Please list the LHICs here:

N/A - Person

or

Organization
was not
involved

Maryland Department of Health

N/A - Person
or
Organization
was not
involved

Maryland Department of Human Resources v

N/A - Person
or
Organization
was not
involved

Maryland Department of Natural Resources v

N/A - Person
or
Organization
was not
involved

Maryland Department of the Environment v

Selecting
health
needs
that will
be
targeted

Selecting
health
needs
that will
be
targeted

v

Selecting
health
needs
that will
be
targeted

Selecting
health
needs
that will
be
targeted

Selecting
health
needs

that will

be
targeted

Selecting
health
needs
that will
be
targeted

Selecting
health
needs
that will
be
targeted

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will

be
supported

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will
be
supported

Activities
Determining %
Providing
fovit funding
evgluate for CB
helimpack activities
of initiatives
Determining %
Providing
fovito funding
eva_lluate for CB
the impact 4 ities
of initiatives
04
Determining -
Providing
owjio funding
evaluate for CB
\h_e _|r_np_act activities
of initiatives
Determining -
Providing
powjio funding
evaluate for CB
th_e _|r_np_act activities
of initiatives
v
Determining Providing
fiowjto funding
evaluate for CB
thg llr.np.act activities
of initiatives
Determining T
Providing
how to 5
evaluate ffuor:dcl:rg;
the impact 2yfrg
of initiatives acivites
Determining .
Providing
how to 5
evaluate ffl:)r;dc"g;
the impact Ay
of initiatives Sctuites

Allocating
budgets
for
individual
initiatives

Allocating
budgets
for
individual
initiatives

Allocating
budgets
for
individual
initiatives

Allocating
budgets
for
individual
initiatives

Allocating
budgets
for
individual
initiatives

Allocating
budgets
for
individual
initiatives

Allocating
budgets
for
individual
initiatives

Delivering
CB

initiatives

Delivering
CB

initiatives

Delivering
CB
initiatives

Delivering
cB

initiatives

Delivering
CB

initiatives

Delivering
CB
initiatives

Delivering
CB

initiatives

Evaluating
the
outcome
of CB
initiatives

Evaluating
the

outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

Evaluating
the

outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other Other - If you selected "Other (explain)," please type your explanation
(explain) below:
Other Other - If you selected "Other (explain)," please type your explanation
(explain) below:
Other Other - If you selected "Other (explain)," please type your explanation
(explain) below:
Other - If you selected "Other (explain)," please type your explanation
below:
Other - If you selected "Other (explain)," please type your explanation
elow:
Other - If you selected "Other (explain)," please type your explanation
below:
Other - If you selected "Other (explain)," please type your explanation
below:
Other - If you selected "Other (explain)," please type your explanation
below:
Other - If you selected "Other (explain)," please type your explanation
below:
Other - If you selected "Other (explain)," please type your explanation
below:




Maryland Department of Transportation

Maryland Department of Education

Area Agency on Aging -- Please list the

Local Govt. Organizations -- Please list the
raanizations here:

Maryland Park and Planning
Commission; City of Greenbelt; City of
Hyattsville, City of College Park

Faith-Based Organizations

School - K-12 -- Please list the schools
here:

School - Colleges and/or Universities --
lease list the schools here:

Prince George's Community College;
University of Maryland; Bowie State
Univerisity

School of Public Health -- Please list the

University of Maryland Center for Health
Equity

School - Medical School -- Please list the

School - Nursing School -- Please list the
schools here:

School - Dental School -- Please list the
schools here:

N/A - Person
or
Organization
was not
involved

N/A - Person

or

Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person

or

Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person

or

Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved

N/A - Person
or
Organization
was not
involved
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health
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that will
be
targeted

Selecting
health
needs
that will
be
targeted

Selecting
health
needs

that will

be
targeted

Selecting
health
needs
that will
be
targeted

Selecting
health
needs
that will
be
targeted

Selecting
health
needs

that will

be
targeted

Selecting
health
needs
that will
be
targeted

Selecting
health
needs
that will
be
targeted

Selecting
health
needs

that will

be
targeted

Selecting
health
needs
that will
be
targeted

Selecting
health
needs
that will
be
targeted

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will

be
supported

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will

be
supported

Selecting
the
initiatives
that will
be
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os4. Section Il - CB Administration Part 2 - Process & Governance

Q65. Does your hospital conduct an internal audit of the annual community benefit financial spreadsheet? Select all that apply.

«| Yes, by the hospital's staff
«| Yes, by the hospital system's staff
Yes, by a third-party auditor

No

Q66. Does your hospital conduct an internal audit of the community benefit narrative?

® Yes

Q67. Please describe the community benefit narrative audit process.

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:

Other - If you selected "Other (explain)," please type your explanation
below:




The report is reviewed and approved by the Senior Leadership/Executive Team at DCMC and the Luminis Health executive team. Final reports are submitted to the system
board for information.

Q68. Does the hospital's board review and approve the annual community benefit financial spreadsheet?

(® Yes

() No

Q69. Please explain

This question was not displayed to the respondent.

Q70. Does the hospital's board review and approve the annual community benefit narrative report?

(® Yes

() No

Q71. Please explain

This question was not displayed to the respondent.

Q72. Does your hospital include community benefit planning and investments in its internal strategic plan?

® Yes

() No

Q73. Please describe how community benefit planning and investments are included in your hospital's internal strategic plan.

DCMC assesses the impact of its CB and CHNA plans, investments and program outcomes to inform and update its internal strategic planning process. This included 1)
growth and coordination in its ambulatory and primary care services; 2) providing free preventive health care services, screenings and education on its mobile health clinic;
3) providing free discharge clinic on site to enhance its transitional care services and care coordination; 4) Referral to TLC- MD free care coordination including free scales
and glucose management 5) Collaborations with targeted and underserved populations at La Clinica del Pueblo and Catholic Charities clinics.

Q74. (Optional) If available, please provide a link to your hospital's strategic plan.

Q75. (Optional) Is there any other information about your hospital’s community benefit administration and external collaboration that you would like to provide?

Q76. (Optional) Please attach any files containing information regarding your hospital's community benefit administration and external collaboration.

Q77. Based on the implementation strategy developed through the CHNA process, please describe three ongoing, multi-year programs and initiatives undertaken by
your hospital to address community health needs during the fiscal year.

o7s. Section IV - CB Initiatives Part 1 - Initiative 1

Q79. Name of initiative.



Diabetes Prevention and Education Program

@s8o. Does this initiative address a community health need that was identified in your most recently completed CHNA?

e Yes

0s1. In your most recently completed CHNA, the following community health needs were identified:

Access to Health Services: Health Insurance, Access to Health Services: Practicing PCPs, Access to
Health Services: Outpatient Services, Behavioral Health, including Mental Health and/or Substance
Abuse, Cancer, Diabetes, Educational and Community-Based Programs, Health Literacy, Heart
Disease and Stroke, HIV, Maternal & Infant Health, Nutrition and Weight Status, Physical Activity,
Respiratory Diseases, Tobacco Use, Housing & Homelessness, Transportation, Unemployment &

Poverty, Other Social Determinants of Health
Other:

Using the checkboxes below, select the needs that appear in the list above that were addressed by this

initiative.

Access to Health Services: Health Insurance
«| Access to Health Services: Practicing PCPs
Access to Health Services: Regular PCP Visits
Access to Health Services: ED Wait Times
«| Access to Health Services: Outpatient Services
Adolescent Health
Arthritis, Osteoporosis, and Chronic Back Conditions
Behavioral Health, including Mental Health and/or Substance Abuse
Cancer
Children's Health
Chronic Kidney Disease
Community Unity
Dementias, including Alzheimer's Disease
« Diabetes
Disability and Health
«| Educational and Community-Based Programs
Environmental Health
Family Planning
Food Safety
Global Health
Health Communication and Health Information Technology
«| Health Literacy

Health-Related Quality of Life & Well-Being

Q82. When did this initiative begin?

# Heart Disease and Stroke
HIV
Immunization and Infectious Diseases
Injury Prevention
Lesbian, Gay, Bisexual, and Transgender Health
Maternal and Infant Health
«| Nutrition and Weight Status
« Older Adults
Oral Health
«| Physical Activity
Respiratory Diseases
Sexually Transmitted Diseases
Sleep Health
Telehealth
Tobacco Use
Violence Prevention
Vision
Wound Care
Housing & Homelessness
Transportation
Unemployment & Poverty

« Other Social Determinants of Health

Diabetes Programs have existed for over ten years, but recently reorganized to implement the 2020 Diabetes Prevention Program to better align with CHNA and
DCMC priorities and outcomes, and in accordance with CDC guidelines (Initiate Cohort 1 and 2 during FY2020 and Cohort 3 in FY2021).

Q83. Does this initiative have an anticipated end date?

@) No, the initiative has no anticipated end date.

The initiative will end on a specific end date. Please specify the date. I:]

The initiative will end when a community or population health measure reaches a target value. Please describe.



The initiative will end when a clinical measure in the hospital reaches a target value. Please describe.

Vz

The initiative will end when external grant money to support the initiative runs out. Please explain.

V

The initiative will end when a contract or agreement with a partner expires. Please explain.

Other. Please explain.

Q84. Please describe the population this initiative targets (e.g. diagnosis, age, insurance status, etc.).

12.3% (approximately 88,000) of Prince George's County residents have been diagnosed with Diabetes are pre-diabetic. Diabetes is the fifth leading cause of death in the
county with the black, non-Hispanic, emergency rate being more than triple that of white, non-Hispanics. The mortality rate is highest among black, non-Hispanics. Along
with Diabetes and its related complications, heart disease is the number one underlying cause death in the county with black, non-Hispanics. The program targets the
highest risk African-American and Hispanic populations in the 40-65 age group (which is the highest group in ED visits), and in 65 and over age groups (largest mortality
rate and severe complications). Additional free services are targeted to those who are uninsured and underinsured, and who have poor access to preventive and primary
care services needed for disease management. Diabetes support groups and community based education/outreach are open to patients, families and general population for
nutrition and healthy behaviors that reduce risk of disease onset, and ongoing disease management.

Q85. Enter the estimated number of people this initiative targets.

110,000

Q86. How many people did this initiative reach during the fiscal year?

1000

Q87. What category(ies) of intervention best fits this initiative? Select all that apply.

«/| Chronic condition-based intervention: treatment intervention
«# Chronic condition-based intervention: prevention intervention
Acute condition-based intervention: treatment intervention

Acute condition-based intervention: prevention intervention
Condition-agnostic treatment intervention

«/| Social determinants of health intervention
Community engagement intervention

Other. Please specify.

Q88. Did you work with other individuals, groups, or organizations to deliver this initiative?



Yes. Please describe who was involved in this initiative.

Prince George's County Department of
Health

Maryland Park and Planning Commission
(Senior Centers)

La Clinica del Pueblo

Q89. Please describe the primary objective of the initiative.

The goal of this year-long program is for participants to lose 5 to 7 percent of their body weight and gain 150 minutes of weekly physical activity. Program participants meet
weekly for 16 weeks over an initial six-month period, and monthly over the next six months.

Q90. Please describe how the initiative is delivered.

The program is delivered primarily by the DCMC Diabetes Education Center (DEC) in collaboration with the Hospital's mobile health clinic and with it's Transitions in Care
Program. Education classes and support groups are held at the facility and transitioned to Zoom during COVID19. Outreach programs were held at Senior Centers with the
mobile clinic. During the pandemic DEC partners with Transitions in Care to attend 2 Food Distribution programs with the mobile health clinic, to hand out COVID19 and
Food Nutrition/Wellness information.

Q91. Based on what kind of evidence is the success or effectiveness of this initiative evaluated? Explain all that apply.

« Count of participants/encounters
Other process/implementation measures (e.g. number of items distributed) I:]

¥ Surveys of participants |Weight, behavioral
changes in eating habits
and exercise

«| Biophysical health indicators
Assessment of environmental change I:]
Impact on policy change I:]

Effects on healthcare utilization or cost I:]
Assessment of workforce development I:]

Q92. Please describe any observed outcome(s) of the initiative (i.e., not intended outcomes).

Education Program: Although we lost some participants when we transitioned to ZOOM during COVID19, those remaining were very committed. 67% met the 5% weight
goal and one person lost 40lbs. However, there were challenges because patients did not always have access to or experienced challenges with the technology. Technology
assessments and more training will be needed to improve recruitment and retention. Keeping DPP participants engaged in sessions and with other support options while
also utilizing clinical outreach approaches can help increase participation, and progress against goals.

Q93. Please describe how the outcome(s) of the initiative addresses community health needs.

These services directly address Metabolic Syndrome which includes obesity, diabetes and heart disease, one of the top three priorities for the Prince George's County
CHNA.

Q94. What was the total cost to the hospital of this initiative in FY 20187 Please list hospital funds and grant funds separately.

$70,876 No grants received in FY2018

Q95. (Optional) Supplemental information for this initiative.

ass. Section IV - CB Initiatives Part 2 - Initiative 2

Q97. Name of initiative.

Breast, Cervical, Colorectal Cancer Screening Program




Q98. Does this initiative address a need identified in your most recently completed CHNA?

® Yes

No

@99. In your most recently completed CHNA, the following community health needs were identified:

Access to Health Services: Health Insurance, Access to Health Services: Practicing PCPs, Access to
Health Services: Outpatient Services, Behavioral Health, including Mental Health and/or Substance
Abuse, Cancer, Diabetes, Educational and Community-Based Programs, Health Literacy, Heart
Disease and Stroke, HIV, Maternal & Infant Health, Nutrition and Weight Status, Physical Activity,
Respiratory Diseases, Tobacco Use, Housing & Homelessness, Transportation, Unemployment &

Poverty, Other Social Determinants of Health
Other:

Using the checkboxes below, select the needs that appear in the list above that were addressed by this

initiative.

« Access to Health Services: Health Insurance
#| Access to Health Services: Practicing PCPs
Access to Health Services: Regular PCP Visits
Access to Health Services: ED Wait Times
«| Access to Health Services: Outpatient Services
Adolescent Health
Arthritis, Osteoporosis, and Chronic Back Conditions
Behavioral Health, including Mental Health and/or Substance Abuse
« Cancer
Children's Health
Chronic Kidney Disease
Community Unity
«| Dementias, including Alzheimer's Disease
Diabetes
Disability and Health
«| Educational and Community-Based Programs
Environmental Health
Family Planning
Food Safety
Global Health
Health Communication and Health Information Technology
#| Health Literacy

Health-Related Quality of Life & Well-Being

Q100. When did this initiative begin?

Heart Disease and Stroke

HIV

Immunization and Infectious Diseases
Injury Prevention

Lesbian, Gay, Bisexual, and Transgender Health
Maternal and Infant Health
Nutrition and Weight Status
Older Adults

Oral Health

Physical Activity

Respiratory Diseases

Sexually Transmitted Diseases
Sleep Health

Telehealth

Tobacco Use

Violence Prevention

Vision

Wound Care

Housing & Homelessness
Transportation

Unemployment & Poverty

Other Social Determinants of Health

2012

Q101. Does this initiative have an anticipated end date?

No, the initiative does not have an anticipated end date.

The initiative will end on a specific end date. Please specify the date. :]

The initiative will end when a community or population health measure reaches a target value. Please describe.



The initiative will end when a clinical measure in the hospital reaches a target value. Please describe.

Vi

®) The initiative will end when external grant money to support the initiative runs out. Please explain.

Breast, Cervical, Colorectcal Cancer
Screening Program is funded by the
Maryland Department of Health and was
renewed for another 3-year award from
FY20-22.

Vi

The initiative will end when a contract or agreement with a partner expires. Please explain.

Other. Please explain.

Q102. Please describe the population this initiative targets (e.g. diagnosis, age, insurance status, etc.).

Among its 912,756 residents, 61.2% are African American, 17.2% Latino. These groups tend to experience higher unemployment, more poverty, language barriers, and are
often uninsured and underinsured. This combination of factors constitutes a highly significant barrier to the provision of timely and responsive care. Despite the purported
affluence of the area, African Americans and Hispanics are respectively two to four times more likely to be unemployed and uninsured than white, non-Hispanics. Prince
George's County residents make up 15% of all Marylanders and represent 93% of the hospital's service market. Given the high number of African American and Latino

residents, these populations will be the primary patient population served through the BCCP-CPEST program. Services will also include Prince George's County residents
of any ethnicity that are uninsured and underinsured.

Q703. Enter the estimated number of people this initiative targets.

20000

Q704. How many people did this initiative reach during the fiscal year?

5000

Q105. What category(ies) of intervention best fits this initiative? Select all that apply.

Chronic condition-based intervention: treatment intervention
Chronic condition-based intervention: prevention intervention

Acute condition-based intervention: treatment intervention

A & & K

Acute condition-based intervention: prevention intervention

Condition-agnostic treatment intervention

{

Social determinants of health intervention
«) Community engagement intervention

Other. Please specify.

Q106. Did you work with other individuals, groups, or organizations to deliver this initiative?



Yes. Please describe who was involved in this initiative.

BCCP and CPEST Programs work with over
10 community partners including.
1)Prince George's County Health
Department

2)Mary's Center

3) African Women's Cancer Awareness
Asso. (outreach to churches and health
fairs)

4) Casa de Maryland

5)Community Clinic, Inc.

6) Greater Baden Medical Services

7) Spanish Catholic Center

8) Pregnancy Aid Center

9) La Clinica del Pueblo

10) Prince George's Alumnae Chapter of
Delta Sigma Theta

Vi

No.

Q107. Please describe the primary objective of the initiative.

Through community-based screening and navigation services, and enhanced and increased education to patients and providers, reduce cancer mortality rates and enhance
literacy rates in targeted, at-risk populations

Q108. Please describe how the initiative is delivered.

1) Community Health Services: a. Community Health Education and Outreach b. Community based -clinical screening and navigation Services; c. Self help - smoking
cessions and weight loss/management services. 2) Community Health Education - a. Health fairs and career days b. Web-based health information 3) Healthcare
Professions Education - targeted education on case management, disparities, clinical protocols for Physicians/Medical Students, Nurses/Nursing Students, Other Health
Professionals

Q109. Based on what kind of evidence is the success or effectiveness of this initiative evaluated? Explain all that apply.

«| Count of participants/encounters I:]
«| Other process/implementation measures (e.g. number of items distributed) I:]
«| Surveys of participants I:]
Biophysical health indicators I:]
Assessment of environmental change I:]
Impact on policy change I:]
«| Effects on healthcare utilization or cost I:]
Assessment of workforce development I:]

Q110. Please describe any observed outcome(s) of the initiative (i.e., not intended outcomes).

We observed 0 Cancer patients for CPEST, which may be due to COVID19 experienced to coordinate services for him. 6 women for BCCP diagnosed with breast cancer
despite slow down of screenings during COVID-19.

Q1171. Please describe how the outcome(s) of the initiative addresses community health needs.

Cancer is one of the top three priorities in the County's CHNA and directly addresses and improves clinical outcomes, increases patient education and health literacy, and
tackles the social determinants of health/disparities by enhancing care coordination and increasing access to care.

Q112. What was the total cost to the hospital of this initiative in FY 2018? Please list hospital funds and grant funds separately.

BCCP: $422,975. includes Grants of $371,000 CPEST and Other Cancers: $531,355.67 includes Grants of $300,236.84

Q113. (Optional) Supplemental information for this initiative.

o114.Section IV - CB Initiatives Part 3 - Initiative 3




Q1715. Name of initiative.

Behavioral Health

Q116. Does this initiative address a need identified in your most recently completed CHNA?

() Yes
() No

a117. In your most recently completed CHNA, the following community health needs were identified:

Access to Health Services: Health Insurance, Access to Health Services: Practicing PCPs, Access to
Health Services: Outpatient Services, Behavioral Health, including Mental Health and/or Substance
Abuse, Cancer, Diabetes, Educational and Community-Based Programs, Health Literacy, Heart
Disease and Stroke, HIV, Maternal & Infant Health, Nutrition and Weight Status, Physical Activity,
Respiratory Diseases, Tobacco Use, Housing & Homelessness, Transportation, Unemployment &
Poverty, Other Social Determinants of Health

Other:

Using the checkboxes below, select the needs that appear in the list above that were addressed by this
initiative.

This question was not displayed to the respondent.

Q118. When did this initiative begin?

2019

Q119. Does this initiative have an anticipated end date?

@ No, the initiative does not have an anticipated end date.

() The initiative will end on a specific end date. Please specify the date. |:|

() The initiative will end when a community or population health measure reaches a target value. Please describe.

V

() The initiative will end when a clinical measure in the hospital reaches a target value. Please describe.

V

() The initiative will end when external grant money to support the initiative runs out. Please explain.

V

() The initiative will end when a contract or agreement with a partner expires. Please explain.

() Other. Please explain.

Q1720. Please describe the population this initiative targets (e.g. diagnosis, age, insurance status, etc.).



For Prince George’s County, 141,938 county residents had mental health needs (2017 U.S. Census population estimates; NAMI). In addition, over 15,000 county youth
(ages 13-18) are estimated to be living with a mental health condition, and nearly 10,000 children ages 5-13 are estimated to have ADHD (NAMI). 12.7% (90,098) of adult
residents reported experiencing at least 8 days of poor mental health during the last 30 days (2017 MD BRFSS). Almost one-third of high school students felt sad or
hopeless impeding normal activity in the past year; 18% of students seriously considered suicide and 15% made a plan in the past year (2016 YRBS). Overall in the county
in 2017 there were 62 suicide deaths.

Q721. Enter the estimated number of people this initiative targets.

140,000

Q122. How many people did this initiative reach during the fiscal year?

N/A

Q123. What category(ies) of intervention best fits this initiative? Select all that apply.

«/| Chronic condition-based intervention: treatment intervention
«# Chronic condition-based intervention: prevention intervention
Acute condition-based intervention: treatment intervention

Acute condition-based intervention: prevention intervention
Condition-agnostic treatment intervention

«| Social determinants of health intervention

«) Community engagement intervention

«| Other. Please specify.

Currently in planning stages to
determine strategy

Q124. Did you work with other individuals, groups, or organizations to deliver this initiative?

®) Yes. Please describe who was involved in this initiative.

DCMC and Luminis staff have
participated in several meetings with
the Prince George's County Health
Department and County Executive
regarding developing services.

No.

Q125. Please describe the primary objective of the initiative.

To develop a plan to address behavioral health needs in a variety of settings and along the continuum from moderate to urgent. Identify resources, opportunities and
barriers to implement-patient behavioral health unit, inpatient and outpatient programs; outpatient medication management and therapy and enhanced hospital Emergency
Department consultation

Q126. Please describe how the initiative is delivered.

The clinical services program currently consists of ED telehealth diagnostic and evaluation services provided by Washington Adventist Hospital Behavioral Health Program.
However DCMC and Luminis staff have been in extensive planning meetings to develop a comprehensive strategic and implementation plan for FY21-23 detailed in our
CHNA

Q1727. Based on what kind of evidence is the success or effectiveness of this initiative evaluated? Explain all that apply.

Count of participants/encounters I:]

Other process/implementation measures (e.g. number of items distributed) I:]
Surveys of participants I:]

Biophysical health indicators :]

Assessment of environmental change I:]

Impact on policy change I:]

Effects on healthcare utilization or cost I:]

Assessment of workforce development :]



[ Other

Q128. Please describe any observed outcome(s) of the initiative (i.e., not intended outcomes).

The demand for direct services by DCMC and Luminis Health.

Q129. Please describe how the outcome(s) of the initiative addresses community health needs.

The planned expansion of Behavioral Health services addresses Behavioral Health, the top of three priorities for the Prince George's County CHNA. These will fill the
shortage of mental/behavioral health services and providers, and address fragmentation of care identified in the assessment.

Q130. What was the total cost to the hospital of this initiative in FY 20187 Please list hospital funds and grant funds separately.

$28,000

Q131. (Optional) Supplemental information for this initiative.

o132.Section IV - CB Initiatives Part 4 - Other Initiative Info

Q1733. Additional information about initiatives.

Q134. (Optional) If you wish, you may upload a document describing your community benefit initiatives in more detail, or provide descriptions of additional initiatives
your hospital undertook during the fiscal year. These need not be multi-year, ongoing initiatives.

Luminis DCMC COVID Outreach Reporting.docx
121.5KB

Q135. Were all the needs identified in your most recently completed CHNA addressed by an initiative of your hospital?

(® Yes
() No

Q136.

In your most recently completed CHNA, the following community health needs were identified:

Access to Health Services: Health Insurance, Access to Health Services: Practicing PCPs, Access to
Health Services: Outpatient Services, Behavioral Health, including Mental Health and/or Substance
Abuse, Cancer, Diabetes, Educational and Community-Based Programs, Health Literacy, Heart
Disease and Stroke, HIV, Maternal & Infant Health, Nutrition and Weight Status, Physical Activity,
Respiratory Diseases, Tobacco Use, Housing & Homelessness, Transportation, Unemployment &
Poverty, Other Social Determinants of Health

Other:

Using the checkboxes below, select the needs that appear in the list above that were NOT addressed by your
community benefit initiatives.

This question was not displayed to the respondent.

Q1737. Why were these needs unaddressed?

This question was not displayed to the respondent.

Q138. Do any of the hospital's community benefit operations/activities align with the State Health Improvement Process (SHIP)? Specifically, do any activities or
initiatives correspond to a SHIP measure within the following categories?

See the SHIP website for more information and a list of the measures:
https://pophealth.health.maryland.gov/Pages/SHIP-Lite-Home.aspx


https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_ZfnYe322Nvtq4Nz&download=1

Select Yes or No

Healthy Beginnings - includes measures such as babies with low birth weight,
early prenatal care, and teen birth rate

Healthy Living - includes measures such as adolescents who use tobacco
products and life expectancy

Healthy Communities - includes measures such as domestic violence and suicide
rate

Access to Health Care - includes measures such as adolescents who received a
wellness checkup in the last year and persons with a usual primary care provider

Quality Preventive Care - includes measures such as annual season influenza
vaccinations and emergency department visit rate due to asthma

Q139. (Optional) Did your hospital's initiatives in FY 2018 address other, non-SHIP, state health goals? If so, tell us about them below.

ar40. Section V - Physician Gaps & Subsidies

Q141. As required under HG §19-303, please select all of the gaps in physician availability in your hospital's CBSA. Select all that apply.

No gaps

Primary care

Mental health

Substance abuse/detoxification

Internal medicine

4 0K K &

Dermatology

Dental

«| Neurosurgery/neurology
General surgery
Orthopedic specialties
Obstetrics

Otolaryngology

Q142. If you list Physician Subsidies in your data in category C of the CB Inventory Sheet, please indicate the category of subsidy, and explain why the services
would not otherwise be available to meet patient demand.

Hospital-Based Physicians

Non-Resident House Staff and Hospitalists I:]

’Section c - pediatric ED provided, services to children would not exist is Lanham

’Section C - hospitalists covered the inpatient units

Coverage of Emergency Department Call

Physician Provision of Financial Assistance I:]
Physician Recruitment to Meet Community

Need

Other (provide detail of any subsidy not listed

above)

Other (provide detail of any subsidy not listed

above)

Other (provide detail of any subsidy not listed

above)

Q143. (Optional) Is there any other information about physician gaps that you would like to provide?

Q144. (Optional) Please attach any files containing further information regarding physician gaps at your hospital.



an4s. Section VI - Financial Assistance Policy (FAP)

Q146. Upload a copy of your hospital's financial assistance policy.

copy,of FAP.pdf
1.9MB
application/pdf

Q147. Upload a copy of the Patient Information Sheet provided to patients in accordance with Health-General §19-214.1(e).

Einancial brochure.pdf
1.8MB
application/pdf

Q148. Maryland hospitals are required under COMAR 10.37.10.26(A-2)(2)(a)(i) to provide free medically necessary care to patients with family income at or below 200 percent of the federal poverty
level (FPL). Please select the percentage of FPL below which your hospital’s FAP offers free care.

100 150 200 250 300 350 400 450 500

Percentage of Federal 200
Poverty Level

Q1749. Maryland hospitals are required under COMAR 10.37.10.26(A-2)(2)(a)(ii) to provide reduced-cost, medically necessary care to low-income patients with family income between 200 and 300
percent of the federal poverty level. Please select the range of the percentage of FPL for which your hospital's FAP offers reduced-cost care.

200 250 300 350 400 450 500

Lowest FPL 200

Highest FPL 500

Q150. Maryland hospitals are required under COMAR 10.37.10.26(A-2)(3) to provide reduced-cost, medically necessary care to patients with family income below 500 percent of the federal poverty
level who have a financial hardship. Financial hardship is defined as a medical debt, incurred by a family over a 12-month period that exceeds 25 percent of family income. Please select the range of
the percentage of FPL for which your hospital’s FAP offers reduced-cost care for financial hardship. Please select the threshold for the percentage of medical debt that exceeds a household’s income
and qualifies as financial hardship.

100 200 300 400 500 600 700
Lowest FPL 200

Highest FPL 500

Q151. Please select the threshold for the percentage of medical debt that exceeds a household’s income and qualifies as financial hardship.

Debt as Percentage of
Income

Q152. Has your FAP changed within the last year? If so, please describe the change.


https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_1QGeMLmGtRXoQwQ&download=1
https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_1o5wGvv8WaxafbA&download=1

(®) No, the FAP has not changed.

() Yes, the FAP has changed. Please describe: I:]

Q153. (Optional) Is there any other information about your hospital’s FAP that you would like to provide?

Q154. (Optional) Please attach any files containing further information about your hospital's FAP.

arss. Summary & Report Submission

Q156.

Attention Hospital Staffl IMPORTANT!

You have reached the end of the questions, but you are not quite finished. Your narrative has not yet been
fully submitted. Once you proceed to the next screen using the right arrow button below, you cannot go
backward. You cannot change any of your answers if you proceed beyond this screen.

We strongly urge you to contact us at hcbhelp@hilltop.umbc.edu to request a copy of your answers. We will
happily send you a pdf copy of your narrative that you can share with your leadership, Board, or other
interested parties. If you need to make any corrections or change any of your answers, you can use the Table
of Contents feature to navigate to the appropriate section of the narrative.

Once you are fully confident that your answers are final, return to this screen then click the right arrow button
below to officially submit your narrative.

Location Data

Location: (38.989395141602, -76.54940032959)
Source: GeolP Estimation
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https://maps.google.com/?q=38.989395141602,-76.54940032959

From: Hilltop HCB Help Account

To: Crabbs, Christine B; Hilltop HCB Help Account
Subject: RE: Clarification Required - Doctors Community Hospital
Date: Tuesday, June 1, 2021 10:12:35 AM

Thank you.

From: Crabbs, Christine B <ccrabbs@aahs.org>

Sent: Friday, May 28, 2021 2:54 PM

To: Hilltop HCB Help Account <hcbhelp@hilltop.umbc.edu>
Subject: Re: Clarification Required - Doctors Community Hospital

We were able to fix the document and here’s the link for CHNA IP.

On: 28 May 2021 14:52,
"Hilltop HCB Help Account" <hcbhelp@hilltop.umbc.edu> wrote:

ACAUTION: This email originated from outside of Luminis Health. Do not click links or open attachments unless
you recognize the sender and know the content is safe.

Confirming receipt; thank you very much!

From: Crabbs, Christine B <ccrabbs@aahs.org>

Sent: Friday, May 28, 2021 11:20 AM

To: Hilltop HCB Help Account <hcbhelp@hilltop.umbc.edu>
Subject: RE: Clarification Required - Doctors Community Hospital

Please see my responses below, they are in blue text. Thank you.

Please note, an employee no longer with Doctor’s Community Hospital, completed this report. My


mailto:hcbhelp@hilltop.umbc.edu
mailto:ccrabbs@aahs.org
mailto:hcbhelp@hilltop.umbc.edu
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.dchweb.org%2Fsites%2Fdoctors-community-hospital%2Ffiles%2FDocuments%2FDCMC-CHNA-IP.pdf&data=04%7C01%7Chcbhelp%40hilltop.umbc.edu%7Cdfecc941ef0f4e055ab608d92209f6ae%7Ce9b872148e8f4ad090ec9d5c56c94931%7C0%7C1%7C637578248468592351%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0&sdata=1bDilx2KuFChOgt1ODY%2BjHnwSqceAhh4F98XnirtEIo%3D&reserved=0
mailto:hcbhelp@hilltop.umbc.edu
mailto:ccrabbs@aahs.org
mailto:hcbhelp@hilltop.umbc.edu

responses are correct, sorry for the confusion. We will get a link for you as soon as possible
(regarding the updated CHNA IP)>

From: Hilltop HCB Help Account <hcbhelp@hilltop.umbc.edu>

Sent: Friday, May 21, 2021 8:12 AM

To: Hilltop HCB Help Account <hcbhelp@hilltop.umbc.edu>; Crabbs, Christine B
<ccrabbs@aahs.org>

Subject: Clarification Required - Doctors Community Hospital

/\ CAUTION: This email originated from outside of Luminis Health. Do not click links or open attachments unless
you recognize the sender and know the content is safe.

Thank you for submitting Doctors Community Hospital’s FY 2020 Community Benefit Narrative
Report. Upon reviewing your report, we require clarification of certain issues:

® |nresponse to Question 33 on page 3 of the attached, you selected the category “Based on
ZIP codes in your global budget revenue agreement” but you described the methodology of
your Community Health Needs Assessment (CHNA). Please describe how the ZIP codes in your
global budget were used to define the Community Benefit Service Area (CBSA). Zip codes for
community benefit were determined by the CHNA, not based on zip codes in your global

budget revenue agreement.

® |nresponse to Question 50 beginning on page 7 of the attached, in the matrix for CHNA
activities undertaken by outside groups, you selected an activity for the category, “Schools —
K-12.” Please list the schools that were involved in the CHNA. Karen Bates, PGC School Health

Please provide a response to Question 53 on page 10. 9/20/19

® |nresponse to Question 54 on page 10, you provide a link to the 2016 CHNA Implementation
Plan, but you responded in Question 43 on page 5 that the most recent CHNA was completed
in April 2019. Please provide a link to the 2019 CHNA Implementation Plan. We are getting the
link fixed and can follow up with the exact link.

® |nresponse to Question 61 on page 11, you selected several activities for the category
“CB/Community Health/Population Health Director (facility level)” but earlier in response to
Question 48 on page 5 you indicated that this position does not exist. Please clarify whether
you intended to select “N/A — Person of Organization was not involved” for Question 48 for
the category, “CB/Community Health/Population Health Director (facility level)”.

® |nresponse to Question 63 beginning on page 13, you selected an activity for the category,
“Local Health Improvement Coalition” but did not list the LHICs that were involved. Please list
the LIHCs that were involved in community benefit activities. Prince George’s Health Action
Coalition (PGHAC)


mailto:hcbhelp@hilltop.umbc.edu
mailto:hcbhelp@hilltop.umbc.edu
mailto:ccrabbs@aahs.org

In response to Question 63 beginning on page 13, you left the lines blank listed below blank.
Please provide a response. There is an “N/A” option.

o Area Agency on Aging Yes
o School —K-12 YES — School Health
o Post-Acute Care Facilities N/A

o Consumer/Public Advocacy Organizations YES — Mary’s Center, Rive Jordan Project, La
Clinica, Community Clinics

® |nresponse to Question 81 on page 17 of the attached, where you selected the CHNA-
identified needs addressed by the initiative Diabetes Prevention and Education Program, you
selected the need “Older Adults” but this need was not selected in Question 56 on page 10.
Please confirm whether this should have been selected for Question 56. Yes, it should have
been selected for Q56

e [nresponse to Question 109 on page 22, you selected several types of evidence of success but
did not provide any explanations. Please explain the kinds of evidence you used to evaluate
the success of the Breast, Cervical, Colorectal Cancer Screening Program. Increase in the
number of participants in health talks; increase in the number of participants in screenings

e [or Initiative 3 — Behavioral Health

o Your responses to the questions in this section indicate that this initiative is still in the
planning stage and has not actually delivered any services to the community. You
indicate that the cost of this initiative was $28,000, please explain what this money was
spent on. The expenses were for initial planning with the county to build an inpatient
and urgent care mental health program.

o Inresponse to Question 116 on page 23 of the attached you left it blank. Please
confirm whether the Behavioral Health initiative addresses a need identified in your
most recent CHNA. If yes, then please identify which needs were addressed. Yes,
behavioral health is a top need in the county CHNA.

o Please respond to Question 127 on page 24. Other — continued planning with the
county. The behavioral health program is scheduled to open in December, 2021.

® |nresponse to Question 142 on page 26, you selected “Hospital-Based Physicians” as a
physician subsidy category but do not clearly describe why these services would not be
available to meet patient demand without subsidies. Please clarify why “Hospital-Based
Physician” services would not otherwise be available. DCMC contracts with Children’s
Hospital to provide a pediatric ED. 24/7 coverage of the inpatient unit would not exist as well
if the subsidy wasn’t provided. Providers operate at a financial loss and they depend on

funding from the hospital to operate at a break even.

® |n response to Question 149 on page 27, you indicated that the upper limit for reduced-cost
care is 500% FPL. However, in your financial assistance policy you indicated that the upper
limit for reduced-cost care is 300% FPL. Please clarify whether you intended to select 300%
FPL. Yes 300%



Please provide your clarifying answers as a response to this message.
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INTRODUCTION

Prince George’s County is located in the state of Maryland and

Is part of the Washington, D.C. metropolitan area. Home to

more than 900,000 diverse residents, the county includes urban,

suburban, and rural regions. The county, while overall Doctors

considered affluent, has many communities with higher needs

and poor health outcomes.

Community
Hospital
H]

UM Prince.George's
Hospital Center

Hi Health
In 2015, the Prince George’s County government and e Department
Headquarters
Maryland-National Capital Parks and Planning
Commission conducted a special study to develop a
Primary Healthcare Strategic Plan?' in preparation for
enhancing the healthcare delivery network. A key MedStar

recommendation from the plan was to “build

Southern Maryland

Hospital Cent
Fort Washington i Sathar

Medical Center

collaboration among Prince George’s County hospitals”,

which included conducting a joint community health

assessment (CHA) with the Prince George’s County Health

Department. In 2016, the first inclusive CHA was completed.

The hospitals and Health Department agreed to
collaboratively to update the 2016 CHA in 2019.

CHA Core Team

Doctors Community Health System

Fort Washington Medical Center

MedStar Southern Maryland Hospital Center
Prince George’s County Health Department
Prince George’s Healthcare Action Coalition

University of Maryland Capital Region Health

again work

There are four hospitals located within
the county: Doctors Community
Hospital; Fort Washington Medical
Center, MedStar Southern Maryland
Hospital Center; and UM Prince
George’s Hospital Center. All four
hospitals and the Health Department

appointed staff to facilitate the 2019 CHA process. The core team began meeting in

September 2018 and included leadership from the Prince George’s Healthcare Action

Coalition during the data review and prioritization process.

L http://www.pgplanning.org/Resources/Publications/PHSP.htm



PROCESS OVERVIEW

The CHA Process was developed to 1) maximize community input, 2) learn from the

community experts, 3) utilize existing data, and 4) ensure a comprehensive prioritization
process. Elements of the Mobilizing for Action through Planning and Partnerships
(MAPP)? process where used in the 2019 CHA to shift data collection towards community
perceptions of health and consideration of the local health system. The Core Team
developed a shared Vision at the start of the process of

“A community focused on health and wellness for all.”
The group agreed upon five shared values to provide focus, purpose, and direction for

the CHA process:

»  Collaboration » Safety
>  Equity » Prevention
»  Trust

The Core Team were also asked to consider what they would like the local health system
to look like in five to ten years. The emergent themes included:

+ all residents to feel safe accessing health-related services (regardless of

immigration status);

» residents will have a better perception of health care in the county;

» Dbetter utilization of local services;

* asystem that allows residents to access services close to home;

« consideration of needs of all residents.
In summary, the Core Team envisioned “a system that is perceived as available to

serve all with quality services”.

The Health Department staff led the CHA process in developing the data collection tools
and analyzing the results with input from the hospital representatives. The process

included:

e A community resident survey available in English, Spanish, and French distributed
by the hospitals and health department;

2 https://www.naccho.org/programs/public-health-infrastructure/performance-improvement/community-health-
assessment/mapp



https://www.naccho.org/programs/public-health-infrastructure/performance-improvement/community-health-assessment/mapp
https://www.naccho.org/programs/public-health-infrastructure/performance-improvement/community-health-assessment/mapp

e Secondary data analyses that included the county demographics and population
description through socioeconomic indicators, and a comprehensive health

indicator profile;
e Hospital Service Profiles to detail the residents served by the core team;
e A community expert survey and key informant interviews; and

e A prioritization process that included the Core Team and Prince George’s

Healthcare Action Coalition leadership.

While the Core Team led the data gathering process, there was recognition that health is
a shared responsibility. The community data collection strategies and the prioritization
process were intentionally developed with this consideration and set the foundation for

coordination moving forward.

After initially reviewing the data collection results (the data reviewed is available in the
Prioritization Process section), the Core Team determined that the priorities selected in
the 2016 CHA should remain the 2019 priorities based on the community and expert
input in the process that focused on these areas, the challenges remaining in the county
from the population and health indicators, and acknowledgment that it is realistic for such
substantial priorities to require more than three years to “move the needle”. The 2019

priorities will continue to be:

e the social determinants of health,
e behavioral health,
e oObesity and metabolic syndrome, and

e cancer.

The results of this process will guide the health department and hospitals in addressing
the health needs of the county. Additionally, the Core Team committed to reconvene to
coordinate assets and resources to addresses the priorities and determine opportunities

for further collaboration.



KEY FINDINGS

Drivers of Poor Health OQutcomes:

e Social determinants of health drive many of our health disparities.

o Poverty, food insecurity, access to healthy food, affordable housing,
employment, lack of educational attainment, inadequate financial
resources, access to care, and a disparate built environment result in
poorer health outcomes.

o Growth in the county, while benefiting some, may harm others. For
example, in just 3 years the income needed for an efficiency rental has
grown by over $13,000. However, the median renter household income has
grown by only $3,000, potentially making affordable housing less attainable
for some residents.

o Education was a consistent concern for residents and key informants;
resident surveys ranked good schools as the third most important aspect of
a healthy community. There is notable disparity in high school graduation
rates, with only 66% of Hispanic students graduating compared to 85% and

higher for other groups.

o Resources available in communities with greater needs continue to be

perceived as lower quality, such as healthcare and fresh food.

e Access to health insurance through the Affordable Care Act has not helped
everyone.

o Many residents still lack health insurance (some have not enrolled, some

are not eligible).

o Those with health insurance struggle to afford healthcare (such as co-pays,
high premiums, and deductibles) and prescriptions, and difficulty accessing
care due to transportation challenges.

e Residents lack knowledge of or how to use available resources.

o The healthcare system is challenging to navigate, and providers and

support services need more coordination.

o There are services available, but they are perceived as underutilized
because residents do not know how to locate or use them.



o Low literacy and low health literacy contribute to poor outcomes.

e The county does not have enough healthcare providers to serve the

residents.

o There is a lack of behavioral health providers, dentists, specialists, and
primary care providers (also noted in the 2015 Primary Healthcare Strategic
Plan for the county3). While there has been some growth in providers, it has
struggled to keep pace with the population growth and has been unable

address deficits.
e There is a perception that the county lacks guality healthcare providers.

o Surrounding jurisdictions are perceived to have better quality providers;
residents with resources are perceived as often traveling outside the county

for healthcare needs.
o There is a lack of culturally competent and bilingual providers.
e Lack of ability to access healthcare providers

o There are limited transportation options available, and the supply does not
meet the need. There is also a lack of transportation for urgent but non-

emergency needs that cannot be scheduled in advance.

o The distribution of providers is uneven in the county; some areas have a
high geographic concentration of providers, while other areas have very few
or no providers available nearby.

o Disparities in health outcomes are complicated

o Even though Black, non-Hispanic residents are more likely to be screened
for cancer, they still have higher cancer mortality rates. The infant mortality
rate for Black, non-Hispanic residents is significantly higher compared to
other race/ethnic groups. It is challenging to determine how elements such
as stress, culture, structural racism, and implicit bias contribute to health
disparities along with the social determinants of health, healthcare access,

and healthcare utilization, for example.

3 Primary Healthcare Strategic Plan, 2015, http://www.pgplanning.org/Resources/Publications/PHSP.htm
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Leading Health Challenges

e Chronic conditions such as heart disease, diabetes, and stroke continue to
lead in poor outcomes for many county residents.

o Residents have not adopted behaviors that promote good health, such as
healthy eating and active living.

o An estimated three-fourths of adults and one-third of high school students in
the county are obese or overweight.

o The lack of physical activity and increased obesity is closely related to
residents with metabolic syndrome?*, which increases the risk for heart
disease, diabetes, and stroke.

e Behavioral health needs often overlap with other systems and can be
exacerbated by other unmet needs such as housing.

o The hospitals, public safety, and criminal justice system see many residents
needing behavioral health services and treatment.

o The county lacks adequate resources needed to address residents with
significant behavioral health issues.

o Homeless residents often have unmet behavioral health needs, but
addressing those needs is not often possible without stable housing.

o Stigma around behavioral health continues to be an ongoing challenge in
the county.

e While the trends for many health issues have improved in the county, we
still have significant disparities. For example:
o Cancer: Black residents in the county had higher mortality rates for breast,

and prostate cancers, despite having higher screening rates.

o HIV: Prince George’s County had the second highest rate of HIV diagnoses
in the state in 2017 and had the highest number of actual cases in the state.

o Substance Use: White, non-Hispanic residents have a drug-related
mortality rate nearly three times higher compared to Black, non-Hispanic
residents (2015-2017).

4 Metabolic Syndrome is a group of risk factors that raises the risk of heart disease and other health problems such
as diabetes and stroke. The risk factors include: a large waist; high triglycerides (fat in the blood); low HDL or “good”
cholesterol; high blood pressure, and high blood glucose (sugar). Source: NIH, accessed on 6/1/16,
http://www.nhlbi.nih.gov/health/health-topics/topics/ms



http://www.nhlbi.nih.gov/health/health-topics/topics/ms

o Teen Births: The Hispanic Teen Birth Rate is four times higher than Black,
non-Hispanic teens and eleven times higher than White, non-Hispanic
teens (2017).

Recommendations

e |ncrease care coordination resources

o Trained community health workers were recognized as improving health
outcomes for residents by navigating services and ensuring residents have
the support and knowledge they need.

o Residents need education about the available resources, and how to utilize
and navigate them.

e Increase community-specific outreach and education

o Similar to the 2016 findings, more outreach and education is needed at a

community-level to be culturally sensitive and reach residents.
e More funding and resource for health and support services.

o Funding is needed to strengthen the health safety net for those unable to
access health insurance or unable to afford what is available.

o There must be a focus on ensuring basic needs are being met for residents
experiencing vulnerabilities in order for them to manage their health.

e Attract a culturally-diverse quality healthcare workforce.

o One in five residents in the county were born outside the U.S. A diverse
workforce would potentially help to address the cultural and language
barriers experienced by residents.

o Incentives to attract and academic partnerships to develop a quality
workforce are needed to address identified deficits as well as increase
provider availability in the county.

e Increased partnerships and collaborative efforts are needed.

o Current coordinated efforts in the county were recognized as improving
outcomes through care coordination and by and addressing systemic
issues in the county.
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Overall Population

Prince George’s County is the second largest jurisdiction in Maryland. The population of
Prince George’s County increased by over 110,000 residents since 2000. Between
2010 and 2017, the population increased by nearly 50,000 or 5.7%.

Prince George’s County Population, 2000-2017
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Data Source: U.S. Census, Annual Population Estimates;
Prince George’s County by Race and Ethnicity, 2017
Asian, NH.\ Other, NH, 2.6% ) ) o
4.3% The racial and ethnic composition of
Prince George’s County differs from
Hispanic, Maryland and the United States.
18.5% Black, non-Hispanics represent the
majority of residents (62.0%),
followed by Hispanics (18.5%). Since
2010, the Hispanic population has
grown rapidly by 31.1%. The Asian,
non-Hispanic population grew by
_ 11.6% and the Black, non-Hispanic
White, Black, NH, population grew by 3.2%. The White,
NH, 12.6%

62.0%  non-Hispanic population declined by
roughly 14,000 residents.

Data Source: 2017 American Community Survey 1-Year Estimates, Table DP05

I 3



Population Demographics, 2017

2017 Estimates
Population
Total Population
Female
Male
Race and Hispanic Origin
Black, NH
Hispanic (any race)
White, NH
Asian, NH
Other, NH
Age
Under 5 Years
5-17 Years
18-24 Years
25-44 Years
45-64 Years
65 Years and Over

Median Age (years)

Prince George’s

912,756
472,979 (52%)
439,777 (48%)

566,032 (62%)
169,032 (19%)
115,126 (13%)
38,838 (4%)
23,721 (2%)

59,081 (6%)
144,244 (16%)
90,094 (10%)
256,964 (28%)
245,420 (27%)
116,953 (13%)
37.2

Maryland

6,052,177
3,116,355 (51%)
2,935,822 (49%)

1,776,692 (29%)
612,709 (10%)
3,066,146 (51%)
389,297 (6%)
207,333 (3%)

363,313 (6%)
983,637 (16%)
537,623 (9%)
1,609,807 (27%)
1,655,211 (27%)
902,586 (15%)

38.7

United States

325,719,178
165,316,674

160,402,504

40,129,593 (12%)
58,846,134 (18%)
197,285,202 (61%)
17,999,846 (6%)
11,458,403 (3%)

19,795,159 (6%)
53,853,524 (17%)
30,820,412 (9%)
86,083,640 (26%)
84,350,731 (26%)
50,815,712 (16%)

38.1

Data Source: 2017 American Community Survey 1-Year Estimates, Table DPO5; U.S. Census Population Estimates

Prince George’s County, Median Age by Race and Ethnicity, 2017

Race and Ethnicity Median Age (yrs.)

Black 39.3
Hispanic, Any Race 28.7
White, NH 46.2
Asian 39.2

Data Source: 2017 American Community Survey 1-Year Estimates, Table B01002

I :



Overall, the demographics of Prince George’s County differ from the state of Maryland.
While Maryland has a majority White, non-Hispanic (NH) population, Prince George’s
County has a majority Black, NH population. Prince George’s County also has a higher
proportion of Hispanic residents compared to the state.

62.0% Black, NH

18.5% Hispanic 50.7% White, NH

12.6% White, NH 29.4% Black, NH
10.1% Hispanic

PRINCE GEORGE'S COUNTY, MARYLAND STATE OF MARYLAND

As of 2017, the median age in the county is 37.2 years, an increase of 1.1 years
compared to 2014. However, the median age of the state and the United States remains
higher than the county (38.7 and 38.1 years respectively). The population of county
residents age 65 years and older is increasing: in 2014, 11% of the overall population
was over the age of 65; in 2017, the 65 and older age group represents 13% of the
population.

However, the median age varies substantially by race and ethnicity in the county. There
is a 17.5 year difference between the median age of White, non-Hispanic residents
(46.2 years) and Hispanic residents (28.7 years) in Prince George’s County.

Reflective of the majority of the overall county population, the majority of ZIP codes in
the county have a population of at least 50% Black, non-Hispanic residents. The
northern part of the county continues to be more diverse with more ZIP codes with no
race/ethnicity majorities.
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ZIP Codes by Population Racial and Ethnic Majority,
Prince George’s County, 2013-2017

Racial/Ethnic Majority
- No Majority

|:| Black, non-Hispanic 50% to 65%
- Black, non-Hispanic £5.1% to 80%
- Black, non-Hispanic 80% to 100%
- White, non-Hispanic 50% to 65%
[ ] Hispanic 50% to 65%

Majority is defined as 50% or more of one
racial/ethnic group for the ZIP code.

Data Source: 2013-2017 American Community Survey 5-Year Estimates, Table BO3002



Foreign Born Residents

In Prince George’s County, 1 out of every 5 residents (22.6%)* are born outside the
United States. The countries that contribute the most to the foreign-born population
include El Salvador, Nigeria, Guatemala, Mexico, and Jamaica: these five countries
account for nearly half of the total foreign-born population. Residents born in the African
countries of Cameroon and Sierra Leone increased compared to the previous 5-year
period.

In 2017, there were over 200,000 foreign-born residents in the County. Of those
residents, 45% are naturalized U.S. citizens with a median household income of
$88,036, compared to $60,269 for the 55% who are not U.S. citizens.

Country of Origin of Foreign-Born Residents,
Prince George’s County, 2013-2017

25.0%

22.0%

20.0% -

15.0% -

0, 4
10.0% 78% 7.3%

5.0% - I I C35% 34% 3.0% 25% 2.5%
l BB Emwm
%
6"&

R QQ' &’b . Q’b
& & & SR
’@’ \\ o Q
(907} N Q\'\\\\ Cb@ RS

Data Source: 2013-2017 American Community Survey 5-Year Estimates, Table BO5006

One in five (21.5%) of foreign-born residents speaks English as their primary language,
down from 33.6% in 2014. Of the three-quarters of foreign-born residents speaking a
language other than English, 44.5% report speaking English “very well.” However,
comfort with the English language is not the same for all foreign-born residents. Three
out of four Spanish-speaking residents report speaking English less than “very well,”
substantially higher than residents speaking Asian, Indo-European and other
languages.

1 American Community Survey 1-year estimates, 2017, Table S0501
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80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

Languages Spoken by Foreign Born Residents,
Prince George’s County, 2017

Other, 12.6%

English Only,
21.5%

Asian/Pacific
Islander, 9.3%

Other Indo-
European, 12.6%

Spanish, 44.0%

Data Source: 2017 American Community Survey 1-year estimates, Table C16005

Foreign-Born Residents Speaking English Less Than “Very Well”
by Language Spoken at Home, Prince George’s County, 2017

q 75.1%

Spanish Language Asian and Pacific Island Indo-European Other Languages
Languages Language

Data Source: 2017 American Community Survey 1-year estimates, Table C16005



Poverty

The proportion of individuals living in poverty in Prince George’s County decreased to
8.4% in 2017 from 10.2% in 2014. The proportion of individuals living in poverty is lower
in the county compared to Maryland and the U.S, but disparities continue to exist across
several sociodemographic factors. One in ten females live in poverty in the county,
compared to only 6.9% of males. The proportion of individuals living in poverty
decreases with age and higher levels of educational attainment. Eleven percent of
children (under 18 years of age) in the county live in poverty as of 2017. Poverty across
individuals of different races and ethnicities also varies. About 13% of Hispanic
residents in the county live in poverty, compared to 8.4% of White, non-Hispanic and
7.0% of Black, non-Hispanic residents.

Individual Poverty Status in the Past 12 Months,
Prince George’s County, 2017

Prince Georges County

Maryland u.S.
Indicators N % Poverty % Poverty % Poverty
Total individuals in poverty 74,902 8.4% 9.3% 13.4%
Male 29,778 6.9% 8.4% 12.2%
Female 45,124 9.7% 10.1% 14.5%
Age
Under 18 years 22,031 11.0% 12.0% 18.4%
18 to 64 years 45,004 7.8% 8.6% 12.6%
65 years and over 7,867 6.9% 7.9% 9.3%
Race & Ethnicity
Black 39,460 7.0% 13.3% 23.0%
Hispanic (of any race) 21,501 12.8% 13.1% 19.4%
White, non-Hispanic 8,987 8.4% 6.3% 9.6%
Asian 2,556 6.9% 7.0% 11.1%
Educational Attainment (population 25 years+)
Less than high school 11,860 14.9% 20.4% 24.7%
High school graduate (or equivalent) 13,667 8.3% 11.6% 13.7%
Some college, associate’s degree 9,219 5.3% 7.0% 9.5%
Bachelor’s degree and higher 6,919 3.5% 3.2% 4.3%

Data Source: American Community Survey 1-Year Estimates, 2017, Table S1701

Poverty status among families in Prince George’s County decreased from 7% in 2014 to
5.6% in 2017, lower than both Maryland at 6.2% and the United States at 9.5%. Over
one in ten (11.5%) families with only a female head of household lives in poverty in the
county, a figure that increases to 17.7% if the household has children under age 18.
Almost one-third of Hispanic families with only a female head of household live in
poverty in 2017, which is two times higher compared to single female households of
other race/ethnicities.

I 9



Family Poverty Status in the Past 12 Months, 2017
Prince George’s

County Maryland United States
% Poverty % Poverty % Poverty
All families 5.6% 6.2% 9.5%
With related children under 18 years 8.4% 9.2% 15.0%
Married couple families 2.3% 2.6% 4.8%
With related children under 18 years 3.3% 2.8% 6.6%

Families with female householder, no
11.5% 17.4% 26.2%

husband present

With related children under 18 years 17.7% 24.5% 35.7%

Data Source: 2017 American Community Survey 1-Year Estimates, Table S1702

Poverty by Family Status and Race & Ethnicity,
Prince George's County, 2017

35.0%
_ 31.1%
()
E 30.0%
Z
5 25.0%
>
< 20.0%
. (]
2
2 15.0%
@ 11.5%
= 10.4% 10.0%
X .19 :
— 10.0% 9.1% 8.8%
c
8
5 5.0%
a.
0.0%
Black Hispanic (of any White, non- Asian Overall
race) Hispanic
W All families M Married-couple families Female householder, no husband present

Data Source: 2017 American Community Survey 1-Year Estimates, Table S1702
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Percent of Residents Living in Poverty by ZIP Code,
Prince George's County, 2013-2017

Percent Below Poverty Level

I:l Less than 5.0%
[ 5.0%-99%
B 10.0% - 14.9%
B 5.0% - 19.9%

- 20.0% or greater
m Data not available

Data Source: 2013-2017 American Community Survey 5-Year Estimates, Table S1701



Percent of Residents Living in Poverty by ZIP Code,

Prince George’s County, 2013 - 2017

ZIP

20601
20607
20608
20613
20623
20705
20706
20707
20708
20710
20712
20715
20716
20720
20721
20722
20735
20737
20740
20743
20744
20745
20746
20747
20748
20762
20769
20770
20772
20774
20781
20782
20783
20784
20785
20903
20904
20912

Area

Waldorf
Accokeek
Aquasco
Brandywine
Cheltenham
Beltsville
Lanham

Laurel

Laurel
Bladensburg
Mount Rainier
Bowie

Bowie

Bowie

Bowie
Brentwood
Clinton
Riverdale
College Park
Capitol Heights
Fort Washington
Oxon Hill
Suitland

District Heights
Temple Hills
Andrews Air Force Base
Glenn Dale
Greenbelt
Upper Marlboro
Upper Marlboro
Hyattsville
Hyattsville
Hyattsville
Hyattsville
Hyattsville
Silver Spring
Silver Spring
Takoma Park

Poverty Percentage
6.0%
3.1%
5.8%
5.2%
1.6%

10.4%
9.4%
7.5%
7.2%

19.4%

10.7%
3.6%
4.3%
3.2%
4.7%

12.6%
4.9%

14.8%

23.5%

13.5%
8.5%

11.7%
9.5%

10.5%
8.7%
5.4%
5.6%
9.3%
4.5%
6.1%

10.4%

11.7%

15.4%
7.6%

11.8%

13.7%
8.5%

11.6%

Data Source: U.S. Census Bureau, 2013-2017 American Community Survey 5-Year Estimates, Table DP03
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Food Stamp/Supplemental Nutrition Assistance Program (SNAP)
Benefits

Prince George’s County had a lower proportion of households receiving food stamps/
SNAP benefits in 2017 (8.6%) compared to Maryland (10.3%) and the United States
(11.7%). Almost 40% of county residents receiving food stamps/SNAP have a disability
and 37.9% have at least one person in the household over 60 years of age.

Percent of Household with Food Stamp/SNAP Benefits, 2017

Prince George’s .
Maryland United States
County

Households Receiving Food

Stamps/SNAP
Data Source: 2017 American Community Survey 1-Year Estimates, Table S2201

8.6% 10.3% 11.7%

Almost one in ten Hispanic (9.6%) and Black, non-Hispanic (9.5%) households received
food stamps/SNAP in 2017, twice that of White, non-Hispanic (3.8%) and Asian (4.8%)

households. Households receiving food stamps/SNAP across county ZIP codes ranged
from 2.4% (Cheltenham) to 24.9% (Bladensburg).

Percent of Households Receiving Food Stamps/SNAP by Race and Ethnicity,
Prince George’s County, 2017

12.0%

10.0% 9.5% 9.6%

8.0% -

6.0% -

4.8%

3.8%
4.0% - >

2.0% -

0.0% -
Black Hispanic (any race) White, NH Asian

Data Source: 2017 American Community Survey 1-Year Estimates, Table B22005
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Percentage of Households with Food Stamp/SNAP Benefits by ZIP Code, Prince

George’s County, 2013-2017

ZIP

20601
20607
20608
20613
20623
20705
20706
20707
20708
20710
20712
20715
20716
20720
20721
20722
20735
20737
20740
20743
20744
20745
20746
20747
20748
20762
20769
20770
20772
20774
20781
20782
20783
20784
20785
20903
20904
20912

Area

Waldorf
Accokeek
Aquasco
Brandywine
Cheltenham
Beltsville
Lanham

Laurel

Laurel
Bladensburg
Mount Rainier
Bowie

Bowie

Bowie

Bowie
Brentwood
Clinton
Riverdale
College Park
Capitol Heights
Fort Washington
Oxon Hill
Suitland

District Heights
Temple Hills
Andrews Air Force Base
Glenn Dale
Greenbelt
Upper Marlboro
Upper Marlboro
Hyattsville
Hyattsville
Hyattsville
Hyattsville
Hyattsville
Silver Spring
Silver Spring
Takoma Park

Percent of Households on SNAP
6.1%
7.8%
6.6%
4.9%
2.4%
9.1%

10.2%
7.6%
9.3%

24.9%

15.0%
2.6%
4.7%
3.4%
4.3%

14.9%
6.9%

18.6%
7.5%

21.2%
7.2%

19.0%

14.6%

14.6%

13.8%
2.5%

10.8%
9.8%
7.5%
7.0%
9.8%

10.1%

10.5%

12.8%

17.0%

15.4%

10.1%

11.3%

Data Source: U.S. Census Bureau, 2013-2017 American Community Survey 5-Year Estimates, Table DP03
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Income

The median household income in the County is $81,240, exceeding both Maryland
($80,776) and the U.S. ($60,336). This is a noticeable increase from 2014 with a
median household income of $72,290 for the county. In 2017, almost 40% of county
households make more than $100,000 per year, similar to the state.

Income in the Past 12 Months (In 2017 Inflation-Adjusted Dollars)

Prince George’s

County Maryland United States
Median household income 581,240 $80,776 $60,336
Mean household income $99,417 $106,035 $84,525
Median family income $94,069 $98,393 $73,891
Mean family income $112,461 $123,678 $99,114

Data Source: 2017 American Community Survey 1-Year Estimates, Table S1901

Household Income (In 2017 Inflation-Adjusted Dollars)

$200,000k or more

$150k - $199,999

$100k - $149,999 19.7%
$75k - $99,999
$50k - $74,999
$35k - $49,999
$25k - $34,999
$15k - $24,999

$10k - $14,999

Less than $10k

0.0% 5.0% 10.0% 15.0% 20.0% 25.0%

M Prince George's County M Maryland

Data Source: 2017 American Community Survey 1-Year Estimates, Table $1901
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By race, a higher percentage of Asian households earn below $25,000 (15.2%) but they
also comprise the highest percentage earning $100,000 and more (49.2%). There
continues to be an income disparity for Hispanic residents compared to other races and
ethnicities: over one-third (35.6%) of Hispanic households earn less than $50,000 per
year.

Household Income (In 2017 Inflation-Adjusted Dollars) by Race and Ethnicity,
Prince George’s County

35.0%

30.0%

25.0%

20.0%

15.0% -

10.0% -

5.0% -

0.0% -
Black Hispanic (any race) White, NH Asian
W <$25k W $25-549k $50-$74k W S$75-$99k M S$100-149k W >$150k

Data Source: 2017 American Community Survey 1-Year Estimates, Table B19001
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Disability

The accepted definitions of disability have changed over the past 40 years. In the
1960’s and 1970’s, a medical definition of disability was generally used, limited primarily
to physical impairments. However, as time progressed, definitions expanded to include

social and mental impairments as well as independence?. In 2017, one in ten Prince

George’s County residents lives with a disability, lower than the state at 11.1% and the
U.S. at 12.7%. One-third of county residents over the age of 65 lives with a disability,

the majority with ambulatory disabilities.

Percent of Residents with a Disability, 2017

Prince George’s Maryland u.S.
Indicators County
Total individuals in poverty 9.9% 11.1% 12.7%
Male 8.7% 10.6% 12.6%
Female 10.9% 11.5% 12.8%
Age Group
Under 18 years 2.7% 3.8% 4.2%
18 to 64 years 8.0% 9.0% 10.3%
65 years and over 32.1% 31.2% 34.6%
Race/Ethnicity
Black 10.4% 12.0% 14.0%
Hispanic (of any race) 4.9% 6.3% 9.0%
White, non-Hispanic 14.4% 12.2% 14.0%
Asian 8.0% 6.6% 7.1%
Data Source: 2017 American Community Survey 1-Year Estimates, Table S1810
Percent of Residents by Disability and Age, Prince George’s County, 2017
35.0% 32°1%
30.0% —
£ 25.0% —
=t
& 20.0% —
2 15.0% —
c
3
E 10.0% 80% —
5.0% ﬁ‘ﬂ —
0.0% __-_'__-_'_-_'_J - | . | |
Hearing Vision Cognitive  Ambulatory  Self-Care Independent  TOTAL
Living
B Under 18 years M 18 to 64 years 65 years+
Data Source: 2017 American Community Survey 1-Year Estimates, Table S1810
2 https://www.census.gov/topics/health/disability/about.html
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Education

In 2017, about 87% of Prince George’s County residents 25 years and older have at
least a high school education, up from 85% in 2014 but lower than Maryland (90%) and
the U.S. (88%). One-third of county residents have at least a bachelor’s degree or
higher, similar to the country; however, this lags behind the state where almost 40%
have at least a bachelor’s degree.

Percent of Residents 25 Years and Older by Education, 2017
Prince George’s

County Maryland United States

(n=619,337) (n=4,167,604) (n=221,250,083)

Less than 9™ Grade 6.5% 4.0% 5.1%
9% to 12" Grade, No Diploma 6.4% 6.1% 6.9%
High School Graduate 26.9% 24.5% 27.1%
Some College, No Degree 21.8% 18.9% 20.4%
Associate’s Degree 6.4% 6.8% 8.5%
Bachelor’s Degree 18.1% 21.3% 19.7%
Graduate or Professional Degree 14.0% 18.3% 12.3%

Data Source: 2017 American Community Survey 1-Year Estimates, Table S1501

Percent of Residents 25 Years and Older by Education and Race/Ethnicity, Prince
George’s County, 2017

60.0%

50.0%

40.0%

30.0%

20.0% -

10.0% -

0.0% -
Black Hispanic (any race) White, NH Asian

M Less than High School Degree W High School Degree
Some College/Associate's Degree M Bachelor's Degree
B Graduate Degree

Data Source: 2017 American Community Survey 1-Year Estimates, Table B15002
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Education level attainment varies across races and ethnicities in Prince George’s
County. Almost half of county Hispanic residents 25 years and older do not have a high
school degree and less than 10% have at least a bachelor's degree. Conversely, over
half of White, non-Hispanic and Asian, non-Hispanic residents 25 years and older have
at least a bachelor’s degree. Although most Black, non-Hispanics have at least a high
school degree, less have at least a bachelor’s degree compared to White, NH and
Asian, NH residents.

In 2017, the overall rate of graduation in Prince George’s County Public Schools was
82.7%. While the overall graduation rate has increased since 2012, Hispanic students
are much less likely than other race/ethnicities to complete high school in the County.
Overall, the graduation rate in Prince George’s County was lower compared to
Maryland (87.7%) in 2017.

Graduation Rate by Race/Ethnicity, Prince George’s County Public Schools

100.0 93.7
0.0 S __’——é. 88.50  QOverall Rate:
& 80.0 ———— 82.7%
Kl 700 65.9
5 60.0
.S 50.0
& 400
® 300
O 200
10.0
0.0 T T T T T )
2012 2013 2014 2015 2016 2017
e Black or AA Hispanic, Any Race == \\White Asian e» e e(Qverall

Data Source: 2012-2017 Maryland Report Card
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Nationwide College Enrollment 16 Months Post High School by Race/Ethnicity,
Prince George’s County Public Schools
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Data Source: 2012-2017 Maryland Report Card

Percentage of Residents Without High School or Equivalent Education by ZIP
Code, Prince George’s County, 2013-2017

Z2IP Area Percent Without High School or Equivalent
20601 Waldorf 6.9%
20607 Accokeek 4.7%
20608 Aquasco 21.8%
20613 Brandywine 9.0%
20623 Cheltenham 7.1%
20705 Beltsville 16.6%
20706 Lanham 16.6%
20707 Laurel 12.3%
20708 Laurel 12.3%
20710 Bladensburg 23.3%
20712 Mount Rainier 26.4%
20715 Bowie 4.5%
20716 Bowie 5.3%
20720 Bowie 6.1%
20721 Bowie 3.1%
20722 Brentwood 33.8%
20735 Clinton 7.5%
20737 Riverdale 33.5%
20740 College Park 12.0%



20743 Capitol Heights 16.8%

20744 Fort Washington 8.5%
20745 Oxon Hill 16.6%
20746 Suitland 9.9%
20747 District Heights 10.6%
20748 Temple Hills 9.3%
20762 Andrews Air Force Base 3.0%
20769 Glenn Dale 8.0%
20770 Greenbelt 10.7%
20772 Upper Marlboro 6.2%
20774 Upper Marlboro 4.9%
20781 Hyattsville 27.6%
20782 Hyattsville 24.7%
20783 Hyattsville 45.2%
20784 Hyattsville 24.2%
20785 Hyattsville 13.8%
20903 Silver Spring 35.0%
20904 Silver Spring 9.4%
20912 Takoma Park 14.1%

Data Source: U.S. Census Bureau, 2013-2017 American Community Survey 5-Year Estimates, Table S1501



Employment

Since 2014, unemployment in Prince George’s County has decreased considerably. In
2014, 9.1% of county residents were unemployed. In 2017, 5.9% of county residents
were unemployed; however, the rate remains slightly higher than Maryland (5.2%) and
the U.S. (5.3%). The county unemployment rate varies by education, disability status,
and by race and ethnicity. One-quarter of unemployed individuals live in poverty, and
over one in ten unemployed individuals have a disability. In 2017, unemployment was
highest among Black residents, and lowest among Asian residents.

Unemployment Rate for Residents 16 Years and Older, 2017

Prince George’s

County Maryland United States
Population 16 years and older 5.9% 5.2% 5.3%
Below Poverty Level 24.4% 20.9% 20.9%
With Any Disability 11.6% 11.5% 11.5%
Educational Attainment (Ages 25-64 Years)
Less than High School 5.3% 8.6% 8.0%
High School Graduate 6.6% 6.5% 5.7%
Some College or Associate’s Degree 5.8% 4.4% 4.3%
Bachelor’s Degree or Higher 2.5% 2.4% 2.6%

Data Source: 2017 American Community Survey 1-Year Estimates, Table S2301

Unemployment Rate, Prince George’s County, 2017
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Data Source: 2017 American Community Survey 1-Year Estimates, Table S2301
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Access to Food

Food Deserts, Prince George’s County, 2015

A food desert is an area lacking
supermarket access. In the county,
most areas designated as food deserts
are within the Washington D.C. metro
area (inside the beltway). A food desert
is defined as a low income area where
urban residents are more than one mile
away from a supermarket, or suburban
residents are more than 10 miles away.
As of 2015, 94,000 residents (10.1%)

o
Takoma-Park

(L _
live in a food desert. . ' lee
ountRalmngBflakdensburg A
Brentwodd - -
Food Deserts I

Low Income and Low Access at Capitol
B 1 2nd 10 Mites

=\

Accokeek
Waldorf

Bryans Road

Aguasco

Data Source: United States Department of Agriculture, Economic Research Service, 2015 Food Access Research Atlas
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Prince George’s County Food System Study, 2015

A 2015 food system study of the area of
Prince George’s County adjacent to
Washington, DC, found that many residents
had food access challenges related to the
quality of local stores and what they carry than
the physical access to food outlets. Many
residents do not patronize nearby
supermarkets but travel elsewhere, even to
other jurisdictions, where more variety and
better quality food are sold for less”.2 This
finding was confirmed by a survey of the local
food outlets that indicated small markets had
limited healthy food alternative available. The
study area was noted to have numerous
supermarkets, but that the quality and
availability of food even within the same
retailer varied.

Food Access Challenges

Food System Study Area
/"’,{%f.\'\"___‘-"

Geographic areas

P North

[ central
South

= 7 One-mile buffer
e of study area

Metro rail lines
N\ Blue line
"\ Green ling
““\._~ Orange line

M Metro station

Grocery stores too far _ 16%
Cannot find items at nearby stores | E——— 24

Do not have accesstoacar [ 3%
No public transportation to stores [l 3%

No walkways/ pedestrian safety || N 8%

Too expensive/cannot afford [ NG 13%
Quality of food not good |G 31%

Lack of culturally appropriate foods - 3%

Not enough time [ 9%
other I 6%

0% 5% 10% 15%
Percent of Respondents

20% 25% 30% 35% 40% 45% 50%

3 Healthy Food for all Prince George’s County, Maryland National Park and Planning Commission, Prince George’s County

Planning Department, 2015
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Housing

Housing vacancies decreased to 6.5% in 2017 from 7.1% in 2014; vacancies in the
county are lower than both Maryland (9.9%) and the U.S. (12.6%). There are fewer
owner-occupied residences in the county (61.9%) compared to the state (66.7%) and
the U.S. (63.9%), and about half (48.9%) of those owner-occupied housing units are
married couple family households.

Housing Characteristics, 2017

Prince George’s Maryland u.S.
Indicators N % N % N %
Total Housing Units 332,156 2,449,123 137,407,308
Vacancy
Occupied Housing Units 310,730 93.5% 2,207,343 90.1% 120,062,818 87.4%
Vacant Housing Units 21,426 6.5% 241,780 9.9% 17,344,490 12.6%
For Rent 6,555 46,946 2,897,808
Occupied Housing Units
Owner-occupied 192,427 61.9% 1,472,500 66.7% 76,684,018 63.9%
Renter-occupied 118,303 38.1% 734,843 33.3% 43,378,800 36.1%
Owner-Occupied Units Household Type
Married couple family 137,201 48.9% 863,626 58.7% 46,121,067 60.1%
Cvﬂiitleep}:'zs:srdder' no 8,652 45% 58,632 4.0% 3,179,980 4.1%
Female householder, no
husband present 34,399 17.9% 159,388 10.8% 6,856,495 8.9%
Nonfamily household 55,226 28.7% 390,854 26.5% 20,526,476 26.8%
Renter-Occupied Units Household Type
Married couple family 29,547 25.0% 188,671 25.7% 11,726,507 27.0%
xiifp}:zs:imder' no 11,849 10.0% 46,067 63% 2,706,681 6.2%
Female householder, no
husband present 25,447 21.5% 153,446 20.9% 8,040,433 18.5%
Nonfamily household 51,460 43.5% 346,659 47.2% 20,905,179 48.2%
Average Household Size
Owner-occupied 2.93 2.76 2.72
Renter-occupied 2.80 2.51 2.51
Severe Housing Problems* 20% 17% 18%

*Percentage of households with at least 1 of 4 housing problems: overcrowding, high housing costs, lack of kitchen facilities,
or lack of plumbing facilities.

Data Source: 2017 American Community Survey 1-Year Estimates, Tables B25004, S2501, S2502, B25010; 2019 County Health
Rankings

] :



Fair Market Rent

About four in ten occupied housing units in Prince George’s County are rentals.
Renters in the county have a median income of $53,774, higher than the state at
$49,902, but much lower than the median household income countywide of $81,240.
Based on the Fair Market Rent values in Prince George’s County, the income to afford
rent starts as $60,160 for an efficiency, $6,386 more than the median renter income.

Fair Market Rent, 2018

Efficiency

One bedroom
Two bedroom
Three bedroom

Four bedroom

Efficiency

One bedroom
Two bedroom
Three bedroom

Four bedroom

Estimated renter median income

Rent affordable for households earning
the renter median income

Prince George’s County Maryland
Fair Market Rent by Unit

$1,504 $1,119

$1,561 $1,256

$1,793 $1,510

$2,353 $1,966

$2,902 $2,362

Income Needed to Afford Fair Market Rent by Unit
$60,160 $44,776

$62,440 $50,238

$71,720 $60,406

$94,120 $78,631

$116,080 $94,479

Income of Renter

$53,774 $49,902

$1,344 $1,248

Data Source: National Low Income Housing Coalition, www.nlihc.org
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SocioNeeds Index

The SocioNeeds Index is calculated from several
social and economic factors, including poverty
and education, that may impact health or
access to care. The ZIP codes are ranked
based on the index, with 1 being the best
ranking, and 5 being the worst. The Index
is calculated by Health Communities
Institute*. The ZIP codes with the
highest ranking are concentrated
within the D.C. metro area.

4 www.pgchealthzone.org
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HEALTH INDICATORS REPORT

Introduction

The following report includes existing health data for Prince George’s County, compiled
using the most current local, state, and national sources. This report was developed to
inform and support a joint Community Health Needs Assessment for the Health
Department and area hospitals, and was used as part of the Prioritization Process to
determine area of focus for the next three years.

Methods

Much of the information in this report is generated through diverse secondary data
sources, including: Maryland Health Services Cost Review Commission; Maryland Vital
Statistics Annual Reports, Maryland Department of Health’s (MDH) Annual Cancer
Reports, Behavioral Risk Factor Surveillance System (BRFSS), Centers for Disease
Control and Prevention’s CDC WONDER Online Database, Centers for Medicare and
Medicaid Services, National Vital Statistics Reports, Maryland State Health
Improvement Plan (SHIP), and the Prince George’s County Health Department data
website: www.pgchealthzone.org. Some of the data presented, specifically some birth
and death data as well as some emergency room and hospitalization data, were
analyzed by the Health Department using data files provided by Maryland MDH. The
specific data sources used are listed throughout the report.

When available, state (noted as MD SHIP) and national (noted as HP 2020)
comparisons were provided as benchmarks. Most topics were analyzed by gender, race
and ethnicity, age group, ZIP Code, and include trends over time to study the burden of
health conditions, determinants of health and health disparities.

Limitations

While efforts were made to include accurate and current data, data gaps and limitations
exist. One major limitation is that Prince George’s County residents sometimes seek
services in Washington, D.C.; because this is a different jurisdiction the data for these
services may be unavailable (such as Emergency Room visits and hospitalizations).
Another major limitation is that the diversity of the county is often not captured through
traditional race and ethnicity. The county has a large immigrant population, but data
specific to this population is often not available related to health issue. Data with small
numbers can also be difficult to analyze and interpret and should be viewed carefully.

Also of note, the 2017 methodology for identifying ED visits and inpatient
hospitalizations was based on the ICD-10 diagnosis coding system, instituted on
October 1, 2015. Unfortunately, mapping between ICD-9 diagnosis codes (in use
during the 2016 CHA analyses) and the ICD-10 is not one-to-one; therefore,
comparability may be limited between the previous CHA and this publication.
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Definitions

Crude Rate - The total number of cases or deaths divided by the total population at risk.
Crude rate is generally presented as rate per population of 1,000, 10,000 or 100,000. It is
not adjusted for the age, race, ethnicity, sex, or other characteristics of a population.

Age-Adjusted Rate - A rate that is modified to eliminate the effect of different age
distributions in the population over time, or between different populations. It is presented as
a rate per population of 1,000, 10,000 or 100,000.

[T ]

Frequency - Often denoted by the symbol “n”, frequency is the number of occurrences of
an event.

Health Disparity - Differences in health outcomes or health determinants that are observed
between different populations. The terms health disparities and health inequalities are often
used interchangeably.

Health People 2020 (HP 2020) — Healthy People 2020 is the nation’s goals and objectives
to improve citizens’ health. HP2020 goals are noted throughout the report as a benchmark.

Incidence Rate - A measure of the frequency with which an event, such as a new case of
illness, occurs in a population over a period of time.

Infant Mortality Rate - Defined as the number of infant deaths per 1,000 live births per
year. Infant is defined as being less than one year of age.

Maryland SHIP (MD SHIP) — Maryland’s State Health Improvement Plan is focused on
improving the health of the state; measures for the SHIP areas are included throughout the
report as a benchmark.

Prevalence Rate - The proportion of persons in a population who have a particular disease or
attribute at a specified point in time (point prevalence) or over a specified period of time (period
prevalence).

Racial and Ethnic Groups:

Black or African American - A person having origins in any of the black racial
groups of Africa.

Hispanic or Latino - A person of Cuban, Mexican, Puerto Rican, South or
Central American, or other Spanish culture or origin regardless of race.

White - A person having origins in any of the original peoples of Europe, the
Middle East, or North Africa.

Asian - A person having origins in any of the original peoples of the Far East,
Southeast Asia, or the Indian subcontinent including, for example, Cambodia,
China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand,
Vietnam etc.

American Indian or Alaska Native - A person having origins in any of the
original peoples of North and South America (including Central America) and
who maintains tribal affiliation or community attachment.
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Health Status Indicators

Life Expectancy

As of 2017, a Prince George’s County resident is expected to live 79.1 years, similar to
the 79.2 years for any Maryland resident. Although the Maryland SHIP goal of 79.8
years was met in 2014, life expectancy in the county and state has declined. This is also
a national trend, with a life expectancy in 2017 of 78.6 years, down from 78.9 years in
2014.

Life Expectancy at Birth by Race, 2015-2017 MD SHIP Goal: 79.8
90
80 -
70 -
60 -
50 -
40 -
30 -
20 -
10 -
0 A

791 792 787 769 797 799

Age in Years

All Races Black White
M Prince George's M Maryland

Data Source: Mortality in the United States, 2017, Centers for Disease Control and Prevention, National Center for Health
Statistics; Maryland Vital Statistics Annual Report 2017, Maryland Department of Health, Vital Statistics Administration

Life Expectancy at Birth by Race, Prince George’s County, 2011-2017

81
80.6 80.7 805
80.5 s - S 80> MDSHIP Goal: 79.8
80.0 79.9
80 = 79.7

o 79V \79.6 "
§ 795 79.3 79.3 =
78.5
78
77-5 T T T T 1
2011-2013 2012-2014 2013-2015 2014-2016 2015-2017
= Prince George's =#=Black White

Data Source: Maryland Vital Statistics Annual Report 2013-2017, Maryland Department of Health, Vital Statistics Administration
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Mortality

From 2015-2017, 17,825 deaths occurred among Prince George’s County residents.
Almost half of all deaths in the county were due to heart disease or cancer. The age-
adjusted death rate for the county was lower than both Maryland and the United States.
However, for the leading causes of death the county’s age-adjusted mortality rates are
higher than Maryland and the U.S. for heart disease, stroke, diabetes, septicemia,
nephritis, homicide, hypertension, and perinatal conditions.

Leading Causes of Death, 2015-2017
Age-Adjusted Death Rates

Prince George’s per Healthy
County Deaths 100,000 Population People

Cause of Prince 2020 Maryland
Death Number Percent George’s Maryland u.s. Target SHIP Goal
All Causes 17,825 100% 692.1 713.8 | 731.2 - ---
Heart Disease 4,328 24.3% 168.9 166.0 | 166.3 - 166.3
Cancer 4,191 23.5% 154.1 154.3 | 155.5 161.4 147.4
Stroke 1,005 5.6% 41.6 39.3 41.0 34.8
Accidents 799 4.5% 29.4 34.1 46.7 36.4 -
Diabetes 681 3.8% 26.3 194 21.2 66.6 T
CLRD* 506 2.8% 20.6 30.4 41.0
Nephritis 369 2.1% 14.5 12.1 13.2 --- ---
Influenza and 350 | 2.0% 14.5 156 | 143
Pneumonia

Septicemia 339 1.9% 13.2 13.0 10.7 --- ---
Alzheimer’s 330 1.9% 15.3 17.0 30.3 -—- -
Homicide 318 1.8% 11.6 10.2 6.0 10.2 9.0
Hypertension 295 1.7% 11.8 8.0 8.7 5.5 -
Perinatal 177 | 1.0% 6.9 50| 4.0 3.3
Conditions

*CLRD=Chronic Lower Respiratory Disease, includes both chronic obstructive pulmonary disease and asthma
Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database



Overall, Black non-Hispanic (NH) male residents have the highest age-adjusted death
rate in the county, but lower than in Maryland and the U.S.

Age-Adjusted Death Rate per 100,000 by Race, Ethnicity, and Sex, 2015-2017

Race and Ethnicity Prince George’s County Maryland u.S.
Black, non-Hispanic 735.5 820.7 880.0
Male 905.3 1038.9 1078.2
Female 614.1 664.7 731.0
Hispanic, any race 372.1 334.9 525.2
Male 433.1 380.2 630.8
Female 316.9 291.1 436.2
White, non-Hispanic 730.4 721.1 752.4
Male 862.7 850.1 881.9
Female 615.8 612.4 641.3
Asian, non-Hispanic 393.0 336.3 395.3
Male 495.8 393.3 468.5
Female 321.7 289.2 337.7
All Races and Ethnicities 692.1 713.8 731.2
Male 838.0 853.8 862.8
Female 581.0 600.4 620.4

Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database

Age-Adjusted Death Rate per 100,000 for All Causes of Death by Race and

Ethnicity, Prince George’s County, 2011-2017

1,000

800

——

600

400 —‘_‘<F —g— —

Deaths per 100,000 Population

200
0
2011-2013 2012-2014 2013-2015 2014-2016 2015-2017

=4—Black, NH 738.2 723.9 717.6 720.4 735.5
=¢=—Hispanic 398.8 390.8 363.0 348.0 3721
White, NH 822.2 815.1 782.1 756.4 730.4
=¢—Asian, NH 414.8 400.8 397.0 387.8 393.0
= Prince George's 736.3 720.3 702.2 690.3 692.1

Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database




Leading Causes of Death, Age-Adjusted Rates, 2015-2017
200.0

168.9

150.0

100.0

50.0

Deaths per 100,000 Population

0.0
Heart Disease Cancer Stroke Accidents Diabetes

M Prince George's M Maryland u.s.

Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database

Leading Causes of Death for Black Non-Hispanic Residents,
Prince George’s County, 2013-2017 (N=19,310)

2,000 7922 3,739

4,000 -

3,000 -

2,000 -

1,049 840

1,000 T 746

Cancer Heart Disease Stroke Diabetes Accidents
M Total m Male Female

Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database



Leading Causes of Death for Hispanic Residents (of Any Race),
Prince George’s County, 2013-2017 (N=1,210)

244
240 -

217

200

160 154

120

80
>8 46

40

Cancer Heart Disease Accidents Stroke Conditions in
Perinatal Period

W Total m Male Female

Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database

Leading Causes of Death for White Non-Hispanic Residents,
Prince George’s County, 2013-2017 (N=7,710)
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2,500

1,977

2,000
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*CLRD=Chronic Lower Respiratory Disease, includes both chronic obstructive pulmonary disease and asthma
Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database



Leading Causes of Death for Asian Non-Hispanic Residents, Prince George’s
County, 2013-2017 (N=731)

200 189

172

160 -

120 -+

80 -
45
40 - 32 32
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Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database

While the leading cause of death by race and Hispanic ethnicity is consistently heart
disease and cancer, there is variation for the remaining causes. For White non-Hispanic
(NH), Black NH, and Asian NH residents the third leading cause of death is stroke, but
for Hispanic residents it is accidents. Diabetes is a leading cause of death for both Black
NH and Asian NH residents, while perinatal period conditions are included in the five
leading causes of death for Hispanic residents and chronic lower respiratory diseases
(CLRD) are included in the five leading causes of death for White NH residents.



Emergency Department (ED) Visits

County resident ED Visits to Maryland hospitals have decreased by 6.5% since 2014

(251,411 visits compared to 235,101 in 2017).

Emergency Department Visits*, Prince George’s County, 2017

Number of ED Visits
Race/Ethnicity
Black, non-Hispanic 135,960
Hispanic 26,116
White, non-Hispanic 20,221
Asian, non-Hispanic 1,845
Sex
Male 97,829
Female 137,269
Age
Under 18 Years 32,680
18 to 39 Years 90,010
40 to 64 Years 77,590
65 Years and Over 34,821
Total 235,101

Age-Adjusted Rate
per 1,000 Population

242.7
160.8
165.8

46.5

222.3
287.6

160.7
310.5
256.4
297.7
255.8

* ED Visits only include Maryland hospitals. Any visits made by residents to Washington, D.C. are not included,

which could affect the Prince George’s County rate.

Data Source: Outpatient Discharge Data File 2017, Maryland Health Services Cost Review Commission

Emergency Department Visits* by Diagnosis, Prince George’s County, 2017

Principal Diagnosis Frequency
1 Sprains and strains 14,091
2  Chest pain 12,546
3 Abdominal pain 11,144
4  Upper respiratory infections 10,076
5  Back pain 9,793
6  Superficial injury or contusion 8,867
7  Urinary tract infection 6,249
8 Injuries due to external causes 6,010
9 Headache, including migraine 5,990
10 Other connective tissue disease 5,685

Percent of Visits
6.0%
5.3%
4.7%
4.3%
4.2%
3.8%
2.7%
2.6%
2.6%
2.4%

* ED Visits only include Maryland hospitals. Any visits made by residents to Washington, D.C. are not included,

which could affect the Prince George’s County rate.

Data Source: Outpatient Discharge Data File 2017, Maryland Health Services Cost Review Commission
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Hospital Admissions

Hospital Inpatient Visits* (Admissions), Prince George’s County, 2017

Number of Hospitalizations

Race/Ethnicity
Black, non-Hispanic 41,058
Hispanic 8,561
White, non-Hispanic 10,199
Asian, non-Hispanic 1,402
Sex
Male 26,236
Female 38,762
Age
Under 18 Years 9,794
18 to 39 Years 16,300
40 to 64 Years 18,224
65 Years and Over 20,680
Total 64,998

Age-Adjusted Rate
per 1,000 Population

75.2
57.0
68.8
37.8

62.6
79.9

48.2
56.2
60.2
176.8
70.9

* Inpatient Visits only include Maryland hospitals. Any visits made by residents to Washington, D.C. are not

included, which could affect the Prince George’s County rate.

Data Source: Inpatient Data File 2017, Maryland Health Services Cost Review Commission

Hospital Inpatient Visits* (Admissions) by Diagnosis, Prince George’s County,

2017

Principal Diagnosis Frequency
1 Live Birth 9,049
2 Septicemia (except in labor) 3,661
3 Hypertension with complications 2,796
4 Other complications of birth 2,154
5 Mood disorders 1,546
6 Acute cerebrovascular disease 1,529
7 Osteoarthritis 1,471
8 Diabetes with complications 1,379
9 C-section 1,293
10  Schizophrenia and other psychotic 1,211

disorders

Percent
13.9%
5.6%
5.3%
3.3%
2.4%
2.4%
2.3%
2.1%
2.0%
1.9%

* Inpatient Visits only include Maryland hospitals. Any visits made by residents to Washington, D.C. are not

included, which could affect the Prince George’s County rate.

Data Source: Inpatient Discharge Data File 2017, Maryland Health Services Cost Review Commission
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Access to Health Care

The percentage of residents with health insurance increased in Prince George’s County
following the implementation of the major provisions of the Affordable Care Act (ACA) in
2014. However, an estimated 91,565 residents remained uninsured as of 2017. By age,
residents ages 26 to 34 years were least likely be be insured with one in four lacking

health insurance.

Residents with Health Insurance, 2017
HP 2020 Goal: 100.0%

Prince George’s Maryland
Race/Ethnicity
Black 92.4% 92.5%
Hispanic 66.8% 75.5%
White, non-Hispanic 94.6% 95.9%
Asian 89.3% 91.6%
Sex
Male 85.7% 91.4%
Female 90.3% 93.8%
Age Group
Under 19 Years 93.7% 96.2%
19 to 25 Years 83.6% 88.1%
26 to 34 Years 76.2% 85.6%
35to 44 Years 80.1% 88.6%
45 to 54 Years 88.2% 92.0%
55to 64 Years 91.9% 94.1%
65 Years and Older 98.6% 99.1%
Total 89.9% 93.9%

Data Source: 2017 American Community Survey 5-Year Estimates, Table S2701

Residents with Health Insurance, 2013-2017

99%
93.4% 93.9% 93.9%

94% 92.1% °

89..8%/ 80.1% 89.7% 89.9%
89% 87.0% e —= *

845%/
84%

HP 2020

79% Goal: 100.0%
74%

2013 2014 2015 2016 2017

e=f==Prince George's e===Maryland

Data Source: 2017 American Community Survey 1-Year Estimates, Table $2701
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Adults who had a Routine Checkup Within the Last Year, 2017

Demographic Prince George’s Maryland
Race/Ethnicity
Black, non-Hispanic 81.4% 79.0%
Hispanic 70.9% 62.6%
White, non-Hispanic 72.8% 67.4%
Sex
Male 74.7% 67.6%
Female 82.9% 75.2%
Age Group
18 to 44 Years 72.2% 63.3%
45 to 64 Years 83.6% 76.9%
Over 65 Years 89.2% 87.5%
Total 78.5% 71.5%

Data Source: 2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed 5/13/2019

More county adults reported having a routine checkup within the last 2 years (90.1%) compared
to Maryland (86.0%). By race, Black, NH residents were more likely to report having a routine
checkup (95.2%) within the county.

Adults who had a Routine Checkup Within the Last Year, 2013-2017

80%
78.5%
78%
o 75.7%
0 .
76.0% ’
75.0%
74% 74.7%
72%
71.5%
70%
68%
2013 2014 2015 2016 2017

—4=—"Prince George's ===Maryland

Data Source: 2013-2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed
5/13/2019
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Children with Health Insurance, 2017
HP 2020 Target: 100.0%

Race/Ethnicity
Black
Hispanic
White, non-Hispanic
Asian

Sex
Male
Female

Age Group
Under 6 Years
6 to 18 Years

Total

Prince George’s

95.7%
91.5%
95.6%
94.8%

94.1%
93.3%

95.5%
92.8%
93.7%

Maryland

96.4%
88.5%
97.5%
95.6%

96.4%
96.0%

96.6%
96.0%
96.2%

Data Source: 2017 American Community Survey 1-Year Estimates, Table S2701

The estimated percentage of children with health insurance in the county decreased in
2017 to 93.7%. By race and ethnicity, Hispanic children within the county are less likely

to have health insurance.

Children with Health Insurance, 2013-2017
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96.2%
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93.7%

2013 2014 2015 2016 2017

=$==Prince George's ==Maryland

Data Source: 2017 American Community Survey 1-Year Estimates, Table $2701

HP 2020 Target: 100.0%
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Adolescents Enrolled In Medicaid* Who Received a Wellness Checkup in the Last

Year, 2012-2016

62% MD SHIP Goal: 57.4%
60%
58%
S
= 56%
8
o
e 54%
52%
50%
48%
46%
2012 2013 2014 2015 2016
—4—PGC 51.9% 54.7% 56.4% 59.8% 58.6%
e Maryland 53.7% 54.7% 56.0% 58.0% 55.3%

*Number of adolescents aged 13 to 20 years enrolled in Medicaid for at least 320 days
Data Source: Maryland Medicaid Service Utilization

Uninsured Emergency Department Visits, 2013-2017
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Data Source: Maryland Health Services Cost Review Commission (HSCRC) Research Level Statewide Outpatient Data Files
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Residents with a Usual Primary Care Provider, 2013-2017

90%
85%
€ 80%
a
o
&
75%
70%
65%
60%
2013
—4—PGC Black, NH 78.5%
PGC White, NH 85.8%
= PGC 73.5%
e Maryland 79.4%

2014
83.9%
82.4%
77.0%
82.6%

2015
84.8%
* %k
83.8%
84.1%

** White, NH data for 2015 not presented due to small number of events.
Data Source: 2013-2017 Maryland Behavior Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed

5/13/2019

MD SHIP Goal: 83.9%

2016
83.2%
84.0%
79.4%
83.5%

2017
88.2%
79.8%
77.8%
81.6%

Prince George’s County meets the national benchmark ofr 2,000 residents for every 1
primary care physician; however, the county has a much higher ratio compared to the

State.

Resident to Provider Ratios
Prince George’s
County Ratio

Primary Care

Maryland Ratio

Top U.S. Counties
(90t percentile)

1,910:1 1,140:1 1 11
Physicians (2015) 910 140 /030
Dentists (2016) 1,650:1 1,320:1 1,280:1
Mental Health
1 1 1
Providers (2017) 890 460 330
Data Source: 2018 County Health Rankings, www.countyhealthrankings.org
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Diseases and Conditions

Alzheimer’s Disease

Age-Adjusted Death Rate per 100,000 for Alzheimer’s Disease 2013-2017

20.0
§ 180 »
>
2 140 ‘m{——w—
o
S 12.0
S 10.0
8
S 80
3 60
Q.
w 4.0
=
® 20
[]
8 00
2011-2013 2012-2014 2013-2015 2014-2016 2015-2017
—4—PGC Black, NH 13.9 14.4 13.8 15.5 17.4
PGC White, NH 18.1 16.6 14.6 14.2 13.9
e PGC 15.1 14.5 13.3 14.3 15.3
—— Maryland 14.7 14.5 15.1 16.1 17.0

* Residents of Hispanic Origin and Asian/Pacific Islanders were not included due to insufficient numbers
Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database

Percentage of Medicare Beneficiaries Treated for Alzheimer’s Disease or
Dementia, 2011-2015
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Cancer

Overview

What is it?

Cancer is a term used for diseases in which abnormal cells divide without control and
can invade other tissues; there are more than 100 kinds of cancer.

Who is
affected?

In 2014, 3,602 residents were diagnosed with cancer in the county, and the cancer
incidence rate was 397.0 per 100,000 residents. In 2014, there were 1,417 deaths
from cancer in the county, which accounted for one out of every four deaths.
Prostate and breast cancer are the most common types of cancer in the county, and
in 2014 accounted for 34% of all new cancer cases. Overall, Black residents have the
highest age-adjusted rate for new cancer cases and the highest age-adjusted death
rate due to cancer. Lung and bronchus cancer has the highest age-adjusted death
rate for county residents, followed by prostate cancer.

Prevention
and
Treatment

According to the CDC, there are several ways to help prevent cancer:

* Healthy choices can reduce cancer risk, like avoiding tobacco, limiting alcohol
use, protecting your skin from the sun and avoiding indoor tanning, eating a diet
rich in fruits and vegetables, keeping a healthy weight, and being physically
active.

* The human papillomavirus (HPV) vaccine helps prevent most cervical cancers and
several other kinds of cancer; the hepatitis B vaccine can lower liver cancer risk.

* Screening for cervical and colorectal cancers helps prevent these diseases by
finding precancerous lesions so they can be treated before they become
cancerous. Screening for cervical, colorectal, and breast cancers also helps find
these diseases at an early stage, when treatment works best.

Cancer treatment can involve surgery, chemotherapy, radiation therapy, targeted
therapy, and immunotherapy.

What are the
outcomes?

Remission (no cancer signs or symptoms); long-term treatment and care; death.

Disparity

Overall, men had a higher age-adjusted cancer incidence rate per 100,000 (441.5)
than women (369.2), and Black residents had a higher rate (397.2) compared to
White resdients in 2014 (389.3). Cancer mortality rates for Black, non-Hispanic (NH)
were the highest (163.3) compared to other race/ethnicities. In 2014, men had a
higher cancer mortality rate at 199.4 compared to women (149.9). By cancer site,
Black residents in the county had higher incidence and mortality rates for breast and
prostate cancers.

How do we
compare?

Prince George’s County 2014 age-adjusted cancer incidence rate was 397.0 per
100,000 residents, much lower than the state at 440.2; other Maryland counties
range from 368.8 (Montgomery) to 549.5 (Wicomico). The age-adjusted death rate
for the county from 2015-2017 was 154.1, similar to Maryland at 154.3. The county
is similar to the state for cancer screening for breast, cervical and prostate cancers.
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Overall, Prince George’s County age-adjusted cancer incidence rate is less than
Maryland and the U.S, and for most leading types of cancer. Prostate cancer incidence
remained higher in Prince George’s County (149.2 cases per 100,000) compared to
Maryland (125.4 cases per 100,000) and the U.S. (116.1 cases per 100,000).

Cancer Age-Adjusted Incidence Rates per 100,000 Population by Site, 2010-2014

Site Prince George’s Maryland United States HP 2020 Goal
All Sites 396.5 443.4 4549 -
Breast (Female) 121.7 129.2 124.1 ---
Colorectal 36.3 36.7 40.0 39.9
Male 42.8 41.8 46.0 ---
Female 31.6 32.7 34.9 -
Lung and Bronchus 44.2 56.6 61.5 -
Male 52.7 64.6 73.0 -
Female 38.0 50.7 52.9 -
Prostate 149.2 1254 116.1 ---
Cervical 6.6 6.4 7.6 7.2

Data Source: Maryland Department of Health, Annual Cancer Report, 2017; CDC National Center for Health Statistics, CDC
WONDER Online Database

Cancer Age-Adjusted Incidence Rates by Site, Prince George’s County, 2005-2014
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200.0

150.0
115.8 116.2
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100.0
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2005 2006* 2007 2008 2009 2010 2011 2012 2013 2014

Incidence Rate per 100,000 Population

—4—Breast —#=Colorectal Lung and Bronchus =#=Prostate =#=Cervical

*2006 incidence rates are lower than actual due to case underreporting
Data Source: Maryland Department of Health, Annual Cancer Reports
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Cancer Age-Adjusted Incidence Rates by Site, Prince George’s County, 2005-2014

Lung and
Bronchus

Year
2005
2006"
2007
2008
2009

2010
2011

2012
2013
2014

All Sites
386.3
364.4
409.8
429.1
387.6
403.5
390.0
376.7
414.5
397.0

Breast
115.8
106.8
106.8
128.6
115.0
115.6
114.2
120.3
140.9
116.2

Colorectal

39.5
43.4
41.7
37.7
33.7
33.3
37.7
33.7
36.8
40.0

51.7
53.0
50.1
54.2
43.3
47.4
44.2
43.1
42.0
44.7

Prostate

155.0
164.7
189.9
191.7
180.4
182.0
161.7
118.5
146.3
141.3

Cervical
5.3
5.3
6.3
9.2
8.2
8.2
54
7.6
6.1
5.7

*2006 incidence rates are lower than actual due to case underreporting
Data Source: Maryland Department of Health, Annual Cancer Reports

Cancer Age-Adjusted Incidence Rates by Race, Prince George’s County, 2010-

2014
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o 100 - HP 2020
C
g Goal: 39.9 il ol
'S 50 - Goal: 7.2
C
Breast Colorectal Lung and Prostate Cervical All Sites
(Female) Bronchus
W Black 126.4 37.4 41.6 178.3 6.2 394.6
B White 105.0 33.7 51.9 89.2 7.4 389.2
Other 75.3 24.0 18.2 62.1 * 235.9
W All Races 121.7 36.3 44.2 149.2 6.6 396.5

*Age-adjusted incidence rate unavailable due to small number of cases

Data Source: Maryland Department of Health, Annual Cancer Report, 2017

Individuals of Hispanic origin were included within the White or Black estimates and are not listed separately
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Deaths due to cancer decreased in the county by nearly 8% from 2011-2013 to 2015-

2017; meeting the Healthy People 2020 Goal of a cancer death rate of 161.4. Black,
non-Hispanic (NH) residents have the highest age-adjusted death rate due to cancer at
163.3, followed by White, non-Hispanic (NH) residents at 159.4. Hispanic residents
have the lowest death rate due to cancer in the county, at 78.1.

Age-Adjusted Death Rate per 100,000 for Cancer by Race and Ethnicity, Prince
George’s County, 2011-2017
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50.0

0.0

HP 2020 Goal: 161.4
MD SHIP Goal: 147.4

2011-2013 2012-2014 2013-2015 2014-2016 2015-2017
=4 PGC Black, NH 168.6 168.2 164.2 163.6 163.3
== PGC Hispanic 89.5 77.6 88.0 79.6 78.1
PGC White, NH 187.0 191.9 178.5 177.5 159.4
=4==PGC Asian, NH 83.7 90.5 88.7 89.4 94.6
PG C 167.2 166.4 160.5 158.2 154.1
e Maryland 164.8 163.3 159.8 157.7 154.3

Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database
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Cancer Age-Adjusted Death Rates per 100,000 by Site and Sex, 2015-2017

United HP 2020 MD SHIP

Site Prince George’s Maryland States Goal 2017 Goal

All Sites 154.1 154.3 155.5 161.4 147.4
Breast (Female) 25.8 215 20.1 20.7
Colorectal 13.2 13.9 13.9 14.5
Male 16.5 16.3 16.5 ---
Female 10.9 12.0 11.9 -
Lung and Bronchus 31.9 37.0 38.5 45.5
Male 38.0 44.1 46.8 -
Female 27.3 31.8 32.0 -
Prostate 27.9 20.3 18.9 21.8
Cervical 2.6 1.9 2.2 2.2

Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database; MDH
Maryland SHIP http://ship.md.networkofcare.org/ph/; Healthy People 2020 https://www.healthypeople.gov/

Cancer Age-Adjusted Death Rates by Race* and Hispanic Origin, Prince George’s

County, 2015-2017 HP2020 Goal: 161.4

MD SHIP Goal: 147.4

180
163.3
160 159.4
140
120
100
80 HP 2020 HP 2020
60 - HP 2020 HP 2020 Goal: 45.5 Goal: 21.8
Goal: 20.7 Goal: 14.5
40 oak -+ 385 _. . 36.3
. 31.9
28.2 224 753 32.5
o a N . | |
Breast (Female) Colorectal Lung and Bronchus Prostate All Sites

W Black, NH White, NH H Total

* Asian/Pacific Islander and Hispanic resdients were not included due to insufficient numbers; Cervical cancer age-adjusted
rates not shown by race due to insufficient numbers
Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database
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Cancer Age-Adjusted Death Rates per 100,000 by Site*, Prince George’s County,

2008-2017
Breast Lung and
Year All Sites  (Female only) Colorectal Bronchus Prostate
2008 184.9 30.2 16.6 46.3 32.8
2009 178.8 22.3 18.5 43.0 34.8
2010 182.4 29.3 19.3 43.6 34.9
2011 171.3 29.7 17.0 37.5 28.3
2012 168.4 26.8 16.5 41.4 25.8
2013 162.1 23.2 19.1 34.3 27.0
2014 168.4 26.7 16.3 355 25.3
2015 151.3 22.7 13.3 30.8 28.4
2016 1554 26.2 11.0 33.2 29.5
2017 155.7 28.2 15.1 31.6 26.0

* Cervical cancer statistics not included due to insufficient numbers.
Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database

Cancer Age-Adjusted Death Rates by Site, Prince George’s County, 2008-2017
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Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database
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Cancer Screening

In 2016, Prince George’s County had slightly higher cancer screening rates compared
to the state and nation for prostate, colorectal, and breast cancers, and slightly lower
screening rate for cervical cancer.

Men (40 years+) With a Prostate-Specific Antigen Test in the Past Two Years, 2016
60%

50%

) 41.4% 38.1% 39.5%
40% -

30% -

20% -

10% -

0% -
Prince George's Maryland United States

Data Source: 2016 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed 5/13/2019;
CDC National Center for Chronic Disease Prevention Health Promotion, Division of Public Health, BRFSS

Men and Women (50 — 75 years) Fully Meeting Colorectal Cancer Screening
Recommendation, 2016

100%

HP 2020 Goal: 70.5%

80%
70.5% 69.7% 67.7%

60% -

40% -

20% -

0% -

Prince George's Maryland United States

Data Source: 2016 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed 5/13/2019;
CDC National Center for Chronic Disease Prevention Health Promotion, Division of Public Health, BRFSS
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Women (50+ years) who had a Mammography in the Past 2 Years, 2016
100%

()
82.3% 78.8% 77.6%
80% -
60% -
40% -
20% -
0% n T T 1
Prince George's Maryland United States

Data Source: 2016 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed 5/13/2019;
CDC National Center for Chronic Disease Prevention Health Promotion, Division of Public Health, BRFSS

Women (21-65 years) who had a Pap Smear in the Past Three Years, 2016
100%

80% 77.2% 80-6% 79.7%

60% -

40% -

20% -

0% - T T )
Prince George's Maryland United States

Data Source: 2016 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed 5/13/2019;
CDC National Center for Chronic Disease Prevention Health Promotion, Division of Public Health, BRFSS
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Population Not Screened for Selected Cancer, Prince George’s County, 2016

Estimated

Cancer Total Percentage not Population not
Screening Target Group Population Screened Screened
Prostate Specific
Antigen (Psa) in Ve 40yearsand 186,282 58.6% 109,161

above
past 2 years
Colorectal . Men and women 251 357 29.5% 74,150
Cancer Screening 50 - 75 years
Mammography Women 50 years 163,232 17.7% 28,892
in past 2 years and above
Pap Smear in Women 21 - 65 291,708 22.8% 66,509
past 3 years years

Data Source: 2016 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed 5/13/2019;
2016 1-Year Estimates, U.S. Census Bureau, Table BO1001 www.census.gov

Population Not Screened for Selected Cancers, Prince George’s County,
2010-2016

70%

58.6%
60%
0% /
40M
40%
29.5%
30% ZZV /
. (]

22.8%

20% & 225%
14.4% — - 17.7%

10% —

Percent Not Screened

9.5%
0% T T T 1
2010 2012 2014 2016
=4=—PSA == Colonoscopy Mammogram  =#=Pap Smear

Data Source: 2010-2016 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed
5/13/2019
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Chronic Lower Respiratory Disease (CLRD)

CLRD are diseases that affect the lungs, which includes COPD (chronic obstructive
pulmonary disease) and asthma. COPD consists of emphysema which means the air
sacs in the lungs are damaged, and chronic bronchitis where the lining of the lungs are
red and swollen and become clogged with mucus. Cigarette smoking is the main cause
of COPD, and is strongly associated with lunch cancer. Asthma is a disease that also
affects the lungs that is commonly is diagnosed in childhood. Asthma is described

further below:

Asthma Overview

What is it? |Asthma is a chronic disease involving the airways that allow air to come in and
out of the lungs. Asthma causes airways to always be inflamed; they become
even more swollen and the airway muscles can tighten when something triggers
your symptoms: coughing, wheezing, and shortness of breath.

Who is 13.3% (64,354) of adults are estimated to have asthma (MD 2017 BRFSS) and

affected? |13.9% (33,294) of children are estimated to have asthma (MD 2013 BRFSS).

Prevention [Asthma cannot be prevented and there is no cure, but steps can be taken to

and control the disease and prevent symptoms: use medicines as your doctor

Treatment |prescribes and try to avoid triggers that make asthma worse. (NHLBI.NIH.gov;
AAAAI.org)

What are People with asthma are at risk of developing complications from respiratory

the infections like influenza and pneumonia. Asthma complications can be severe

outcomes? |and include decreased ability to exercise, lack of sleep, permanent changes in
lung function, persistent cough, trouble breathing, and death (NIH.gov).

Disparity The age-adjusted emergency department (ED) visit rate for asthma was 2.5
times higher for Black, non-Hispanic residents compared to White, non-Hispanic
and Hispanic residents in 2017. The rate of ED visits for asthma decreased with
age. For adults (18 years of age and older), age-adjusted hospitalization rates for
asthma were highest for females (compared to males) and Black residents
(compared to other races). Among children, Asian/Pacific Islanders had the
highest age-adjusted hospitalization rate (33.2 per 10,000), followed by American
Indian and Alaskan Native residents (26.4). Higher ED visit and hospitalization
rates in 2017 were mostly concentrated around the Washington, D.C. border.

How do we [While 13.3% of adult county residents have asthma, other Maryland counties

compare? |range from 5.9% to 22.3%; the state overall is 15.5% (2017 MD BRFSS) and the

U.S. is at 14.2% (2017 BRFSS).
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Age-Adjusted Death Rate per 100,000 for Chronic Lower Respiratory Disease

(CLRD) by Race and Ethnicity, 2010-2017
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e
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=
g o0
2010-2012 | 2011-2013 | 2012-2014 | 2013-2015 | 2014-2016 | 2015-2017
—o—PGCBlack, NH | 188 17.4 17.0 16.9 17.6 18.8
PGC White, NH|  38.9 34.2 315 295 28.6 313
——PGC 24.9 223 21.0 20.2 19.8 20.6
——Maryland 33.8 33.0 31.4 30.8 30.2 30.4

* Residents of Hispanic Origin and Asian/Pacific Islanders were not included due to insufficient numbers
Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database

Emergency Department* Visits for Asthma, 2017

Number of ED Visits
Race/Ethnicity
Black, non-Hispanic 2,293
Hispanic 296
White, non-Hispanic 163
Asian, non-Hispanic 23
Sex
Male 1,604
Female 2,017
Age
Under 18 Years 942
18 to 39 Years 1,294
40 to 64 Years 1,105
65 Years and Over 280
Total 3,621

Age-Adjusted Rate
per 10,000 Population

41.8
16.4
16.4

6.3

36.7
42.4

46.3
44.6
36.5
23.9
48.9

* ED Visits only include Maryland hospitals. Any visits made by residents to Washington, D.C. are not included,

which could affect the Prince George’s County rate.

Data Source: Outpatient Discharge Data File 2017, Maryland Health Services Cost Review Commission;
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Emergency Department* Visit Rate per 10,000 Population, Asthma as Primary
Discharge Diagnosis, Prince George’s County, 2017

Beltsville

ED Visit Rate
per 10,000 population

[ ]<33.7 per 10,000
I 32.7 - 45.6 per 10,000

I 25.7 - 63.1 per 10,000

m Data not presented; <11 visits

Upper Marlboro

Clinton

* ED Visits only include Maryland hospitals. Any visits made by residents to Washington, D.C. are not included,

which could affect the Prince George’s County rate.
Data Source: Outpatient Discharge Data File 2017, Maryland Health Services Cost Review Commission
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Adult Asthma

Age-Adjusted Hospital Inpatient* Visit Rate due to Adult Asthma by Race and
Ethnicity, Prince George’s County, 2013-2015

Black 17.2
White, non-Hispanic 6.9

Asian or Pacific Islander 4.3

0 2 4 6 8 10 12 14 16 18 20
Hospitalizations per 10,000 Population 18+ Years

* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care
Commission

Age-Adjusted Hospital Inpatient* Visit Rate due to Adult Asthma by Age Group,
Prince George’s County, 2013-2015

18 to 19 Years 2.6
20 to 24 Years .6

25 to 44 Years 6.2

45 to 64 Years 17.4

65 to 84 Years 31.9

85+ Years 36.6

Overall # 1%6

0 5 10 15 20 25 30 35 40
Hospitalizations per 10,000 Population 18+ Years

* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care
Commission
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Age-Adjusted Hospital Inpatient* Visit Rate due to Adult Asthma by Sex, Prince
George’s County, 2013-2015

Female 18.3

Male 7.7

0 2 4 6 8 10 12 14 16 18 20
Hospitalizations per 10,000 Population 18+ Years

* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care
Commission
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Age-Adjusted Hospital Inpatient* Visit Rate due to Adult Asthma, Prince George’s
County, 2013-2015

Beltsville

Inpatient Visit Rate
per 10,000 population
(18 years and older)

[ ]<11.9 per 10,000

B 11.9 - 18.6 per 10,000
B - 136 per 10,000
m Data not presented; <11 visits

Upper Marlboro

Fort Washington

Cheltenham

Arcokeek Brandywine

Bryans Road

Aguasco

* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care
Commission
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Pediatric Asthma

Age-Adjusted Hospital Inpatient* Visit Rate due to Pediatric Asthma (Under 18
Years) by Race and Ethnicity, Prince George’s County, 2013-2015

Black | 13.0
White, non-Hispanic | 3.7
Asian or Pacific Islander | 33.2
American Indian or Alaska Native | | | | | | 26.4
Overall | 11.9
(I) g 1I0 1I5 2IO 2I5 30 35

Hospitalizations per 10,000 Population Under 18 Years

* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care
Commission

Age-Adjusted Hospital Inpatient* Visit Rate due to Pediatric Asthma (Under 18
Years) by Age, Prince George’s County, 2013-2015

Oto 4 Years | | | | | | | | | 17.0
5to 9 Years | 16.2
10 to 14 Years | 7.2
15to 17 Years | 4.2
Overall _w 119
6 I2 tll é 2I3 1I0 12 14 16 18

Hospitalizations per 10,000 Population Under 18 Years

* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care
Commission
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Age-Adjusted Hospital Inpatient* Visit Rate due to Pediatric Asthma (Under 18
Years) by Sex, Prince George’s County, 2013-2015

Female 9.8

Male 13.9

0 2 4 6 8 10 12 14 16
Hospitalizations per 10,000 Population Under 18 Years

* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care
Commission
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Age-Adjusted Hospital Inpatient* Visit Rate due to Pediatric Asthma (Under 18
Years), Prince George’s County, 2013-2015

Beltsville

] . Wourt Rainie fBladensb
Inpatient Visit Rate T . -
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* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care
Commission
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Chronic Obstructive Pulmonary Disease (COPD)

Age-Adjusted Hospital Inpatient* Visit Rate due to COPD by Race and Ethnicity,
Prince George’s County, 2013-2015

Black 16.6
White, non-Hispanic 18.8

Asian or Pacific Islander 3.9

0 2 4 6 8 10 12 14 16 18 20
Hospitalizations per 10,000 Population 18+ Years

* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care
Commission

Age-Adjusted Hospital Inpatient* Visit Rate due to COPD by Age Group, Prince
George’s County, 2013-2015

25 to 44 Years | 0.5
45 to 64 Years | 14.7
65 to 84 Years | 64.6
85+ Years | 99.7
Overall _ 163
(I) 20 40 60 80 100 120

Hospitalizations per 10,000 Population 18+ Years

* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care
Commission
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Age-Adjusted Hospital Inpatient* Visit Rate due to COPD by Sex, Prince George’s

County, 2013-2015

Female

Male

16.6

16.0

0 2 4 6 8 10 12 14
Hospitalizations per 10,000 Population 18+ Years

* Includes visits to Maryland and Washington, D.C. hospitals

Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care

Commission
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Age-Adjusted Hospital Inpatient* Visit Rate due to COPD, Prince George’s
County, 2013-2015
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* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care

Commission
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Diabetes

Overview

What is it?

Diabetes is a condition in which the body either doesn’t make enough
of a hormone called insulin or can’t use its own insulin, which is
needed to process glucose (sugar) (Source: CDC).

Who is affected?

12.3% (87,260) of adults in the county are estimated to have diabetes.
(2017 MD BRFSS). In 2017, diabetes was the fifth leading cause of
death in the county, with 253 deaths (3.9% of all resident deaths).

Prevention and
Treatment

Diabetes can be prevented or delayed by losing a small amount of
weight (5 to 7 percent of total body weight) through 30 minutes of
physical activity 5 days a week and healthier eating. (Source: CDC
Diabetes Prevention Program)

The goals of diabetes treatment are to control blood glucose levels
and prevent diabetes complications by focusing on: nutrition, physical
activity, and medication. (source: Joslin Diabetes Center)

What are the
outcomes?

Complications from diabetes include: heart disease, kidney failure,
lower-extremity amputation, and death

Disparity

In 2017, the age-adjusted emergency department visits for diabetes
were twice as high among Black, non-Hispanic residents (211.4 per
100,000) compared to White, non-Hispanic residents (109.2). Black,
non-Hispanic residents were also more likely to die from diabetes in
2017 (30.5 per 100,000) compared to White, non-Hispanic residents
(23.1). Slightly more men (13.0%) were estimated to have diabetes
compared to women (12.0%). Diabetes prevalence increases with
age; nearly one in three residents ages 65 and over are estimated to
have diabetes.

How do we
compare?

Diabetes in other Maryland counties ranged from 7.3% to 14.4%; the
state overall is 9.6% (2017 MD BRFSS), and the U.S. is at 10.5%
(BRFSS). Between 2015-2017, Prince George’s County had the third
highest age-adjusted death rate due to diabetes (26.9 per 100,000),
following Baltimore City (31.0) and Washington County (28.1).
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Percentage of Adults Who Have Ever Been Told By a Health Professional That

They Have Diabetes, 2017 (Excludes Diabetes During Pregnancy)

Sex
Female
Male
Race/Ethnicity

Black, non-Hispanic

Hispanic

White, non-Hispanic

Age Group
18 to 34 Years
35to 49 Years
50 to 64 Years
Over 65 Years
Total

Prince George’s County

12.0%
13.0%

13.6%
16.7%
10.5%

*

10.6%
19.3%
28.7%
12.3%

Maryland

8.9%
10.4%

13.5%
12.7%
7.6%

1.6%
7.2%
15.1%
21.6%
9.6%

* Individuals of Hispanic origin and ages 18-34 years were not included due to insufficient numbers

Data Source: 2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed

5/13/2019

Age-Adjusted Death Rate per 100,000 for Diabetes, 2010-2017

70.0
5
2 600
s
=}
2 500 HP 2020 Goal: 66.6 —
o
g 400
8 300 —; s —
g 200 = -- - =
(7,]
-
£ 100
[J]
[a]
0.0
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* Individuals of Hispanic origin and Asian/Pacific Islanders were not included due to insufficient numbers

Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database;
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Emergency Department* Visits for Diabetes, 2017
MD SHIP Age-Adjusted Visit Rate
Number of ED Visits  Goal: 186.3 per 100,000 Population

Black, non-Hispanic 1,284 211.4
Hispanic 171 128.0
White, non-Hispanic 151 109.2
Asian, non-Hispanic 14 33.2
Sex
Male 1,062 233.2
Female 1,041 197.8
Age
Under 18 Years 43 21.1
18 to 39 Years 413 142.5
40 to 64 Years 1,125 371.8
65 Years and Over 522 446.3

* ED Visits only include Maryland hospitals. Any visits made by residents to Washington, D.C. are not included,
which could affect the Prince George’s County rate.
Data Source: Outpatient Discharge Data File 2017, Maryland Health Services Cost Review Commission;



Emergency Department Visit Crude Rate per 100,000 Population, Diabetes as
Primary Discharge Diagnosis, Prince George’s County, 2017
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FortyWashington
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* ED Visits only include Maryland hospitals. Any visits made by residents to Washington, D.C. are not included,

which could affect the Prince George’s County rate.
Data Source: Outpatient Discharge Data File 2017, Maryland Health Services Cost Review Commission



Age-Adjusted Hospital Inpatient* Visit Rate due to Diabetes by Race and
Ethnicity, Prince George’s County, 2013-2015
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Age-Adjusted Hospital Inpatient* Visit Rate due to Diabetes by Age Group, Prince

George’s County, 2013-2015
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Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care

Commission

43


http://www.pgchealthzone.org/
http://www.pgchealthzone.org/

Age-Adjusted Hospital Inpatient* Visit Rate due to Diabetes by Sex, Prince
George’s County, 2013-2015

Female 22.9

Male 29.5

0 5 10 15 20 25 30 35
Hospitalizations per 10,000 Population 18+ Years

* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care
Commission
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Age-Adjusted Hospital Inpatient* Visit Rate due to Diabetes, Prince George’s
County, 2013-2015
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* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission & Maryland Health Care
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Heart Disease

Overview

What is it?

Heart Disease is a disorder of the blood vessels of the heart that can lead
to a heart attack, which happens when an artery becomes blocked. Heart
Disease is one of several cardiovascular diseases.

Who is affected?

Heart disease was the leading cause of death in the county in 2017, with
1,552 deaths (23.7% of all resident deaths). However, the age-adjusted
death rate from heart disease has decreased from 193.1 deaths per
100,000 in 2011-2013 to 168.9 deaths per 100,000 in 2015-2017 (CDC
Wonder).

Prevention and
Treatment

Eating a healthy diet, maintaining a healthy weight, getting enough
physical activity, not smoking, and limiting alcohol use can lower the risk of
heart disease. (Source: CDC).

The goals of heart disease treatment is to control high blood pressure and
high cholesterol by focusing on: eating healthier, increasing physical
activity, quitting smoking, medication, and surgical procedures. (Source:
CDC).

What are the
outcomes?

Complications of heart disease include: heart failure, heart attack, stroke,
aneurysm, peripheral artery disease, and sudden cardiac arrest.

Disparity

Men had a higher rate of emergency department (ED) visits and inpatient
hospitalizations for heart disease than women in 2017. Black, non-
Hispanic (NH) residents had the highest age-adjusted death rate (179.1),
followed closely by White, NH residents (176.6). Black, NH residents also
had the highest 2017 age-adjusted ED visit rate. In 2017, almost half (48%)
of heart disease ED visits were made by residents 65 years of age and
older.

How do we
compare?

The age-adjusted death rate for heart disease for other Maryland counties
ranged from 105.4 (Montgomery) to 296.3 (Somerset) deaths per 100,000
population. The county rate of 168.9 is similar to Maryland overall at 166.0
deaths per 100,000 population, and the United States (166.3 per 100,000
population).
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Age-Adjusted Death Rate per 100,000 for Heart Disease by Race and Ethnicity,

2010-2017
250
MD SHIP Goal: 166.3
200 = —
%
150

0 ———

Deaths per 100,000 Population

50
0
2011-2013 2012-2014 2013-2015 2014-2016 2015-2017

== PGC Black, NH 193.5 186.7 179.6 178.3 179.1
== PGC Hispanic 109.5 96.7 77.2 83.3 85.4
PGC White, NH 212.7 205.4 196.8 186.7 176.6
=4—PGC Asian, NH 89.1 103.7 100.2 101.3 98.1
e PGC 193.1 185.8 177.0 172.3 168.9
= Maryland 172.7 171.6 169.9 167.1 166.0

Data Source: CDC, National Center for Health Statistics, CDC WONDER Online Database

Emergency Department* Visits for Heart Disease, 2017
Age-Adjusted Rate

Demographic Number of ED Visits per 100,000 Population
Race and Ethnicity
Black, non-Hispanic 1,445 256.7
Hispanic 130 143.4
White, non-Hispanic 389 224.1
Asian, non-Hispanic 35 81.9
Gender
Male 1,268 296.0
Female 1,188 231.5
Age
Under 18 Years 36 17.7
18 to 39 Years 218 75.2
40 to 64 Years 1,008 333.1
65 Years and Over 1,194 1020.9
Total 2,456 261.8

* ED Visits only include Maryland hospitals. Any visits made by residents to Washington, D.C. are not included,
which could affect the Prince George’s County rate.

Data Source: Outpatient Discharge Data File 2017, Maryland Health Services Cost Review Commission; Centers for Disease
Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database

I =



Emergency Department Visit* Crude Rate per 100,000 Population, Heart Disease
as Primary Discharge Diagnosis, Prince George’s County, 2017

lenn Dalg
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Brandywine
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* ED Visits only include Maryland hospitals. Any visits made by residents to Washington, D.C. are not included, which could

affect the Prince George’s County rate.
Data Source: Outpatient Discharge Data File 2017, Maryland Health Services Cost Review Commission
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Age-Adjusted Hospital Inpatient* Visit Rate due to Heart Failure by Race and
Ethnicity, Prince George’s County, 2013-2015

American Indian or Alaska Native _ | | | | 49.5
Asian _ 147
Black _ 62.9
White, non-Hispanic _ 27.9
Overall _m 50.1
(I) 1I0 2I0 3I0 4IO 5I0 60 70

Hospitalizations per 10,000 Population 18+ Years

* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org, Maryland Health Services Cost Review Commission; Maryland Health Care Commission;

Age-Adjusted Hospital Inpatient* Visit Rate due to Heart Failure by Age, Prince
George’s County, 2013-2015

25 to 44 Years _ 7.3
45 to 64 Years _ 41.6
65 to 84 Years _ 173.5
85+ Years _ 416.7
Overall _H 50.1
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Hospitalizations per 10,000 Population 18+ Years

* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org, Maryland Health Services Cost Review Commission; Maryland Health Care Commission
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Age-Adjusted Hospital Inpatient* Visit Rate due to Heart Failure by Sex, Prince

George’s County, 2013-2015

Female

Male

Overall
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* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org, Maryland Health Services Cost Review Commission; Maryland Health Care Commission
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Age-Adjusted Hospital Inpatient* Visit Rate due to Heart Failure, Prince George’s
County, 2013-2015
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* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org, Maryland Health Services Cost Review Commission; Maryland Health Care Commission
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Human Immunodeficiency Virus (HIV)

Overview

What is it?

HIV is a virus that attacks the body’s immune system and can, over time,
destroy the cells that protect us from infections and disease.

Who is affected?

In 2017, 320 residents were diagnosed with HIV, a rate of 42.7 per 100,000
population. The total number of living HIV cases (with or without AIDS) was
7,434, and almost 40% of living HIV cases in Prince George’s County are over
the age of 50 years. Between 2015-2017, 117 residents died from HIV with an
age-adjusted death rate of 4.0 per 100,000 population.

Prevention &
Treatment

HIV can be prevented by practicing abstinence, limiting the number of sexual
partners, using condoms the right way during sex, and never sharing needles.
Medications are also available to prevent HIV. (CDC)

There is no cure for HIV but antiretroviral therapy (ART) is available which
helps to control the virus so you can live a longer, healthier life and reduce the
risk of transmitting HIV to others. (AIDS.gov)

What are the
outcomes?

HIV weakens the immune system leading to opportunistic infections (Ols). Ols
are the most common cause of death for people with HIV/AIDS and can include
Cryptococcus, cytomegalovirus disease, histoplasmosis, tuberculosis, and
pneumonia. (AIDS.gov)

Disparity

In 2017, eight out of every ten new HIV cases occurred among Black, non-
Hispanic residents, and seven out of every ten new HIV cases occurred among
men. Almost two-thirds (64%) of new HIV cases were among residents aged 20
to 39 years, and over half were among men who have sex with men.

How do we
compare?

In 2017, Prince George’s County had the second highest rate of HIV diagnoses
(41.9 per 100,000 population) in the state after Baltimore City. In terms of the
number of new cases, the county had the highest number of actual cases in the
state, 320, followed by Baltimore City with 231. The rate of HIV diagnoses in
other Maryland counties range from 0.0 (Somerset and Talbot counties) to
44.7 per 100,000 population (Baltimore City). The state overall had a rate of
20.4 per 100,000 population and the U.S. had a rate of 11.8 per 100,000.
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New HIV Cases by Jurisdiction, 2013-2017
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Data Source: 2017 County Annual HIV Epidemiological Profile for Prince George’s County, MDH; 2018 HAHSTA Annual

Epidemiology and Surveillance Report for Washington, D.C

Demographics of New HIV Cases, 2017

gD f';';’7 Prince George’s
oal 2o Number Rate*
Sex at Birth
Male 228 62.7
Female 92 23.0
Race/Ethnicity
Black, non-Hispanic 258 53.3
Hispanic 40 32.1
White, non-Hispanic 13 12.4
Asian, non-Hispanic 1 2.8
Age
13to 19 Years 16 19.8
20 to 29 Years 111 83.5
30to 39 Years 96 74.2
40 to 49 Years 53 43.5
50 to 59 Years 28 21.8
60+ Years 16 9.4
Country of Birth
United States 238 42.1
Foreign-born 60 325
Total 320 42.7

Number

752
288

736
106
148

14

57
364
269
151
126

73

832
149
1,040

Maryland
Rate*

30.8
10.9

49.0
23.2
5.5
4.1

10.6
45.1
32.8
19.5
14.5

5.7

20.0
17.8
20.8

*Rate per 100,000 Adult/Adolescents 13 years or older

Data Source: 2017 County Annual HIV Epidemiological Profile for Prince George’s County, MDH; Maryland State Health

Improvement Process (SHIP)
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New HIV Cases by Exposure, 2017

Prince George’s Maryland
Number Percent Number Percent
Exposure
Men who have Sex with Men (MSM) 173 54.2% 560 53.8%
Injection Drug Users (IDU) 11 3.3% 72 6.9%
MSM & IDU 2 0.7% 16 1.5%
Heterosexual 133 41.5% 391 37.6%
Perinatal 1 0.3% 2 0.2%
Total 320 42.7 1,040 20.8
Data Source: 2017 County Annual HIV Epidemiological Profile for Prince George’s County, MDH
Living HIV Cases, Prince George’s County, 2003 to 2017
8,000 7,361
7,000 —E-
6,000 =
5,000 %

4,000
3,000 -
2,000 -

1,000 -
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W AIDS

= HIV without AIDS

Data Source: 2017 County Annual HIV Epidemiological Profile for Prince George’s County, MDH
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Demographics of Total Living HIV Cases, 2017

Prince George’s Maryland
Number Rate* Number Rate*
Sex at Birth
Male 4,944 1,359.5 20,179 826.4
Female 2,417 604.6 10,387 392.8
Race/Ethnicity
Black, non-Hispanic 6,121 1,265.4 22,683 1,509.8
Hispanic 581 466.9 1,980 433.2
White, non-Hispanic 295 281.6 3,926 146.5
Asian, non-Hispanic 31 87.7 196 57.7
Current Age
13 to 19 Years 58 71.9 194 52.9
20 to 29 Years 936 704.1 3,060 835.2
30to 39 Years 1,665 1,286.3 5,636 1,538.3
40 to 49 Years 1,827 1,500.9 6,838 1,866.3
50 to 59 Years 1,863 1,447.9 9,364 2,555.8
60+ Years 1,012 595.4 5,474 1,494.1
Country of Birth
United States 6,264 1,109.0 26,757 644.1
Foreign-born 931 504.8 2,914 349.0
Total 7,361 982.4 30,566 612.7

*Rate per 100,000 Adult/Adolescents 13 years or older
Data Source: 2017 County Annual HIV Epidemiological Profile for Prince George’s County, MDH

Total Living HIV Cases by Current Age, Prince George’s County, 2017
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Data Source: 2017 County Annual HIV Epidemiological Profile for Prince George’s County, MDH
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HIV Age-Adjusted Mortality Rate, Prince George’s County Compared to Maryland,

2011-2017
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Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database

I =



2017 New HIV Cases per 100,000 Population, Age 13 and Over
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Data Source: 2017 County Annual HIV Epidemiological Profile for Prince George’s County, MDH



2017 Total Living HIV Cases per 100,000 Population, Age 13 and Over
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Hypertension and Stroke

Overview

What is it?

High blood pressure, or hypertension, is when the force of blood pumping
through the arteries is too strong. Hypertension is a risk factor for stroke, which
is when the flow of blood (and thus oxygen) to the brain is blocked.

Who is affected?

In the county, 31.9% (226,627) of adults are estimated to have hypertension
(MD BRFSS 2017). In 2017, 412 county residents died from stroke, the third
leading cause of death. Over two-thirds of county residents 65 years and older
were hypertensive in 2017.

Prevention &
Treatment

Hypertension and stroke can be prevented by eating a healthy diet, maintaining
a healthy weight, exercising regularly, avoiding stress, and limiting alcohol and
tobacco use (source: CDC)

The goal of stroke treatment is to maintain healthy blood pressure through
proper nutrition, exercise, and medication (source: American Heart
Association).

What are the
outcomes?

Complications from hypertension include damage to the heart and coronary
arteries, stroke, kidney damage, vision loss, erectile dysfunction, angina, and
death. (Source: American Heart Association).

Disparity

In 2017, the age-adjusted rate of emergency department visits for hypertension
was considerably higher among Black, non-Hispanic residents (292.6 per
100,000) compared to White, non-Hispanic (112.6 per 100,000) residents,
although the estimated prevalence of hypertension was not largely different
between the two populations. Both Black, non-Hispanic (44.2 per 100,000) and
White, non-Hispanic (41.1 per 100,000) residents had higher mortality rates
due to stroke compared to other races and ethnicities.

How do we
compare?

Hypertension in other Maryland counties ranged from 21.6% (Kent County) to
57.2% (Somerset County). The 31.9% of Prince George’s County residents with
hypertension is similar to the state at 30.6% (MD BRFSS 2017) and the U.S. at
32.3% (BRFSS). The county has a higher age-adjusted death rate due to stroke
(41.6 per 100,000) compared to the state (39.3 per 100,000) and U.S (37.6 per
100,000).
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Percentage of Adults Who Have Ever Been Told By A Health Professional They
Have High Blood Pressure*, 2017

Sex

Male

Female
Race/Ethnicity

Black, non-Hispanic

Hispanic

White, non-Hispanic
Age Group

18 to 34 Years

35 to 49 Years

50 to 64 Years

Over 65 Years
Total

Prince George’s

32.8%
31.1%

34.2%
34.6%
28.3%

11.6%
19.2%
48.0%
70.0%
31.9%

Maryland

33.0%
28.2%

37.4%
28.1%
28.6%

10.9%
21.2%
45.4%
63.6%
30.6%

*Excludes women told only during pregnancy and borderline hypertension
** Individuals of Hispanic origin and Asian/Pacific Islanders were not included due to insufficient numbers
Data Source: 2017 Maryland Behavioral Risk Factor Surveillance System; https://ibis.health.maryland.gov, accessed 5/13/2019

Age-Adjusted Death Rate per 100,000 for Stroke by Race and Ethnicity, Prince

George’s County, 2011-2017
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== Maryland 36.8 36.9 37.3 38.5 39.3

Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database
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Emergency Department* Visits for Hypertension, 2017

Prince George’s County Number MDSHIP  Age-Adjusted ED Visit Rate

Demographics of ED Visits Goal: 234.0 per 100,000 Population
Race and Ethnicity
Black, non-Hispanic 1,726 292.6
Hispanic 182 189.7
White, non-Hispanic 187 112.6
Asian, non-Hispanic 48 115.8
Sex
Male 1,200 274.0
Female 1,513 289.7
Age
Under 18 Years <11 -
18 to 39 Years 360 124.2
40 to 64 Years 1,313 433.9
65 Years and Over 1,036 885.8
Total 2,713 351.2

* ED Visits only include Maryland hospitals. Any visits made by residents to Washington, D.C. are not included,

which could affect the Prince George’s County rate.
Data Source: Outpatient Discharge Data File 2017, Maryland Health Services Cost Review Commission
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Emergency Department* Visit Crude Rate per 100,000 Population, Hypertension
as Primary Diagnosis, Prince George’s County, 2017

ED Visit Rate
per 100,000 population
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m Data not presented; <11 visits
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* ED Visits only include Maryland hospitals. Any visits made by residents to Washington, D.C. are not included,

which could affect the Prince George’s County rate.
Data Source: Outpatient Discharge Data File 2017, Maryland Health Services Cost Review Commission
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Age-Adjusted Hospital Inpatient* Visit Rate due to Hypertension by Race and
Ethnicity, Prince George’s County, 2013-2015

Asian | | 1.7
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Overall _m 6.3
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Hospitalizations per 10,000 Population 18+ Years

* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission & Maryland Health Care
Commission

Age-Adjusted Hospital Inpatient* Visit Rate due to Hypertension by Age Group,
Prince George’s County, 2013-2015
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45 to 64 Years _ 7.3
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85+ Years _ 27.3
Overall _F 6.3
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* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission & Maryland Health Care
Commission
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Age-Adjusted Hospital Inpatient* Visit Rate due to Hypertension by Sex, Prince

George’s County, 2013-2015
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Male

6.3

6.2

Hospitalizations per 10,000 Population 18+ Years

* Includes visits to Maryland and Washington, D.C. hospitals

Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission & Maryland Health Care

Commission
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Age-Adjusted Hospital Inpatient* Visit Rate due to Hypertension, Prince George’s
County, 2013-2015
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* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission & Maryland Health Care

Commission
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Infectious Disease

Selected Reportable Disease, Prince George’s County, 2015-2017

5-Year
Morbidity 2015 2016 2017 Mean
Campylobacteriosis 43 42 58 44
H. influenza, invasive 17 40 11 12
Hepatitis A, acute 2 5 3 3
Legionellosis 30 23 41 28
Measles 0 0 1 0
Meningitis, viral 64 49 47 53
Meningitis, meningococcal 0 0 2 0
Pertussis 9 22 8 13
Salmonellosis 100 97 103 90
Shiga-toxin producing E.coli 7 4 10 6
Shigellosis 38 30 27 35
Strep Group B 91 68 80 74
Strep pneumonia, invasive 49 48 39 44
Tuberculosis 43 50 47 a7
Outbreaks
Outbreaks: Gastrointestinal 4 3 7 6
Outbreaks: Respiratory 7 0 8 3
Animal-Related lliness
Animal Bites 1,010 1,057 1,119 970
Animal Rabies 20 15 10 17

Data Source: Infectious Disease Bureau, Prevention and Health Promotion Administration, MDH

Percentage of Adults Who Had a Seasonal Influenza Shot or Influenza Vaccine
Nasal Spray During the Past Year, 2017

Prince George’s Maryland
Male 39.7% 42.3%
Female 44.3% 48.3%
Race/Ethnicity
Black, non-Hispanic 38.2% 39.4%
Hispanic 41.5% 51.2%
White, non-Hispanic 49.8% 46.3%
Age Group
18 to 34 Years 37.8% 34.1%
35 to 49 Years 38.9% 42.9%
50 to 64 Years 37.9% 48.3%
Over 65 Years 58.3% 66.8%
Total 41.7% 45.3%

Data Source: 2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed 5/13/2019
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Percentage of Adults Who Had a Seasonal Influenza Shot or Influenza Vaccine
Nasal Spray During the Past Year, 2013-2017
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Data Source: 2013-2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed
3/8/2019

Percentage of Adults Age 65+ Who Ever Had a Pneumonia Vaccine, 2013-2017
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Data Source: 2013-2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed
5/13/2019
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Lead Poisoning

Children can be exposed to lead through lead-based paint and dust with lead in it.
Although lead paint was banned in 1978 it can be found in homes built before then, and
the deterioration of the paint results in the contaminated dust. Lead exposure often
occurs without symptoms and can go unrecognized; however, lead can affect nearly
every system in the body. There is no safe blood lead level in children, and action is
recommended with levels above 5 micrograms per deciliter. Lead poisoning can result
in damage to the brain, slowed development and growth, learning and behavior
problems, and hearing and speech problems (CDC).

Percentage of Children Ages 12-35 Months Enrolled in Medicaid* Who Received a
Blood Lead Test, 2014-2016
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W PGC Black 52.6% 52.6% 55.4%
M PGC Hispanic 77.1% 76.0% 45.2%
PGC White 54.8% 58.1% 61.8%
B PGC Asian 57.7% 59.5% 61.7%
M Prince George's 60.1% 59.9% 61.7%
H Maryland 62.0% 62.6% 64.1%

* Includes children enrolled in Medicaid for at least 90 days
Data Source: Maryland Medicaid Service Utilization, Maryland SHIP
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Percentage of Children Under Six Years of Age Tested for Blood Lead who have
10 or More Micrograms/Deciliter of Lead in Blood, 2011 to 2017
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Maternal and Infant Health
Live Birth Rate per 1,000 Population, 2017

Prince George’s Maryland United States
Live Births per 1,000

Population
Data Source: Maryland Department of Health, Vital Statistics Administration, 2017 Annual Report; National Center for Health
Statistics, National Vital Statistics Report, 2017

13.6 11.8 12.4

Number of Births by Race and Ethnicity of Mother, Prince George’s County, 2017

Number of Live Percent of Birth Rate per 1,000
Race/Ethnicity Births Births population
Black, NH 6,805 54.8% 11.8
Hispanic (any race) 3,819 30.7% 22.6
White, NH 1,178 9.5% 9.9
Asian, NH 528 4.3% 12.4
American Indian/Alaska
Native, NH 24 0.2% 7.5
All Races 12,422 100.0% 13.6

Data Source: Maryland Department of Health, Vital Statistics Administration, 2017 Annual Report

Number and Percentage of Births by Age Group, 2017

Prince George’s Maryland United States
Age Group Number Percent Percent Percent
<15 years 9 0.1% 0.1% 0.1%
15 to 17 years 164 1.3% 1.0% 1.3%
18 to 19 years 394 3.2% 2.7% 3.8%
20 to 24 years 2,259 18.2% 15.4% 19.8%
25 to 29 years 3,376 27.1% 26.9% 29.1%
30 to 34 years 3,470 27.9% 31.9% 28.3%
35 to 39 years 2,169 17.5% 17.9% 14.4%
40 to 44 years 531 4.3% 3.9% 3.0%
45+ years 50 0.4% 0.2% 0.2%

Data Source: Maryland Department of Health, Vital Statistics Administration, 2017 Annual Report; National Center for Health
Statistics, National Vital Statistics Report, 2017

Infant Mortality Rate*, 2017

&PDZ;)::::GGM;-%Z HP2020  MD SHIP
oal: b Prince George’s Maryland Goal Goal
Infant Mortality Rate 8.2 6.5 6.0 6.3

per 1,000 Births
Data Source: Maryland Department of Health, Vital Statistics Administration, 2017 Annual Report
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Infant Deaths, 2015-2017

2015 2016 2017

Prince George’s County Infant Deaths

Black, non-Hispanic 94 67 82

Hispanic (any race) 9 22 19

White, non-Hispanic 4 2 1
Total Deaths 110 94 102
Infant Mortality Rate: All Races per 1,000 Live Births

Prince George’s 8.9 7.6 8.2

Maryland 6.7 6.5 6.5
Infant Mortality Rate: Black, non-Hispanic per 1,000 Live Births

Prince George’s 13.4 9.7 12.0

Maryland 11.3 10.5 11.2
Infant Mortality Rate: Hispanic (any race) per 1,000 Live Births

Prince George’s 2.6 6.1 5.0

Maryland 5.5 5.4 4.7
Infant Mortality Rate: White, non-Hispanic per 1,000 Live Births

Prince George’s *k *k *k

Maryland 4.0 4.3 4.0

**Rates based on <5 deaths are not presented since they are subject to instability.
Data Source: Maryland Department of Health, Vital Statistics Administration, 2015-2017 Annual Infant Mortality Reports

Low Birth Weight (<25009) by Race/Ethnicity and Age, 2017

HP 2020 Goal: 7.8%
MD SHIP Goal: 8.0%

Prince George’s Maryland United States
Race/Ethnicity
Black, NH 12.1% 13.0% 13.9%
Hispanic (any race) 6.9% 7.2% 7.4%
White, NH 6.1% 6.6% 7.0%
Asian/PI 9.8% 8.6% 8.5%
Age Group
Under 20 years 9.3% 10.6% 9.9%
20 to 24 years 9.3% 9.5% 8.6%
25 to 29 years 9.1% 8.7% 7.7%
30 to 34 years 8.8% 8.0% 7.7%
35to 39 years 11.1% 9.2% 8.8%
40 + years 16.0% 12.6% 11.5%
Total 9.8% 8.9% 8.3%

Data Source: Maryland Department of Health, Vital Statistics Administration, 2017 Annual Report; National Center for Health
Statistics, Births Final Data for 2017
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Percentage of Low Birth Weight Infants, 2013-2017 HP 2020 Goal: 7.8%
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Data Source: Maryland Department of Health, Vital Statistics Administration, 2013-2017 Annual Reports; National Center for
Health Statistics, National Vital Statistics Report

Percentage of Low Birth Weight (<25009) Infants by Race and Ethnicity, Prince
George’s County, 2013-2017
HP 2020 Goal: 7.8%
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Data Source: Maryland Department of Health, Vital Statistics Administration, 2013-2017 Annual Reports
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Percentage of Low Birth Weight Infants by ZIP Code, Prince George’s County,
2015-2017

Percentage of Low Birth Weight Infants
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Data Source: Maryland Department of Health, Vital Statistics Administration, 2015-2017 Birth Data Files
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Teen Birth Rate (Ages 15to 19 Years), 2013-2017
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Data Source: Maryland Department of Health, Vital Statistics Administration, 2013-2017 Annual Reports; National Center for

Health Statistics, National Vital Statistics Report

Teen Birth Rate (Ages 15 to 19) by Race and Ethnicity, Prince George’s County,
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Data Source: Maryland Department of Health, Vital Statistics Administration, 2013-2017 Annual Reports
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Percentage of Births with Late or No Prenatal Care*, 2013-2017
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*Late care refers to care beginning in the third trimester.

e Maryland

Data Source: Maryland Department of Health, Vital Statistics Administration, 2013-2017 Annual Reports

Percentage of Births with Late or No Prenatal Care by Race and Ethnicity, Prince

George’s County, 2013-2017
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Data Source: Maryland Department of Health, Vital Statistics Administration, 2013-2017 Annual Reports
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Percentage of Births with Maternal Risk Factors by Race and Ethnicity, Prince
George’s County, 2017

45.0%
40.9%
40.0%

35.0%
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Percent of Births

15.0%

10.0%

5.9% 4.9% 57% 5.4%

5.0% -

0.0% -

Maternal Diabetes Obesity C-Section
Hypertension

M Black, NH M Hispanic White, NH M Asian or Pacific Islander ® PGC Total

Pregnancy-Related Maternal Mortality, Prince George’s County and Maryland,
2008-2017

Prince George’s Prince George’s Maryland Maryland
Number of Rate per 100,000 Number of Rate per 100,000
Deaths Live Births Deaths Live Births

Race/Ethnicity
Black, NH 27 37.4 108 44.9
Hispanic * * 17 19.1
White, NH * * 63 15.6
Asian/PI, NH * * 10 18.8
Total 35 28.6 198 26.9
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Mental Health

Overview

What is it? Mental health includes emotional, psychological, and social well-being. It affects
how we think, feel and act. It also helps determine how we handle stress, relate
to others, and make choices.

Who is One in five adults in America experience a mental illness. For Prince George’s

affected? County, this translates to 141,938 county residents with mental health needs

(2017 U.S. Census population estimates; NAMI). In addition, over 15,000 county
youth (ages 13-18) are estimated to be living with a mental health condition,
and nearly 10,000 children ages 5-13 are estimated to have ADHD (NAMI).
12.7% (90,098) of adult residents reported experiencing at least 8 days of poor
mental health during the last 30 days (2017 MD BRFSS). Almost one-third of high
school students felt sad or hopeless impeding normal activity in the past year; 18% of
students seriously considered suicide and 15% made a plan in the past year (2016
YRBS). Overall in the county in 2017 there were 62 suicide deaths.

Prevention &
Treatment

Poor mental health prevention includes helping individuals develop the
knowledge, attitudes, and skills they need to make good choices or change
harmful behaviors (SAMHSA.gov). Mental health treatment includes
psychotherapy, medication, case management, partial hospitalization
programs, support groups, and peer support.

What are the
outcomes?

Mental health covers a number of different conditions that can vary in
outcomes. Early engagement and support are crucial to improving outcomes.

Disparity

Although a decrease since 2012, White, non-Hispanic residents were twice as
likely than Black, non-Hispanic residents to die from suicide in 2017. Among
youth in 2016, female students (38.9%) were more likely than male students
(24.0%) to report feeling sad or hopeless so that it impaired usual activities for
more than two weeks in a row. Female students were also more likely than
male students to seriously consider suicide (22.8% vs 12.3%) and to make a plan
on how to attempt suicide (18.5% vs 10.8%).

How do we
compare?

While 12.7% of county residents reported at least 8 poor mental health days,
the state overall is 15.5% (2017 MD BRFSS). In 2017, the county has the lowest
suicide age-adjusted death rate in the state (5.7 per 100,000; Maryland average
was 9.3 per 100,000).

In 2016, county high school students reported similar prevalenace across mental
health risk factors (for feelings of sad or hopelessness, considering and planning
suicide); however, Prince George’s County students were statistically less likely
to report bullying on school property (14.5% vs 18.2%) or electronic bullying
(10.5% vs 14.1%) than the state.
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Percentage of Residents with Poor Mental Health Days within a Month, 2017
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Data Source: 2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed 5/13/2019

Percentage of Residents with Poor Mental Health Days within a Month, 2013-2017
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**Data not available; small number of observations.
Data Source: 2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed 5/31/2019
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Percentage of High School Students Reporting Risk Factors for Suicide in the
Past Year, Prince George’s County, 2016
Felt Sad or Hopeless

Seriously

Made a Plan to

2+ Weeks or More  Considered Suicide Attempt Suicide
Male 24.0% 12.3% 10.8%
Female 38.9% 22.8% 18.5%
Race/Ethnicity
Black, non-Hispanic 28.6% 16.1% 14.1%
Hispanic 37.6% 18.2% 14.5%
White, non-Hispanic 33.3% 21.7% 16.3%
Age Group
15 or younger 28.7% 19.2% 14.8%
16 or 17 33.4% 16.5% 14.5%
18 or older 36.5% 15.1% 16.7%
Total 31.5% 17.7% 14.8%
Data Source: 2016 Maryland Youth Risk Behavior Survey for Prince George’s County
Age-Adjusted Suicide Rate per 100,000, 2010-2017
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== PGC Black, NH 4.3 4.6 4.4 4.7 4.9 5.1
PGC White, NH 15.0 14.4 14.1 13.6 12.6 11.7
e PGC Total 6.2 6.2 6.0 5.7 5.6 5.7
e Maryland 9.0 9.3 9.5 9.2 9.3 9.3

* Residents of Hispanic Origin and Asian/Pacific Islanders were not included due to insufficient numbers
Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database
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Emergency Department Visits* for Behavioral Health Conditions, Prince George’s

County, 2017

Behavioral Health Condition Frequency
Alcohol-related disorders 1,887
Mood disorders 1,671
Anxiety disorders 1,340
Substance-related disorders 1,140
Schizophrenia and other psychotic disorders 905
Suicide and intentional self-inflicted injury 551
Delirium dementia and amnestic and other cognitive disorders 296
Attention-deficit conduct and disruptive behavior disorders 198
Adjustment disorders 164
Miscellaneous mental health disorders 126
Impulse control disorders 43
Total 8,420

Percent
22.4%
19.9%
15.9%
13.5%
10.8%

6.5%
3.5%
2.4%
2.0%
1.5%
1.0%
100%

* ED Visits only include Maryland hospitals. Any visits made by residents to Washington, D.C. are not included,

which could affect the Prince George’s County numbers and percent.

Data Source: Outpatient Discharge Data File 2017, Maryland Health Services Cost Review Commission
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Nephritis (Chronic Kidney Disease)

Age-Adjusted Death Rate for Nephritis, 2010-2017
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Data Source: Centers for Disease Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database

Percentage of Medicare Beneficiaries Who Were Treated for Chronic Kidney

Disease, 2009-2015
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Obesity

Overview

What is it?

Weight that is higher than what is considered a healthy weight for a given
height is described as overweight or obese. Body Mass Index (BMlI) is used as a
screening tool for overweight or obesity that takes into consideration height
and weight. Children and adolescents are measured differently based on their
age and sex.

Who is
affected?

In 2017, almost three-quarters of adults in the county were either obese
(42.0%) or overweight (31.5%) (2017 MD BRFSS). An estimated 355,425 county
adults did not meet physical activity recommendations of participating in at
least 150 minutes of aerobic physical activity per week in 2017.

One quarter (25.0%) of county high school students reported being physically
active for at least an hour on five or more days per week in 2016.

Prevention
and Treatment

The key to achieving and maintaining a healthy weight is not short-term dietary
changes; it’s about a lifestyle that includes healthy eating and regular physical
activity (CDC.gov). Follow a healthy eating plan, focus on portion size, be active,
reduce screen time and a sedentary lifestyle, and keep track of your weight
(NHLBI.NIH.gov).

What are the
outcomes?

Obesity causes an increased risk for hypertension, type 2 diabetes, heart
disease, stroke, gallbladder disease, osteoarthritis, sleep apnea and breathing
problems, some cancers, low quality of life, and mental illness. (CDC.gov)

Disparity

Black, NH adult residents (46.7%) were more likely to be obese than White, NH
(29.9%) adult residents in the county; however, Hispanic (41.8%) and White, NH
(35.8%) residents were more likely than Black, NH residents (29.8%) to be
overweight in 2017. More adult females (44.5%) are estimated to be obese
compared to males (40.0%), but fewer adult females (26.2%) were overweight
compared to males (36.1%). Almost half of adults between the ages of 45 and
64 were overweight. Obesity in high schoolers was highest among Hispanic
students (17.3%) in 2016.

How do we
compare?

Obesity in Maryland was estimated at 31.1%, substantially lower than the 42.0%
in Prince George’s County (2017 MD BRFSS). 16.4% of high school students in
the county were obese in 2016, higher than the state (12.6%).

How Obesity Is Classified

Body Mass Index (BMI) Weight Status

Below 18.5 Underweight

18.5-24.9 Normal or Healthy Weight
25.0-29.9 Overweight

30.0 and Above Obese

Data Source: Centers for Disease Control and Prevention
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Percentage of Adults Who Are Obese, 2017

HP2020

Goal: 30.5% Prince George’s Maryland
Male 40.0% 30.1%
Female 44.5% 32.0%
Black, non-Hispanic 46.7% 42.0%
Hispanic 34.5% 31.4%
White, non-Hispanic 29.9% 28.0%
18 to 44 Years 37.0% 27.7%
45 to 64 Years 49.3% 36.3%
Over 65 Years 39.8% 31.2%

Data Source: 2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed 5/13/2019

Percentage of Adults Who Are Overweight, 2017

Prince George’s Maryland
Male 36.1% 40.5%
Female 26.2% 28.8%
Black, non-Hispanic 29.7% 32.6%
Hispanic 41.8% 35.4%
White, non-Hispanic 35.8% 35.4%
18 to 44 Years 28.5% 32.8%
45 to 64 Years 33.7% 36.3%
Over 65 Years 38.6% 37.1%

Data Source: 2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed 5/13/2019
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Percent of Adults Who Are Obese, 2013-2017
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e Maryland 28.3% 29.6% 28.5% 29.7% 31.1%

Data Source: 2013-2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov,

accessed 5/13/2019

Percentage of Adults by Physical Activity Level, 2017
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Data Source: 2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed 5/13/2019
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Percentage of Adults Who Participated in at least 150 Minutes of Moderate
Physical Activity or 75 Minutes of Vigorous Activity per Week, 2017

MD SHIP
Goal: 50.4% Prince George's Maryland
Male 51.8% 52.7%
Female 49.3% 48.3%
Black, non-Hispanic 50.5% 48.0%
Hispanic 43.4% 43.4%
White, non-Hispanic 51.3% 52.4%
18 to 44 Years 52.3% 48.6%
45 to 64 Years 50.9% 52.7%
Over 65 Years 43.1% 52.6%
Total 50.1% 50.4%

Data Source: 2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed 5/13/2019

Percentage of High School Students Who are Obese, 2016

HP 2020 Goal: 10.7% MD

SHIP Goal: 16.1% .
0 Prince George’s Maryland

Male 17.5% 14.7%
Female 15.3% 10.4%
Black, non-Hispanic 16.8% 16.3%
Hispanic 17.3% 14.7%
White, non-Hispanic ok 9.9%
15 or Younger 15.4% 11.8%
16 or 17 Years 17.7% 13.2%
18 or Older 14.7% 13.8%

** Individuals of White, non-Hispanic origin were not included due to insufficient numbers
Data Source: 2016 Youth Risk Behavior Survey Report for Prince George's County and Maryland, MDH
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Percentage of High School Students who are Obese, Prince George’s County,

2010, 2013 and 2016
HP 2020 Goal: 16.1%
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20% 18.8% 17.3%
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** Individuals of White, non-Hispanic origin were not included due to insufficient numbers
Data Source: 2013 and 2016 Youth Risk Behavior Survey Report for Prince George's County and Maryland, MDH

Percentage of High School Students Who are Overweight, 2016

Prince George’s Maryland

Sex

Male 17.6% 14.4%

Female 21.0% 16.0%
Race/Ethnicity

Black, non-Hispanic 17.7% 17.5%

Hispanic 24.7% 18.1%

White, non-Hispanic ok 12.9%
Age Group

15 or Younger 21.2% 16.1%

16 or 17 Years 17.4% 14.4%

18 or Older 19.8% 15.4%
Total 19.3% 15.2%

** Individuals of White, non-Hispanic origin were not included due to insufficient numbers
Data Source: 2016 Youth Risk Behavior Survey Report for Prince George's County and Maryland, MDH
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Percentage of High School Students Who Ate Vegetables Three or More Times
per day During the Past Week, 2016

Prince George’s Maryland
Male 12.6% 12.7%
Female 8.0% 11.1%
Black, non-Hispanic 8.8% 9.7%
Hispanic 12.0% 13.3%
White, non-Hispanic ok 11.7%
15 or Younger 10.8% 12.1%
16 or 17 Years 9.9% 11.5%
18 or Older 15.2% 16.4%

** Individuals of White, non-Hispanic origin were not included due to insufficient numbers
Data Source: 2016 Youth Risk Behavior Survey Report for Prince George's County and Maryland, MDH

Percentage of High School Students who were Physically Active for a Total of at
Least 60 Minutes per day on Five or More of the Past Week, 2016

Prince George’s Maryland
Male 29.6% 23.4%
Female 20.6% 12.6%
Black, non-Hispanic 27.1% 16.1%
Hispanic 18.6% 13.5%
White, non-Hispanic ok 21.5%
15 or Younger 27.5% 19.4%
16 or 17 Years 23.2% 16.9%
18 or Older 21.0% 14.9%

** Individuals of White, non-Hispanic origin were not included due to insufficient numbers
Data Source: 2016 Youth Risk Behavior Survey Report for Prince George's County and Maryland, MDH
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Oral Health

Percentage of Adults Who Visited a Dentist in the Past Year, 2016

Prince George’s Maryland
Male 60.9% 65.4%
Female 68.4% 70.8%
Black, non-Hispanic 69.0% 63.4%
Hispanic 50.9% 57.6%
White, non-Hispanic 69.1% 73.3%
18 to 34 Years 61.2% 64.0%
35 to 49 Years 65.4% 69.3%
50 to 64 Years 69.6% 71.4%
Over 65 Years 66.2% 70.3%

Data Source: 2016 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed 5/13/2019

Percentage of High School Students Who Visited a Dentist in the Past Year, 2016

Prince George’s Maryland
Male 68.0% 75.6%
Female 70.8% 78.3%
Black, non-Hispanic 69.5% 69.7%
Hispanic 71.1% 72.4%
White, non-Hispanic ok 84.2%
15 or younger 68.4% 77.8%
16 or 17 71.0% 77.1%
18 or older 58.2% 63.5%

** Individuals of White, non-Hispanic origin were not included due to insufficient numbers
Data Source: 2016 Maryland Youth Risk Behavior Survey
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Percentage of Children (0 to 20 years) Enrolled in Medicaid who had a Dental Visit

within the Past 12 Months*, 2012 to 2016
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——PGC Asian 57.8% 63.1% 61.0% 61.2% 64.6%
——Prince George's|  61.6% 64.0% 63.5% 65.2% 64.9%
——Maryland 62.2% 63.3% 63.2% 64.3% 63.9%

*Only children enrolled in Medicaid for at least 320 days were included in the measure
Data Source: Maryland Department of Health, Maryland State Health Improvement Process
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Sexually Transmitted Infections

Number of Sexually Transmitted Infections, Prince George’s County

STI 2015 2016 2017 5-Year Mean
Chlamydia 6,153 6,752 7,365 6,513
Gonorrhea 1,282 1,832 2,001 1,575
Syphilis* 81 110 143 113

*Includes both Primary and Secondary Syphilis
Data Source: Infectious Disease Bureau, Prevention and Health Promotion Administration, MDH

Chlamydia Rates by Age Group and Sex, Prince George’s County, 2017
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Gonorrhea Rates by Age Group and Sex, Prince George’s County, 2017
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Number of Primary/Secondary Syphilis Cases, Prince George’s County, 2013-
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Sexual Behavior of High School Students by Sex, Prince George’s County, 2016
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Data Source: 2016 Youth Risk Behavior Survey, MDH

Sexual Behavior of High School Students by Race/Ethnicity, Prince George’s
County, 2016
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*White, NH not displayed due to insufficient data
Data Source: 2016 Youth Risk Behavior, MDH
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Substance Use Disorder

Overview

What is it? Substance use disorders occur when the recurrent use of alcohol and/or
drugs causes clinically and functionally significant impairment, such as
health problems, disability and failure to meet major responsibilities at
work, school, or home. (SAMHSA.gov)

Who is In 2017, 12.8% of county residents reported binge drinking (four or more

affected? drinks for a woman in one time period and five or more drinks in one time

period for a man). In 2016, 10.9% of adolescents reported using tobacco.
Over half (54%) of alcohol- and substance-related emergency department
visits in 2017 were among residents 18 to 39 years of age. In 2017, there
were 124 opioid-related deaths that occurred in Prince George’s County,
the majority (83%) of which were related to fentanyl.

Prevention &
Treatment

Substance use prevention includes helping individuals develop the
knowledge, attitudes, and skills they need to make good choices or change
harmful behaviors (SAMHSA.gov).

Substance use treatment includes counseling, inpatient and residential
treatment, case management, medication, and peer support.

What are the
outcomes?

Substance use disorders result in human suffering for the individual
consuming alcohol or drugs as well as their family members and friends.
Substance use disorders are associated with lost productivity, child abuse
and neglect, crime, motor vehicle accidents and premature death
(SAMHSA).

Disparity

White, non-Hispanic residents had a much higher drug-related death rate
compared to other county residents in 2017. A higher percentage of males
and White, non-Hispanic residents binge drank in 2017 compared to other
residents. Males were 3.5 times more likely to have an alcohol- or
substance-related emergency department visit than females in 2017.

How do we
compare?

Ten percent of adult county residents were current smokers, compared to
14% statewide. Prince George’s County had the 4" highest number of
opioid-related deaths (by occurrence) in 2017, surpassed by Baltimore City,
Baltimore County and Anne Arundel.
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Emergency Department Visits* for Alcohol- and Substance-Related Conditions as
the Primary Discharge Diagnosis, Prince George’s County, 2017
Age-Adjusted ED Visit Rate

Number of ED Visits per 100,000 Population
Male 2,331 508.8
Female 696 144.5
Black, non-Hispanic 1,551 265.1
Hispanic 587 353.4
White, non-Hispanic 440 371.0
Under 18 Years 54 26.6
18 to 39 Years 1,622 559.5
40 to 64 Years 1,218 402.5
65 Years and Over 133 113.7

* ED Visits only include Maryland hospitals. Any visits made by residents to Washington, D.C. are not included,
which could affect the Prince George’s County numbers and rate. As noted in the introduction, 2017 data is not
comparable to the 2014 data used in the previous health needs assessment due to changes in ICD codes.

Data Source: Outpatient Discharge Data File 2017, Maryland Health Services Cost Review Commission; Centers for Disease
Control and Prevention, National Center for Health Statistics, CDC WONDER Online Database
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Emergency Department Visit* Crude Rate per 100,000 Population, Alcohol- and
Substance-Related Conditions as Primary Discharge Diagnosis, Prince George’s

County, 2017
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* ED Visits only include Maryland hospitals. Any visits made by residents to Washington, D.C. are not included,

which could affect the Prince George’s County rate.
Data Source: Outpatient Discharge Data File 2014, Maryland Health Services Cost Review Commission
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Drug-Related Age-Adjusted Death Rate per 100,000 Population, 2012 to 2017
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Drug and Alcohol Intoxication Deaths by Place of Occurrence, Prince George’s
County, 2013-2017
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Age-Adjusted Hospital Inpatient* Visit Rate due to Alcohol Abuse by Race and
Ethnicity, Prince George’s County, 2013-2015

Black 4.1
White, non-Hispanic 7.8
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Hospitalizations per 10,000 Population 18+ Years

* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care

Commission

Age-Adjusted Hospital Inpatient* Visit Rate due to Alcohol Abuse by Age Group,
Prince George’s County, 2013-2015
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* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: www.pgchealthzone.org; The Maryland Health Services Cost Review Commission; Maryland Health Care

Commission
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Age-Adjusted Hospital Inpatient* Visit Rate due to Alcohol Abuse by Sex, Prince
George’s County, 2013-2015

Female 2.1

Male 9.5

0 1 2 3 4 5 6 7 8 9 10
Hospitalizations per 10,000 Population 18+ Years

* Includes visits to Maryland and Washington, D.C. hospitals
Data Source: The Maryland Health Services Cost Review Commission; Maryland Health Care Commission

Percentage of Adult Binge Drinkers* in the Past Month, 2017

Prince George’s Maryland
Sex
Male 16.2% 19.9%
Female 9.7% 13.0%
Race/Ethnicity
Black, non-Hispanic 10.9% 13.2%
Hispanic 19.5% 14.0%
White, non-Hispanic 17.3% 21.3%
Age Group
18 to 34 Years 19.7% 25.7%
35to 49 Years 13.5% 16.4%
50 to 64 Years 9.3% 11.7%
Over 65 Years ks 4.3%
Total 12.8% 16.4%
*Binge drinking is defined as males having five or more drinks on one occasion, females having four or more drinks on one
occasion

** Over 65 years not presented due to insufficient data.
Data Source: 2017 Maryland Behavioral Risk Factor Surveillance System, MDH; https://ibis.health.maryland.gov , accessed on
5/13/2019
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Percentage of Adult Binge Drinkers* in the Past Month, 2013 to 2017
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*Binge drinking is defined as males having five or more drinks on one occasion, females having four or more drinks on one
occasion
Data Source: 2013-2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov, accessed

5/13/2019

Percentage of Adults Who Currently Smoke, 2017

Prince George’s Maryland
Male 13.1% 16.4%
Female 7.0% 12.0%
Black, non-Hispanic 9.0% 15.1%
Hispanic 20.7% 13.9%
White, non-Hispanic 13.8% 15.1%
18 to 34 Years 9.3% 15.4%
35 to 49 Years 10.4% 15.0%
50 to 64 Years 10.8% 15.4%
Over 65 Years ok 8.2%

**Qver 65 years not presented due to insufficient data
Data Source: 2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov,
accessed 5/13/2019
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Percentage of Current Adult Smokers, 2013 to 2017
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Data Source: 2013-2017 Maryland Behavioral Risk Factor Surveillance System, https://ibis.health.maryland.gov,
accessed 5/13/2019

Percentage of Students who Drank Alcohol During the Past Month, 2016

Prince George’s Maryland
Male 11.7% 22.2%
Female 21.9% 28.6%
Black, non-Hispanic 15.2% 17.8%
Hispanic 19.5% 23.5%
White, non-Hispanic ok 33.2%
15 or Younger 14.0% 18.7%
16 or 17 Years 19.6% 31.0%
18 or Older 19.2% 32.4%

** White, non-Hispanic not presented due to insufficient data
Data Source: 2016 Youth Risk Behavior Survey Report for Prince George's County and Maryland, MDH
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High School Students Who Used Tobacco Products During the Past Month,
Prince George’s County, 2010, 2013 and 2016
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Tobacco Products Used by High School Students During the Past Month by
Race/Ethnicity, Prince George’s County, 2016
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Unintentional Injuries (Accidents)

Age-Adjusted Death Rate per 100,000 for Unintentional Injuries, 2010-2017
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Age-Adjusted Fall-Related Death Rate, 2010 to 2017
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Age-Adjusted Death Rate due to Motor Vehicle Accidents, 2010-2017
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Pedestrian Injury Rate on Public Roads, 2013-2017
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Data Source: Maryland State Highway Administration (SHA)
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Fatal Motor Vehicle Crashes Involving Pedestrians on Foot, Prince George’s
County, 2013-2017
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Data Source: Maryland Highway Safety Office, Maryland Department of Transportation

Fatal Motor Vehicle Crashes Involving Bicycles or Other Pedalcycles, Prince
George’s County, 2013-2017
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Fatal Motor Vehicle Crashes Involving Distracted Driving, Prince George’s
County, 2013-2017

45

40

35 -

w
o
|

N
(9]
|

N
o
|

Number of Crashes

[EY
(%]
I

[y
o
I

(9]
|

2013 2014 2015 2016 2017

Data Source: Maryland Highway Safety Office, Maryland Department of Transportation

Fatal Motor Vehicle Crashes Involving Driver Speed, Prince George’s County,
2013-2017
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Senior Health

Percentage of Seniors (65+ Older) by Disability Type, Prince George’s County,
2017
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Data Source: 2017 Maryland Behavioral Risk Factor Surveillance System; Accessed 6/6/2019

Percentage of Seniors (65+ Older) Reporting Physical or Mental Health Kept Them
From Usual Activities in the Past Month, Prince George’s County, 2017
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Violence and Domestic Violence

Overview

What is it?

Violence affects all stages of life and includes child abuse, elder abuse, sexual
violence, homicides, and domestic violence. Domestic violence is a pattern of
abusive behavior including willful intimidation, physical assault, battery, and
sexual assault used by one partner to gain or maintain power and control over
another intimate partner. Domestic violence can happen to anyone regardless
of age, economic status, race, religion, sexual orientation, nationality, sex, or
educational background (National Coalition Against Domestic Violence).

Who is
affected?

There were 2,949 violent crimes (includes homicide, rape, robbery, and
aggravated assault) in 2017, and 93 residents in the county died by homicide.
(MD Vital Statistics). In 2017, there were 1,711 reports of domestic violence in
the county, and from July 2016 to June 2017 there were 5 domestic violence-
related deaths. (Maryland Network Against Domestic Violence).

Prevention and
Treatment

Domestic violence prevention efforts depend on the population and include:
e Prevent domestic violence before is exists (primary prevention)
e Decrease the start of a problem by targeting services to at-risk individuals
and addressing risk factors (secondary prevention)
e Minimize a problem that is clear evidence and causing harm (tertiary
prevention) (Maryland Network Against Domestic Violence).

What are the
outcomes?

Apart from deaths and injuries, domestic violence is associated with adverse
physical, reproductive, psychological, social, and health behaviors. (CDC.gov).

Disparity

No data is currently available about disparities for violence and domestic
violence. However, anyone can experience domestic violence. Women
generally experience the highest rates of partner violence compared to males.
Teenaged, pregnant, and disabled women are especially at risk. (MD Network
Against Domestic Violence).

How do we
compare?

The county’s age-adjusted death rate due to homicide in 2017 was 11.6,
compared to the state overall at 10.2 and the U.S. at 6.0 per 100,000
population. The county’s violent crime rate in 2017 was 385.3, below the state
rate of 481.9 per 100,000. (MD Governor’s Office of Crime Control and
Prevention)




Age-Adjusted Death Rate for Homicide, 2010-2017
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Violent Crime* Rate, Prince George’s County Compared to Maryland, 2012-2016
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*Violent crimes include homicide, rape, robbery, and aggravated assault.
Data Source: Maryland Uniform Crime Report



Rate of Domestic Violence, Prince George’s Compared to Maryland, 2012-2016
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*In 2013, domestic violence data reporting was expanded to include additional relationships and reflect changes in
Maryland law. This change explains the increase in the total number of Domestically Related Crimes reported.
Data Source: Maryland Uniform Crime Report

Domestic Violence-Related Deaths in Prince George’s County, 2012-2017
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KEY INFORMANT INTERVIEWS

Introduction

As part of the 2019 Community Health Assessment conducted in partnership with the
county’s hospitals, the Prince George’s County Health Department (PGCHD) conducted
key informant interviews with 14 County leaders drawn from diverse backgrounds with
varying perspectives on health in the County. This report summarizes the approach to
the interviews and the findings.

Key Findings

The most important health issues facing the County are behavioral health,
chronic disease, access to care, and issues surrounding healthy eating and
active living (i.e. food insecurity, food deserts).

The most important social determinants of health in the County are (1) Housing,
(2) Lack of transportation, (3) education, (4) economic issues such as
employment, (5) access to affordable health care and (6) access to healthy food.

The most important barriers relative to the health and well-being of residents are
(1) limited access to healthcare due to lack of insurance, (2) transportation
issues, (3) the intersection between pockets of poverty, provider shortages,
housing, perception of health care in the county, and limited access to healthy
foods.

The leading physical health concerns are the incidence and prevalence of
chronic disease, including cardiovascular disease, hypertension, Type 2
diabetes, as well as contributing factors such as obesity and physical health
management.

Several issues surrounding behavioral health are of heightened concern for
Prince George’s County residents. Issues such as lack of adequate housing for
homeless individuals who often have comorbid mental health issues and need
stable housing while they are recovering from their behavioral health concerns;
the stigma surrounding mental health issues and receiving treatment; a
perception of inadequate facilities for children and adolescents who are facing
mental health challenges and an overall sense of increased stress in the county
which will continue to inevitably affect the residents.



Environmental health concerns surrounded issues such increased asthma
reports in children, concerns about the quality of our air and water as a result of
the increase in flooding (water) and the high rates of transportation (thus
emissions) in the county. Representatives also mentioned responsible land use
issues such as zoning, landfills and housing construction.

One of the challenges that county leadership is faced with is that although there
are several different initiatives addressing health that are active in the county,
there is still a sense amongst residents that not enough work is being done.
Residents do not want to see temporary fixes, they want to see and experience
permanent change in the county regarding health outcomes. Although some are
optimistic about future directions, it is important that local residents are made
aware of what transformative changes are taking place in the county and what
role they can also play in making hopeful changes into realities.

Visible and sustainable partnerships and collaborations are needed in the county
to address many of the health concerns that were shared by the representatives.
Residents and leaders of county organizations, systems and businesses need to
have more opportunities to collaborate and plan so that they can execute and
have more “buy-in” on various community and evidence-based health
approaches in the county.

More needs to be done to address issues surrounding rising immigration,
gentrification, chronic diseases and behavioral health issues.

Methodology

Sample: Twenty-nine individuals were identified by the area hospitals and PGCHD as
key informants. These individuals represented local government; hospital systems,
patient advocates; faith-based organizations; the public school system; local politicians;
academia; public safety; safety net providers; state government; physician providers;
private industry; local philanthropy and special populations. The representatives reside
and work in all areas of the County. Of the 28 potential respondents, 14 individuals
completed the interviews. Despite multiple attempts to schedule interviews, it is
recognized that there are various groups that were not represented due to lack of
response and/or time limitations. However, efforts were made to include representation
in the Community Expert Survey for under-represented populations to ensure inclusion
in the Community Health Assessment process.

Appendix A presents the list of persons who completed the interviews.



Interview Protocol: The comprehensive interview guide developed for the 2016
Community Health Assessment was utilized for consistency (see Appendix B), which
consisted of 17 open ended questions with related probes. The guide addressed the
following focus areas: assets and barriers relative to health promotion in the County;
opinions on the leading health threats currently facing the County; specific priorities in
the areas of physical, behavioral and environmental health; and emerging threats to
residents’ health. All interviews were conducted by Dr. Sylvette LaTouche-Howard, a
Clinical Professor at the University of Maryland School of Public Health.

Implementation: The interviewer conducted all of the interviews by telephone.
Interviews ranged from 30 to 75 minutes in duration, and respondents were emailed the
guestions in advance of the interview. All interviews were conducted between April 8,
2019 and May 7, 20109.

Analysis: Preliminary analysis of the interview data occurred at the conclusion of each
data collection activity. The interviewer identified and recorded first impressions and
highlights. The second stage of analysis identified common categories and overarching
themes that emerged as patterns in the data. In the presentation of the interview
findings, key patterns are reported along with supportive quotes.

Question-by-Question Analysis

1. What is your organization/ program’s role relative to the health and well-being
of County residents?

See Appendix A for a list of participants.

2. How long has your organization/ program played this role?

The key informant sample was drawn to reflect various disciplines including local
government; patient advocates; faith-based organizations; safety net providers; state
government; academia; private industry; and special populations. Local government
agencies represented included the Health Department; Department of Social Services;
Department of the Environment, Department of Corrections, the Memorial Library
System and Police Department. Other respondents included a representative from the
County’s Chamber of Commerce, a faith leader representing the health ministries in
their respective organization, a higher education representative, a local community
college representative, two hospital administrators and a safety net provider. The
respondents represent over 450 years of active service in the County.



3. In your opinion has the health of County residents improved, stayed the same,
or declined over the past few years? What makes you say that?

A little over 40% (N=6) of the respondents believed that over the past few years,
residents’ health have improved. An equal amount of respondents reported that they
believed that the health of the county had either stayed the same or that they were
uncertain of the county’s status because although some indicators had improved others
had declined. The Robert Wood Johnson County Health Rankings Report was
referenced by many respondents stating that the county’s health was improving as its
overall ranking increased over the past few years (currently at #11, an increase from
#16 in 2016 and #14 in 2017 and 2018). Respondents also highlighted other indicators,
such as: the arrival of the new hospital, increasing amount of conversations surrounding
health and well-being in the county, an increase in engagement of organizations in the
county with a focus on becoming a healthier county and more awareness of the current
health issues.

For those who felt that the health of the county had either stayed the same or were
unsure, many expressed that health insurance (lack of and ability to maximize its use)
was still a prevalent issue for county residents, mental illness-related issues appeared
to be on the rise, and the number of individuals with chronic diseases (e.g., diabetes,
hypertension, and cardiovascular disease) and related deaths are increasing in the
county.

Chronic disease and mental health were also mentioned by respondents who believed
resident health in the county had worsened, while also acknowledging that resolving
these issues would be complex. Responses regarding maternal and child health were
mixed. Some respondents felt that the county had improved, while others noted that
there had been a decline in this area; however, the arrival of the new Deputy Chief
Administrative Officer for Health and Human Services, with a background in pediatric
care, to the county’s executive team, led some to believe that issues in this area will
improve. All respondents reflected an overall sense of vigilance about the health of the
county:

“Our county is healthier according to their (RWJ rankings) criteria, we can
claim that. We are not satisfied with that however because we use other
criteria and those areas like STD’s and Cancer rates we are not getting
better, we have a lot of work still to do”.

4. What are the County’s three most important assets/strengths relative to the
health and well- being of residents?



Due to the varying roles the respondents have in the county, responses ranged across
an array of different answers. The most common responses were (in descending order
of frequency): the county’s vast array of green space and the Prince George’s County
Parks and Recreation which provides opportunities for physical activity and well-being;
the new County Executive and leadership in the county and their commitment to
increasing the quality of life for its residents, as one resident stated:

“Ms. Alsobrooks talks about Prince George's County as being a treasure
and | believe that it is true”

And a strong sense of community:

“The pride of the Prince George's County resident is amazing- so many
people want to see this county succeed and that is like none other.”

The UMD Capitol Regional Health Center was viewed as a valuable asset to the county,
due to its potential to increase residents’ access to health care and provision of a quality
health care system that residents can trust. PGCHD also received some accolades for
its ability to bring various organizations together in collaboration to address varying
health issues for its residents. PGCHD is also seen as leading the effort to design
interventions, solutions, and programs that are data-driven and evidence based.
Respondents would like to see other County agencies adopt a similar approach as they
work in the health arena.

The Prince George’s Community College and the Prince George’s County Memorial
Library System were also mentioned as an asset to the county for providing quality,
affordable training and resources to support the workforce and offering courses to
residents to keep them marketable (PGCC) with up-to-date information and resources
(Memorial Library System).

5. What are the County’s three most important barriers relative to the health and
well-being of residents?

In contrast to the variation observed in the responses about the County’s assets relative
to health, there was a consensus about the most important barriers (in descending
order of frequency): limited access to healthcare due to lack of insurance, transportation
issues, poverty, provider shortages, housing, perception of health care in the county,
limited access to healthy foods as evidenced by food deserts in some communities and
the pervading presence of fast food restaurants in lower wealth areas; and poor
adoption of behaviors and activities that promote healthy eating and active living.

Access to Quality Care: Respondents shared that while the county has great resources,
they were not always accessible to all residents. Additionally, there was a predominant
perception that not enough money had been invested in the health of county residents
in the past, which is why the county is currently dealing with so many chronic disease
and other health-related issues. Although there is a lot of optimism surrounding the new




regional hospital center, respondents were aware that the hospital system could not
solve all of the problems in the county, and, they felt it was important that somehow
residents understood that, or that it was communicated to them. Some respondents
shared that they felt that a concerted and combined effort of all of the organizations
(public and private) in the county was imperative if the county were to overcome the
access barrier:

“We need to work better together-there is not a concerted effort to address
the social determinants of health so that we can fill in the gap because the
health care budget cannot do it all”.

The overall perception of poorer quality of care in the county was an issue raised by
approximately one-third of the respondents. Respondents shared that the healthcare
system needed to “regain the trust” of its residents as many of them are getting their
care outside of the county.

“We have approximately 63 percent of our population going outside of the
county for (their) care and we have 8 out of 10 babies (who) are born
outside of Prince George's County so the resident mothers are choosing 8
times out of 10 to have their babies delivered somewhere else and that is
a very personal choice.”

Transportation:

“There are some really beautiful places where you can go but really you
can't go to them because you don't have a car” The purple line may help
with some of that but then again the purple line is going to displace a
whole bunch of people”.

Transportation issues were mentioned by several respondents. Many shared that in
order to get around the county and experience the best that the county has to offer,
transportation is a must. Moreover, respondents said that the existing transportation
system was not extensive enough to meet the need of the residents, thus causing
residents with access to vehicles to use them a lot more than perhaps desired:

“We are still too vehicular dependent even though we have a lot of metro
stations, you still even have to drive to a good grocery store.”

Poverty: Whether it was the issue of displaced populations due to gentrification (the
perception that many individuals who can no longer afford to live in the District are
currently moving into the county) or it was viewed as the income differences in the
urban areas bordering Washington, D.C (commonly referred to as “inside the beltway”
referring to the area within Capital Beltway or 1-495) compared to the areas further away
(outside the beltway), most of the interview respondents agreed that areas of
concentrated poverty were not only evident in the county but it was a very strong barrier
for the overall health of county residents:



“We need to have a regional conversation of health and wealth and
ensure that our surrounding neighbors stop pushing problems to Prince
George’s County.”

Some respondents shared concerns that residents living in lower income areas of the
county may be eligible for, but did not “take advantage” of, the services available to
them, or were not even aware that such services existed. Other respondents believed
that low rates of health seeking behavior may be attributed to the increasing cost of
healthcare, leading to residents only seeking out needed services only when their health
was severely worse.

“The county does not have a safety net system and desperately needs

one.

Respondents also shared that it was difficult to get all of your support services in one
place, and it was not always easy for a resident to get the services that they need in a
limited amount of time:

“A resident of the county cannot go to one place and get all the services
they need. They have to go to multiple places... sometimes they even
have to go out of the county.”

Perception of Care and Stigma: Stigma often serves as a barrier to health seeking
behavior, engagement in care and adherence to treatment across a range of health
conditions. The lives of people with disease and disability are worsened by stigma
which can often contribute to negative implications for health and well-being. Some
respondents shared that stigma and lack of awareness may cause some individuals not
to seek the care that they needed. Although most respondents shared that reducing
stigma was important, a concrete plan on how to do that did not emerge from the
interviews.

Access to Healthy Food: According to respondents limited access to healthy and
affordable food caused by food deserts, and the presence of numerous fast food
establishments do not support healthy eating. Several respondents felt that the
combination of a stressful and busy lifestyle and the availability of unhealthy foods in
lower wealth areas were a “recipe” for the increased rates of obesity and other chronic
diseases experienced by residents in the county.

6. What do you think are the three most important social determinants of health in
the County? (Social determinants of health are factors related to the social
environment, physical environment, health services, and structural and societal
characteristics.)



Social determinants mentioned in order of frequency were: Housing, lack of
transportation (details included in discussion of Question 5 above), education, economic
issues (e.g., employment), access to affordable health care, and access to healthy food
(details included in discussion of Question 5 above).

Housing: Over half of respondents shared that housing was one of the most important
determinants of health in the county. Several issues about housing were raised:

e Stability: Many residents in the county facing mental health issues also have
unstable housing, contributing to their inability to manage their health. Many are
considered as “high utilizers” and often are in and out of either the emergency
room or the jail system.

e Affordability and accessibility: One respondent noted that some of the best
affordable places to live in the county are inaccessible to people who do not have
their own personal transportation. Conversely, when housing is accessible and is
located in a “good” area, it is usually unaffordable for many residents.

“Housing is one of the essential things for people, the county still has an

opportunity to make this situation better as they think of county growth so
that people can grow and thrive in Prince George’s County and not have
to leave the county...Why is it when the malls are filled and the area gets
pretty do all the poor people have to move out?”

e Suitable for all populations: Having housing in the county that is available and
suitable for all age groups was also a concern. As the population of the county
continues to age, there will be an increasing need for assisted living facilities.

“As individuals age, many do not want to live in the large homes that once
accommodated their large family, neither do they want to live in a nursing
home. Also we need to help people to plan. People are out-living their
money. And that's a real issue because they do not qualify for nursing
home levels of care. But they can't afford assisted living so what are they
supposed to do, someone needs to answer that”.

On the other hand, another respondent shared that it was

“essential that the county consider the type of housing that would attract
millennials because they are the working individuals needed to help the economy
to thrive and based on the current housing trends most of them will not want the
big houses that were created in county in the late 90’s and early 2000’s”.

Education:



“We cannot fix the health of individuals if we don't fix the education
system”

Nearly half of the respondents chose education as one of the top three social
determinants of health in the county. Many were concerned about the overall quality of
the K-12 public school system. Many respondents were encouraged that this was a
priority for the new County Executive; however, understandably, many felt that it would
take a while to see a shift happen. In the meantime, the status of the school system will
still affect the health of the county. Respondents felt strongly that in order to have a
thriving county, you need children that are also thriving, that are healthy and have good
mental health. One respondent shared that many individuals are reluctant to send their
children to the public school system in the county and may even make them reconsider
staying in the county.

“You only get one chance with your kid’s education.”

Many also shared their feelings about the importance of the schools making a
commitment to providing more recreational activities/physical education classes so that
kids can learn about their bodies and their overall health.

Economy: Employment, more specifically livable wage employment was a concern for
over half of the respondents.

“We need to push for GOOD livable wages; yes it hurts small businesses
because they cannot always afford to pay $15-16 an hour and we have to
figure that out, but then again how are people supposed to live?”

The increasing amount of residents working outside of the county because of higher
wages/salary compensation was also a concern.

“Nearly 70% of the work population live outside the county. When you are

not making the PTA meeting it is because you are on the road, or missing

the civic council meeting or any type of civic duties you cannot do because
you work outside the county. So we need to do better with work and place

so that people can be the citizens we desire them to be.”

Many respondents cited lack of access to opportunities and lack of resources for some
county residents were by-products of the poor economic conditions in the county.

7. What do you think are the three most important physical health needs or
concerns of County residents?

Chronic diseases, such as Type 2 diabetes, cardiovascular disease, cancer and
hypertension were mentioned by two-thirds of the participants. All respondents were
concerned about the overall physical health of county residents and believed that
provider care (whether it was access to or availability of) was a major issue in the



county, strongly related to the amount of physical health conditions existing in the
county. The lack of regular routine checkups, trust of medical professionals in the
county, and the lack of adequate healthcare were cited as possible causes for some of
the physical health issues experienced in the county. One respondent shared that,
because some residents only seek care when they are severely ill and/or cannot
manage their daily activities, they end up being more severely plagued by their chronic
condition when it could have been better managed if they had sought earlier treatment.

Physical health management was also cited as an issue respondents felt needed to be
addressed, ranging from having adequate transportation to get individuals to their
medical care appointments, to helping a resident manage their multiple comorbid
conditions. Obesity was also frequently mentioned, both as an effect of another physical
health concern (e.g., lack of access to healthy food options and/or walkable areas) or as
a risk factor for other chronic diseases. Family planning, dental services and mobility for
seniors were also mentioned.

8. What do you think are the three most important behavioral/mental health needs
facing the County?

All respondents expressed that the rising incidence of behavioral health problems
among adults and children, the stigma around seeking help for mental conditions, and
the limited access to behavioral health services due to a lack of providers, are three
pressing problems in the County. Substance abuse, depression, anxiety, and suicide
provoked by the stresses of long commutes, the high cost of living, limited social
support, and for some immigrants and seniors, feelings of isolation from the greater
community, are prevalent concerns. Some respondents mentioned the relationship
between poor mental health and overall health, stating if residents are not feeling
overwhelmed by mental health issues, they are more likely to engage in activities that
are good for their overall health (e.g., physical activity, healthy eating, or going to
medical appointments). Most respondents felt that the mental health issues in the
county need to be addressed immediately, as these issues are the basis for the overall
health of the residents in the county.

“The mental health issues have gotten really out of proportion; people are
feeling inadequate, they are turning to all kinds of ways that they can
alleviate the pain.”

Many respondents believed that seeking mental health treatment was traditionally
stigmatized in the African American community and other communities of color and that
not enough was being done to reduce the stigma. Others believed that residents were



not aware of the available resources or the mental health indicators they should be
aware of, either for themselves and/or others.

There was an overwhelming sense of concern and a need for more resources for
children, adolescents and homeless populations. The majority of the respondents
mentioned that homelessness was related to behavioral health and that homeless
individuals needed to have stable housing in order to assist with their behavioral health
concerns. Some respondents also raised concerns about the high rates of individuals in
the emergency room and the jails with behavioral health needs. Similarly, the lack of
child and adolescent mental health services in the county, including a need for more
dedicated beds and facilities for those age groups, were mentioned.

Many respondents shared that a better understanding of health insurance and its
offerings would also be beneficial. Assistance finding qualified mental health providers
in the county, could help demystify how the system actually works. The faith community
was also mentioned as a place where mental health stigma could be addressed, and
mental health care could be promoted. One respondent noted that few of the local faith
organizations actively promote care seeking for mental disorders yet are one of the
most trusted sources of health information, counseling and social support for many
residents, particularly those who lack ready access to healthcare.

9. What do you think are the three most important health-related environmental
concerns facing the County?

Nearly all of the respondents cited air quality, water, and responsible land use as their
most important health-related environmental concerns.

Air Quality: The quality of the air in the county was a concern to some of the
respondents, eluding to the possible relationship between physical health conditions
(e.g., asthma) and air quality.

“There is a major opportunity to improve the health of the county related to
air quality-it affects a lot of pulmonary conditions here, so whether it’s the
pollen or its summertime, everybody’s driving and all those emissions are
stinking up the air! | definitely think that the air quality is a concern.”

Water: Most respondents were not certain about factors contributing to their concern
about the water; however, many felt that there should be an examination of the water
quality and purity based on the increase in flooding that residents experienced over the
past few years.



Responsible Land Use: The concerns around responsible land use spanned across
several issues. Many respondents were concerned about the abundance of landfills in
the county:

“...they (landfills) seem to be everywhere, trucks come from all over the
state, and it seems to bring their trash into Prince George’s County.”

Other respondents shared concerns about development projects in the county and their
effects on the abundance of green space in the county. One respondent felt that all of
the development in the county was encroaching on the community and that more
attention needed to be put towards maintaining and creating more walkable green
spaces and installing more bike trails so that residents could be less dependent on their
vehicles.

“Parks are great, but if no one can get to them or they are too far away, it
Is not of much good to most people.”

“We need more complete streets when they are building the new
construction projects. The type of streets that they promote all types of
traffic be it physical like walking or biking or driving a car, in a safe
manner.”

Personal responsibility was mentioned by some of the respondents, such as community
cleanliness and demanding more information about environmental health issues.

“We talk about gorgeous Prince George’s but people have to be
accountable for their personal environments as well.”

Other areas of environmental health concerns mentioned included: road infrastructure,
transportation concerns, quality housing, food insecurity, and lead in older homes.

10. Now if you had to prioritize and select the three most important health issues
facing the County from among those you just mentioned what would they be?

Nearly all respondents mentioned behavioral health and chronic disease as the most
important health issues facing the county. The third most important health issue was a
tie between housing, access to care, education (quality amongst K-12 schools in the
county) and issues related to healthy eating (i.e. food insecurity, food deserts). Several
respondents expressed that the reputation of the county will be based on our ability to
address the aforementioned issues and that our health ranking in the state will remain
relatively the same unless we address these issues. All agreed that intentional
discussions and action plans surrounding these issues were essential. Several



respondents mentioned the need to address persons who utilize hospital inpatient and
emergency services because they either lack a medical home and/or do not practice
effective self-management.

Respondents were equally adamant that the County must curtail the proliferation of fast
food restaurants, actively work to end food deserts, and make farmers markets and full
service supermarkets readily accessible to all residents. Respondents proposed that
increased public and private collaboration to raise awareness of available services and
resources through social marketing campaigns and enhancing the capacity of faith- and
community-based organizations would further this goal.

Many respondents agreed that the County should put health at the center of all its
planning, including economic development, education, housing, and transportation.
Policies that support living wages, the expansion of the safety net, and the creation of
more jobs within the County will reduce poverty and thereby reduce financial stress.
Less stress will allow residents to focus more on prevention and have the financial
resources to practice effective preventive behaviors.

11. In what way does your organization/ program address each of the three issues
you just mentioned?

Efforts to address the myriad of health problems and concerns raised by the
respondents fell into three main categories: direct services; community health education
and outreach; and partnerships and collaborations.

Direct Service: All of the direct service providers reported working at capacity and still
being unable to meet the demand. Many predict that the demand for services will
continue to rise and, given the significant proportion of highly educated residents in the
County, consumers will increasingly demand high quality services. All noted that in
addition to the provider shortage the non-profit sector particularly in the area of
supportive services is very underdeveloped often leaving providers with no referral
options.

Education and Outreach: Many respondents felt that one of their most important roles
was to provide community health education and outreach to local residents. Several
respondents expressed they wished to do more; however, their organizations were
already at capacity and needed to expand to be better equipped to provide needed
resources to additional residents in Prince George’s County.

Partnerships and Collaborations: Several respondents reported having partnerships and
collaborations with various local, state and national organizations and were passionate
about the importance of collaborating with others for the benefit of the local residents.




Additionally, respondents were adamant about not “meeting for the sake of meeting”
and actually having productive and engaging conversation and action surrounding the
vast array of issues that were significant in the county.

12. How well is the County as a whole responding to these issues?

“l am encouraged by the conversations that we have had here in the
county. | am seeing it more and more, where people are at least willing to
have the conversation and then doing something about it.”

All of the respondents emphasized that they were optimistic about the current direction
of the County Executive and their push towards a better Prince George’s and being “all

n.

“The County Executive is generating a lot of hope, and | believe we will
see the results.”

The majority of the respondents were mindful that change does not happen rapidly but
in fact takes several years to see positive outcomes. Most respondents mentioned that
there definitely was a “buzz” and that lots of conversations were being held in the
county about creating strategies to reduce and eliminate many of the health issues that
county residents were dealing with. Many respondents eluded to a sense of urgency,
noting that many of the health issues they discussed were not new to the county, yet,
there was still so much that needed to be done. Respondents felt that residents were
getting frustrated and inpatient, and a few questioned if health was seen as a priority to
the local county government based on how long issues have taken in the past to be
financially addressed.

“The county is responding; it's a slow conversion. It's as if there are a
tsunami of responses, when the county is confronted with the facts of a
crisis, they start to move towards healthier behaviors. This is because
health is not a priority in the county. It has been this way for a number of
years, perhaps it is due to the lack of dollars that come into the health
department, it has not had adequate systems to address specific needs
and disease states for several years.”

Some respondents were not confident that the county had done its fair share in the past
to reduce the prevalent health issues in the county. Regarding that level of confidence:

“I honestly do not think they are, When the county shuts down services for
pregnant women, that is an indicator of how they feel although it was



because they said that they could not afford it, it does not push the
problem away, in fact it gets bigger. The County is very good at planning
and doing really good reports... However, there needs to be more
planning and sometimes there is but there needs to be more follow
through’.

A number of respondents shared that the county was developing rapidly, perhaps more
rapidly than anticipated, whether it be through immigration, increases in births and/or
individuals moving into the county from the surrounding jurisdictions. Based on all of the
rapid changes in the county, the majority of the respondents shared that there is a
strong need for an executable action plan for all residents that is easy to follow and
monitor.

Respondents supported the hospital and investment in the facility, but the management
of the hospital concerning to some of the respondents, wanting to ensure that the
enthusiasm would remain the same even after the “ribbon cutting.”

“We have a new hospital that’s coming but hopefully we will get all of the
services that we need, no matter how much money it costs because care
costs money, In order to save money you have to spend money, spend
money on the prevention you guys spend money to make sure people are
insured and make sure that they use their insurance, make sure that
there's access to services. If we don’t spend money on the front end, we
will definitely spend it on the other end and it will cost more.”

13. What more needs to be done and by which organizations/ programs?

“There is a lot to do, but we all have to “step up.”

Promoting service integration across public and private providers and developing
systems of care for physical and behavioral health were noted as high priorities by most
respondents. Furthermore, the desire to have as many agencies, organizations and
institutions around the table for a guided discussion with this same question pertaining
to the health of the residents was important.

“Everyone needs to come to one central table and we all sit at the table,

have a community to county forum and all other professional/educational
programs in the county. There is no forum that | know of for everyone to

share with each other.”

Many respondents suggested that the Health Department’s should be responsible for
getting that accomplished; some respondents specifically mentioned two Health Equity
forums in 2018 that brought various stakeholders together as an example. This would



entail spearheading a more comprehensive, but streamlined, health planning process
countywide that engages a wide array of stakeholders; increased care coordination
efforts; and leveraging the expertise of local academic institutions to ensure that
proposed interventions are state of the art and evidence-based and then sharing the
findings to help the navigation process for next steps.

“This is an opportunity for the Health Department to produce the research
and the data that supports whatever we're going to conclude will be our
largest challenges and demonstrate that to folks and then go from there |
don't think there's any better advocate than our County Executive to take
up the charge on that, but then she can't be everywhere and would need
others to help lead the charge.”

The majority of the respondents expressed a need for increased services for all
residents, especially young families and senior citizens. An increase in transportation
services, especially for senior residents, was referenced to enable community
engagement.

“It's fine to have a ride to the doctor but there's a whole lot of other things
that people want to do and should be able to do...You always have to pay
someone to take you to church well maybe you want to go to Bible study
on Wednesday nights or in the morning and you just can't get somebody
to drive you. Yeah, your adult children will take you to the doctor but what
about getting your hair done, or getting your nails done. Those to me are
quality of life issues. And so once people can do that or be in walkable
communities where those things are, that is a big deal.”

Most respondents pointed to the local government to provide these much needed
services to the county. All of the respondents agreed that more funding needed to be
distributed to organizations and agencies that worked for the betterment of the residents
in Prince George’s County. The majority of respondents strongly suggested that two
entities that could benefit from more funding would be the Health Department and the
Department of Social Services because of their dedication to the county and the fact
that they desperately need more resources to address the increasing needs of the
residents.

Two other important needs identified were attracting more service providers to the
county, either through a county-supported loan forgiveness program or another
incentive to attract early career primary care providers to the community; and education.

“In order to have individuals that are thriving, they need to be healthy,
have good mental health, have good housing, have good physical health,
so all of these areas need to collaborate/comingle for the benefits of the



children. Schools need to make commitments to recreational
activities/physical education classes so that kids can learn about their
bodies, their overall health.”

Most of the respondents shared that they knew that funding was difficult to attain;
however, they believed that, because the county government should know that, they
would need to be very creative with their public-private partnerships and other entities.

“l would like to see the county be more creative in accommodating and
filling these existing gaps, for instance we have tremendous provider gaps.
The poorest ratio of primary care providers per capita, we need to attract
more providers”

The sentiment among most of the residents was although it takes a lot of work, it is
possible, and, as one respondent stated: “If they can do it for the purple line, why can’t
they do it for healthcare?”

The role of nonprofits was less clear. Respondents expressed the sentiment that more
nonprofits need to be involved in addressing the County’s health needs but
acknowledged that many lack the capacity to do so.

“We have to address the nonprofits, we have to create a pathway for them
to survive, we have to build an economy that supports them.”

Therefore, a pressing priority is capacity building for non-profits so that more may
participate meaningfully in promoting and protecting the health of residents is
necessary. Capacity building may include technical assistance in board development,
grant writing, and program planning, monitoring and evaluation in addition to
professional development to ensure that staff is linguistically and culturally competent.
Respondents did not identify who should deliver the proposed capacity building or how
it would be funded.

14. What resources are needed but not available to address each of the three
issues?

The majority of the responses centered around housing, transportation, the economy
(e.g. sources of funding and the workforce), and health and human services as
essential resources needed to address the current key health issues. The majority of
the respondents reiterated their concern about housing (detailed discussion in
Questions 5, 6, and 10) and transportation (detailed discussion in Questions 5, 6, 7,
9,12 and 13). Respondents also shared that a more concerted effort needed to be made
in strengthening the county’s economic situation. There is a disparity in the funding
allocated to health in the County compared to the funding made available to the health
departments of neighboring counties and the District of Columbia. Many suggested that



the county needed to have more innovative collaborations with the surrounding counties
based on the fact that individuals travel seamlessly between these geographical
locations.

“There is not enough innovation in the county to address and challenge
the status quo - that is dangerous.”

Other respondents felt that workforce development and placement was paramount.
Many residents comprise the workforce in other surrounding counties because there are
more opportunities and higher wages, and we are not doing our best to compete. Most
respondents mentioned that an increase in health and human resources was needed for
the viability of the county, citing having more practitioners, especially practitioners
based in the county that they serve, more behavioral health beds, and more mobile
units to reach the individuals who may need services but are unable to access them.

Another resources mentioned was a more viable education program for 0-5 year-olds
and the K-12 program, adding in health components such as healthy eating and
physical activity back into the curriculum. The new hospital system was also mentioned
as a resource that the county desperately needs to have active and functioning
residents.

15. What are the 3 most important emerging threats to health and well-being in
the County?

There were several issues of concern for emerging threats to health and well- being in
the county. The most common concerns were the health resources needed for the
growing immigration population, gentrification, chronic disease, and mental health
conditions.

Immigrant Population Health Needs: Many respondents shared that they were
encouraged and pleased with the increased diversity of the county. However, many
respondents were concerned that there did not seem to be a clear plan as to how to
address the increased amount of immigrants who were entering into the county with
varying health concerns and no health insurance.

Gentrification: Many respondents shared that there are several issues that surround
gentrification and with individuals leaving the District of Columbia (primarily), there may
be a feeling of identity loss for some individuals which could lead to various behavioral
health concerns such as stress and depression, moreover, many of these individuals
may not have all of the health coverage that they need to address some of their health
concerns which will “pull from” the already limited resources in the county.



Chronic Diseases and Mental Health: Many respondents were concerned about the
increasing rates of obesity, diabetes, cardiovascular disease and cancer and felt that it
was hard to “wrap their minds around” how to confront this emerging threat in the
county. Many shared their opinions about the cyclical nature of these conditions and
made a connection between the high levels of mental health concerns, such as stress
and depression, and the behaviors that individuals may engage in to reduce the stress,
such as eating unhealthy foods, consuming substances and the lack of physical activity,
thus making them vulnerable to chronic diseases. The rising rates of certain diseases in
adolescents and children were also of concern.

“Stress is compromising our immune systems; it is also leading to
depression and teen suicide, our children are stressed, stressed of going
into poverty or being in poverty and feeling isolated, now they have rising
rates of hypertension and diabetes, we must figure out a way to reduce
community stress.”

Issues related to chronic disease and an aging population in the county was also raised
as a concern.

“They (the older adults) will have more chronic diseases and
complications-are we ready? Are we ready for the population to be 20, 30,
40% older adults?”

Other potential emerging threats that were shared surrounded issues, including: efforts
to dismantle the Affordable Care Act; the political environment; consumer confidence;
increased use of technology and the role that it plays in the everyday lives of county
residents (e.g., texting while driving, cyberbullying, gambling, gaming); substance use
(e.g., unknown effects about legalizing marijuana and the opioid crisis); and climate
change.

“We cannot ignore the major impact of climate change on the eastern
seaboard is increased storms and more fierce storms and what the impact
is, meaning more flooding. Hundreds of homes...are experiencing flooding
every year people are quite frustrated by that.”

16. How is your organization/program addressing these emerging threats?

Aside from sharing information where appropriate to their respective targeted
population, respondents uniformly agreed that, although they are able to identify several
threats, their organizations are not able to address all of them because they are too
occupied with responding to current needs. In addition, some respondents believe that



the identified threats require a uniform, comprehensive approach and not siloed actions
undertaken by individual organizations. Some respondents shared that, whenever
possible, they do their best to join organizations, coalitions or task forces and they direct
individuals to the services that they know exist in the county. Others addressed
emerging threats through lobbying activities, advocacy, strategic communication,
tailoring existing funds to meet emerging needs, attracting businesses to the county,
integrating health into other activities, helping individuals to see all aspects of health as
being important to one’s overall well-being, and creating networks.

17. Do you have any other comments to add relative to health and the County?

“The key to growing and successful community starts with each family,
each individual in the community and no one’s needs should be less or
less prioritized than another person's needs”

The respondents’ closing remarks centered on the following key recommendations: the
County needs to improve access to care by strengthening the safety net; attend to the
behavioral health issues that are prevalent in the county; develop and implement a
strategy to address the existing and rising chronic disease conditions; foster stronger
collaborations across all related entities in the county and ensure stable levels of
funding that are commensurate to the size and scope of identified and emerging health
needs in the County. Overall, all of the respondents were optimistic about the future of
the county and its direction and they were ready to see (and continue to work towards)
significant change.

“We have never had more real potential or people aware of our potential.”

“We each have to take a role in redefining this county in the region and in
our own backyards”



Appendix A: List of Key Informants

NAME ORGANIZATION TYPE

Georgina Agyekum First Baptist Church of Eaith-based

Manzano Glenarden

David Harrington PGC Chamber of Commerce Business

Cathy Stasny, RD, L.D. PGC Area Agency on Aging Seniors

Maria Gomez Mary's Center FQHC, !—hspamc
Population

Ernest Carter, M.D.

PGC County Health
Department

Local Government

Gloria Burnet Brown

PGC Health and Human
Services

Local Government

Angela D. Anderson

PGC Community College

Higher Education

Joseph Wright, M.D.

UM Capital Region Health

Medical

Robin Jacobsen

Prince George's County
Memorial Library System

Community

Dushanka Kleinman,
D.D.S., MScD

University of Maryland, College
Park

Higher Education

Mary McDonough

PGC Department of
Corrections

Local Government

Joseph Gill

PGC Department of the
Environment

Local Government

Tiffany Sullivan

University of Maryland Capital
Region Health

Hospital System

Henry Stawinski Il

Prince George’s County Police
Department

Local Government




Appendix B: Community Health Needs Assessment

Key Informant Interview Protocol

1. What is your/your organization (program’s) role relative to the health and well being
of County residents?

2. How long have you/ your organization/ program played this role?

3. In your opinion has the health of County residents improved, stayed the same, or
declined over the past few years? What makes you say that?

4. What are the County’s three most important assets/strengths relative to the health
and well being of residents?

5. What are the County’s three most important barriers relative to the health and well
being of residents?

6. What do you think are the three most important social determinants of health in the
County? (Social determinants of health are factors related to the social environment,
physical environment, health services, and structural and societal characteristics.)

7. What do you think are the three most important physical health needs or concerns of
County residents?

8. What do you think are the three most important behavioral/mental health needs
facing the County?

9. What do you think are the three most important health-related environmental
concerns facing the County?

10. Now if you had to prioritize and select the three most important health issues facing
the County from among those you just mentioned what would they be?

11. In what way does your organization/ program address each of the three issues you
just mentioned?

12. How well is the County as a whole responding to these issues?
13. What more needs to be done and by which organizations/ programs?
14. What resources are needed but not available to address each of the three issues?

15. What are the 3 most important emerging threats to health and well being in the
County?



16. How is you/ your organization/program addressing these emerging threats?

17. Do you have any other comments to add relative to health and the County?
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COMMUNITY EXPERT SURVEY

Introduction

Prince George’s County is diverse and our growing population has a wide range of
needs, disparities, and perceptions about health. The Community Expert Survey
was developed as a strategy that complements the overall Community Health
Assessment (CHA) goal of identifying the health needs and issues among the
county’s different populations, through providers, community-based organizations,
local governments, and population representatives that can speak for the
communities they serve.

Methodology

The Core CHA team provided lists of community-based partners and providers to be included
in the survey; this included the membership of the Prince George’s County Health Action
Coalition, as well as hospital board members, partners, and community leaders. The survey
was developed based on existing community surveys, with some modifications specific to the
county. Efforts were made to ensure the survey questions corresponded with the Community
Resident Survey which was also part of CHA data collection efforts. An email request was
sent to approximately 270 participants by the Prince George’s County Health Department
with an electronic link for the survey on April 12, 2019 with efforts made to resolve missing or
incorrect emails. One reminder request was sent to those who had not yet participated during
the collection period, and the survey closed on April 26, 2019.

The survey questions included multiple choice, ranking, and open-ended responses. Each
multiple choice question is presented as a simple descriptive statistic. Questions 6 and 8 both
required ranking; each ranked score was weighted in reverse order, with the participants first
choice having the largest weight, and their last choice with a weight of one. For Question 6
there were three ranked slots, so a first choice was given a weight of 3; for Question 8 with
five ranked slot the first choice was given a weight of 5. An example of how each response
was weighted is provided below, with 83 participants total responding to the question:

Number of Sum of Weighted
Rank | Responses | Weight | Response*Weight | Responses/Total N
L 4 3 12 12+6+2 =0.24
2 3 2 6 83
3 2 1 2

Not all participants responded to every question; each question includes the number (N) of
participants that did respond. Open-ended response questions were initially reviewed for



content analysis, which was used to identify common categories and overarching themes that
emerged as patterns in the data. Each response was then reviewed and analyzed according
to the categories and themes, with summary responses presented to capture the participants’
information.

Participation

Surveys were submitted by 83 participants, with a return rate of 31%. Participants
represented knowledge bases from across the county geography. Participants represented a
variety of organizations (Question 19): Government Organizations (28.6%), Healthcare
Providers (28.6%), non-profits (27.1%), Public Health Organizations (15.7%), Community
Members (12.9%), Social Service Organizations (10.0%) and Mental/Behavioral Health
Organizations (10.0%); participants also worked with a variety of populations in the county
(Question 21).

Key Findings

e Healthy community: Access to healthcare, healthy behaviors and lifestyles, a healthy
economy and good jobs, were the most important factors defining a “healthy
community” identified by community experts. Almost two-thirds of survey participants
believe that the overall health of Prince George’s County is unhealthy, and half believe
the communities they serve are either unsatisfied or very unsatisfied with the
healthcare system.

e | eading health issues: Similar to 2016, chronic disease and related issues including
heart disease, diabetes, stroke/hypertension and poor diet led as the most pressing
health issues for the overall county, although every health issue was designated either
a major or moderate problem by at least half of community experts. By ranking,
diabetes, mental health and homelessness were the most important health issues
identified by participants.

e Access to healthcare: Participants were more likely to disagree or somewhat
disagree that most residents could access providers in the county, including: mental
health providers (75.4%), medical specialists (62.4%), dentists (50.7%), and primary
care providers (45.5%). Over half of survey participants disagreed or somewhat
disagreed that providers incorporate cultural competency and health literacy into their
practice, as well as accept Medicaid or provide services for residents who do not
qualify for insurance. Two-thirds of survey participants disagreed or somewhat
disagreed that transportation is available to the majority of residents for medical
appointments, and 83% disagreed or somewhat disagreed residents can afford their
medication.



e | eading barriers: The most significant barrier to accessing healthcare in the county
identified by participants was the lack of health insurance, followed by the inability to
navigate the healthcare system, the inability to pay, basic needs not met and the lack
of health literacy in the community and in practice.

e Resources to improve access: Survey participants identified key areas of resources
that are needed to improve health care access in the county (those with at least 10
responses):

e Better health navigation, education and information — increased community
health worker capacity in the access pathways and supporting training for those
community health workers; incorporating cultural competency throughout the
entire process; special considerations for the aging and homebound; health
literacy education for consumers;

e More access to those providers with improved quality — more providers that are
culturally competent; more providers accepting all types of insurance and/or
providing services to the uninsured; providers closer to public transportation;

e More behavioral health capacity — more behavioral health providers throughout
the county; more crisis beds for psychiatric emergencies; more services for
children and adolescents;

e Transportation options — an improved public bus system in the county;
subsidized use of ridesharing applications for medical appointments; more low-
cost and/or free options;

e Basic needs assistance — more affordable housing options, better services for
the homeless population, more job training and placement;

e Affordable health care — help for those that can’t pay for their medications and
help with out-of-pocket costs (e.g., high deductibles, co-pays, etc.).

e Underserved populations: The populations that were selected as most underserved
included the homeless, those with low incomes, immigrants, the non-English speaking,
and seniors.



e Primary barriers to accessing healthcare for underserved populations:

e Lack of financial and basic resources — healthcare overall is unaffordable and is
not a priority if there are competing needs not met already (e.g., housing, food,
work, etc.); low incomes and unaffordable housing are key drivers;

e Access to care — provider participation in Medicaid is low; provider hours are
not convenient due to the lack of evening and weekend hours; geographically,
services are not evenly spread throughout the county and many seek services
outside of the county;

e Cultural/language barriers — there is a lack of bilingual providers and staff, as
well as a lack of resources for non-English speakers in the county;

e Engagement and awareness of services and resources — lack of targeted
outreach to known populations that typically do not use the healthcare system,;

e Lack of health insurance — residents who are ineligible for health insurance will
continue to have unmet health needs, primarily immigrant populations; focus on
residents that make too much for Medicaid but not enough for private insurance
or high out-of-pocket costs.

e Recommendations to improve health: An increased focus on health inequities and
increased communication and awareness were the most frequent recommendations to
encourage and support community involvement around health issues in the county. Open-
ended responses from participants included an increased focus on healthy lifestyles,
health education and outreach, and increasing and improving access to providers and
clinics in the county.

e What is working well: Similar to 2016, participants reported that collaboration and
partnerships among healthcare providers, hospitals, health department, and community-
based organizations continues to work well. Participants identified that several county
agencies are moving towards Health in All Policies as a well to incorporate health
considerations across sectors. Programs focused on specific communities and community
outreach and education were also viewed positively. As far as healthcare systems, the
construction of the new hospital (UM Capital Region Health) was positively mentioned by
several participants, as well as the implementation of community/population health initiatives
in the hospital systems.



Results

Question 1: What do you think are the three most important factors that define a “healthy community” (what most affects the
quality of life in a community)? (N=83 responses)

Access to healthcare & other services
Healthy behaviors and lifestyles
Good jobs and healthy economy
Affordable housing

Community Invovlement

Low crime

Good Schools

Low death and disease rates
Clean environment

Tolerance for diversity

Other

Equity in zoning and laws

Parks and recreation

Strong family life

Religious or spiritual values

Arts and cultural events

0 10 20 30 40 50 60 70

Number of Responses

“Other” Included: affordable transportation; safety/feeling safe — beyond low crime levels; access to fresh and healthy foods; lack of poverty;
libraries.



Question 2: How satisfied do you think the Prince George’s County communities you serve

are with the following? (Number of respondents listed by each statement).

Very Somewhat Somewhat Very

Unsatisfied Unsatisfied Neutral Satisfied Satisfied

The quality of life (N=83) 1(1.2%) 20 (24.1%) 17 (20.5%) 45 (54.2%) 0 (0.0%)
The health care system (N=83) 13 (15.7%) 29 (34.9%) 11 (13.3%) 29 (34.9%) 1(1.2%)
A good place to raise children (N=81) 4 (4.9%) 21 (25.9%) 23 (28.4%) 31 (38.2%) 2 (2.5%)
Economic opportunity (N=83) 6 (7.2%) 26 (31.3%) 15 (18.1%) 33 (39.8%) 3 (3.6%)
A safe place to live (N=83) 6 (7.2%) 19 (22.9%) 19 (22.9%) 34 (41.0%) 5 (6.0%)
The quality of the environment. (N=82) 5 (6.1%) 19 (23.2%) 19 (23.2%) 36 (43.9%) 3 (3.6%)

Question 3: How would you rate the overall health of Prince George’s County? (N=81

responses)
Very Unhealthy
Unhealthy
Healthy

Somewhat Healthy

Very Healthy

29 (36%)

52 (64%

10

20 30

40

Number of Responses

50 60




Question 4: Please indicate if you believe the issues listed below are a major problem, moderate problem, minor
problem, or not a problem that impact health in Prince George’s County. (N=81 responses)

Heart Disease

Stroke/High Blood Pressure

Mental Health/Mental lliness/Suicide

Physical Inactivity

HIV/AIDS

Tobacco Use

Dental Health

Cancer

Aging Problems (hearing/vision loss, dementia, etc)
Asthma/Lung Disease

Infectious Disease

Other

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

B Major Problem  ® Moderate Problem Minor Problem ® Not a Problem  m N/A or Don't Know

"Other” Included: unaffordable housing and lack of transitional housing for those with substance use and mental health issues; obesity;
pedestrian and vehicle safety; social isolation; health equity; access/affordability/availability of healthy food; affordable child care.



Issues mentioned

Behavioral Health
(Mental Health and
Substance Use)

Awareness, Access and
Provision of Available
Services and Resources

Social Determinants of
Health/Basic Needs

Health Disparities/
Vulnerable Populations

Healthy Food Access
and Obesity

Health Insurance/
Affordable Care

South County

Number of
Responses

Question 5: Respondents were asked to share any additional
information about health issues in the county in an open-ended response
(N=24 responses). The responses are summarized in the table below;
many responses included statements about multiple issues.

Summary of Responses
Need for more mental health and substance use disorder treatment
beds throughout the county; more emergency mental health
services for youth; better mental health outcomes for those using
public services; suggestion that the county use more core funds on
behavioral health beyond State funding; observation that behavioral
health is a catalyst for several of the other health issues facing
residents.
Need to improve the communication and knowledge base about
services provided in the county; access to resources about
preventative and chronic disease self-management programs are
limited; lack of resources to support youth in overcoming daily
challenges; little financial support for healthy lifestyle education
programs; senior residents have significant barriers to accessing
resources (due to social isolation, mobility, etc.).
Socioeconomic status is a major determinant of health; low income
associated with several health outcomes (poor diet, overcrowding,
homelessness, substance use, domestic violence, mental health,
etc.); affordable housing is limited in the county; K-12 education is
not a priority and children are lacking education on life skills; the
county cannot simply divide the population into the “haves” and
“have nots” as there are many layers to health problems.
The number of homeless throughout out the county is on the rise
and there is a need for more shelters/housing for this population;
immigrant populations in the county may be facing changing health
issues (specifically mentioned — African immigrants and the rise in
chronic diseases in that population); poor birth outcomes are
disproportionate among Black, NH; older populations in the county
can be isolated and hard to connect to resources.
Access to healthy food is very limited in the county (specific mention
of south county grocery store options); an accessible healthy diet
could be a solid foundation for better health outcomes and
subsequent healthcare cost savings; obesity is prevalent and on the
rise in the county; extreme overweight is associated with several
other health issues facing residents.
Sense in the community that many are eligible for health insurance
but do not apply for a number of reasons; no safety net for the
uninsured in the county.
There is little economic development outside of National Harbor;
bilingual services are needed greatly in this area as well.




Question 6: From the list for Question 4, please select the three overall most important health issues in Prince George’s
County. (Shown in order of ranked score) (N=80 responses)

Diabetes

Mental Health/Mental lliness/Suicide
Homelessness

Heart Disease

Poor Diet

Stroke/High Blood Pressure
Domestic Violence

Aging Problems l

Physical Inactivity |

Alcohol and Drug Abuse l
Hunger |

HIV/AIDS

Maternal/Infant Health
Cancer

Other

Dental Health

Homicide

Sexually Transmitted Diseases
Human Trafficking
Asthma/Lung Disease
Tobacco Use

Infectious Disease
Unintentional Injuries

0 5 10 15 20 25 30 35

B Most Important B Second Most Important Third Most Important

“Other” Included: equitable access to quality healthcare and services; access to good schools; a healthy economy; kidney disease; pedestrian
injuries and fatalities; feeling of safety in communities; obesity.



Question 7: Please rate the following statements about health care access in Prince
George’s County. (N=77 responses)

Disagree

Somewhat
Disagree

Somewhat
Agree

Agree

No Opinion/
Don’t Know

Most residents in are able to
access a primary care
provider.

15 (19.5%)

20 (26.0%)

29 (37.7%)

4 (5.2%)

9 (11.7%)

There are enough primary
care providers to serve the
residents.

26 (33.8%)

22 (28.6%)

19 (24.7%)

2 (2.6%)

8 (10.4%)

Most residents are able to
access a medical specialist.

20 (26.0%)

28 (36.4%)

15 (19.5%)

3 (3.9%)

11 (14.3%)

Most residents can access a
behavioral health provider
(such as for mental health or
substance use treatment).

37 (48.1%)

21 (27.3%)

7 (9.1%)

3 (3.9%)

9 (11.7%)

Most residents are able to
access a dentist.

17 (22.1%)

22 (28.6%)

23 (29.9%)

3(3.9%)

12 (15.6%)

Transportation for medical
appointments is available to
the majority of residents.

27 (35.1%)

24 (31.2%)

13 (16.9%)

3 (3.9%)

10 (13.0%)

Most residents can afford
their medication.

34 (44.2%)

30 (39.0%)

6 (7.8%)

1(1.3%)

6 (7.8%)

There are a sufficient number
of providers accepting
Medicaid or other forms of
medical assistance.

21 (27.3%)

27 (35.1%)

12 (15.6%)

1(1.3%)

16 (20.8%)

There are a sufficient number
of providers for residents who
do not qualify for insurance.

39 (50.7%)

16 (20.8%)

4 (5.2%)

2 (2.6%)

16 (20.8%)

There are a sufficient number
of bilingual providers.

38 (49.4%)

18 (23.4%)

5 (6.5%)

1(1.3%)

15 (19.5%)

Most providers incorporate
cultural competency in their
practice.

24 (31.2%)

18 (23.4%)

10 (13.0%)

0 (0.0%)

25 (32.5%)

Most providers incorporate
health literacy in their
practice.

24 (31.2%)

16 (20.8%)

12 (15.6%)

2 (2.6%)

23 (29.9%)




Question 7: Please rate the following statements about health care access in Prince George’s County

There are a sufficient number of bilingual providers

There are a sufficient number of providers for
residents who do not qualify for insurance

Most residents can afford their medication

Most residents are able to access a behavioral
health provider

Most providers incorporate cultural competency in
their practice

There are a sufficient number of providers
accepting Medicaid or other medical assistance

Transportation for medical appointments is
available to most residents

Most providers incorporate health literacy in their
practice

Most residents can access a medical specialist

There are enough primary care providers to serve
the residents

Most residents are able to access a dentist

Most residents are able to access a primary care
provider

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

B Disagree/Somewhat Disagree B Agree/Somewhat Agree



Question 8: Please rank the top five most significant barriers that keep people in Prince George’s County from accessing
health care. (Shown in order of ranked score) (N=77 responses)

Lack of Health Insurance _

Basic Needs Not Met
Inability to Navigate System
Provider Availability

Inability to Pay - N

Time Limitations

Perception Healthcare Quality is Poor
Lack of Transportation
Language/Cultural Barriers

Lack of Trust

Lack of Health Literacy ]

Lack of Child Care

0 10 20 30 40 50 60

B Most Significant B Second Most Signficant = Third Most Significant B Fourth Most Signficant B Fifth Most Significant



Question 9: Respondents were asked to name two key resources that are
needed to improve access to health care for County residents in an open-ended
response (N=76 responses). The responses are grouped and summarized in

the table below; some responses included statements about multiple issues.

Key Resources

Health navigation,

Number of

Responses

Summary of Responses
Need for: increased community health worker capacity in the access
pathways; supporting training for community health workers;
incorporating cultural competency throughout the entire process;

education, and 31 . . . . .
. . health literacy education for consumers; special consideration for the
information . . . . .
aging and homebound; better education on improving poor diet and
physical inactivity
. Need for: more providers across all disciplines; providers closer to
More providers and . . .
. 16 public transportation; providers who are culturally competent;
Access to providers . . e . .
providers accepting Medicaid/Medicare or serve the uninsured
Need for: youth mental health partial hospitalization programs;
More Behavioral 15 embedding mental health providers in primary care; crisis beds for
Health Capacity psychiatric emergencies; acute/subacute care services for
children/adolescents
Need for: an improved public bus system in the county; subsidized use
Transportation 15 of ridesharing applications (e.g., Uber and Lyft) for residents to use for
medical appointments; low-cost and/or free transportation options
Basic Needs (Housing, 11 Need for: affordable housing; services for the homeless; job training
Food, Employment) and placement
Need for: help for those that cannot afford their medications — many
Affordable Healthcare 10 will go without due to competing priorities; help with out-of-pocket
costs (e.g,. high deductibles, co-pays, etc.)
. Need for: wellness clinics in schools; possible “one-stop shop” family
More Community . . L
8 services center in the county; centers inside the beltway; centers closer
Health Centers L .
to immigrant populations
Need to: enroll eligible uninsured residents; provide safety nets for
Health Insurance 6 . |g| . aninsy I A v
those that are ineligible
More Provider Hours 5 Need for: flexible hours including evenings and weekends
Need for: providers that are culturally competent; better care
Improved Healthcare o . .
Qualit 4 coordination and case management for patients; an improved
¥ reputation — many go to Montgomery County or D.C. for care
. Need for: increasing provider access to translation services by phone
Primary Language . . . . .
. . 4 during appointments, using translated text reminders and printed
Considerations . . . . i - ) .
materials for clients; bilingual staff in offices; bilingual services online
Legislation 2 Need for: paid sick leave; gun control
Need for: making dental a standard healthcare provision with Medicaid;
Dental Care Coverage 2

more provider participation

Other responses: free health screenings; mobile primary care services; improved walkability; having the right
stakeholders at the table when decisions are made to improve health outcomes (e.g., the CBO)



Question 10: Please select the three populations most underserved for health-related services in Prince George’s County

(N=77 responses)

Homeless residents

Immigrant Population

Low-income residents

Black residents (born in the U.S.)
Non-English speaking residents
Seniors (age 65 and older)

Latino residents (born outside the U.S.)
Adults (25-44 Years)

Adults (45-64 Years)

Residents with disabilities
Children/Youth (5-17 years)

Adults (18-24 Years)

Black residents (born outside the U.S.)
Children (under 5 years)

Latino residents (born in the U.S.)
LGBTQI residents

Asian residents (born outside the U.S.)

Asian residents (born in the U.S.)

B Most Underserved
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M Second Most Underserved

25

30

35

Third Most Underserved

40

45
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Question 11: Respondents were asked what the primary barriers are for the
populations listed in Question 9 in an open-ended response (N=77
responses). The responses are grouped and summarized in the table below;

many responses included statements about multiple issues.

Primary Barriers

Lack of Financial and
Basic Resources

Access to Care

Cultural/Language
Barriers

Engagement and
Awareness of Services
and Resources

Lack of Insurance

Navigation of Services/
Care Coordination

Transportation
Health Literacy
Lack of Trust

Social Environment

Mental Health

Number of
Responses

42

27

27

16

15

12

14

Summary of Responses
Healthcare overall is unaffordable; healthcare is not a priority if
there are competing needs not met (housing, food, work, etc.); low
incomes and unaffordable housing are key drivers
Provider participation in Medicaid is low; low income residents are
underserved due to the lack of evening and weekend PCP hours; lack
of accountable providers; services not spread evenly throughout the
county, especially inside the beltway; many specialists are located
outside of the county; no dental benefit in Medicaid; lack of services
for children; no coordinated system to provide services to homeless
Lack of bilingual providers and staff; limited resources for non-
English speakers; non-English speaking residents may wait for
months to get a routine physical through an FQHC

Targeted outreach to known populations that typically do not use
the healthcare system; increase number of services and staff

Those ineligible for insurance will have unmet health needs,
primarily undocumented immigrant populations; focus on residents
that make too much for Medicaid but not enough for private
insurance or high out-of-pocket costs

A large number of residents are relying only on urgent care doctors
due to lack of knowledge on how to select a PCP; follow-up from
encounters is an issue (adherence to discharge instructions,
completing further testing, filling medication, etc.)

Need for more transportation options and money to fund
Improvements in health literacy would help improve emergency
department diversion — residents using ED’s for primary care

Fear and lack of trust with the healthcare system and its providers;
lack of trust with government agencies; fear of identification
consequences among the undocumented and immigrant populations
Discriminatory Federal laws; racism and implicit bias; stigma
Homeless are disproportionately affected; need for more mental
health care in schools, especially for students with trauma




Agencies/Organizations

Prince George’s County Health Department

Prince George’s County Parks and Recreation

Faith-Based Organizations

Prince George’s County Food Equity Council
Prince George’s County Healthcare Alliance
Prince George’s County Fire/EMS

University of Maryland Capital Region Hospital
City of Hyattsville

Prince George’s County Community College

Prince George’s County Dept. of Family Services
Aging and Disabilities Services Division

Prince George’s County FQHCs
Prince George’s County Healthcare Action Coalition

New Hospital (under construction)

La Clinica del Pueblo

City of Seat Pleasant

Prince George’s Department of Social Services
Prince George’s Child Resource Center

HSCRC

Number of
Responses

10

N N NN NN O

[ = =N N

1

Question 12: Respondents were asked what is being done well in Prince George’s County within communities to
improve health and well-being and by whom in an open-ended response (n=74 responses). The responses are
grouped and summarized in the table below; many responses included statements about multiple health and
wellness activities and contributing organizations.

Specific Program/Service/Action [Responses if >1]
Health fairs [3]; community outreach, including HIV and STI prevention [3]; focus
on social determinants of health and policies, systems, environment; naloxone

Central Avenue Connector Trail providing a way for people to connect people in
Capitol Heights to services in Largo, as well as safe walking and biking connections;
Initiatives to help individuals become more active

Providing direct services

Advocating for policies and zoning regulations to address health
Community health worker care coordination services [2]

Mobile Integrated Health [2]

Mama and Baby Bus program [2]

Efforts to encourage exercise and fitness [2]

Training of community health workers; Fitness and education classes

Partnership with Meals on Wheels to deliver meals to the homebound; Partnership
with MNCPPC to offer physical fitness activities in senior centers

Variety of services under one roof - simplifying navigation for the most vulnerable

Organizing the community around enhancing health outcomes; Healthy Eating
Active Living workgroup

Will be centrally located and on a Metro line

Providing services and resources in Spanish

SMART City Initiatives

Administration of the SNAP program/coordination with local food pantries
Healthy Families Prince George’s program

Fostering population health and helping the hospitals to this end

Other organizations mentioned (without specified programs or services): Heart to Hand, Laurel Advocacy and Referral Services, Shabach Ministries, The American

Job Center, Bridge Center at Adam’s House, Prince George’s County Health Connect, Food and Friends, WIC, Early Head Start



Some respondents listed programs and services occurring in the county without association to a specific agency or organization:

Number of

Other Areas of Action Responses Specific Program/Service/Action

This community health assessment; stakeholders and government agencies coming

together to share resources and develop innovative measure to collect data;
Collaboration and Partnerships 9 several county agencies working towards Health in All Policies; recognition by all
stakeholders of the need to expand healthcare to underserved populations and
implement health-related programming
Community health workers engaging in the process to improve and facilitate care
coordination services; publication of community education events; efforts by

Community-Based Services and Programs 9 . .
¥ & community members in 20743 to replace the Safeway that closed; youth
mentorship programs
New providers in the area with evening and weekend hours; building more health
. . centers; providers in communities that can bring in outside practitioners when
Provider Capacity 6 - . -
needed (e.g., healthcare navigation, primary care for the uninsured); access to
holistic health; hospital systems adding urgent care capacity
Healthy Lifestvles 5 Increased numbers of outdoor and green spaces; farmer’s markets; county and
y y state efforts to eliminate food deserts; increased bike share vendors near trails
T Several county agencies with noticeable presence in communities; seeing County
Visibility 2 . . . . .
Executive Alsobrooks and Dr. Carter in public events demonstrating healthy living
PRP programs for the Medicaid insured population; more young people are talkin
Mental Health 2 prog pop ’ young peop &

about and dealing with mental health compared to the past




Areas of Action

Improving Hospital Quality

Partnerships

Coordination of Care

Prevention

Education and Outreach

Community Engagement

Access to Providers and Clinics

Data

Access to Health Insurance
Economic Development
Mobility

Funding

Number of
Responses
15

12

11
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Question 13: Respondents were asked what is being done well by the healthcare systems in Prince George’s
County to improve health and well-being and by whom in an open-ended response (N=74 responses). The
responses are grouped and summarized in the table below; many responses included multiple recommendations.

Specific Program/Service/Action [Responses if >1]
Construction of the new hospital [10]; all hospitals incorporating population health in planning [3];
UMCR increasing ambulatory behavioral health services; hospitals providing primary/specialty care
All hospitals partnerships with community health programs [3]; University of Maryland Medical
System partnerships [2]; PGCHD’s partnership with DSS [2]; PGCHD’s partnerships with hospitals for
HIV screening; PGHAC; future launch of MDPCP; use of task forces
TLC-MD collaboration of county hospitals for care coordination in at-need populations [4]; creating
access pathways for people to get services [2]; providing integrated services, inclusive of behavioral
health; PGCHD’s Care Coordination Team; use of community health workers throughout the process;
use of CRISP to connect providers of the same patient
Use of evidence-based prevention programs [3]; clinicians are providing more preventative
information during visits on a regular basis [2]; Doctors Hospital’s free cancer screenings; PGCHD'’s
efforts to steer public thinking towards prevention and harm reduction; PGCHD’s timely follow up to
positive HIV and STI cases; free immunizations for children under age 19
PGCHD’s outreach and education programs [3]; Doctors Hospital’s use of mobile van to address
chronic disease in communities [2]; MedStar health and wellness programs; UMCR programs to
address nutrition and obesity; health fairs
Providing community-based services and programs to vulnerable populations [4]; engaging
stakeholders in planning and policymaking [2]; Kaiser Permanente community revitalization
Incentives to bring quality providers to the area; Greater Baden serving those most in need; CCl
Health and Wellness Services has two locations with sliding scales and interpretation; expansions of
larger health care providers have been close to transportation hubs
Using the Community Health Assessment to inform the Community Health Improvement Plan
Improving access to insurance options for low income families
Economic development agencies are attracting healthier choices to the county
Mobile health units; telemedicine

County council now appropriating general funds to address needs, such as domestic violence

Additional healthcare agencies mentioned (without associated programs/services): La Clinica Del Pueblo, Mary’s Center



Recommendations

Focus on Healthy
Lifestyles

Health Education and
Outreach

Increase and Improve
Access to Providers &
Clinics

Partnerships

Increase Health
Funding

Basic Needs

Strengthen Services

Affordable Healthcare

Community
Engagement

Transportation

Address Language
Concerns

Number
of
Responses

13

15

13

Question 14: Respondents were asked what recommendations or suggestions they have to improve health and
quality of life in Prince George’s County in an open-ended response (N=74 responses). The responses are
grouped and summarized in the table below; many responses included multiple recommendations.

Summary of Responses
Increase opportunities for physical activity and decreasing food swamps/deserts; stop allowing fast food places
to swamp the county; more sidewalks and trails; increase food resources in South County; avoid mixed
messaging (e.g., supporting unhealthy food-related “National” days while promoting healthy eating); provide
incentives to municipalities to promote healthy living

Use online platforms and social media to provide programs and web-based health care and resources; devote
more staff for outreach; be visible and promote services outside of healthcare facilities; be culturally competent

More behavioral health inpatient facilities and providers; incorporate health services where people are most
(e.g., employers, community sites); simplify the referral process between physicians and social services; more
providers in Maryland Healthy Smiles; quality of care should equal neighboring jurisdictions

Work with other counties to learn best practices, have joint task forces and coalitions; strengthen public and
private collaboration; establish a regular meeting of County agencies to address health; engage the faith-based
community with behavioral health services;

More funding for programs and services; County support to provide health insurance for the
uninsured/ineligible; Council funding for a master Health Equity plan; increase Medicaid reimbursement rate

Make the process to place the homeless streamlined and transparent; more transitional and permanent
housing for residents finding themselves homeless — abandoned homes could be refurbished as group
residences, psychological rehab programs and independent living residences; address poverty

Health department should strengthen core reinstitute maternity services; better maintenance of local, state
and national parks; refine the health impact assessment process; use GIS for health concerns in the county

Provide insurance to more residents; offer programs for the emotional growth of children that are affordable
Engage community members and local leaders to be change agents
Enhance the public bus system; expand MA transportation hours beyond 9am-5pm

Provide better language access; establish a universal language line for both public and private providers




Question 15: What do you think could encourage and support more community involvement around health issues in
Prince George’s County (select all that apply)? (N=74 responses)

Increased Focus on Health Inequities 79.7%
Increased Communication/Awareness %
Engaging Diverse Leaders/Residents

Increased Partnership/Collaboration

Increased Opportunities for Healthy Foods

More Community Outreach

Increased Support for Local Non-Profits

Opportunities for Community Input

Improvements to the Physical Environment

Renovated or New Business/Living Developments Incorporating...

Web-based Resources

Other

0% 10% 20% 30% 40%  50% 60% 70% 80%  90%

“Other” Included: increased public transportation; decreasing access to unhealthy foods, especially in food deserts; partnerships with local
providers; engagement with existing churches and civic groups to get involved with health; targeted approaches to engage new immigrant, Black
and Latino communities; focus on areas of county where expansion of services may have halted due to preconceived notions about the
community; addressing that many residents must travel to find quality services; County Police and Fire may be resource limited at times due to
high utilizers; encouraging residents to be engaged and support their communities;



Participant Profile

Question 17: What is your gender (N=70 responses)

Male

N

7.1%

Female 72.9%

0% 10% 20% 30% 40% 50% 60% 70% 80%

Question 18: What race/ethnicity best identifies you? (N=70 responses)

Black/African American 1%
White/Caucasian
Hispanic/Latino

Asian or Pacific Islander

Multiracial

Other 1.4%

African Caribbean 1.4%

African 1.4%

0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50%



Question 19: Which of these categories would you say best represents your community affiliation? Participants were

asked to select all that apply. (N=70 responses)

Health Care Provider
Government Organization
Non-Profit Organization
Public Health Organization
Community Member

Social Services Organization
Mental/Behavioral Health Organization
Education/Youth Services
Business Sector

Other

Faith-Based Organization
Cultural/Civic Organization

Housing/Transportation Sector

0 5 10 15 20
Number of Reponses

“Other” Included: workforce development; anti-hunger/anti-poverty; food pantry; advocate.

25



Question 20: In what geographic part of Prince George’s County are you most knowledgeable about the population?
Participants were asked to select all that apply. (N=70 responses)

35

33

30

20 - 20

15 -

Number of Responses

North County Central County South County Inside the D.C. Outside the D.C. Other
Beltway Beltway

“Other” included: knowledge across the entire county or responding that knowledge of one part of the county did not exceed other
areas of the county.



Question 21: Please select the types of populations you can represent in Prince George’s County through either
personal, professional or volunteer roles. Participants were asked to select all that apply. (N=69 responses)

Low Income Individuals
Black/African Individuals
Adults (30 to 64 Years)

Young Adults (18 to 29 Years)
Uninsurable Population
Seniors/Elderly (>65 Years)
Hispanic/Latino Individuals
Children/Youth (5 to 17 Years)
People with Disabilities
Non-English Speaking Population
Homeless Population

Young Children (<5 Years)
Refugee Population

Asian Individuals

Other

0 10 20 30 40 50
Number of Responses

“Other” included: immigrant populations; veterans; those undergoing treatment of cancer and their families; residents utilizing
public benefit programs.



Question 22: Respondents were asked to share the most pressing needs of
the populations they serve (N=70 responses). The responses are grouped and
summarized in the table below; the majority of these responses reiterated

information that had already been provided in previous questions.

Additional Information

Affordable Healthcare

Engagement in Healthy
Lifestyles

Better Healthcare Quality

Safe, Affordable Housing

Health Literacy and
Health Education

Cultural and Language
Considerations

Transportation

Better Education
Outcomes

Care coordination and
information

County Development and
Services

Health Insurance

Safe, Clean Environment

Social Isolation

Immigration Issues

County Funding

Number of
Responses

23

17

14

13

13

Summary of Responses
Need for more affordable care overall - even with insurance,
healthcare can be costly, especially difficult for low income and
single parent families in the county; affordable childcare

Need access to healthy foods through better grocery stores and the
opportunities to grow one’s own food; limit food insecurities;
nutrition support and education on the relationship between food
and health; more physical activity and exercise

Behavioral health quality improvements should be a priority;
patients and providers should establish trust and connect without
judgment; establishing a dental home for all residents 21+ years
old; incentivize quality providers to move to the area

Need for transitional and permanent supportive housing

Need for more community outreach; classes on parenting skills and
support for parents; education on avoiding poor health decisions;
classes on diabetes and cardiovascular care

Need for more cultural competency in all areas; more bilingual
services; translation in languages other than English and Spanish;
focus on equity for all residents

Need for a reduction on the dependency of cars as a sole method of
transportation in the county

Need for more good schools in the county; more residents
completing high school

Need for residents to be aware of and be able to access services;
centralize navigation services in one area
(Medicaid/MCO/Transportation Assistance/Unemployment etc)

Need to encourage growth of good jobs in the county without long
commutes; workforce development;

Need for more eligible residents to access health insurance

Need for more walkability in areas; lower crime; addressing the
social determinants of health

Need to increase access for seniors where isolation is a concern;
help all residents with a lack of social or family support

Need to address issues facing our undocumented populations; allay
fears involving ICE

Need for funding to be flexible to reach underserved populations




Question 23: Would you be interested in becoming more involved in local health initiatives?

60.0%

55.7%
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COMMUNITY RESIDENT SURVEY

Introduction

Prince George’s County is home to over 910,000 residents and growing, with a wide range of
health needs and disparities. The Community Resident Survey was a strategy developed to
complement the overall Community Health Assessment (CHA) goal of identifying the health
needs and issues for the county’s diverse population by hearing directly from our residents.

Methodology

The 2019 Community Resident Survey was modified from the 2016 Community Resident
Survey, with any adaptations based from the Community Health Status and Assessment
recommendations of the Mobilizing for Action Through Planning and Partnerships (MAPP)
framework?!. Efforts were made to ensure the survey questions corresponded with the
Community Expert Survey, another key assessment of the MAPP framework. The survey
guestions included mostly multiple choice and rating scales with a few open-ended
responses for demographics and an option for writing in a response if the participant
answered with “other”.

The survey was translated into Spanish (the most common language spoken in the county
after English) and French and was made available online and through printed copies. Due to
time limitations, the survey was distributed as a convenience sample. The Health Department
made the survey available by website, social media, and through provided services at
department locations; the survey link was also posted electronically by the County
government. Survey distribution began on March 15, 2016 and ended on April 30, 2019.

For analysis, each multiple choice and rating scale question is presented as a simple
descriptive statistic. Because the surveys were collected as a convenience sample, the
results were intended as an additional method of gaining community input in support of the
overall process, while acknowledging the lack of an adequate sample size to statistically
represent the county. Responses from the English survey were excluded if the participant
indicated they were not a county resident or if residency information was completely missing
to make that determination. All responses in the Spanish and French surveys were included
in the final analysis, regardless of residency information; the results are presented separate
from the English responses for most questions. Each question includes the number (N) of
responses.

! https://www.naccho.org/programs/public-health-infrastructure/performance-improvement/community-health-
assessment/mapp



https://www.naccho.org/programs/public-health-infrastructure/performance-improvement/community-health-assessment/mapp
https://www.naccho.org/programs/public-health-infrastructure/performance-improvement/community-health-assessment/mapp

Participation

Surveys were completed by 218 participants: 178 in English, 42 in Spanish and 2 in French.
Additionally, the 2016 version of the survey was distributed at an event in November 2018
before the finalization (and translation) of the 2019 version was available; of the 74
responses, 34 were from Prince George’s County residents and retained for further analysis.
Due to the changes in some of the questions between the 2016 and 2019 resident surveys,
responses from this small cohort are only incorporated where both the question and answer
selections were the same in both surveys. Nearly all areas of the county were represented by
the participants, with the exception of the most southern part of the county (a map of
representation is available with Question 17). Almost two-thirds of survey participants were
female, which is higher than the county. However, survey participation by race and ethnicity
was similar to the county. Spanish survey participants skewed younger and were mostly
between the ages of 25-44 years, while English survey participants were more evenly
distributed by age. Over 45% of all survey participants had a college degree or higher;
however, 38% of the Spanish/French survey participants did not have at least a high school
degree. Although survey participants reported a wide range of annual household incomes,
over half (51%) of Spanish/French participants reported an annual household income of less
than $20,000.

Key Findings

e Healthy Community: Over half of all survey participants said that access to healthcare
was one of the most important factors defining a “healthy community,” followed by good
jobs and healthy economy, and good schools. Spanish/French survey participants also
considered a clean environment as one of the most important factors, while English
survey participants said low crime and healthy behaviors also defined a healthy
community. Two-thirds of all survey participants reported that parks were the places
they went most frequently in Prince George’s County, followed by churches and movie
theaters.

e Community Determinants of Health: Over half of survey respondents (57%) agreed
that their community has easy access to fresh fruits and vegetables; this was much
higher (84%) among the Spanish/French participants. Almost half (49%) of English and
36% of Spanish/French survey patrticipants disagreed or somewhat disagreed that there
is enough affordable housing in their community. Spanish/French survey respondents
were also more likely (40%) than English survey respondents (29%) to disagree or
somewhat disagree that their community was safe with little crime.

e [eading health issues: Chronic illness and related factors, including diabetes, poor diet
and physical inactivity, as well as substance use (alcohol, drug and tobacco) led major
health problems for all survey participants. For Spanish/French survey participants,
dental health and cancer were also highly ranked. However, nearly every health issue
had over half of the overall participants indicate it was at least a major or moderate
problem in the county.

e Access to healthcare: Almost 60% of English survey participants and over half of
Spanish/French survey participants agreed or somewhat agreed that residents in their



community could access a primary care provider. However, less survey participants
agreed or somewhat agreed that there are enough providers for the number of residents
in their community, that most residents are able to access medical specialists in their
community and that most residents can access a mental health provider in their
community. Although 60% of English survey participants said most residents in their
community could access a dentist, only 40% of Spanish/French survey participants felt
the same. More participants in both surveys disagreed or somewhat disagreed that most
residents can afford their medication in their community.

Leading barriers: Overall, lack of knowledge to navigate the healthcare system, lack of
money for co-pays and prescriptions and time limitations were indicated as the leading
barriers to accessing healthcare in the county. For English survey participants, 44% also
reported that the availability of providers or appointments was a major or moderate
problem, while over three quarters (77%) of Spanish/French survey participants
reported lack of insurance coverage as a barrier to accessing care.

Health Care: Overall, 81% of survey participants reported having some type of
insurance and most (73%) reported seeing a primary care doctor in the past year.
However, among the Spanish/French survey participants, 41% did not have health
insurance and 40% did not see a primary care doctor in the past year. Over 20% of
English survey participants and 46% of Spanish survey participants reported being
unable to access needed medical care in the past year, primarily due either the lack of
health insurance coverage or cost considerations. The wait time to access a medical
care appointment was also a barrier for those unable to get care in the past year.

Health Communication: Both English (90%) and Spanish/French (78%) survey
participants said that doctors were the most trusted source of health and lifestyle
information in their community. Following doctors, English participants reported health
screenings (50%) as trusted sources of health information, while Spanish/French survey
participants (31%) said that health fairs were trusted sources of health information.
One-on-one counseling was the third trusted sources of information in both surveys.
Regarding the dissemination of health information, English participants (61%) were
much more likely to prefer e-mail compared to Spanish/French participants (21%). In-
person (43%) or over the phone (31%) were the most preferred methods of
communication for Spanish/French survey participants.

Recommendations to improve health: Overall, all survey participants recommended
increased communication and awareness followed by community-level outreach to
encourage and support more community involvement around health issues in Prince
George’s County. Among Spanish/French survey participants, an increased number of
healthcare practitioners was also an important factor in community health.



Results

Question 1: What do you think are the three most important factors that define a “Healthy Community” (what most affects the
quality of life in a community)? (N=176 English responses; N=42 Spanish/French responses)
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Question 1: What do you think are the three most important factors that define a “Healthy Community” (what most affects the
quality of life in a community)? (N=176 English responses; N=42 Spanish/French responses)

70.0%

60.0%

50.0%

40.0%

30.0%

20.0%

10.0%

0.0%

61.9%

49.4%

40.5%

31.8% 31.0%

Access to
Healthcare
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Healthy
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Question 2: How satisfied are you with the following in Prince George’s County (All responses)?

Healthcare System (N=208)

A Good Place to Raise Children (N=206)

Economic Opportunity (N=208)

A Safe Place to Live (N=209)

Quiality of the Environment (N=210)

B Very Satisfied  ® Somewhat Satisfied

18.8%

14.6%

14.5%

30.4%

37.1%

39.1%

25.6%

31.2%

27.1%

24.5%

24.4%

6.3%

6.8%

6.8%

0% 10%

30%

Neutral

W Somewhat Unsatisfied

60% 70%

80%

90% 100%

M Very Unsatisfied



Question 2: How satisfied are you with the following in Prince George’s County (English responses)?

Healthcare System (N=173) 17.3% 30.1% 26.6% 7.5%

A Good Place to Raise Children (N=169) 14.2% 37.3% 31.9% 4.2%

Economic Opportunity (N=172) 13.4% 40.1% 26.7% 6.4%

A Safe Place to Live (N=175) 23.4%

Quiality of the Environment (N=173) 24.3%
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i
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Question 2: How satisfied are you with the following in Prince George’s County (Spanish/French responses)?

Healthcare System (N=34) 26.4% 32.4% 20.6% -
A Good Place to Raise Children (N=36) Wi 36.1% 27.8% 19.4%
Economic Opportunity (N=35) 20.0% 34.3% 28.5% 8.6%

A Safe Place to Live (N=33) 30.3%

Quiality of the Environment (N=36) 25.0%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

B Very Satisfied  m Somewhat Satisfied Neutral ~ mSomewhat Unsatisfied  m Very Unsatisfied



Question 3: Please rate each of the following statements for your community (All responses).

Has easy access to fresh foods like fruits and vegetables (N=245) 57.1% 19.6% 11.4%

§

Has places to walk, like sidewalks and parks (N=247) 56.7% 25.9% 9.7%

X

Is safe with little crime (N=240) 27.1% 38.3% 18.3% 4.2

Has enough affordable housing (N=242) 13.6% 31.4% 28.5% 7.5%

Has access to good schools (N=241) 22.4% 35.3% 17.4% 10.8%

(=]

Has a clean environment, such as air and water quality (N=246) 34.1% 35.8% 19.1% ‘ 5.3

Has a good economy (N=241) 24.9% 35.7% 20.3% 10.8%
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Question 3: Please rate each of the following statements for your community (English responses).

-

Has places to walk, like sidewalks and parks (N=210) 56.7% 25.7% 10.0%
Has easy access to fresh foods like fruits and vegetables (N=207) _ 12.1%
Has a clean environment, such as air and water quality (N=208) _ 35.1% 35.1% 18.8% 4 6.2%
Is safe with little crime (N=205) _ 29.8% 38.0% 17.1%
Has a good economy (N=206) _ 26.7% 36.9% 19.4%
Has access to good schools (N=206) _ 20.4% 36.4% 18.0%
Has enough affordable housing (N=206) _ 11.7% 31.1% 29.6% m

o
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Question 3: Please rate each of the following statements for your community (Spanish/French responses).

| 2.6%
Has easy access to fresh foods like fruits and vegetables (N=38) 84.3% N 7.9% %
Has places to walk, like sidewalks and parks (N=37) 56.8% 27.0% 8.1% -

Has access to good schools (N=35) 34.3% 28.6% 14.3% 11.4%

Has a clean environment, such as air and water quality (N=38) 29.0% 39.5% 21.0% -
Has enough affordable housing (N=36) 25.0% 33.3% 22.2%

Has a good economy (N=35) 14.3% 28.6% 25.7% 0.0%

I

Is safe with little crime (N=35) BEERIPZ 40.0% 25.7% 8.6%
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Question 4: The places where | go in my community the most often in Prince George’s County are
(select all that apply) (N=218 responses):
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Question 4: The places where | go in my community the most often in Prince George’s County are
(select all that apply) (N=176 English responses):
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Question 4: The places where | go in my community the most often in Prince George’s County are

(select all that apply) (N=42 Spanish/French responses):

80.0%

70.0%

60.0%

50.0%

40.0%

30.0%

20.0%

10.0%

0.0%

71.4%

57.1%
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Lakes/
Woods

52.4%
45.2%
38.1%

Church  Sports Movie
Fields Theaters

33.3%

23.8%

Library Swimming Health/

Pools

19.1%
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14.3%

Live
Theaters

14.3%

Dance
Halls

11.9%

Social
Clubs

11.9%

Yoga/
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Question 5: Please rate the following health issues for your neighborhood or community (All Responses).

Diabetes (N=198)
Alcohol/Drug (N=195)
Cancer (N=194)

Poor Diet (N=198)
Stroke/Hypertension (N=198)
Heart Disease (N=196)
Tobacco (N=202)

Mental Health (N=198)
Domestic Violence (N=195)
HIV (N=203)

Physical Inactivity (N=195)
Homelessness (N=195)
STD (N=193)

Dental (N=198)

Homicide (N=196)

Injury (N=195)

Infectious Disease (N=196)
Human Trafficking (N=197)
Aging (N=198)

Asthma (N=200)
Maternal/Child Health (N=194)
Hunger (N=195)

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0% 90.0%

B Major Problem B Moderate Problem Minor Problem H Not a Problem M No Opinion/Don't Know

“Other” Included: renal failure; stress management
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Question 5: Please rate the following health issues for your neighborhood or community (English Responses).

Diabetes (N=165)
Stroke/Hypertension (N=169)
Heart Disease (N=166)
Alcohol/Drug (N=165)
Poor Diet (N=166)

Cancer (N=164)

Tobacco (N=169)

Mental Health (N=168)
Physical Inactivity (N=165)
Domestic Violence (N=165)
HIV (N=171)

Homelessness (N=166)
STD (N=166)

Dental (N=166)

Injury (N=165)

Aging (N=166)

Homicide (N=164)

Human Trafficking (N=166)
Maternal/Child Health (N=165)
Asthma (N=166)

Infectious Disease (N=167)
Hunger (N=165)

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0% 90.0% 100.0%

W Major Problem B Moderate Problem Minor Problem H Not a Problem ® No Opinion/Don't Know



Question 5: Please rate the following health issues for your neighborhood or community (Spanish/French Responses).

Diabetes (N=32)
Alcohol/Drug (N=29)
Cancer (N=29)

Homicide (N=31)

Tobacco (N=32)

Domestic Violence (N=29)
Mental Health (N=29)

HIV (N=31)

Infectious Disease (N=28)
Dental (N=31)

Poor Diet (N=31)

Injury (N=29)

STD (N=26)

Hunger (N=29)
Stroke/Hypertension (N=29)
Human Trafficking (N=30)
Asthma (N=33)
Homelessness (N=28)

Heart Disease (N=29)
Maternal/Child Health (N=28)

Physical Inactivity (N=29)

Aging (N=31)
0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0% 90.0% 100.0%
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Question 6: Please rate each of the following statements about health care access in your community (All responses).

Most residents are able to access a primary care provider (N=241)

There are enough providers for the number of residents (N=242)

Most residents are able to access a medical specialist (N=243)

Most residents are able to access a mental health provider (N=239)

Most residents can access a dentist (N=239)

Transportation for medical appointments is available to the
majority of residents (N=238)

Most residents can afford their medication (N=240)

B Agree  HSomewhat Agree

|

Somewhat Disagree

M Disagree

B No Opinion/Don't Know

29.0% 29.0% 11.2%

_ 19.0% 23.6% 17.8%
_ 20.2% 25.9% 15.6% 23.1%

_ 15.5% 26.4% 13.0%
_ 23.8% 34.3% 10.0% 19.3%

_ 20.2% YT 10.9%
_ 11.7% | 20.0% 17.5% W
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Question 6: Please rate each of the following statements about health care access in your community (English Responses).

|

Most residents are able to access a primary care provider (N=206) 29.6% 29.6% 11.2% 20.4%
There are enough providers for the number of residents (N=207) _ 20.3% 23.7% 16.4%
Most residents are able to access a medical specialist (N=207) _ 20.8% 25.6% 15.5% 23.6%
Most residents are able to access a mental health provider (N=206) _ 15.5% 27.2% 13.1%
Most residents can access a dentist (N=207) _ 24.6% 36.2% 8.2% 18.9%
Transportation for' mfadical ap‘pointments is available to the _ o= 55, 4% 11.9% 25 4%
majority of residents (N=205)

Most residents can afford their medication (N=207) BPREZ 19.3% 16.4% W

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

B Agree  H Somewhat Agree Somewhat Disagree M Disagree  H No Opinion/Don't Know



Question 6: Please rate each of the following statements about health care access in your community (Spanish/French
Responses).

Most residents are able to access a primary care provider (N=35) 25.7% 25.7% 11.4% 25.8%

E

There are enough providers for the number of residents (N=35) BEWLEZ 22.9% 25.7% 31.4%

Most residents are able to access a medical specialist (N=36) 16.7% 27.8% 16.7% 19.4%

Most residents are able to access a mental health provider (N=33) 15.2% 21.2% 12.1% 30.3%

Most residents can access a dentist (N=32) 18.8% 21.9% 21.9% 21.8%

Transportation for medical appointments is available to the

[v) 0, (o) 0,
majority of residents (N=33) 2 B a0 A

Most residents can afford their medication (N=33) REEKEA 24.2% 24.2%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
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Question 6: Please rate the following statements about health care access in your community (All responses with opinion).
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able to access a providers for the able to access a access a mental able to access a medical afford their
primary care number of residents medical specialist health provider dentist appointments is medication
provider (N=242) (N=243) (N=239) (N=239) available to the (N=240)
(N=241) majority of residents
(N=238)
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Question 7: Please indicate if you believe the barriers listed are a major, moderate, minor or not a problem that keep

people in your community from accessing health care.

I I
Lack of Money for Co-pays, Prescriptions (N=200) 35.5% 21.5% 15.5%

Lack of Health Insurance Coverage (N=200) _ 13.5% 24.0%

Time Limitations (N=192) _ 28.6% 24.5% 17.2% 21.4%

Lack of Transportation (N=197) _ 27.9% 22.3% 17.3% 21.8%
Lack of Child Care (N=196) _ 17.3%

Language/Cultural Barriers (N=197) | 25.4% 22.3% 19.3% 21.8%
Lack of Trust (N=196) | 25.0% 19.4% 19.9%
Unsure How to Use the Healthcare System (N=192) | 24.0% 24.5% 21.9%
Basic Needs Not Met (Food/Shelter) (N=189) | 20.1% 24.9% 20.6%
Availability of Providers or Appointments (N=196) | 17.3% 28.1% |16.8% | m

Ol%; 1(;% 2(;% 3CI)% 4(;% 5(;% 6(;% 7(;% 8(;% 9(;% 10IO%

B Major Problem  ® Moderate Problem Minor Problem  ® Not a Problem  ® No Opinion/Don't Know



Question 7: Please indicate if you believe the barriers listed are a major, moderate, minor or not a problem that keep
people in your community from accessing health care (English responses)

Lack of Money for Co-pays, Prescriptions (N=170)

Time Limitations (N=165) 16.4% 21.8%
Lack of Health Insurance Coverage (N=169) 28.4% 23.7% 15.4% 26.0%
Lack of Transportation (N=168) 26.2% 22.6% 17.9% 22.6%

Lack of Child Care (N=166) 25.3% 18.1% 18.1%

Lack of Trust (N=167) 18.6% 29.3%
Unsure How to Use the Healthcare System (N=165) _ 23.6% 19.5%
Language/Cultural Barriers (N=170) | 20.0% 24.1% 21.8%
Basic Needs Not Met (Food/Shelter) (N=162) | 19.1% 22.2% 22.8%

Availability of Providers or Appointments (N=168) 17.3% 26.8% 17.3% 19.6%
| |

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

B Major Problem  ® Moderate Problem Minor Problem  ® Not a Problem  ® No Opinion/Don't Know



Question 7: Please indicate if you believe the barriers listed are a major, moderate, minor or not a problem that keep

people in your community from accessing health care (Spanish/French responses).

Language/Cultural Barriers (N=27) 59.3% 11.1% 7m

Lack of Health Insurance Coverage (N=31) _2

Lack of Money for Co-pays, Prescriptions (N=30) _ 54.2% 16.7% 16.7% 4

Lack of Transportation (N=29) | 13.8%

Lack of Child Care (N=30) | 36.7% 26.7% 13.3%

Unsure How to Use the Healthcare System (N=27) | 33.3% 29.6% 11.1%

Time Limitations (N=27) | 29.6% 22.2% 22.2%

Basic Needs Not Met (Food/Shelter) (N=27) _ 25.9% 40.7% 7.4% 18.6%

Lack of Trust (N=29) | 24.1% 20.7% 27.6%

Availability of Providers or Appointments (N=28) | 17.9% 35.7% 14|.3% m
0:% 1(;% 2(;% 30I% 40% 5(;% 6(;% 7(;% 8(;% 9(;% 10I0%

B Major Problem  ® Moderate Problem Minor Problem  ® Not a Problem  ® No Opinion/Don't Know



Question 8: Do you have health insurance (select all that apply)? (N=254 responses)

60%
46.5%

40% -
0% 18.9%

L -

14.6%
12.2%
l . =
0% T T T T
Yes, | have Yes, through Yes, through  Yes, another type No, | do not have
private insurance Medicaid Medicare insurance

Question 8: Do you have health insurance (select all that apply)? (N=225 English
responses; N=29 Spanish/French responses)
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20% 40.5%

(]
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0, o)
9.5% 9.5% 7.6% 7 10
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0% T T T
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Question 9: Did you see a primary care doctor in the last year? (N=243 responses)

100%
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72.8%

60% -

40% -

22.6%

20% -

4.5%

| E—

Yes No Not sure
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Question 9: Did you see a primary care doctor in the last year? (N=208 English
responses; N=35 Spanish/French responses)

100%
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Question 10: Has there been a time in the past year when you needed medical care
but were not able to get it? (N=241 responses)

90%

80%

69.7%

70%
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50%
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24.5%

20% -
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Question 10: Has there been a time in the past year when you needed medical care
but were not able to get it? (N=208 English responses; N=33 Spanish/French
responses)
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21.2%
20% -
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Question 11: If you answered that you were unable to get medical care, what prevented you
from getting the medical care you needed (select all that apply)? (N=59 responses)

Nonsurance I

Could Not P2y
Wait Time was too Long _ 10
Lack of Transportation _ 8

Lack of Child Care — 5

0 5 10 15 20 25 30
Number of Responses

Question 11: If you answered that you were unable to get medical care, what prevented you
from getting the medical care you needed (select all that apply)? (N=36 English responses;
N=12 Spanish/French responses)

No Insurance

Could Not Pay

Wait Time was too Long
Lack of Transportation

Lack of Child Care

0 2 4 6 8 10 12 14 16 18 20
Number of Responses

M English Spanish/French



Question 12: What sources do you trust for health and lifestyle information (select all that apply)? (N=208 responses)

90%
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80% -

70% -

60% -
£ 50% -
S 9
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& 40% -
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26.6% 26.6%  243% 53.4%
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11.5%
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10% . 6.4%
From a Doctor  Through One-on-One Printed Self-Directed From a Friend From Health Online From a Faith-  Through Phone Videos or
Health Counseling Materials Programs /Family Fairs Programs Based Group Counseling DVDs
Screenings Member Organization Meetings/
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Question 12: What sources do you trust for health and lifestyle information (select all that apply)? (N=176 English responses;
N=32 Spanish responses)

100%

90%
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Question 13: How do you like to receive communication about health topics (select all that apply)? (N=218 responses)
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Question 13: How do you like to receive communication about health topics (select all that apply)? (N=176 English Responses
N=42 Spanish/French Responses)

70%
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Question 14: What do you believe could encourage and support your community’s health (select all that apply)? (N=218

responses)

Increased Communication/Awareness

More Community-Specific Outreach

Better Quality Health Care

Increased Focus on Health Inequities

Engaging Diverse Leaders/Residents

Increased Health Care Practitioners
Opportunities for Community Input
Improvements to the Physical Environment
Increased Emphasis on Action/Implementation
Renovated/New Business Developments with Health Considerations
Increased Partnership/Collaboration

Web-based Resources

0.0%

70.2%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%



Question 14: What do you believe could encourage and support your community’s health (select all that apply)? (N=176

English responses; N=42 Spanish/French responses)
Increased Communication/Awareness
More Community-Specific Qutreach
Increased Focus on Health Inequities
Better Quality Health Care
Engaging Diverse Leaders/Residents
Increased Health Care Practitioners
Opportunities for Community Input
Increased Emphasis on Action/Implementation
Improvements to the Physical Environment
Renovated/New Business Developments with Health Considerations
Increased Partnership/Collaboration

Web-based Resources

M English

0.0% 10.0% 20.0%

Spanish/French

30.0%
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80.0%



Question 15: If you could change one thing in your community, what would it be? (Open-
ended responses).

Number of
Number of Spanish/
English French
Issues mentioned Responses Responses Summary of Responses
Improve affordability — better, higher paying jobs,
Addressing the Social higher incomes, lower costs of living, affordable
Determinants of 18 2 housing, affordable child care; better schools and
Health educational attainment outcomes; universal full-day
preschool and kindergarten; insurance coverage for all
More transportation options, decreased costs for
Transportation and 12 0 transportation; safer transportation; better roads — no
Infrastructure potholes and repave some area roads; more walkability
and sidewalks (Laurel specifically mentioned)
More community organizing, including increased
community events and meetings, more health
programs and screenings for those communities;
Community identify a County liaison to the smaller municipalities so
Engagement and 12 2 that they know the communities more intimately, to
Education advocate for funding and services in those areas;
involve the Hispanic community and encourage their
participation in organizations — they live ignored; more
sporting activities for youth
Cleaner More parks; more trails; more bikeshares; more green
Neighborhoods and 9 1 spaces; more lighting in developments; mobile
Environments recreation centers; modernize the buildings
Decrease the crime rate and focus on citizen security;
Increased Safety 5 4 alleviate traffic congestion; slower, safer driving,
including no phone use in the car
More providers in the community, beyond urgent care;
Better Access to and many‘residenjcs .see!< carein DC or neighboring
. ) 5 4 counties; no limitations to services provided; more
Quality of Providers . . .
bilingual staff and professionals; more medical
information provided to communities
Better Access to 4 0 Closer grocery stores with more/better options; fewer
Healthy Foods fast food outlets in communities
Overall decrease in the disease and death rates in the
Lower Death and . o
Disease Rates 4 0 community; at home STD testing; increased ou.treach
about safe sex and the importance of STD testing
More services for seniors (e.g., independent living and
Senior Population 5 0 group housing); more help with access as technology

Considerations

advances — some seniors do not know how to access
resources online without help




Participant Profile

Question 16: How long have you lived in Prince George's County? (N=234 responses)

0 to 5years 2%

|

Over 20 years 42.83%

0% 5% 10% 15% 20% 25% 30% 35% 40% 45%

Question 16: How long have you lived in Prince George's County? (N=209 English
responses; N=25 Spanish/French responses)

[
0105 years h 18.7%
50.0%
o
61010 years LI 14.8%
25.0%
[
11t0 20 years | 19.6%
20.8%
0
Over 20 years S 409%
4.2%
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M English Spanish/French



Question 17: What ZIP code do you live in? (N=225 responses)

Legend

|:| No Participants
- 1to 4 Particpants
- 5to 8 Participants
- 91to 12 Participants
- Over 12 Participants



Question 17: What ZIP code do you live in? (N=201 English responses)

Legend
|:| Mo Participants

- 1to 4 Particpants
- 5to 8 Participants
- 91to 12 Participants
- Over 12 Participants



Question 17: What ZIP code do you live in? (N= 24 Spanish/French responses)

2080380783

Legend

|:| Mo Participants
- 1 Participant
- 2 Participants
- 3 Participants
- 4 Participants



Question 18: What community do you live in? (N=152 English responses; 21 Spanish

responses)
Spanish/French

Community English Participants Participants
Amherst Rd 1 0
Ashford 1 0
Ashton Heights 1 0
Berwyn Heights 0 1
Bladensburg 1 0
Bowie 7 0
Boxwood Village 1 0
Breezewood Terrace 1 0
Brentwood 1 0
Brock Hall Manor 1 0
Brock Hills 1 0
Brooksquare Condo 1 0
Calvert Hills 1 0
Camp Springs 1 0
Capitol Heights 5 0
Carmody Hills 1 0
Cherry Lane Laurel 0 1
Cheverly 1 0
Chillum 0 2
Clinton 2 0
College Park 5 0
Collington Station 1 0
Colmar Manor 1 0
Contee Road Deerfield 0 1
Coral Hills 1 0
Covington Station 1 0
District Heights 1 0
Dresden Green 2 0
Enterprise Estates 1 0
Enterprise Knolls 1 0
Estate Neighborhood 1 0
Forestville 1 0
Fort Washington 1 0
Glenarden 2 0
Glendale Estates 1 0
Good Luck Road 1 0
Greenbelt 4 1
Greenbriar 1 0
Harbors Edge 0 1
Heritage Park 0 1
High Point 1 0
Hill Oak 1 0

1 0

Hillcrest Heights



Community
Hillendale
Hollywood
Holton Lane
Hyattsville
Hynesboro
Imperial Gardens
Jefferson St
Lake Arbor
Landover
Langley Park
Lanham
Largo
Laurel
Laurel Ridge
Lewisdale
Marlton
Mitchellville
Montpelier
Mt. Airy Estates
New Carrollton
Oak Creek
Oakcrest
Old Stage
Owens Rd
Oxon Hill
Palmer Park
Peppermill Village
Potomac Ridge
Riggs Avenue
Riverdale
Saint Barnabas Rd
Simmons Acres Accokeek
Silver Spring
Squire Wood
Strawberry Glenn
Swann Road
Tall Oaks
Tantallon
Templeton Knolls
Tiffin Court
Truman Park
University Hills
University Park
Unknown
Upper Marlboro
Village Green

English Participants
1
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Spanish/French
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0
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Spanish/French

Community English Participants Participants
Vilma 1 0
Walker Mill 0
West Hyattsville 1 0
West Lanham Hills 1 0
Woodlark 1 0
Woodlawn 1 0
Woodmore 1 0
Woodstream 1 0

Question 19: What is your gender? (N= 236 responses)

0% 10% 20% 30% 40% 50% 60% 70% 80%

Question 19: What is your gender? (N= 208 English responses; N=28 Spanish/French
responses)

Female
71.4%
Male
28.6%
0% 10% 20% 30% 40% 50% 60% 70% 80%

M English Spanish/French



Question 20: What race/ethnicity best identifies you? (N=235 responses)

Hispanic/Latino [N 6.5%
White/Caucasian - 11.5%

Asian I 1.7%

Multiracial . 4.3%

Other F 0.8%

0% 20% 40% 60% 80%

Question 20: What race/ethnicity best identifies you? (N=207 English responses; N=28
Spanish/French responses)

qQo,
et At A T S W 725

7.1%

. . . - 6.4%
H Lat
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| 1.0%

Other 0.0%
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Question 21: How old are you? (N=234 responses)

18 to 24 years 10.7%

25 to 44 years 41.0%

More than 65 years 12.0%

0% 5% 10% 15% 20% 25% 30% 35% 40% 45%

Question 21: How old are you? (N=205 English responses; N=29 Spanish/French

responses)
11.3%
18 to 24 years
6.9%
38.0%
25 to 44 years °
62.1%
45 to 64 years
24.1%
More than 65 years
6.9%
0% 10% 20% 30% 40% 50% 60% 70%

M English Spanish/French



Question 22: What is the highest level of education you completed? (N=202
responses)

Less than High School i 7:9%

High School or GED _ 19.8%

Some College 19.3%

Associates or Technical Degree - 719%

0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50%

Question 22: What is the highest level of education you completed? (N=173 English
responses; N=29 Spanish/French responses)

. 2.8%
Less than High School h
ess than High Schoo 17 9%

o)
High School or GED I [19.1%

24.1%

[s)
Some College M |19.1%

20.7%

0,
Associates or Technical Degree -35(y 8.7%
. (o]

0,
College Degree or Higher |, 50.3%

13.8%
|
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Question 23: What is your annual household income? (N=197 responses)

Less than $20,000 19.8%

$20,000 to $49,999 21.3%

$100,000 to $149,999 8.1%

$150,000 to $199,999 8.1%

$200,000 or more - 5.1%

Prefer not to answer 14.7%

0% 5% 10% 15% 20% 25%



Question 23: What is your annual household income? (N=168 English responses;

N=29 Spanish/French responses)

0,
Less than $20,000 H 14.3%

$20,000 to $49,999

$50,000 to $74,999

$75,000 to $99,999

$100,000 to $149,999

$150,000 to $199,999

$200,000 or more

Prefer not to answer
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20%

M English
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Question 24: What country were you born in? (N=195 English responses; N=24
Spanish/French responses)

Spanish/French
Community English Participants Participants
Bermuda 1 0
Cameroon 1
Dominican Republic 1
El Salvador
Georgia
Guatemala
Honduras
India
Ireland
Ivory Coast
Jamaica
Kenya
Mexico
Nicaragua
Nigeria
Philippines
Sierra Leone
St. Lucia
Togo
United Kingdom
United States 168
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Question 25: What language do you speak at home? (N=195 English responses; N=25
Spanish/French responses)

English
Community Participants
English 175
English & ASL
English & Filipino
English & French
English & Hausa
English & Pegm
English & Spanish
English & Spanish & Japanese
English & Yoruba
French
Igbo
Spanish
Swahili

=
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Spanish/French
Participants
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Question 26: How did you receive this survey? (N=232 responses)

45%
40%
35%
30%
25%
20%
15%
10%

5%

0%

41.4%

4.7% 2 0o

24.6%
12.9%
I i =

— .

Community  Health Fair
Group or
Organization

Personal Email
Contact

Workplace

Twitter Website
/Facebook/
Other social

media

For personal contact participants mentioned specific locations in the “Other” free-text field: health

clinics; health center; healthcare facility; hospital; health department; Langley Park multi-service center.
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PRIORITIZATION PROCESS

Introduction

The 2019 Community Health Assessment (CHA) for Prince George’s County provides
an updated from the first ever joint CHA in 2016 with a partnership between five local
hospitals and the Health Department. The Core Team again included all area hospitals
and the Health Department, who began the process of collecting primary and
secondary data to describe the residents and needs in the county. This data was
planned to be used during the prioritization process to determine the overall county
health priorities. In 2016, broad community participation was used for the prioritization
process. For 2019, the review of the initial findings indicated that the priority areas were
likely to remain the same based on the data collection, but the Core Team wanted to
ensure input from community representatives, resulting in an invitation for the
leadership for the Prince George’s Healthcare Action Coalition to participate in the
prioritization process.

Participants

The area hospitals and Health Department provided representatives of the healthcare
and public health system. Six workgroup Co-Chairs for the Coalition were also invited,
who represented different populations and county agencies including the Department of
Corrections, Department of Social Services (Maryland Health Connection), Food Equity
Council, and the Department of Parks and Recreation. A list of participants in the
prioritization process is included in Attachment A.

Process Summary

To make the best use of the prioritization meeting and ensure adequate discussion time
for the issues, the Core Team organized the discussion around: 1) community
perception of health, 2) changes in the local health system, 3) the four 2016 priority
areas, 4) seven additional areas of interest, and 5) emergent themes from the data
collection process, as noted below.

2016 Priorities Additional Areas of Interest |Emergent Themes
e Social Determinants of Health o HIV e Housing Stability
e Behavioral Health: e STls e Low-Income and Employed
e Mental Health e Infant Health e Needs of Immigrants
e Substance Use e Maternal Health ¢ Need for Innovative Outreach
e Obesity and Metabolic Syndrome: | ® Senior Health
e Diabetes e Asthma
e Heart Disease e Oral Health
e Hypertension
e Cancer
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An agenda for the prioritization process meeting is included in Attachment B. The
prioritization process began with an overview of the purpose of the CHNA, the steps
taken to ensure community input in the process, and a data overview of the selected
issues (Attachment B). The data overview included summaries of each topic, including
indicators, trends, and resident, community expert, and key stakeholder input as well as
active discussion by the participants by posing questions, providing insight for the
population represented, providing anecdotal examples, discussing resources and
services provided, and discussing data limitations, such as the lack of data for specific
populations, the challenges with obtaining data for services provided in Washington
D.C. to our residents, and lag time for some data secondary data sources, such as the
cancer registry.

Prince George’s County Health Department facilitated the prioritization process. The
process was designed around consensus building and allowed participants to ask more
specific questions through epidemiology staff present during the process. After
reviewing the data, participants were instructed to consider the following:

+ Magnitude: How many people are affected

« Severity: What are the outcomes and how long do they last
« Trend: Changes since 2016

» Disparity: Who is disproportionately affected

+ Community Perception: Results from Resident Survey, Community Expert
Survey, and Key Informant Interviews

Prioritization Discussion
During the initial discussion, participants noted the following:

e Approximately 50,000 residents are ineligible for insurance. Estimated that
around 35,000 are eligible but uninsured.

e The provider ratios have not improved despite efforts.

e Better integration of mental health with somatic care is occurring, but there is still
work to be done (several participants noted work being done around mental
health).

e The role of the school system is critical in addressing the social determinants of
health

] :



o Health department has not worked synergistically with schools; is a priority
that needs to be done

o A lot of risk factors deal with diet; PGCPS could really play into this as a
primary source of nutrition, there should be more alignment here.

o There is a huge link between nutrition and behavioral issues. What is the
capacity of counselors to deal with issues?

o County supports a robust community advocate program in 40 school,
behavioral health in particular. May not be called “SDOH” but they are
doing the work.

o Two prevalent issue — resources and priorities; link between parents and
school system is not strong- perception that if parents connect to
resources through the schools system, there will be stigma implications for
a long time.

e More information about cancer staging at diagnosis would be helpful to better
understand the disparities

o Cultural differences may contribute to later diagnoses; there are some
groups working with specific populations for this

o Are there differences in treatment based on race and staging?

e Behavioral health crosses many comorbidities, and we are far from where we
should be to address this

o The expense of behavioral health is an issue, especially in the jails; we
need to do better getting those in need connected with resources

During the discussion, all the hospital systems represented agreed that the work they
started in 2016 is not yet complete, and the data and community input are reflective of
this. The stakeholders therefore agreed to maintain the four main priority areas during
the next three years:




Next Steps

The Health Department agreed to provide summary slides for the priority areas that can
be shared with the Hospital Boards (Attachment C). Participants agreed to reconvene
in August to share:

Community assets available or needed to address the priority areas
Each hospital system’s implementation plan
Potential areas for collaboration among hospitals

Potential areas for collaboration with the Healthcare Action Coalition

The Health Department agreed to facilitate the arrangements for the next meeting.



Attachment A: Prioritization Participants and Attendance

Name Organization Title Attended
Anthony Nolan Department of Parks and Recreation, MNCPPC; | Chief, Special Programs Yes
PGHAC Health Eating Active Living Workgroup | Division
Caitlin Murphy Prince George’s Health Department Special Assistant to the Yes
Health Officer
Camille Bash Doctors Community Hospital CFO/Treasurer Yes
Chantay Moye Nexus Health-Fort Washington Medical Center |Corporate Director, Yes
Marketing, Communications
& Public Relations
Dr. Chile Ahaghotu | MedStar Southern Maryland Hospital Center Vice President, Medical No
Affairs
Chloe Waterman | Friends of the Earth; Senior Food Campaigner Yes
PGHAC Health Eating Active Living Workgroup
Christina Gray Prince George’s Health Department Epidemiologist Yes
Donna Perkins Prince George’s Health Department Epidemiologist Yes
Ernest Carter Prince George’s Health Department; Acting Health Officer Yes
PGHAC Chair
Guy Merritt Prince George’s Department of Corrections; Chief, Community Yes
PGHAC Behavioral Health Workgroup Corrections Division
Howard Ainsley Nexus Health-Fort Washington Medical Center |Senior Vice President & Yes
Chief Operating Officer
Dr. Joseph Wright | University of Maryland Capital Region Health Chief Medical Officer No
Katie Boston-Leary | University of Maryland Capital Region Health Chief Nursing Officer No
Kent Alford University of Maryland Capital Region Health; |Systems Behavioral Health |No
PGHAC Behavioral Health Workgroup Director
Michael Jacobs University of Maryland Capital Region Heath Vice President, Community |Yes
Relations
Nikki Yeager Doctors Community Hospital Vice President Ambulatory |Yes
Services & Network Strategy
Sabra Wilson University of Maryland Capital Region Health Director of Community Yes
Health
Shari Curtis Department of Social Services; Program Manager, Maryland |Yes
PGHAC Health Equity Workgroup Health Connection
Sharon Zalewski Regional Primary Care Coalition; Executive Director No
PGHAC Health Equity Workgroup
Trudy Hall UM Capital Region Health-Laurel Medical Vice President of Medical Yes
Center Affairs
Valerie Barnes MedStar Southern Maryland Hospital Center Director of Case No
Management and
Population Health
6




Attachment B: Prioritization Agenda and Presentation

May 6, 2019
‘ Office of Assessment and Planning
Health-OAP@co.pg.md.us

I L
P RIS

Agenda

1:00 pm Welcome and Introductions
1:15 pm 2019 CHNA Findings

2:30 pm Break

2:45 pm Prioritization Discussion

3:45 pm Community Resources and Next Steps

I N @
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Core CHA Team

* Doctors Community Health System

* Fort Washington Medical Center

* MedStar Southern Maryland Hospital Center
* UM Capital Regional Health

* Health Department

* Prince George’s Healthcare Actional Coalition
Leadership

I N @
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Background

Previous Community Assessments:
* 2011 Local Health Improvement Plan

* UMD Transforming Health: Public Health
Impact Study (2012) focus on healthcare
services

* Primary Healthcare Strategic Plan (2015) also
focused on healthcare services

* Behavioral Health Needs Assessment (2015)
* Community Health Needs Assessment (2016)

I N @
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Current (2016) CHA Priorities

e Social Determinants of Health
* Behavioral Health
* Obesity & Metabolic Syndrome

* Cancer

I N @
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2019 CHA Framework

* Mobilizing for Action through Planning and
Partnership (MAPP)

* Vision: A community focused on health and wellness
for all.
* Values:
— Collzaboration
— Equity
— Trust
— Safety
— Prevention

I N @
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2019 Data Collection

« Demographics and Population Description

Health Indicators

Key Informant Interviews (N=14, ongoing)

Community Expert Survey (N=82)

Community Resident Survey (N=176 English,
N=40 Spanish, N=2 French)

I N @
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2019 CHA Findings

I N @
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What makes a Community Healthy?
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What Factors Define a Healthy
Community?
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What Factors Define a Healthy
Community?

Top 5 Responses by Survey Type

1. Access to Healthcare 1. Access to Healthcare

2. Good Jobs and Healthy Economy 2. Healthy Behaviors and Lifestyle
3. Good Schools 3. Good Jobs and Healthy Economy
4. Low Crime 4. Affordable Housing

5. Healthy Behaviors and Lifestyle 5. Community Involvement

Source: 2019 Community Health Assessment Residentand Cornmunity Expert Surveys

 RERRINERT
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1
2
3
4
5

What Factors Define a Healthy
Community?

Top 5 Resident Responses by Survey Language

. Access to Healthcare 1. Access to Healthcare

. Good Jobs and Healthy Economy 2. Good Schools

. Low Crime 3. Clean Environment

. Good Schools 4. Good Jobs and Healthy Economy
. Healthy Behaviors 5. Community Involvement

Source: 2019 Community Health Assessment Residentand Cornmunity Expert Surveys

d .I\,]. E II.’_:\;l.\'r I; .\_I .I. : .'\.. .I.'

2016 Priority #1
Social Determinants
of Health
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Socioeconomic Factors
Income

Employment

Housing Costs

Social Determinants of Health

Accessto Care
Health Insurance
Provider Availability
Medical Expenses
Health Literacy

Social & Community Context
Quality of Life

Voter Participation
Cormmunity Engagement
Incarceration

Neighborhood & Built
Environment

Access to healthy food
Opportunity for physical activity
Safety

Education

School Environment
High School Graduation
College Enrollment

ﬁ HEALTH
d |‘I.I-II.’_.\;I\" I;.‘i_l.l .'\. I.'

A population on the rise

912,756 residents as of 2017, an increase of
50,000 residents since 2010
—

An aging population @
Those 65 years and older represent 13% of the
total population. Median age of residents is 37.2
years compared to 34,9 years in 2010,

oNne . .
0 Qﬁ A diverse population

United States.

Sowrce: 2017 American Commanity Survey, 1- and 5-Year Estimates

Prince George’s County

Over one-quarter of residents speak a language other than English
athome. In 2017, one in five residents was born outside of the

RacialExtic Mijsiity
[ T 3
[0 i, s S0P 1 5%

I S, s g £5, T o 805
I S, g B2 15 W0
[ ot moa Hhspuanic 0% 5%
[ Hespanic 5o s

Miaany 1588 45 S0% of v of ofe
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%
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Socioeconomic Factors

Indicators
* 12% of children live in poverty
* (One-third of Hispanic, female single parent families live in

paverty
* Unemployment has declined since 2014, but remains
highest for Black residents

* Annual income needed for fair market efficiency 56K mare
than median renter income

Residents

* Only half reported satisfaction with the economic
opportunities in their communities

+ Communities lack enough affardable housing

Community Experts

* Socioeconomic factors frequently mentioned as key
drivers and determinants of health

« Believe only 43% of the communities they serve are
happy with the economic opportunities in their area

Source: 2017 American Community Swureey, 1- and 5-Year Estimates; 2019 Community Health Assessment Resident and Community Expert Surveys

|
 RERARINENT

Access to Care

Indicators
* 91,000 residents remain uninsured; one-quarter of residents 26-34 years are uninsured
* One-guarter of Hispanic and 10% of Black, NH residents were unable to see a doctor in the past
year due to cost
* Provider to Resident ratios:
* 1 PCP to 1,910 residents
» 1 Dentist to 1,650 residents
* 1 Mental Health Provider: 890 residents
Residents
* One-guarter are unsatisfied with the healthcare system in the county
* 1 out of 5 believe residents of their community cannot access a primary care provider; even higher
[one-third) for specialists or mental health providers
* Less than half say transportation is available for appointments
* Top barriersto care: No money for co-pays or medications, no health insurance, time limitations

Community Experts

* Top barriers to care: Lack of health insurance, navigation of the system, money for co-
pays/medicatians, basic needs not met

* Over half responded that there is not enough health literacy, cultural competency ar provision of
language cansiderations in the system

* Mew hospital is viewed positively, but will not address overall access to care issues

Sgurce: 2017 American Community Sureey, 1- and 5-Year Estimates; 2017 Maryland Behavioral Risk Factor Surveillance System; 2018 County

Health Rankings; 3019 Comamunity Health Assessment Resident and Community Expert Sureeys; 2010 K=y informant intervises
& HEALTH
| DEPARTMENT
Poed Shedspas Sy
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Social & Community Context

Indicators

+ 62% of occupied housing units are owned in the county, slightly
lower than the state (B6%)

+ 73.6% voter participation in 2016 and 55.8% in 2018 elections,
similar statewide

Residents

* 65% are satisfied with the quality of life in their community

* Half identified their church as one of the places they go maost in the
county (#2 overall)

* 70% believe that an increase in community awareness and engagement
would support health in their area

+ Half prefer community outreach specific to their community
Community Experts

* 54% believe the communities they serve are satisfied with the
guality of life in their area

* 73% believe an increase in community awareness and
engagement would support health in their areas they serve

* 80% believe an increased focus on health inequities and 69%
believe engaging diverse leaders and residents would benefit
the health of the communities they serve

Sowrce: 2017 American Commanity Survey, 1- and 5-Year Estimates; 2018 Community Health Assessment Resident and Community Expert Surveys

IR 6
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Neighborhood &
Built Environment

Indicators

+ About 94,000 residents (10.1%) live in food deserts

+ 1in 5 households have severe housing problems (e.g.,
overcrowding)

* Violent crime rate fell below the state in 2016

Residents
+ 60% believe their community is a safe place to live
+ 4 put of 5 report access to fresh foods (fruits/veg)

* Two-thirds reported parks as the place they go most often
in their community (#1 overal|)

Community Experts

+ Believe 47% of the communities they serve are satisfied with
safety in their area

* Healthy food access, physical activity and obesity leading
concerns

+ Key Informants noted inequity in rescurces in different
communities as an issue

Soierge 2015 LISDA Food Atlas; 2018 Cownly Health Rankings;
2019 Community Health Assessment Resident and Community

Exgert Surdeys;
s HEALTH
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Education

2017 Graduation Rate by Race/Ethnicity
Prince George's County Public Schools
con | B85 Overall Rave:82.7% g9

93.7

[ - L L Ll Ll B el b
700 4 65.9
B0
5040 +
400 +
300 +
W00+
100 +

oo+

Black or AA Hispanic White Asian

mnon -

Geadisation R ate (%)

Soiarge: 2017 American Comawnity Survey, 1- Year Estimates; 2017-2018
Maryland Departmant of Education Report Card; 2016 Maryland Youth Risk
Behavior Sunvey; 2019 Comamunity Health Assessment Resident and
Community Expert Surveys;

Indicators

* B7% of residents 25+ years and older have at least a
high school education, lower than state

* Half of Hispanic residents have less than a high
school education

* Only 60% of high school graduates enrolledin
college, compared to 3% for the state; this drops to
42% for Hispanic graduates

» 14.5% of county high school students bullied on
school property (past year); higher for White
students (24.5%)

Residents

* One-third disagree that their communities have
access to good schools

* Half agree that the county is a good place to raise
children

Community Experts

* Believe 40% of the communities they serve are
satisfied that the county is a good place to raise
children

* Better access to affordable (or free) programs for
child activities and emotional growth needed

2016 Priority #2
Behavioral Health

I N @
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Mental Health

Maryland Emergency Department Visits for Behavioral Health
Conditions, Prince George's County, 2017

Health Indicators & Disparities

* White, MH twice as likely to die from suicide as Black, NH residents

* Overall poor mental health days better thanthe state

* Almast one-third of high school students fel sad or hopelass
impeding normal activity[past year); highest for Hispanic students

* 18% of HS students seriously considered suicide and 15% made a
plan in the past year

Risk Factors

*Gender (Female) *Trauma
*Substance use disorder * Abuse/neglect
*Family history

* Mo social and/or famlly support

Trends {compared to 2016 CHNA)

- Overall suicide mortzlity rate decreased from 6.0
® [2012-2014) t0 5.7 (2015-2017)
- Suicide mortality rate for White, NH decreased to
11.7 per 100,000 (2015-2017) from 14.1(2012-2014)

= Overall poor mental health days for residents

- Suicide maortality rate for Black, NH (4.4 per 100,000

. In0 2012-2014; 5.1 per 100,000 in 2015-2017)
- Overzll number of Maryland ED visits for Behavioral
Health conditions

Mgl th Condition Frequency Frrrent
Alcohobrelated disordars L7 P
Mood dsorders LT 1
anuisty drarders 1.540 1588
Subsiance-rolatad disonders LD Bl
Schizophrenia and other pychotic dizonders ] ML
Suicide end imentional s=F-ndicted injury =1 (1.3
Duafirium dementia and amnestic and othar cog ritive disonders HE LEW
attention-deficit conduct and disnuptive behavior disorders 158 it
adjstment disorders 164 Hifs
Mismlanecus mental haalth discr dars 126 L15%
Impuke contnol diorders a3 it
Tarn a.400 1668

PGC High School 2014 2016
Sad/Hopeless 27.3% 31.5%
Consider Suicide 14.7% 17.7%
Plan for Suicide 12.2% 14.8%

Souroe; 2017 Maryland Behavioral Resk Factor Sunillance Systeny, 2016
Ttargland Youth Risk Behavior Swreey: 2019 Community Health
Assesament Resident and Comannity Expert Surveys) 2009 Key
Infizrmnant Interviews: 2017 HSCAC Dutpatient Fikes; 2017 COC Wonder
Onling Database

Community Perception

* #11 ranked health issue for residents; #2 for
community experts survey
* Leading issue for key informant interviews, with
connection to homelessness, incarceration, and
chronic disease management noted; stress and
depression were frequently identified as a concern

Substance Abuse

* Drug-related mortality rate highest for White, NH

= Binge drinking In adults highest for males and White, NH

= Binge drinking in high school highest for fermales; Hispanic
students

= ED visits foraleohel and substance use 3.5x higher for males

= Electronicvapor use downin 2016 (35% in 2014 to 32%)

Risk Factors

+Mental health disorders

* Family history of addiction

+ Age (younger use exposure more likely later SUDs)
*No social and/or family supports

Trends {compared to 2016 CHNA)

= Owverall adult binge drinking
. - Binge drinking for residents 18-34 years
= Overall adult smokers

- Alcohol abuse hospitalization rate for White, NH

- Drug overdose mortality rate doubled from 6.4 in

.. 2012-2014te 12.2 in 2015 to 2017

- Alcohol abuse hospitalization rate for Black, NH,
males and residents 45-64 years

Source: 2017 Maryland Behawiaral Risk Factor Sureillance
Gystem; 2016 Mardand Youth Risk Behavicr Survey; 2017 e )
HECRC inpatiznt and Outpatient Files; 20123 Cammaunity Health \"‘-b\. \
Amspesment Resident and Community Expert Surveys; =

Community Perception

#3 ranked health |ssue for residents; #10 for
community experts

-ﬁ HEALTH
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2016 Priority #3
Obesity and Metabolic
Syndrome

Obesity

Health Indicators & Disparities Percent of Adults Wha Are Obess, 2013-2017

= Highest levels of cbesity among Black, NH residents [46.73%);

Hispanicresident obesity 35% In 2017 ﬂ
= Adult fermales more likely to be cbese than adult males . -
= Obesity highest for Hispanichigh school students; 29% of i 5% - o -
famale Hispanic students are overweight
= Overall obesity pravalence higherthan the state e
1%
Risk Factors =
+Lack of physical activity = Gender {Women) B e . Ty e oar
—4—FGC Blak, N4 N M 22.1% 668 &
*Poor dist *Stress FGCwmEs MH | 2aEn wen n: FIET o
.Age Frirce Gacrge S Hax 0N O 20w
= Wardsrd 28.0% mEN F-E i T L%

* Race/ethnicity {Black and Hispanic) Healthy People 2020 Goal: 30.5%

Trends {compared to 2016 CHNA) Souroe; 2017 Maryland Behavioral Rk Factor Sunveillance System; 2016

Ttargland Youth Risk Behavior Swreey: 2019 Community Health
. = Obesity prevalence for residents over 65 years Assassient Resitent and Comanunity Expert Surveys: 2019 Ky

- FResidents with recommended physical activity nformantintenyiows

Community Perception

- Moneutral trends identified * Residents ranked poor diet #2 and physical

inactivity #5 for top health issues

- Overall obesity prevalence ameng high school i .
studants and adulte * Community Experts ranked poor diet #5 and

hysical inactivity #9 for top health issues
. - QObesity prevalence for Black, NH residents By tv P .
- Obasity prevalence for residents 15-64 years * Concern for key informants along with long-
term consequences
High school students eating vegetables 3+ times/wk

|
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Heart Disease

* #1 Underlying Cause of Death

* Black, NH have highest Mortality Rate and Maryland
ED Visits

* Males have more ED Visits

* Ages 65+ have maore ED Visits

Risk Factors

*Age * Lack of physical activity

= Gender (Male) * Smoking

* Obesity * dlcohol Use

* Poor diet .
- Overall Heart Disease Mortality Rate ( 168.9, MD SHIP e et )
Goalis 166.3) Wonier Online Database

- Maryland ED Visit Rate for White and Black Residents
- Overall Inpatient Visit Rate for Heart Failure (MD and

DC hospitals) * Residents ranked as #9 for top health issues
-Maryland ED Visit Rate for Hispanic and Asian Residents
- Maryland ED Visit Rate for ages 40 years and older

Community Perception

* Community Experts ranked as #4 top health

issues
- Inpatient Visit Rate for Heart Failure ages 65 and over
[MD and DC haspitals) * Qverall chronic disease was a major concern
- Increase in Obesity and Overweight along with long-term consequences

ARTMENT

L ]
Diabetes

* #5 |leading cause of death in the county

= Black, NH Maryland ED visit rate is double White, NH

= Mortality rate also highest among Black, NH

= Diabetes prevalence [12.3%) s higher than the state (9.6%)
= Onain five residents ages 50-64 have diabetes

Risk Factors

* Overwelght or obesity «Hypertension

*Age +MNao physical activity
+Race/ethnicity +History of heart disease/stroke
TI'EI'1C|5 {compared to 2016 CHNA) Source: 2017 Maryland Hesith Seevices Cost i j
Diabetes prevalence among residents 85+ and older Review Comensssion utpatient File; 2019 i |
Comenanaty Hesdth Azsesement Resigent and l )
. - Diabetes prevalence among White, NH residents Comanurnity Espert Surveys: 2017 Marylsnd BRFSS i
- Owerall mortality rate (26.3; mests HP 2020 Goal of " "
66.6) Community Perception

- Diabetes prevalence among Black, NH residents

* #1 ranked health issue for residents and
Overall prevalence community experts
- Diabetes prevalence among residents 50-64 years
. - Diabetes prevalence among males
- Overzll Maryland ED visit rate
Maryland ED visits among residents 40+ years

|]I I:’U\'I\II '\.l

* Overall chronic disease was a major concern
along with long-term consequences




Hypertension and Stroke

Health Indicators & Disparities

+ Hypertension pravalence and Maryland ED visits highest for
Black, NH residents (Prevalence of 34.2%)

* Half of residents ages 50-54 have hypertension

* Qver two-thirds of residents 85+ years and elder have
hypertension

» Stroke #3 leading cause of death

Risk Factors

+Age + Alcohal use

*Race (Black) *Poor diet (sodium)
«Gender *MNa physical activity
*Tabacco use

Trends {compared to 2016 CHNA)

. - Owverall Maryland hypertension hospitalization rate
- Stroke mortality rate for Hispanic residents

- Maryland ED visits for hypertension for Black, NH

and White, NH residents

- Owerall Maryland ED wisit rate for hypertension

- Maryland ED visits for hypertension for Hispanic
. residents

- Stroke mortality rate for Black, MH and White, NH

- Overall mortality rate (41.6) is above HP 2020 rate

of 34.8

Saiprga: 20T Maryland HSCRC Qutpatient Fil;
2017 Mangland BRFSS; 2019 Comanienity Health
Azsessment Ressdent and Comimunity Expert
Surveys;

Community Perception

* #6 ranked health issue for residents and
community experts

* Overall chronic disease was a major concern
along with long-term consequences

2016 Priority #4

Cancer

ﬁ HEALTH
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Cancer
Health Indicators & Disparities

* #2 Underlying Cause of Death

* Males have highest age-adjusted incidence and
mortality rate

* Black, NH have highest age-adjusted mortality rate
{163.3)

Risk Factors

*Tobacco use * UV radiation
*Age *Alcohol use
*Family history * Obesity

*Poor diet

Trends {compared to 2016 CHNA)
- Owerallcancer mortality rate (154.1); meets HP 2020
. Goal of 1614, but net MD SHIP Goal of 147.4

Lung cancer incidence rate among men

Owerall cancerincidence rate for Black residents

- Overall cancer incidence rate
- Colorectal cancer incidence rate

. - Owerall cancer mortality rate for White, MH
residents

Cancer Age-Adjusted Incidence Raves by Site, Prince Gearge's
County, 2005-2014
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Sawrce: W17 Maryland &nnussl Cancer Repart; 2017 CDC Wonder Online
Dtahaze; 20128 Cammunity Health Asszssment Resident and Comamunty
Expert Surveys

Community Perception

* Residents ranked as #7 for top health issues

* Community Experts ranked as #14 top health
issues

] .I-J':\ ‘\I .I. : .'\.. .I.'

Breast Cancer

* Black, NH women have highest martality rate

* Incidence rate is lower than the state, but mortality
rate is higher

* 82.3% of women with mammogram (past two years),
higher than state (78.8%)

Risk Factors

* Alcohol wse

* Qlder age

* Obesity

* Inherited risk of breast cancer

Trends {compared to 2016 CHNA)

. - Mo positive trends identified

Overall mertality rate among all county residents
[25.4); does not meet HP 2020 Goal of 20,7
Women ower 50 with a mammogram (past 2 years)

= Owerall county incldence rate
. - Incidence rate emong Black and White residents

Fermale Breast Cancer Rolling 5-Year Age-Adjusted Mortality
Rates by Race/Ethnicity, Prince George’s County, 2009-2017
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Healthy Peapla 2020 Goal: 20.7

Souree; 2017 Marylsnd dnnual Caneer Report; COC Wander Online Datshase;
2047 Maryland BRF55; 2038 Cammunity Health Assesement Fesident and
Cammunity Expert Surveys

Community Perception

Cancer overall was a concern, but breast
cancer was not specifically noted.
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Prostate Cancer
Health Indicators & Disparities
* Incidence and martality rates higher than state

* Incidence and mertality rates ameng Black, NH (35.3) are
twice as high as White, NH (16.4)
* 43% of men {40 years+) had a prostate-specific antigen

test in past 2 years (similar to MD at 39%); higher for
Black, NH men (47%)

+Older age {over 50 years)
*Race (Black)
*Family history of prostate cancer

Trends {compared to 2016 CHNA)

- Overall county incidence and mortality rates
. - Incidence rate among Black and White residents

- Mo neutral trends identified

. - Men 40+ years with a Prostate-Specific Antigen test
in the past two years

Prostate Cancer Rolling 5-Year Age-Adjusted Mortality Rates
by Race/Ethnicity, Prince George's County, 2009-2017
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Healthy People 2020 Goeal: 21.8

Sawrce; 2017 Maryland AnnuslCancer Repart; C0C Wender Online Database;
2017 Marylsnd BRFSS; 2019 Commuenity Health Assessment Resident and
Cormmaunity Expert Surveys

Community Perception

Cancer overall was a concern, but prostate
cancer was not specifically noted.

Interest

I N @
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Additional Areas of
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Health Indicators & Disparities

* Diagnoses are decreasing, but have the highest
number and 2" highest rate (41.9) of new diagnoses in
the state (MD SHIP Goal is 26.7)

* 8 out of 10 new diagnoses among Black, NH residents

* Two-thirds of new diagnoses 20-39 years old

* Ower half of new diagnoses were MSM

* 53% Viral Suppression

Risk Factors

« Age (Younger) *Intravenous drug use
*MSM *Race/ethnicity (Black)

Trends (compared to 2016 CHNA)

COverall HIV diagnosis rate (13 years and older)

. - HIV diagnosis rate among Black, NH residents
HIV diagnasis rate among residents under 30 or
over 40 years

HIV diagnosis rate among residents 30-39 years

. - HIV diagnosis rate among Hispanic residents

Living HIV Cases, Prince George's County, 2003 to 2017
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Sawerce: 2017 Prince Geonge's HIV Epideminlogical Profile; 2009 Community
Health Assessment Resident and Community Expert Surveys;

Community Perception

#16 ranked health issues for residents; #12 for
community experts

r
STl's
Health Indicators & Disparities

+ Chlamydia/gonorrhea incidence highest for 20-24 years

* 62% of high school students used & condom during last
sexual Intercourse encounter

» Syphilis cases increased by 30% between 2016 and 2017

Risk Factors
*Unprotected sex (condom)
*Multiple sexual partners
*Risky sexual behaviors
=IVDU

Trends {compared to 2016 CHNA)

. - Mo positive trends identified

- Mo neutral trends identified

- Owerall incidence rates for 5Tl
- Chlamydia and gonorrhea incidence rate for 20-29 year
. - Percentage of high school students using & condom
during last sexual intercourse encounter

Murmber of Sexually Transmitted Infections, Prince George's
County, 2015-2017

5-Year
5Tl 015 2016 7 Maan
Chlamydia 6,153 6,752 7365 6,513
Gonarrhea 1,282 1832 2,001 1,575
Syphilis Bl 110 143 113

Rate of Sexually Transmitted Infections, Prince George's County,
Maryland and the United States, 2017

Prince
5T George's Maryland  United States
Chlarpdia 8069 552.1 5246
Gonorrhea 219.2 1814 170,56

MD SHIP Goal: Chlarmydia Rate of 431.0
Sparce: 2016 Maryland Yauth Risk Behaviar Survey; Marylsnd Prevention
and Health Pramotian, Center for 5T1 Preventian; 2009 Comemunity Health
Amspesment Resident and Community Expert Surveys;

Community Perception

#18 ranked health issue for residents and
community experts

-ﬁ HEALTH
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Infant Health

Health Indicators & Uispa E

= Infant mortality rate has decreased (8.2), but still higher
that the state (6.5) and for Black, NH infants (12.0); HF 2020
Goal iz 5,3 and MD SHIF Goal is 6.0

*Percent low birth weight, preterm and Cesarean deliveries
for highest for Black, NH infants

Risk Factors

*Maternal health and behaviors
*Low birth weight

* Prematurity

*Low SES

Trends (compared to 2016 CHNA)

= Owverall infant mortality rate (2013-2017 vs 2008-2012)
. - Preterm births and low birth weight for White, NH
infants

- Owerall percent of preterm births

- Mortality rate for Black, MH infants
. = Preterm births and low birth weight for Black, NH
and Hispanic infants
= Owerall percent low birth welght

Source: Manyland Vital Statistics Administration 2017 Birth
Certificate Files: 2009 Community Health Assessment
Fssiident anid Community Bepsrt Swendeys; 2007 Margland
Wital Statistics Annisl Report

Community Perception

Maternal and Child Health ranked #21 for top
health issue for residents (second to last); #13
for community experts

Maternal Health

Hedlth Indicators & Dispa B

= Birth rate for Hispanic teens are 10 times higher compared
to White NH teens

* Birth rate emong older mothers (35-44 years) increasing

+ 7.2% of mothers diabetic; 5.4% hypertensive in 2017

= 60% of mothers received adequate prenatal care in 2017;
lower for Hispanic mathers at 53%

* 41% of births to Black NH mothers were by C Section,
compared to <30% for Hispanic and White NH births

Risk Factors
* Low SES *Education
*Race/ethnicity *5ocial support

Trends {compared to 2016 CHNA)

. = Birth rate for Black, NH and White, NH teens
- Births by Cesarean Section (35.5%)

- Birth rate for Hispanic teens

= Percent of mothers with diabetes and pregnancy-
.‘ associated hypertension
= Percent of mothers receiving adequate prenatal care

Teen Birth Rate (Ages 15 to 19) by Race and Ethnicity,
Prince Gearge's County, 2013-2017

540 Bl
&3

3,

Births per 1,000 Live Births
-
=

85

mi ma ms 2016 Fby
W dack, NH W Hispanic W White, Nk

Sawrce: Margland Vital Statistics Administration 2017 Annusl Report; 2017
Maryland Birth Certficate Files 2019 Cammunity Health fssessment
Resident and Comamunity Expert Surveys

Community Perception

Maternal and Child Health ranked #21 for top
health issue for residents (second to last); #13
for community experts
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Senior Health

Health Indicators & Dispa

» Mortality rate for Alzheimer's/dementia highest for Black, NH
= Owerall mortality rate for Alzheimer's/dementia, percent of
Medicare beneficiaries treated lower than the state

» 36.1% of senlors (65+ years) have ane or more disability (22%
for the state)

*1in 10seniors reported at least one week (previous month)
where poor physical or mental health kept them from usual
activities

*Age *Vascular factors
*Gender (\Women) (hypertension, diabetes,
*Genetics smoking)

= Social Support

Trends {compared to 2016 CHNA)

. - Alzheimer’s martality rate for White, NH residents

Medicare beneficiaries treated for dementia

. - Alzheimer's mortality rate for Black, NH residents

Sanerce: CDC Wionder: 2007 American Comminity Sunvey 5-Year Estimates:
Conters for Medicane and Medicaid Services; 2007 MarylandBehavioral Risk
Factor Surveillance System: 2009 Commundy Health Assassment Resident
anid Community Expert Surveys:

Community Perception

Aging problems #15 ranked health issue for
residents; #8 for community experts

Asthma
Health Indicators & Disparities

* ED visit rates for Black, NH residents (41.8) was more than
twice that of Hispanic and White MH residents (16.4)

* Hospitalization rates highest for females

+ Among children, hospitalization rates highest for
Asian/Pacific Islanders

Risk Factors

= Age (younger)
*Environmental irritants

Trends {compared to 2016 CHNA)

- Overall Maryland ED wisit rate (all races/ethnicities)
Maryland ED vigit rate for residents under 39 years

. - Overgll Maryland pediatric hospitalization rate
Maryland pediatric hospitalization rate for <14 yrs.

= Maryland ED visit rate for residents 40-64 years
- Maryland adult hospitalization rate

- Maryland pediatric haspitalization rate for
. Asian/Pacific Islanders
Maryland pediatric hospitalization rate for 15-17 yrs.

Sowerce: 2007 Maryland Health Senices Cost
Rewigw Comanission Dutpatient File; 2019

Comanunity Heslth Assesement Resident and L
Comaninity Expert Surveys; =

Community Perception

#19 ranked health issue for residents and
community experts

-ﬁ HEALTH
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Oral Health

N Inaicators & Lisparitie

e d | il Lol
*Maryland ED visit rate for dental care highest for Black,
NH residents

*Males and White, NH residents less likely to have seen PGC High School Students 2014 2016
a dentist in the past year Saw a dentist in the past year 68.9%  69.0%
=1 Dentist to 1,650 residents Black, NH 70.0% B9.5%

Hispanic  68.5%  71.1%
White, NH ~ 73.1% =

= Low SES **[ata mat presented — small numbser of abservations

*Genetics

Sparce: 2016 Maryland Yauth Risk Behaviar Survey; 2008 County Health
Trends r‘compared to 2016 I:'H'Nﬂj Rankings; 2017 Maryland Behaviaral Risk Factar Surveillance System

2019 Commanity Health Assessment Resident and Cammunity Expert

- Owerall Maryland ED visit rate for dental care Surveys;
. - Residents 18-49 years seaing a dentist (past year)
- Black, NH and Hispanic residents seeing a dentist Community Perception
t
[past year] #10 ranked health issue for residents; #16 for
Adult residents and high school students seaing a community experts

dentist (past year)
Dentist to resident ratio

. - Residents 50-64 years seeing a dentist (past year)
White, NH residents seeing a dentist (past year)

Emergent Themes

* Housing Stability
— Homeless identified as the most underserved population by
community experts

— Process to place and care for homeless should be
streamlined and transparent

— Affordable Housing was noted as a significant challenge
« Asset-Limited, Income-Constrained, Employed

— Low-income residents may be insured but are unable to pay
for high deductibles, co-pays and medications




Emergent Themes

* Meetingthe needs of our foreign-born residents
— Hispanic residents increased 31% since 2010
— One-third of Hispanic residents are uninsured

— Fear may drive undocumented populations to not
seek care

— Cultural competency is critical

* |nnovative outreach and awareness of services
— Qutreach should be community-specific
— Special considerations for seniors and homebound

I N @
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Local Health System
* Closure of Providence Hospital

* Change of UM Laurel Medical Center to
emergency services

* Upcoming UM Capital Region Medical Center

* Primary care providers have increased, but so
has our population

* Cost of care (co-pays), uninsured,
transportation, health literacy, culturally
competent providers, perception of quality of
care were themes

I N @
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Local Health System

How do you envision the local health system in the
next 5 or 10 years:

* Want all residents to feel safe accessing health-related
services (regardless of immigration status)

* Residents will have a better perception of health care in
the county

= Better utilization of local services

* A system that is perceived as available to serve all with
quality services

* A system that allows residents to access services close to
home

* Consideration of needs of all residents

I N §
| I\.'.".'.J-_\.'."', IMENT

Prioritization Discussion
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Prioritization Criteria

* Magnitude: How many people are affected

» Severity: What are the outcomes and how long
do they last

* Trend: Changes since 2016
* Disparity: Who is disproportionately affected

« Community Perception: Results from Resident
Survey, Community Expert Survey, and Key
Informant Interviews

I N @
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Resources and Next Steps
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,: |‘I.I-II.’_\;I\'_ I;.‘i_l.l N I.'

30



Attachment C: Priority Area Summary

Prioritization Results

* The Core CHA Team determined by consensus to
retain the four priority areas from 2016:
— Social Determinants of Health
— Behavioral Health
— Obesity & Metabolic Syndrome
— Cancer
Overall, it was noted that these are challenging
priorities to “move the needle” in only 3 years, many of
the associated indicators have not improved, there are

still notable disparities, and these areas continue to be a
community priority.

I N @
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Priority 1: Social Determinants of Health @Trend is Worsening
Indicator 2016 Assessment 2019 Assessment

@ Uninsured Residents All: 17.5% (2014) All: 10.1% (2017)

= Black, MH: 10.5% Black, NH: 7.6%

o Hispanic: 52.9% Hispamnic: 33.2%

E . White, NH: 8.2% White, NH: 5.4%

§ Resident to Provider Ratios Primary Care:1,860:1 (2013) PrimaryCare:1,910:1 (2015)@

= Dentists: 1,680:1 (2014} Dentists: 1,650:1 (2016)

< Mental Health: B80-1 (2015) Mental Health: 890:1 (2017) @
Individual Poverty Status All: 10.2% (2014) All: 8.4% (2017)

- Black: 8.6% Black: 7.0%

=2 Hispanic: 17.1% Hispanic:12.8%

g White, NH:9.3% ‘White, NH: 8.43%

wl Aslan: 8.6%% Aslan: 6.9%

£ | Median Househald Income All: 572,290 (2014) All: $81,240 (2017)

o Black: 572,652 Black: $82,147

2 Hispanic: 558,254 Hizpanic: 565,258

w White, NH: 584,621 White, NH: 533,762
| Asian: 579,491 Asian: 596,585

E High School Graduation Rate All: 78.8% (2015) All: 82.7% (2017)

o Black: 81.3% Black: 88.5%

% Hispanic: 67.4% Hispanic: 65.9% @

= White: 79.0% White: 84.9%

.};"-. Asian: 89.3% Asian: 93.7%

5 |Income Needed for an Efficiency Unit Rental $46,680 [2015) $60,160 (2018)@

E |Median Renter Income $50,792 (2015) £53,774 [2018)

S Violent Crime Rate per 100,000 Population All: 624 per 100,000 (2012)  All: 423 per 100,000 (2016)

| N
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Priority 1: Social Determinants of Health

What has Improved since the 2016 Community Health Assessment?
* Percentage of Uninsured Residents has decreased: from 17.5%(2014) to 10.1% (2017)

¥ Disparity: Although decreased from 2014, percentage of uninsured Hispanic residents
higher than other race/ethnicities

« OwerallHigh School Graduation Rate has increased: from 78.2% (2015) to 82.7% (2017)
* Individuals Below Poverty Level has decreased: from 10,2% (2014) to 8.4%2017)

* Violent Crime Rate has decreased: from 624 crimes per 100,000 (2012-2014) to 423 per 100,000
[2014-2016), lower than the state rate as of 2016

Whathas Worsened since the 2016 Community Health Assessment?

* Residentto Provider Ratiosincreased for primary care and mental health providers
# In 2013, 1 primary care provider for every 1,860 residents; in 2015, 1 primary care provider for every
1,910 residents
# |n 2015, 1 mental health provider for every 860 residents; in 2017, 1 mental health provider for every
890 residents
* High School Graduation Rate for Hispanic students decreased: from 67 4% (2015) to 65.9% (2017);
Hispanic students have a much lower graduation rate compared to other races and ethnicities
« Fair Market Rental Pricing increased substantially: for an efficiency unit, rental pricing increased from
$1,167 [2015] to 51,504 [2018)
¥ The median income for a renter in the county is 553,774 (2018), which falls short of the median income
needed for an efficiency unit by more than 56,000 (560,160 estimated income needed)

d |I\.]-I..-_ I...'\..l'

Substance Use

Mental Health and Suicide

Indicator 2016 Assessment 2019 Assessment
Drug-Related Age-Adjusted Mortality Rate All: 6.4 (2012-2014) All: 12.2 (2015-2017)@
(per 100,000 Black, MH: 5,1 Black, NH: 11.6 @
| White, NH: 22,1 White, NH: 32,18
High School Students Who Ever Took Prescription  All: 13.9% (2014) All: 15.6% (2016)@
Drugs Without a Doctor's Brescription Black, NH: 12.4% Black, NH: 13.9% @
Hote: question was altered in 2016 to ke specific for Hizpanic:13.8% Hispanic: 16.4% @
“prescription paln medication” White, NH: 14.9% White, NH: NA
| All Other Races, MH: 21.6%  All Other Races, NH: 16.0%
Adults with Poor Mental Health Days 3-7 Days: 9.8% (2014) 3-7 Days: 10.8% (2017 )@
B8-29 Days:7.7% B-29 Days: B.8%@
30 Days: 3.2% 30 Days: 3.9%@
High School Students who Seriously Considered All: 14.75% (2014) All: 17.7% (2016) @
Attempting Suicide (in last 12 months) Black, NH: 12.8% Black, NH: 16.1% @
Hispanic: 17,1% Hispanic: 18.2% @
White, NH: 16.4% White, NH: 21.7%@®
All Other Races, NH: 19.6%  All Other Races, NH: 20.4%48
High School Students who Made a Plan About How  All: 12.2% (2014) All: 14.8% (2016) @
They Would Attempt Sulcide (in last 12 months) Black, NH: 9.7% Black, NH: 14.1%@
Hispamnic: 16.8% Hispamnic: 14.5%
White, NH: 13.7% White, NH: 16.3% @
| All Other Races, MH: 20.1%  All Other Races, NH: 17.5%
Suicide Age-Adjusted Mortality Rate (per 100,000)  All: 6.0 (2012-2014) All: 5.7 [2015-2017)
Black, NH: 4.4 Black, MH:5.1@
White, NH: 14,1 White, NH: 11,7

I @ L
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Priority 2: Behavioral Health

Whathas Improved since the 2016 Community Health Assessment?
* Suicide Mortality Rate has decreased: from 6.0 deaths per 100,000 (2012-2014) to 5.7 (2015-2017)

Whathas Worsened since the 2016 Community Health Assessment?
* Adults with Poor Mental Health Days have increased:
# 3-7 Poor Mental Health Days increased from 9.8% (2014) to 10.8% (2017)
# B-29 Poor Mental Health Days increased from 7.7% (2014) to 8.8% (2017)
#* 30 Poor Mental Health Days increased from 3.2% (2014) to 3.9% (2017)
High School Students Who Seriously Considered Suicide increased: from 14.7% [2014) to 17.7%
[2016)
¥ Disparity: 21.7% of White NH students reported seriously considering suicide, followed by students of
Other Races (20.4%).
High School Students Bullied on School Property increased: from 12.1% [2014) to 14.5% [2018)
¥ Disparity: More White NH students reported being bullied (24.8%)
Total Behavioral Health Emergency Department Visits increased by 23%: from 5,842 (2014) to
B,420(2017] for residents going to Maryland hospitals
Drug-Related Mortality Rate increased: from 6.4 deaths per 100,000(2012-2014) to 12.2(2015-2017)
# Disparity: White NH residents have the highest mortality rate at 32,1 per 100,00 (2015-2017)

High School Students Who Used Prescription Drugs Without a Doctor's Prescription
increased: from 13.9% (2014) to residents (2014) to 15.6% (2017)

I @ L
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Priority 3: Obesity & Metabolic Syndrome eTrendis Worsening
Indicator 2016 Assessment 2019 Assessment
Adult Obesity (Body Mass Index (BMI) of ==30) All: 34.2% (2014) All: 42.8% (2017)@
Black, NH: 38.9% Black, NH: 46.75%:.@
Hispanic: 20,9% Hispanic: 34.5% @
| White, NH: 34.6% White, NH: 29.9%
Adult Overwelght (BMI of 25-29) All: 34.1% (2014) All: 32.2% (2017)
Black, MH: 35.9% Black, MH: 29.7%
Hispamnic: 34.6% Hispanic: 41, 8%
| White, NH: 32.0% White, NH: 35.8%
& | High School Student Obesity (>=95" percentile for  All: 15.1% (2014) All: 16.4% (2016) @
5 |BMI, 2000 COC growth charts) Black, MH: 14.8% Black, NH: 16.8% @
= Hispanic: 15.3% Hispanic:17.3% @
a White, NH: 13,8% White, NH: NJA
ol All Other Races, NH: 13.2%  All Other Races, NH: 8.7%
High School Student Overweight (>=85 percentile  All: 17.4% (2014) All: 19.3% (2016) @
but <95 percentile for BMI, 2000 COC growth Black, MH: 15.2% Black, NH17.7% @
charts) Hispamnic: 23.8% Hispanic: 24.7% @
White, NH: 11,8% White, NH: M/
All Other Races, MH: 20.4%  All Other Races, NH: 23.1%{@)
Adult Diabetes Prevalence [Have Been Told by a All: 11,5% (2014) All: 12,3% (2017)@
Health Professienal They Have Diabetes) Black, NH: 13.4% Black, NH: 13.6% @
Hispanic: MjA Hispanic: 16,7%
| White, NH: 13.7% ‘White, NH: 10.5%
Adult Hypertension Prevalence (Have Been Told by  All: 37.9% (2013) All: 31.9% (2017)
& Health Professional They Have Hypertension) Black, NH: 42 6% Black, NH: 34.2%
Hispanic: 29,9% Hispanic: 34.6% @
White, NH: 29.9% White, NH: 28.3%
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Priority 3: Obesity & Metabolic Syndrome

Whathas Improved since the 2016 Community Health Assessment?
* Hypertension Prevalence has decreased: from 37.9% of adults [2013] to 31.1% (2017)

* Heart Disease Mortality Ratehas decreased: from 185.8 deaths per 100,000 [2012-2014) to 168.9
[(2015-2017)

* Diabetes Mortality Ratehas decreased: from 29.4 deaths per 100,000(2012-2014) to 26.3 {2015-
2017)

d |I\.]-I..-_ I...'\..l'

Whathas Worsened since the 2016 Community Health Assessment?
» Adult Obesity Prevalence has increased: from 34,2 (2014) to 42.8% (2017)
# Disparity: Black, NH residents have the highest prevalence at 46.7%
High School Student Obesity and Overweight Prevalence has increased: from 15.1% (2014) to

16.4% (2016 for obesity, and 17 4% [2014) to 19.1% (2016) for overwelght; overall, one in three high school
students are ovenwealght or obese in the county.

# Disparity: Hispanic students were mare likely to be obese or overweight

Diabetes Prevalence has increased: from 11.5% (2014) to 12.3% (2017)
# Disparity: Hispanic residents had a higher prevalence at 16.7%

Stroke Mortality Rate has increased: from 37.8 deaths per 100,000 (2012-2014) to 41,6 (2015-2017)
¥ Disparity: Black MH residents have the highest mortality rate at 44.2 per 100,00

Hypertension Emergency Department Visit Rate has increased; from 261.7 visits per 100,000
residents (2014) to 351.2 visits (2017} (ED visits include all Maryland hospitals); the ED visit rate increazed for
those ages 40 to 64 years from 377.3 (2014) to 433.9 (2017), and for residents ages 65 and over from 670.2
(2014) to 885.8 (2017)

Priority 4: Cancer @Trend is Worsening
Indicator 2016 Assessment 2019 Assessment
Cancer Screening: Women 50+ with Mammogram  All: 83.7% (2014) All: 82.3% (2016) @

w In Past Two Years Black, NH: 85.8% Black, NH: 89.6%

£ White, NH: 78.4% White, NH: 63.6% @

T Men 40 years+ with a Prostate-Specific Antigen Test All: 49.0% (2014) All: 41.4% (2015) @

§ in the Past Two Years Black, NH: 51.4% Black, NH: 45.6% @

| White, NH: 56.8% White, NH: 36.7% @
Cancer Age-Adjusted All: 403.5 (2007-2011) All: 396.5 (2010-2014)
Incidence Rate (per 100,000) Black: 415.0 Black: 394.6

ol White: 374.1 White: 389.2@

£ Femnale Breast Cancer Age-Adjusted |ncidence Rate Al: 116.1 (2007-2011) All: 121.7 (2010-2014) @

% [per 100,000) Black: 122.7 Black: 126.4 @

=l White: 88.1 White: 105.0@

~ | Prostate Cancer Age-Adjusted All: 180.4 [2007-2011) All: 149.2 [2010-2014)
Incidence Rate (per 100,000) Black: 220.8 Black: 178.3

White: 112.4 White: 89.2
[cancer Age-Adjusted All: 166.4 (2012-2014) All: 154.1 (2015-2017)
Mortality Rate [per 100,000) Black, MH: 168.2 Black, MH:163.3
White, NH: 191.9 White, NH: 159.4

= Hizpanic: 77.6 Hizpanic: 82.3@

@ Female Breast Cancer Age-Adjusted All: 25.6 (2012-2014) All: 25.8 (2015-2017)@

o Martality Rete (per 100,000) Black, NH: 27.9 Black, NH: 28.2 @

E. ‘White, NH: 21.8 White, NH: 22.4 @
Prostate Cancer Age-Adjusted All: 26.0(2012-2014) All: 27,9 (2015-2017)@
Mortality Rate (per 100,000 Black, NH: 33.2 Black, NH: 36.3@

White, NH: 16.9 White, NH: 16.5

I @
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Priority 4: Cancer

What has Improved since the 2016 Community Health Assessment?

« Overall Cancer Incidence has decreased: from 403.5 new cases per 100,000 (2007-2011) to 396.5
(2010-2014)

* Prostate Cancer Incidence has decreased: from 180.4 new cases per 100,000 men (2007-2011) to
149.2 (2010-2014)

» Overall Cancer Mortality has decreased: from 166.4 deaths per 100,000 (2012-2014) to 154,1(2015-
2017)

What has Worsened since the 2016 Community Health Assessment?

Screening for Breast and Prostate Cancer has declined: from 83.7% of women 50+ with a
mammogram in past two years (2014) to 82,3% (2016); frem 43% of men 40+ with a PSA in the past two years
to 41.4% (2016)

# Disparity: White, NH residents are less likely be screened compared to Black, NH residents
Female Breast Cancer Incidence hasincreased: from 116.1 new cases per 100,000 women (2007-
201110121 .7 (2010-2014)

¥ Disparity: Black women have a higher incidence rate (126.4) compared to White women (105.0)
Female Breast Cancer Mortality has increased; from 25.6 deaths per 100,000 women (2012-2014) to
25,8 (2015-2017)

# Disparity: Black women have a higher mortality rate (28 2) compared to White woman (22 4)
Prostate Cancer Mortality has increased: from 26.0 deaths per 100,000 men (2012-2014) to 27.3
(2015-2017)

# Disparity: Black men have a mortality rate (36.3) twice that of White men [16.5)
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DOCTORS COMMUNITY HOSPITAL

Table 1: Service Area ZIP Codes

Service Area Profile

Doctors Community Hospital is located in Prince
George’s County, Maryland, which is part of the
Washington, D.C. metropolitan area. Three-
quarters (74%) of Doctors inpatient visits are
from ZIP codes in the central part of the County,
as illustrated in the adjacent map and described
below in Table 1.

The service area ZIP Codes include a mix of
urban and suburban, with an estimated
population of 360,215 (approximately 39% of
the County’s population). All but one ZIP code
(20747) in the service area experienced an
increase in population since 2010. This area is
varied in race and Hispanic ethnicity (Chart 2),
and in socio-economic indicators including
poverty, education, and employment as
displayed in Chart 3.

ZIP Code Name Percent of Inpatient Visits
20706 Lanham 14.4%
20774 Upper Marlboro 9.8%
20785 Hyattsville 7.6%
20743 Capitol Heights 7.5%
20784 Hyattsville 7.1%
20770 Greenbelt 6.5%
20721 Bowie 5.6%
20747 District Heights 4.3%
20720 Bowie 4.1%
20737 Riverdale 3.9%
20715 Bowie 2.9%

Data Source: Maryland HSCRC Inpatient File, 2017



Chart 1 shows the median age by gender in each ZIP code of the service area. As of 2017, the
median age for females in Prince George’s County is 38.3 years; in the hospital’s service area
there is a wide range for the median age for females from 32.5 — 45.6 years. The median age for
males in Prince George’s County is 34.8 years; for ZIP codes in the hospital’s service area, the
median age for males ranges from 30.7 — 40.7 years.

Chart 1: Median Age by Gender

20715 - 43.6
20706
20774 44.1
20785
20784
20743
20770
20721 45.6
20737
20747

20720

County

0.0 10.0 20.0 30.0 40.0 50.0

B Female MW Male

Data Source: 2013-2017 American Community Survey, 5-year Estimates, Table S0101
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Eight of the eleven ZIP codes in the primary service area of the hospital have a higher
proportion of younger (under 18 years of age) residents compared to the county average
(22.3%). Five of the eleven ZIP codes in the hospital’s service area have higher proportions of
residents 65 years and older compared to the county.

Table 2: Population Estimates

ZIp Population Population <18

Code Name Estimate Years Population Age 65+
20706 Lanham 40,168 9,900 (24.6%) 5,073 (12.6%)
20774 Upper Marlboro 46,071 9,223 (20.0%) 6,584 (14.3%)
20785  Hyattsville 37,412 9,792 (26.2%) 4,220 (11.3%)
20784 Hyattsville 30,516 7,869 (25.8%) 2,677 (8.8%)
20743 Capitol Heights 40,025 9,379 (23.4%) 5,447 (13.6%)
20770 Greenbelt 26,223 6,783 (25.9%) 2,023 (7.7%)
20721  Bowie 30,136 6,402 (21.2%) 4,522 (15.0%)
20737  Riverdale 22,213 6,585 (29.6%) 1,688 (7.6%)
20747 District Heights 38,503 8,905 (23.1%) 4,196 (10.9%)
20720  Bowie 22,679 5,275 (23.3%) 2,435 (10.7%)
20715  Bowie 26,269 5,278 (20.1%) 4,316 (16.4%)
County Prince George’s 912,756 203,800 (22.3%) 106,530 (11.7%)

Data Source: 2013-2017 American Community Survey, 5-Year Estimates, Table S0101

Similar to the county, most of the ZIP codes in the hospital’s service area have a majority Black

population (Chart 2). However, three of these ZIP codes have a Hispanic population over 20%,

including Riverdale (20737) where almost half of the residents are Hispanic. Roughly three-

qguarters of county residents speak only English at home, but four ZIP codes in the service area

have a higher proportion of residents who speak a language other than English.

Unemployment is highest in the service area for Capitol Heights (20743), where 15% of

residents do not have a high school degree and 11% of families live below the poverty line

(Chart 3).

Almost two out of five residents of Riverdale do not have a high school degree and 12% of

families live below the poverty line, the highest in the service area (Chart 3). Although

unemployment is lower in Riverdale than other ZIP codes of the service area, it also has one of

the lowest median household incomes in the service area.



Chart 2: Population Description

90.0%

70.0%

50.0%

30.0%
-10.0% . — .

% Population Growth (from 2010) % Black, NH % Hispanic % Speak only English at home

W 20706 4.1% 66.6% 20.4% 66.8%
m20774 7.1% 89.3% 2.0% 88.6%

20785 6.7% 77.5% 12.6% 85.3%
20784 3.6% 56.3% 32.2% 62.6%
W 20743 3.6% 86.8% 8.5% 91.8%
m 20770 4.2% 52.7% 14.3% 70.1%
m20721 11.5% 84.6% 3.5% 86.4%
m20737 7.4% 31.9% 49.8% 53.4%
m 20747 -3.9% 88.5% 5.9% 93.3%

20720 7.8% 69.1% 4.3% 82.0%
m 20715 0.0% 29.5% 10.0% 85.1%
= County 5.4% 62.3% 17.4% 75.7%

Data Source: 2013-2017 American Community Survey, 5-Year Estimates, Tables DP05, $1601




Chart 3: Socioeconomic Indicators

40.0%
35.0%
30.0%
25.0%
20.0%
15.0%
10.0%
5.0% -
0.0% -
% Families Below Poverty % No High School degree % Unemployment
W 20706 6.6% 15.1% 7.5%
m20774 4.0% 5.4% 6.5%
20785 9.5% 13.8% 9.5%
m 20784 6.5% 24.3% 9.4%
W 20743 10.7% 14.8% 11.4%
m 20770 7.5% 9.2% 6.6%
W 20721 3.0% 3.2% 7.5%
m 20737 12.0% 38.6% 5.7%
H 20747 8.2% 9.6% 9.9%
20720 2.3% 3.0% 4.5%
| 20715 1.8% 4.9% 5.9%
m County 5.6% 12.9% 5.9%

Data Source: 2013-2017 American Community Survey, 5-Year Estimates, Tables $1501, DP03




The median household income throughout Prince George’s County is $81,240, yet the range of
incomes across county ZIP codes is broad. For ZIP codes in the hospital’s service area, the
median household income ranges from $60,583 (District Heights) to $138,636 (Bowie).
Household incomes area also noticeably disparate by race and ethnicity within some ZIP codes
in the service area.

Chart 4: Median Household Income

20715
$110,750
I N
20706
$74,700
I N
20774
$95,560
I N
20785 | |
$67,0536
I N
20784
$64,969
I N
20743
$60,942
I N
2770 | |
$69,201
I N
20721
$123,923
I N
20737 | |
$61,286
I N
20747
$60,583
I N
20720
I N . $138,636
¢ounty |
Y $81,240
S0 $20,000 $40,000 $60,000 $80,000 $100,000 $120,000 $140,000 $160,000
W Black Households Hispanic Households  m All Households

Data Source: 2013-2017 American Community Survey, 5-Year Estimates, Table B19013
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The SocioNeeds Index! (created by Healthy Community Institute), is a composite measure of
socioeconomic factors for all the ZIP codes in the United States, ranking them in an index from
0 (low need) to 100 (high need). For example, an index of 50 would be average compared to the
entire country. Table 3 highlights the large disparity in need based on the SocioNeeds Index.
The ZIP codes in the hospital’s service area range from a very low area of need in Bowie (20720)
to a high area of need in Riverdale (20737). Five of the eleven ZIP codes in the service area have
a SocioNeeds Index over 50, worse than the country average.

Table 3: Socioeconomic Needs Index

SocioNeeds Index Rank
ZIP Code Name (0 is best, 100 is worst) (1 is best, 5 is worst)
20706 Lanham 43.5 3
20774 Upper Marlboro 10.0 1
20785 Hyattsville 54.4 3
20784 Hyattsville 70.1 4
20743 Capitol Heights 65.8 4
20770 Greenbelt 43.0 3
20721 Bowie 4.9 1
20737 Riverdale 84.7 5
20747 District Heights 51.0 3
20720 Bowie 2.9 1
20715 Bowie 5.5 1

Data Source: www.pgchealthzone.org, Healthy Communities Institute

! http://www.pgchealthzone.org/index.php?module=indicators&controller=index&action=socioneeds

| 7
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Hospital Inpatient Profile

Inpatient data for Doctors Community Hospital was analyzed to determine the leading causes
for hospitalization for those it serves. Over half of hospital admissions were for circulatory,
digestive, respiratory, and infectious issues.

Table 4: Top Ten Inpatient Principal Diagnoses

Diagnostic Cause Percent (%)
Circulatory 19.1%
Digestive 13.9%
Respiratory 10.7%
Infectious/Parasitic 9.3%
Genitourinary 8.3%
Injury 7.6%
Endocrine (including Diabetes) 7.4%
Musculoskeletal 6.0%
Neoplasms 5.8%
Nervous system 3.3%
Other 8.6%

Data Source: Maryland HSCRC Inpatient File, 2017

Chart 5: Inpatient Visits by Diagnoses

Nervous system, 3.3%

Neoplasms, 5.8%

Digestive, 13.9%
Respiratory,
Injury, 7.6% 10.7%
Genitourinary,
8.3%

Circulatory, 19.1%
Musculoskeletal,

6.0%

Endocrine, 7.4%

Infectious/
Parasitic, 9.3%

Data Source: Maryland HSCRC Inpatient File, 2017



The majority of the hospital’s inpatient services are utilized by seniors age 65 and older,
followed by the next younger age group of 50-64 years (Chart 6). Three-quarters of the
hospital’s inpatient services were Black (Chart 7), similar to the composition of the service
area’s population.

Chart 6: Inpatient Visits by Age Group
18 Years and Younger, 0.2%

19 to 34 Years, 8.1%

35to049
Years,
13.3%

65+ Years, 50.3%

50 to 64 Years,
28.1%

Data Source: Maryland HSCRC Inpatient File, 2017

Chart 7: Inpatient Visits by Race

Other, 8.3%
|

Asian, 1.1%

White, 15.5%

Black, 75.1%

Data Source: Maryland HSCRC Inpatient File, 2017



In 2017, over half of the inpatient services at Doctors Community Hospital were among
females.

Chart 8: Inpatient Visits by Sex

Male, 43.5%

Female, 56.5%

Data Source: Maryland HSCRC Inpatient File, 2017
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Hospital Emergency Department Profile

Emergency Department data for Doctors Community Hospital was analyzed to determine the
leading causes for visits. In 2017, almost one-third of emergency department encounters were
for injuries or respiratory symptoms, and one in ten were for general symptoms and conditions.

Table 5: Top Ten Emergency Department Diagnoses

Diagnostic Cause Percent (%)
Injury and Poisoning 19.8%
Respiratory 11.5%
Symptoms; signs; and ill-defined conditions 10.7%
Circulatory 10.2%
Musculoskeletal 9.1%
Nervous system 8.5%
Genitourinary 7.5%
Digestive 6.6%
Endocrine 3.8%
Complications of pregnancy and childbirth 3.0%
Other 9.3%

Data Source: Maryland HSCRC Outpatient File, 2017

Chart 9: Top Ten Emergency Department Diagnoses
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and childbirth, 3.0%
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Data Source: Maryland HSCRC Outpatient File, 2017
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Half of Doctors Community Hospital’s emergency department encounters are for those
between 19 — 49 years, younger than the population receiving inpatient services (Chart 10). By
race, three-quarters of emergence department encounters were Black (Chart 11), similar to the
inpatient services.

Chart 10: Emergency Department Visits by Age Group

18 Years and
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Data Source: Maryland HSCRC Outpatient File, 2017

Chart 11: Emergency Department Visits by Race
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More women than men receive emergency department services at Doctors Community
Hospital.

Chart 12: Emergency Department Visits by Sex

Male, 38.9%

Female, 61.1%

Data Source: Maryland HSCRC Outpatient File, 2017
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Doctors Community Health System

A proud member of Luminis Health, we have a history of serving as a beacon of hope and wellness for Prince Georgians. Our
flagship is Doctors Community Hospital, which was founded in 1975 in Lanham, Maryland. We are committed to addressing
the growing needs of our diverse community by providing high-quality, comprehensive and compassionate care.

Programs and Services

+ Ambulatory surgery
+ Bariatric and weight loss
+ Breast health

+ Diabetes education

+ Digestive disease care
+ Emergency

+ Endocrinology

+ Health and wellness
+ Imaging

+ Infusion care

+ Orthopedics

4 Primary care

+ Radiation oncology
+ Rehabilitation

+ Sleep

+ Surgery

+ Wounds

Distinctions

+ First hospital in Prince George’s
County to provide robot-assisted
bariatric surgery

+ First comprehensive breast care
center in Prince George’s County
with a dedicated surgeon

+ Only surgeon in Prince George’s
County using the da Vinci® robot
for thoracic surgeries and
endobroncial ultrasounds

+ Largest lymphedema program in
the area

+ Only accredited sleep center in
Prince George’s County

+ Pediatric emergency care partner
with Children's National

+ In-network hospital with
Kaiser Permanente

Vision: Continuously strive for excellence in service and clinical quality to

Achievements

+ U.S. News & World Report’s
high performing hospital
in colon cancer surgery and
heart failure

+ Leapfrog Hospital Safety Grade
of ‘B’ - the highest rated hospital
in Prince George’s County

+ Medicare’s highest ranking
hospital in Prince George’s
County

+ Health Services Cost Review
Commission’s top ten in
Maryland for overall patient
safety, reduction of hospital
acquired conditions and
reduction of all-cause 30-day
hospital readmissions

+ Joint Commission's top performer
on key quality core measures for
three consecutive years

+ American Heart Association/
American Stroke Association’s
Stroke Gold Plus Award

+ Maryland Institute for
Emergency Medical System’s
primary stroke center
designation

+ Healthiest Maryland Business’
Wellness at Work Gold Award

Facts and Figures

(July 2018 - June 2019)

+ Total licensed beds - 206

+ Employees - 1,600+

+ Medical staff - 700+

+ Emergency visits - 56,054

+ Total admissions - 10,406

+ Surgical services procedures -
8,865

distinguish us with our patients and other customers

Mission: Dedicated to caring about your health

+ Cath Lab/IRC procedures -
2,665

+ Charity and uncompensated care -
$8,425,301

+ Total inpatient revenue -
$146,114,701

+ Total outpatient revenue —
$189,860,725

+ Total overall gross revenue -
$335,975,426

Community Services

In fiscal year 2019, Doctors
Community Hospital contributed
more than $14 million in community
benefits. Its dedicated team of 350
volunteers donated 25,525 hours to
support the hospital’s passion for
caring mission.

We were also awarded a $3.5
million grant by the Maryland
Department of Health and Mental
Hygiene for cancer prevention and
treatment programs.

Additionally, we partnered with
six hospitals and other providers
in three counties to form Totally
Linking Care in Maryland (TLC-
MD). This collaboration helps
coordinate the care of people who
have complex health needs. Also,
it was funded by a $960,000 grant
in fiscal year 2019 from the Health
Services Cost Review Commission,
and Centers for Disease Control
and Prevention.

4. [ ] = @
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HEALTH SYSTEM

Values: Safety, Excellence, Respect, Innovation, Compassion and Everyone
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DOCTOR’S COMMUNITY MEDICAL CENTER
COMMUNITY HEALTH IMPROVEMENT PLAN FY2019-FY2021
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Executive Summary

DCMC is dedicated to continuously helping area residents maintain and improve their overall health.
Our fiscal years 2020 and 2021 Community Health Needs Assessment (CHNA) and Community Health
Improvement Plans (CHIP) outlines how we will address specific high-priority healthcare concerns in

Prince George’s County.

This report relies on data from the Prince George’s County 2019 Community Health Assessment.
Prepared by the Prince George’s County Health Department, this information was the result of a
collaboration with the Prince George’s Healthcare Action Coalition and a core team of leaders from
four area hospitals: DCMC, Fort Washington Medical Center, MedStar Southern Maryland Hospital
Center and University of Maryland Prince George’s Hospital Center.

This diverse team envisioned a system “to serve all with quality services.” To gain important insights, it
conducted community surveys, community expert profiles and key informant interviews. It also
gathered secondary demographic and population descriptions including socioeconomic indicators.
Consequently, it identified multiple health need priorities: social determinants of health, behavioral
health (mental health and substance use), obesity and metabolic syndrome (diabetes, heart disease
and hypertension), and cancer.

During fiscal years 2020 and 2021, DCMC will develop and implement targeted strategies to contribute
to the improvement Prince Georgians’ health by focusing on obesity/metabolic syndrome (and
diseases caused my metabolic syndrome such as diabetes, heart disease, and hypertention), cancer,
and behavioral health. DCMC will collaborate with community partners to address the health
priorities.

Table 2: FY2019-FY2021 Community Health Priorities

Health Priority Action Plan
Metabolic Syndrome Expand diabetes prevention programs via CDC partnership; increase partner
Prevention participation, develop health education materials; continue/ expand

screenings and services provided by the Wellmobile clinic to provide free
screenings to vulnerable residents.

Cancer Continue to provide and expand free education, screenings and support
programs for breast, cervical, and colorectal cancers, programs targeted to
uninsured and under-insured men and women. Initiate tobacco cessation
program.

Behavioral health In collaboration with Prince George’s County government, initiate planning for
behavioral health programs to provide enhanced services that address needs
through the DCMC emergency department and the community. Develop and
Implement in-patient, out-patient, and urgent care programs




About Doctors Community Medical Center
DCMC was founded in 1975 by physicians who were committed to delivering accessible, high-quality

and comprehensive health care to area residents. Since that time, our non-profit organization has
grown into a network of care. On 37.7 acres in Lanham, we have multiple buildings including our 206-
bed hospital and 130-bed short-term-stay / long-term-care facility. To deliver care close to where
people live, work and play, we also have ambulatory services offices conveniently located in Bowie,
Camp Springs, Crofton, District Heights, Hyattsville, Lanham, Laurel, Riverdale and Temple Hills.

In fiscal year 2018, our compassionate healthcare team included 1,604 employees and 616 medical
staff professionals. We also had 360 volunteers who donated 26,830 hours of support. Our mission is
rooted in our tradition of being dedicated to caring for the health of the community. We have earned
numerous recognitions including U.S. News & World Report’s high performing hospital in colon cancer
surgery and heart failure, Medicare’s highest-ranking hospital in Prince George’s County with a four-
star quality rating, Maryland Institute for Emergency Medical System’s Primary Stroke Center
designation and many others. In addition, we provided over $13million annually in community benefit
programs.

Prince George’s County is the second largest jurisdiction in Maryland with 912,756 residents as
reported in 2017, which represents an increase of 110,000 since 2000. The race and ethnicity
composition of the community is 62.0 percent black, non-Hispanic; 18.5 percent Hispanic; 12.6 percent
white, non-Hispanic; 4.0 percent Asian, non-Hispanic; and 2.0 percent other, non-Hispanic.

Table 1: Demographics

Demographics Prmi;ﬁ:;);ge 5 Maryland u.S.

Median Household Income $81,240 $80,776 $60,336
Poverty 8.4% 9.3% 13.4%
Education (25 Years and Older) with at Least a High School Education

High School Graduate 26.9% 24.5% 27.1%

Some College, No Degree 21.8% 18.9% 20.4%

Associate Degree 6.4% 6.8% 8.5%

Bachelor’s degree 18.1% 21.3% 19.7%

Graduate or Professional Degree 14.0% 18.3% 12.3%

Our community represents a diverse population. Yet, good health is still not attainable for most
residents.



Community Health Needs Assessment

Process and Methodology
Our health needs assessment and implementation plan were developed using local, state and national

data presented in the Prince George’s County’s Community Health Assessment. The Prince George’s
County Health Department spearheaded the initiative for the county. Some of the secondary data
sources included in the report are the Maryland Health Services Cost Review Commission, Maryland
Vital Statistics Annual Reports, Maryland Department of Health’s Annual Cancer Report, Behavioral
Risk Factor Surveillance System, Centers for Disease Control and Prevention’s CDC Sonder Online
Database, Centers for Medicare and Medicaid Services, National Vital Statistics Report, Maryland State
Health Improvement Plan (SHIP), and the Prince George’s County Health Department. Additional data
points were from the U.S. Census Bureau, Maryland Report Card, United States Department of
Agriculture, County Health Rankings and National Low Income Housing.

Table 3: Qualitative Data

Categories Methods Respondents
Key Informants — local government, hospital Telephone interviews, 30 — | 28 potential / 14
systems, patient advocates, faith-based 75 minutes interviewees

organizations, public school system, local
politicians, academia, public safety, safety net
providers, state government, physician providers,
private industry, local philanthropy and special

populations
Community Experts — providers, community-based | Email surveys 270 potential / 83
organizations, local governments and population responses

representatives

Resident Survey — diverse county population with Online and printed surveys | 218 responses
surveys available in English, Spanish and French

Prioritizing Health Needs
There was an impactful response to the qualitative data collection process. In combination with the

guantitative data analysis, it was determined that numerous health and social needs impact the health
of Prince George’s County residents. Therefore, the Prince George’s County Department of Health held
a prioritization discussion with the hospital systems in the county. During the discussion, all the
hospital systems represented agreed that the work they started in 2016 is not yet complete, and the
data and community input are reflective of this. The stakeholders therefore agreed to maintain the
four main priority areas during the next three years: social determinants of health, behavioral health,
obesity and metabolic syndrome, and cancer. Furthermore, DCMC leadership determined that the
needs should support a strategic framework, maximize resources, and have an impact. Therefore, we
prioritized obesity/metabolic syndrome, cancer, and behavioral health as our health priorities with an



emphasis on developing innovative outreach strategies and developing community partnerships (as
recommended by the PGDOH CHNA).

Implementation Strategy

Obesity and Metabolic Syndrome, Diabetes Prevention, Heart Health/ Hypertension Control
Obesity, poor nutrition, and sedentary lifestyle are risk factors for obesity and related metabolic

syndromes such as diabetes, heart disease, and hypertension. Diabetes is the fifth leading cause of

death in the county with the black, non-Hispanic, emergency rate being double that of white, non-

Hispanics. The mortality rate is highest among black, non-Hispanics. The diabetes prevalence in Prince

George’s County is higher that the state. Heart disease is the number one underlying cause death in

the county with black, non-Hispanics. More than two-thirds of residents ages 65 and over have

hypertension. These health conditions are viewed as significant by county residents that have long

term consequences.

Objectives

Actions

Metrics

Improve education for
residents related to
obesity and diabetes
prevention, proper
nutrition, physical
activity, and other
disease prevention
strategies.

Implement Diabetes Prevention

Program in accordance with CDC
guidelines (Initiate Cohort 1 and

2 during FY2020 and Cohort 3 in

FY2021).

Expand partnerships to expand

chronic disease management

programs

a. Partner with local grocery
stores to provide “talk and
teach” programs that
educate customers about
how to select healthier
dietary options

b. Engage with PGHAC's
subcommittee on Healthy
lifestyle to promote
programs

c. Partner with faith-based
organizations to support
programs about chronic
diseases, self-management /
prevention tips and
treatment options

Develop educational materials in
English and Spanish targeting
internal and external audiences
(FY 2021) including print/video.

1. Number of classes held, number of
participants, weight Lost, number of
physical activity minutes logged

2. Number of grocery stores, number of
faith based organizations, number of
referrals to programs, number of
participants reached

3. Number of educational materials
developed, number of individuals
viewing educational materials




and screenings

Develop support group for
residents with diabetes

Objectives Actions Metrics
Provide support for 1. Integrate with mobile health Number of patients reached and
individuals who have clinic to track pre-diabetics and monitor of symptoms
diabetes diabetics to receive education

Number of meetings, number of
participants

Expand mobile health 1.
clinic’s diabetes
screening process:

e Education 2.
e Medication
education

e Follow-up
instructions for
patients’ primary 3.
care providers

e Follow-up calls to
participants with
unfavorable glucose
results to encourage
management

Develop modified framework
and processes (FY 2020)

Develop promotional tactics in
English and Spanish targeting
internal and external audiences
(FY 2021)

Evaluate program and trends (FY

2021)

Approved framework and processes
Produced materials/forms

Number of screenings

Cancer Screenings and Supportive Care
Cancer remains the leading cause of death in Prince George’s for Black residents and the second cause

of death for all residents. There is still significant disparity for Black residents with regard to cancer,

despite health screenings.

Objectives

Actions

Metrics

To enhance and sustain a
community-based continuum
that will increase utilization of
breast screening by uninsured
and underserved women.

Expand breast and cervical

850 women over the next 3
years.

cancer screenings to more than

Number of health talks
Number of community
partners

Number of free
mammograms and pap
smears

Reduce disparity in colorectal
cancer deaths by improving
access to screening, diagnosis
and treatment.

Expand free colorectal cancer
screenings to more than 300
uninsured and underinsured
residents.

Number of health talks
Number of residents
screened for colorectal
cancer

Reduce incidence of tobacco
related cancers.

cessation and refer clients to
MD Quitline.

Provide group or 20 individual
counseling sessions for tobacco

Number of patients enrolled
in tobacco cessation
Number of referrals to MD
Quitline




Behavioral Health

The hospitals, public safety, and criminal justice system in the County see many residents needing
behavioral health services and treatment. Yet, the county lacks adequate resources needed to address
residents with significant behavioral health issues. Furthermore, stigma around behavioral health
continues to be an ongoing challenge in the county.

| Objectives Actions Metrics
For the next year, develop a plan | Review and assess the plan, e Number of Meetings
to address behavioral health including resources, e Plan Progression
needs in a variety of settings and | opportunities and barriers to e Resources Identified
along the continuum from implement: e Barriers addressed
moderate to urgent. e Number of community

e In-patient behavioral health partners

unit

e Partial hospitalization
program

e [ntensive outpatient
program

e Qutpatient medication
management and therapy

e Enhanced hospital
Emergency Department
consultation

e Development of a Walk-
In/Urgent Care Center

e Residential Crisis Service
(RCS)

Conclusion:

The Prince George’s County Department of Health made additional recommendations in the CHNA
2019 that we will consider as we develop our Implementation Plan. Specifically, residents need
additional information about existing programs and services - and how to navigate them. More
outreach and education is needed community-level to be culturally sensitive and reach residents. As
part of our integration work with Luminis Health, we will be proactively engaging additional outreach
staff to provide education and meet more residents. Additional educational materials, in multiple
medias, will be developed in English and Spanish. Last, our partnerships will expand to include more
faith based organizations, non-profits, workplaces, and social service agencies.



Luminis Health Community Outreach Program — COVID 19

The Luminis Health COVID-19 Community Prevention Program was designed to provide education and
resources to directly impact the most vulnerable residents in our service areas of Prince George’s and

Anne Arundel counties. The goals of the program are:

1. To educate residents about COVID-19 prevention (wearing masks, social distancing,
hand hygiene) to maintain good health;

2. To connect residents with available testing resources, provided by Luminis Health and
other county partners, and provide direction on quarantining/ isolation procedures
when testing positive to reduce spread;

3. To provide available resources related to food scarcity and financial insecurity to
address social determinants;

4. To prevent worsening disparities by improving knowledge about COVID-19 infection,
prevention and community resources for support.

Data from the state of Maryland and the Prince George’s and Anne Arundel County Health
Departments identifies COVID-19 high risk or rising risk populations based on age, zip code, and
race/ethnicity. The pandemic has adversely impacted African Americans and Hispanic residents and
created a larger gap of inequity, health and financial specifically. Older populations have also been
negatively impacted by fast spread, disease complications, and increased mortality rates. Therefore, we
follow the data trends and provide outreach and education to the residents who are high risk — whether

that is defined by race, ethnicity, age, or geographic proximity.

The Luminis Health community outreach team, composed of health educators, public health

nurses, case managers, nurse practitioners, and interns, collaborate with community partners within the



designated high risk and rising risk neighborhoods. The team goes to door-to-door in neighborhoods and
provides one minute verbal instruction on COVID-19 prevention strategies and provides the household
with bags that include cloth masks (1 to 2 per household member), bilingual educational flyers from
evidence-based public health programs, information on how to access CareConnectNow (a free
telehealth program at Luminis Health), COVID-19 test locations, and hygiene products such as hand
soap, hand sanitizer, and detergent pods. Targeted prevention outreach is also completed at food
giveaways and local businesses. Interpreters are utilized in Spanish-speaking neighborhoods or

businesses.

Our partners include property managers of senior or low-income neighborhoods, faith based
leaders, business owners/managers, other nonprofit and government leaders, and donors and funders
within the Luminis Health service area. (Note: A complete list of partners is included in Appendix 1). Our
partners have a shared belief that this prevention work is a vital component in the reduction of the
spread of COVID-19. Therefore, they invite the outreach team to their properties and directly support
the prevention messages. They provide crucial information about trends and the health of their
residents. For example, the outreach team went door-to-door in all of the low-income senior housing
complexes in Anne Arundel County in March and April. We were invited back for a second round of
education ahead of the next predicted surge to reinforce the original message and encourage seniors to

get a flu shot.

Program Impetus

The program began on March 9, 2020 when the Community Health team received a call from
Bowman Place, a senior low-income residential complex in Annapolis. The management team had
received conflicting information about COVID-19 prevention and they turned to the Community Health

Nurse at Luminis Health for advice. Knowing the community well from monthly visits, the nurse found



that many residents were still using common areas, social distancing was not being observed, and the
residents lacked masks and knowledge of the virus. She quickly printed useful and relevant educational
materials from the CDC website and posted laminated signs in public areas about social distancing and
appropriate elevator use. She designed the bag contents (described above) and went back to Bowman
Place to complete door-to-door education and provide the bags. The outreach team coordinated the
same visits at other low-income senior properties across Anne Arundel County, as the highest death
rates were among seniors. Since that time, the outreach team has also focused on the African American

and Hispanic low-income communities in Annapolis as incidence has risen within that population as well.

During the spring, we approached senior residences in Prince George’s County in which our patients
lived. The outreach teams followed the data and targeted the area between Lanham through Riverdale
to Hyattsville since the highest incidence was occurring in that location. We continue to provide ongoing

education in the neighborhoods most adversely affected by COVID-19.

Luminis Health opened free testing sites in cooperation with the Anne Arundel and
Prince George’s health departments to better service the residents and provide free testing. |
fact, the Hyattsville test site was designed from the beginning to eliminate barriers that might
prevent vulnerable residents from being tested such as being accessible to public
transportation and not requiring an appointment or provider order.

Program Outcomes and Evaluation

Since this program is new and ongoing, it is somewhat difficult to fully assess the impact of our
efforts. However, to date, the Luminis Health outreach team has reached 45,900 residents across our
service area in providing masks and education. Our goal is to reach an additional 30,000 residents by

June 20, 2021, our fiscal year end. We have provided free COVID-19 testing to more than 15,000



residents. More than 75 partners across the public and private sectors have engaged with our program.

Luminis Health has created a strong and well connected outreach program.

We noted a decline in positivity and hospitalization in Anne Arundel and Prince George’s
Counties after our interventions. It should be noted, however, that our outreach efforts were in
collaboration with other interventions such as ongoing media education, increased testing, and

Governor Larry Hogan’s executive orders including strict stay at home orders.

NOTE: The Luminis Health outreach team started the program on March 9. Infection rates and

hospitalization rates declined and remained steady as illustrated in Graphs 1-4.

Graph 1: Anne Arundel County COVID-19 Positivity Trend

AAMC (source: The Maryland Department of Health)
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Graph 2: Prince George’s County COVID-19 Positivity Trend

(source: The Maryland Department of Health)
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Graph 3: Anne Arundel County Hospitalization Rate from COVID-19

(source: Anne Arundel County Department of Health)

Care, ICU, and Total Beds Ocoupiad by COVID-19 Patients, Daily Totals

ol Docupled Beds

MHumber

Graph 4: Prince George’s County Hospitalization Rate (note: last 7 days)

(source: Prince George’s County Department of Health)
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Infection rates and hospitalizations began rising again in recent weeks. Our partners are
requesting that we re-canvass the original high risk and rising risk communities, noting that residents’
behaviors are declining with regard to social distancing and wearing masks. It will be critical to continue

our outreach efforts on a consistent basis to reduce infection, address inequities, and increase

education and appropriate behavior change.



The program was initiated specifically to address the health needs and increasing health and financial
disparity caused by the pandemic. As the pandemic continues, we have adjusted our education to
reflect updated information. We are now including the importance of flu vaccine to reduce spread of
influenza. When COVID-19 vaccine becomes available, we will adjust our messaging to encourage high

risk and rising risk residents to get vaccinated against COVID-19.

Many public health and social service professionals compared the pandemic to a spotlight — it
shined its light on inequity that was exacerbated by COVID-19. When we began canvassing the senior
neighborhoods in Anne Arundel County, we found that many seniors did not have internet access or
capability for telehealth. Their understanding of COVID-19 was low, including risk reduction strategies.
We were able to provide resources to property managers about low cost internet available through

Comcast and ATT.

It became apparent from the increase in the number of food distribution sites across the counties
that the outreach team needed to include resources to address various social determinants of health
and mental health. The educational packets were expanded to include more community resource
information, such as locations of food pantries, mental health resources and phone numbers, and the

United Way 211 help line.

Unique Program Elements

The Luminis Health outreach team monitored data and followed an evidence-based approach to
design our community outreach program. We were able to identify target populations based on local
and state data on infection and hospitalization rates. We built our network from a solid foundation of
partners and included more public housing programs, faith based organizations, elected officials and
government programs, social service and non-profit organizations. We listened to our partners who

advised us that their constituents needed more education and support —and Luminis Health was the



trusted health partner. Last, we continuously updated our information and education as new science

was discovered related to COVID-19 and new resources were made available.

The data demonstrated that black and brown residents had higher rates of infection. The City of
Annapolis quickly enacted an outreach program to reach African Americans and Hispanics. We
partnered with them and provided on-going COVID-19 education to their new staff as their team grew
to support the needs of the community. We also participated in weekly pop up events in low-income
housing to reach residents and provide information to resources, giveaways, hygiene products, and

masks.

The success of our program can be attributed to our solid foundation in community health
program development working in combination with our ability to adapt to new information shared by
our partners and the community. The deep relationships and trust that we have built with our

partnerships truly drive us forward and allow us to continue to grow.

As the rates of COVID-19 are starting to increase again, Luminis Health is currently developing a
sustainable approach to consistently reach these vulnerable communities at regular intervals. We are in
the process of hiring new staff that will reflect the race, ethnicity, and language of the communities we

serve.



Volumes:

# Community Members Reached - COVID
Outreach

AA PG Total (by month)
County County

April 2059 0 2059

May 2077 3905 5982

June 3676 7805 11481

July 1589 5478 7067

August 774 6943 7717

September 3394 514 3908

October 3548 2392 5940

November 192 590 782

Total (by county) 17309 27627 44936

Breakdown As of 12/7/2

COVID BAGS AA PG Combined County
County County Totals

Hispanic 3,561 4,136 7,697

Seniors 2,068 3,943 6,011

Homeless 109 709 818

Mixed Ages 11,935 18,862 30,797

TOTAL 17,673 27,650 45,323

COVID CARE KITS AA PG Combined County
County County Totals

TOTAL 133 25 158

FLU VACCINATION AA PG Combined County
County County Totals

Hispanic 184 0 184

Seniors 52 23 75

homeless 10 25 35

mixed ages 22 0 22

TOTAL 268 48 316




TO: Camille Bash, Vice President Finance %/ :
FROM: Stella Reed, Director Patient Financial Services {Uﬁgé/@/
DATE: QOctober 20, 2014

SUBJECT: HSCRC Annual Filing 2014

Attached, please find the foflowing data:

PDF File Letter dated May 30, 2014, stating Policies and Procedures have been reviewed by the
Hospital Board of Directors.

PDF File Credit and Collection Policy

PDF File Financial Assistance Policy with Exhibits A- D

PDF File Accounts Receivable Clearing House Agreement dated 7/13/2010
PD¥ File Accounts Receivable Clearing House W-9 Form

PDF File Accounts Receivable Outsourcing Agreement dated 1/31/2016
PDF File Debt Collection Financial Assistance Report FYE 2014.

PDF File English and Spanish Brochure page for Financial Assistance
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DATE: May 30, 2014

TO: Camille Bash, Vice President, Finance
Stella Reed, Director, Patient Financial Services

FROM: Heidi Riedlbauer, Secretary, Board of Directors

SUBIJECT: Policies and Procedures for Patient Financial Services

This memorandum certifies that the Annual Collections Policy was reviewed and
approved by the Hospital’s Board of Directors at the May 29, 2014 Board of Directors
Meeting.

Heidi L. Riedlbauer
Secretary, Board of Directors




Doctors Community Hospital

Hospital Policy
Subjeet: Credit and Collection Policy Policy Number: 030
Date: October 1, 1995
Last Revised Date: November 2010 Page 1 of 4

Philip B. Down, President
Approved by:

PURPOSE:

The purpose of this policy is to establish an organization that consolidates the financial management
activities of the hospital so that controls meet accounting standards, ensures optimal cash flow, meets all
compliance standards and minimizes bad debt. Itis the goal of the hospital to enhance relations among the
hospital, the patient, the physicians and the community by performing all activities in a professional,
courteous and timely manner,

GENERAL POLICY: The Director of Patient Financial Services is responsible to ensure that subordinate
staff seeks collection of hospital debt at the earliest possible opportunity, unless patients have applied for
financial assistance. (See Financial Assistance Policy Number 050)

Patient’s Request for Estimate of Charges:

The patient may make a request for an estimate of charges for all services excluding emergency services, to
the Hospital’s Business Office during normal working hours of Monday through Friday from 8:00 a.m, to
4:30 p.m. The hospital’s business office will provide the patient an estimate of charges in writing by one of
the following writter methods, US mail, e-mail, or fax.

Insurance

Insurance benefits are verified and authorizations are sought at time of patient scheduling for elective
procedures or within 24 hours of an unplanned admission. Hospital staff bill insurance accounts on an
electronie billing system and perform billing follow-up of accounts. Insurance follow-up is consistently
completed until the claim is paid or acknowledged by the insurance, Denied claims are analyzed to
determine if appeal should be initiated. Claims are appealed when there is evidence that technical denials
or medical necessity denials should be challenged.

Sel-Pay Collection

Collection efforts are made during the registration process secking payment for self-pay accounts and or co-
payments. The hospital sends an initial summary bill to all patients, which lists major service categories.
Attached to summary bills is a Patient Financial Services Brochure, which provides information on billing
and how to apply for Patient Financial Assistance (See Financial Assistance Policy 050).

Self-pay and residual self-pay balances are outsourced to a contracted agent who sends statements and
letters secking collection of hospital debt. The billing agent is directed to seek full payment at the earliest
possible date and can accept monthly payment arrangements until the account is paid in full. The



billing/collection agent’s collection activity to include statements and letters has been reviewed and
approved by the hospital’s Director of Patient Financial Services,

Sale of Debts: Neither the hospital nor its billing/collection agent will sell patient debts to businesses for the
purpose of hospital profit for patient debt collection,

Credit Bureau Reporting

Credit bureau reporting is done in the name of the hospital’s collection agent who analyses the account to
ensure the balance due is the patient’s liability and not due from an insurance company. All accounts
placed with the Credit Bureau are sent to the Director of Patient Financial Services of the Hospital prior to
placement reporting to review the data and respond to the hospital’s collection agent, with approval or
denial to report, Accounts are not reported until collection efforts were made with the patient by sending
letters or making collection calls through the call center process for debt collection, which normally takes 6
months from placement date, The collection agent does not report accounts to the credit bureau when
legal placement is made in order to ensure that the same debt is not reported twice to the credit bureau.

When patient debts are paid in full, the hospital’s collection agent will notify the credit bureau, within 60
days that the debt has been satisfied and paid.

If a patient was reported to a credit bureau and it is determined that the patient qualified under a
presumptive mean-test or qualifies for financial assistance, the hospital would report the debt as closed.

Bad Debt

The hospital classifies accounts as bad debt beyond 120 days from discharge date regardless of
patient/guarantor payment activity since collection action is completed through the hospital
billing/collection agent. The billing/collector agent, based upon payment history of the patient, may not
have classified the debt as a bad debt in their system at the same time as the hospital. However,
classification of the debt as a bad debt will not occur until the contracted billing/coliection agent has
exhausted collection efforts and the account is older than 120 days from discharge date, There could be
circumstances when the debt would be placed earlier if return mail has been received and skip tracing is not
successful, (See Bad Debt policy number 090),

Court Action )
When collection efforts are not successful or the patient fails to meet payment commitments, legal action
may be filed with the court. Prior to court filing, accounts are reviewed by the hospital’s Patient Services

Team Leader who oversees credit and collection duties,

Judgments and Liens:

The hospital will not force the sale or foreclosure of a patient’s primary residence to collect a debt owed on
a hospital bill. If a hospital holds a lien on a patient’s primary residence, the hospital will maintain its
position as a secured creditor with respect to other creditors to whom the patient may owe a debt.

Vacate Judgment
If it is determined that the patient qualifies for Financial Assistance for the period of time for the debt, the

hospital will refund to the patient any payment amounts exceeding $25.00 within a 2 year period from the
date of service was found to be eligible for Financial Assistance, (See Financial Assistance Policy 050). An
exception will be if the patient did not cooperate in providing the data for the financial assistance
application and in such cases the refund period will be limited to 30 days from the patient’s request for
Financial Assistance,

Interest
Neither the hospital nor its billing/collection agent charges pre-judgment interest to patients.



Patient Complaints:

All patient complaints received by hospital staff or the hospital’s billing/collection agent are referred to the
Director of Patient Financial Services, The Director of Patient Financial Services will refer any clinical
complaints to the hospital’s Risk Manager and place a bill hold on the sccount until resolution is
determined. Other billing complaints are reviewed and response is sent to the patient as instructed by the
Director of Patient Financial Services.

Discounts
Patients who pay the full amount at time of service are given a 2% discount, which is applied against total

charges. The hospital does not provide any special discounts to payers, or contractual allowances outside
the designated allowance as determined by the Health Services Cost Review Commission,



Doctors Community Hospital
Financlal Assistance Policy

SUBJECT: Financial Assistance Policy Policy Number 050

Prepared by: Patient Financial Services Date: May 5, 2003

Revised: December 17, 2007
January 2008, May 2009,
Oct 2009, Feb 2010,
April 2010, May 2010, Aug 2010,
Nov 2010, June 2013, Mar 2014

Philip B. Down, President
Pagelof 3

Approved by

PURPOSE

To provide general information and guidelines to identify indigent persons who have no means of paying
for medical services or treatments,

POLICY

General Statement:

The Patient Financial Services Department of the hospital is responsible for determining the eligibility for
Financial Assistance patients. Referral for Financial Assistance is made by Registration, Billing, and
Financial Counseling Staff within the department or by other departments such as, Nursing, Quality
Assurance, Social Services, Physician Offices or the patient or a patient’s family member with legal
authority to act on behalf of the patient, Referral for Financial Assistance is also made by Medicaid
Advocates and Collection Agents, The hospital will consider all medical debts for services provided within
the hospital excluding purely cosmetic services.

1. Patient Education

Doctors Community Hospital recognizes its charitable mission to provide reasonable care to those patients
who cannot afford Lealthcare and has provided the following methods to communicate the Financial
Assistance Program.

a. Published notices of available Financial Assistance are printed in local newspapers annually,
b, Signs are posted at emergency registration, outpatient registration and the hospital’s business
office in patient waiting areas,

10




d.

o™

Financial policy brochures written in English and Spanish, specifying who to call for Financial
Assistance, medical assistance and billing questions, is available in patient lobby waiting areas of
the hospital,

Financial policy brochures are provided to every inpatient at time of admission. The
information is a hand-out as part of the Hospital’s admission package,

Financial policy is provided to every patient with their initial summanry bili,

Financial policy is provided to every patient upon patient request by the business office,

An overview of Financial Assistance is provided to all hospital employees as part of the annual
employee orientation in order to provide direction or assistance to patients.

2. Eligibility Criteria

Patients will be considered for Financial Assistance regardless of race, sex, national origin or creed. To
qualify for Financial Assistance, the following areas of eligibility must apply:

a&.

Free Care will be given to patients whose gross income is at or below 200 percent of the Federal
Poverty Guidelines when considering number of family members in the household,

Reduced Cost Program is available with a 25% balance bill reduction when the family unit
income is between 200 to 300 percent of the Federal Poverty Guidelines, Reduced cost program
includes patient liability after third party payment such as deductible, coinsurance and co-
paymem amounts,

Medical Hardship is available for patients whose gross family income is between 200 and 500
percent of the Federal Poverty Guidelines, when hospital debt exceeds 25% of the family gross
income for the family unit, and such eligibility will remain active during a 12 month period
beginning on the date which the reduced cost medically necessary care was initiated. All
immediate family members within the family household who have medical debts at Doctors
Community Hospital will be considered. However, debts for other providers or account
balances for patient deductible, coinsurance or co-payments will be excluded under the Medical
Hardship Program,

3. Other Lligibility Consideration:

a.

Sclf-pay patients enrolled in certain means-tested programs will qualify as presumptive
Financial Assistance eligibility for free care by submitting proof of enrollment in a social service
program within 30 days of request for free care. If the patient fails to summit the means-tested
documentation within 30 days, upon patient request an additional 30 days will be granted for
documentation, Programs that should be considered for presumptive assistance are as follows:

i, Household with children in the free or reduced lunch program,
H. Supplemental Nutritional Assistance Program (SNAP),
ifi, Low income household energy assistance program,
iv. Primary Adult Care Program,
v. Women’s, Infants and Children program (WIC),

In addition to programs listed in means-test for presumptive charity, the hospital will
consider all accounts as free care without patient application or further proof when such
patients’ insurance eligibility through the hospital eligibility verification system indicate that the
patient qualifies for a program such as pharmacy only or physician only coverage. Other state
programs not mentioned where the patient is eligibility for assistance programs where there is
no medical insurance coverage will also be considered,

11



d.

Patients who qualify against credit bureau Propensity to Pay scoring when considering income
estimates, household size and up to 200 % of federal poverty levels will have patient liability
written off in full to presumptive charity.

The hospital may apply discretion and approve patients beyond the 12 month medical bill
period when the patient’s health status is severe or other financial circumstances prevent
payment from the patient.

4, Ineligible Patients

The following is a list of situations where patients will not qualify for Financial Assistance.

a.
b.

Patients who have health insurance and services are payable by other third-party insurance,
Patients who refuse to complete the hospital’s Financial Screening Application, when
presumptive free care is not warranted,

A non U § citizen who traveled to the US primarily for the purpose of receiving medical services
at no cost,

Patients whose credit bureau report validates the patient’s application was false or misleading,
Patients who fail to provide supporting information to validate information contained on the
Financial Assistance Application,

Patients whose monetary assets exceed $10,000 excluding up to $150,000 in a primary residence
and retirement benefits where the IRS has granted preferential treatment.

5. Application Requests

Self pay patients, who do not meet the presumption means-test, are requested to complete an application
when they apply for Financial Assistance. A Financial Screening Application (see Exhibit A) is given to the
patient when one of the following situations occurs:

e Ee

Patient requests Financial Assistance,

Patients or family member expresses inability to pay for medical debts,

Other hospital departments staff request Financial Assistance for the patient,
Medicaid Advocates or Collection Agents request Financial Assistance Application.

6. Application Process

Applicants are requested to complete the Financial Screening form and a cover letter listing documents
to support program eligibility will be attached (see Exhibit B). Listed below is the required
information, which must be received and verified prior to consideration for Financial Assistance, when
presumptive meant test programs do not apply

All gross income for all family members of the household unit,

Other income such as, Alimony, Child support and stipends,

Assets as listed in Section Item 4, “Ineligible Patients” under section I of this document,
d. Monthly expenses for immediate family members of the houschold,

List of outstanding debtors,

f. List of medical debts owed or paid for the past 12 months for services at Doctors
Community Hospital.

o

e
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T. Approval Process

Excluding presumption programs, prior to approving patient applications, information is reviewed and
additional verification of eligibility may be made by obtaining a credit bureau application. The patient
generally is notified by letter, (see Exhibit C) unless the patient calls the office or makes a visit to the
business office to determine eligibility, Patients are advised of the amount of eligibility and if there is
any patient liability and who to call to make payment arrangements, Approval for write-off for
Financial Services is made by the Director of Patient Financial Services with additional approval of the
Vice President of Finance for account balances greater than $5,000,

Denial Process

Upon final review of the application and patient income and expense documents, patient’s who do not
qualify for the program are notified by letter indicating the reason for denial and how to request
reconsideration if the patient disagrees with the hospital decision (see Exhibit D).
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% DOGCTOR'S COMMUNITY HOSPITAL
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FIN-SCIH (1I0107) {FIFY

i o R
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please provide proot of income and expenses with thls application:

Such as: Last 2 pay stubs, W-2 Forms, Bank Slatements, Uity Bills,

MONTHLY INCOME

GROES NET
patlent Salary
@pouge / Other
Soc. Sea, mcome

e e et

—— )

Dlsab. Incomo
pansioh income
Interest Income
Unemploymaent
TOTAL — R
OTHER MONEY RE CEIVED
Allmony . — -
Ghild Support .
Other
TOTAL
OTHER ASSETS

Nama of Bank (Checking)

Acccunt i —
Narme of Bank {Savings)

Account #
Name of Bank (Chacking),_

Account #

——

Monlgage Statemonts

WMONTHLY EXPENSES

Rent/ Morlgage S G

To Whom Pald

Tolsphona No.

Aute Paymant
Yeat______ Make
FlnancedBy .
Phene No, {

) - Ext..__ .

e

Modet

) - Ext.

Elecldelly —
Gas Uty

Telephone

Almony :

Child Supporl

Cradlt Cards {Sea Befow) e —

Madlcal / Dental (see Balow) . —
TOTAL

POCUMENT CREDIT CARDS & MEDICAL / DENTAL

List Gradiit Cards . ' \‘/\

Acoount # .

Account #

Account f

Llst Medical / Dental

Naine of Cradlt Unlon

Account
Other Bank Account(s) .

et e T

o
1 No
{0 No

| have answerad the questlons In this applloation corracily 1o
the bast of my recolisction and based on my réeords. |
understand that the Account Review Commilteo of Dootors
Gommunity Hospllal may request additional Informallon fiom
cradlt reporting agencles, amployers and other third parlfes.

Do You own stocks? ..DYés
Do youl owWn bonds? «ivcersiren Q Yes
Do you oWn Propemiy? wovvevicen [Q Yes

Applloant Signature
Dale of Applicafion _

Othar Expensas

R
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( 9ear Patlent:

It Is belleved that you may qualify for the hospital’s Pinanclal Assistance Progiam, Hospifal Finanolal
Assistance Is only constdered when fliere are no other fisanclal assistance programs, which pay medien] debts ov

lusurance coverago.

Finanolal Asslstance help Is imited to medloal expenses for services at Doclors Community Hospital, The
prograin does not cover services elsewhere ar phystelan bills, If you quallfy for the program, allor pan of your

medical expenses may be consldered,

If you quallty for ane of the foliowing programs, please complete ihe atfachied npplioaﬂon form and only
provide with your application proof of eligibitity In any ono of the scofal service programs such as;

Chidldren wlth veduced or fiee Juneh program,
Bupplemental Nutritlounl Asslstance Program (SNAP),
Low-incoine household snergy asslsiance program,
Primary Adult Care Program (PAC),

Women, Infants and Childven (WIC),

If you do not quallfy for.one of the soofal sovioo programs as listed'above, you nwst eompleto the atmciaed
appicatlon sereening form and provide with your appHeatlon sufficlent dactments to prove yowr total fheome and
expenses, In additlon, the hospital may perform a oredit check at tho hospital’s expense, valldating your eliglbility for

the program, Dosuments requlred to be considered for Flnanotal Assistance are as follows:

Wage statoments for all household members such ag pay stubs,
Other incomte suich ag, alhnony, ohild support and stipends,
Your W-2 forins for purrent and prior year,

Bauk statements, whleh show income and exponses,
Statement of any other Incomo recelved In your household,

Coples of monthly statements and expenses pald to ereditors,
List of outstanding medleal oxpenses, owed or pald to Dostors Communlty Hospitat for the past 12 months,

Please provide documents supporting assets excluding vetlrement progtams where
benefits are Iisted as excluslons under the IRS,

If you are unemployed and recelve help or othar support for dally fiving, you may provldc a letior from another

source iudlcnting what kind of falp you ave recsiving such as fiee room and board, wtilitles p'aymcnts eto.

Failure 10 provide luforimatlon fo support your need for Finanolal Assistance mny disquallfy your eliglbillty
Pleass send all information within 30 days of this letiopto:

Lesile Meade, Lead Patlent Acconnts Coardmatol
Dostors Communlty Hospital

8118 Good Luek Road

Lanham, MD 20706-3596

(301) 552-8186

it
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DOCTORS COMMUNITY HOSPITAL
8118 GOCDLUCK ROAD
LANHAM, MARYLAND 20706

[DATE]

[GUARDNTOR MAME]
[GUARANTOR ADDRESS LN
[GUARRNTOR CITY,STATE ZIEP)
RE: [ACCOUNT #]
{PATIENT NANMB]

1

Paar [GUARANTOR NAME] :

Your applicetion has been approved for flnancial
followlng account:{s}:

agsistance for the

ACCCUNT # PMOUNT REMATNING BALANGH
APPROVED PAYABLE BY PATIENT

et B At e et et i Y e e et

et B Ly e e et e  ———

If there 18 a rvemaining balance on your account(s), please call the
hoapltal's Businesa Office at 301~552-8092 to establlsh a payment plan.

Yours truly,

Laslle Meade
Collactlons Team Leadex
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Dear Patlent;

We regret to inform you that yonr application for financlal assistancs has been
denled for the following reason (s),

Your application was missing suffiolent documentatlon to prove
icome and expenses,

Your Income exceeds eligibility crlteria under the Federal Poverty
Guidelines, Please contact our office at (301) 552-8092 to
establish a payment plan,

There 13 a conflet in the Credit Report and dala reported with your
application,

Out regords indloate that you have thivd-patty Insmance or you
inay qualify for a state program for Medical Assistance,

Other reason (s)

If you disngres with this deofsion, pléase provide missing nformation or contact nie
to provide teasons wiiy your debts should be reconsidered for Fluancial Assistance by
calling (301) 552-8186 within the next fifteen day (15) fiom the date of this letier fo
reopen your case, ' ' '

Thauk you,

"Leslie Meads, Téat Leader ™
Patlent Accounis Coordinator
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ACCOUNTS RECEIVABLE CLEARING HOUSE

ADDENDUM TO MANAGEMENT SERVICES AGREEMENT

July 13,2010

Ms, Stolla Reed

Director, Patient Flnanclal Services -
Doofors Cotununity Hosplfal

8118 Good Luck Road

Lanham, Maryland 20706

Dear Stella,

This shalt serve as an Addendum to the Accounts Recelvable Qutsonrolng Agreement dated '
January 31, 2006, by and between Doctors Community Hospital (DCH) aud Accounts Cleating

House, LLC (ACH), -

s All Barly-Out Sorvices will be proved by Accounts Recelvable Clearing House, LLC aud:
all bad debt eolleotions services will be witdor the auspices of Accounts Clearing House,

LLC,

Al other terms and conditions ag set forth in the Accounts Recelvable Quisourolng Agreomont
shall remaln In force and aro not affected by this Addendum,

If you ato In agreemont with thesa changes and clarlfications, please slgn where Indleated below.

Dootors Compunity Hospital Accounts so, LLC/Accounts

By .
<" Slefia Reed

.77 Direstor, Paflent inanclal Services  Progident

Dalet 7"’ /%’ 20 /8 Date; 7’/}*}0

7310 RITCGHIE HWY, 8TF 802, GLEN BURNIE, MD 21061, 44832708500




. T T U
e RSOHU Comrprmite Haneting Marrative Benorvt FY 2017

DOCTORS COMMUNITY HOSPITAL BUSINESS
ASSOCIATES AGREEMENT

Speolfic defindilons:

a. Buslness Associate, "Business Assoclate" shall mean Accounts
Reclevable Clearing House, LLC,

b. Covered Butity, "Covered Entity" shafl mean Dootors Community
Hosplial,

¢. Indlvidual, "Individuat” shall have the same meaning as the term
"ndividual” in 45 CFR § 164,501 and shall Include a person who
qualifies as & personal representallve in accordance with 45 CFR §
164,502(g).

d, Privacy Rule, "Privacy Rule" shall mean the Standards for Privacy
of Individually ldentifiable Health Information at 45 CFR Patt 160
aned Part 164, Subparis A and E.

6. Prolected Health Information, "Profected Health Information” shall
have the same meaning as the term "protected health information”

in 45 CPR § 164.501, {lmited to the information created or
received by Business Associafe from or on behalf of Covered
Entity.

f. Required By Law, "Required By Law" shall have the same
meaning as the term "required by law" in 45 CFR § 164.501,

g Secretary, "Secretary” shall mean the Secretary of the Depatiment
of Henith and Human Setvices or his designee,

Obligations and Aoctivities of Buslness Associate

a. Business Associafe agrees to not use or disclose Protected Health Infonmation
other than as permitted or required by the Agreement or as Required By Law,

b, Business Assoclate agrees fo use appropriate safeguards to prevent use or
diselosuro of the Protected Health Information other than as provided for by this
Agteement,

o. Business Associate ngrees to mitlgate, to the extent practicable, any haunful
offect fhat J8 known to Busitiess Assoclate of a use or disclosure of Profected
Health Informatlon by Business Associate in violation of the requivoments of this
Agreement, [This provision may be included if It is appropriate for the Covered
Entlty to pass on lis duty to mltigate damages to a Business Associate.|

d. Business Associate agress to réport to Covered Batlty dny u§o or disclosuté of the
Protected Health Information not provided for by this Agreement of which it
becomes aware,

. Buslness Associate agrees fo ensure that any agent, including & subcontraetor, to
whom it provides Protected Health Informatlon received from, or oreated or
received by Business Assooiate on behalf of Covered Bntity agrees to the same
resirictlons and conditions that apply through this Agreement fo Business
Assoolate with respect to such Ihformation,




B R A A eI ST B
C e T Lhhenis PR LTS s ]

h,

Business Assoclafe ngrees to provide acoess, at the recuest of Covored Eatity, and
in the time (in less than 45 days afler recalving wrltfen request) and manner, to
Protected Health Information in a Deslguated Record Set, to Covered Entity or, as
direoted by Covered Batlty, to an Individual In order to meet the requirements
undor 45 CRR § 164,524, [Not necessnry if business assoclate does not have
protected henlth Information In & designated record set,]

Busiuess Assoclate agrees to make any amendinent(s) to Protected Health
Informatton in a Designated Record Set that the Covercd Entity directs or agress
fo pursuant to 45 CFR § 164,526 at the request of Covered Entlty oran
Individual, and n the tme and manner [Ingert negotlated terms). [Not necessary If
business assoclate does not have protected health information in a designated
record sel,]

Buslness Assoctate agrees to make internal practices, books, and records,
including policles and procedures and Protected Health Information, relating (o
the usa and disslosurs of Protected Henlth Information recetved from, or created
or recelved by Business Assoofate on behalf of, Covered Entity available [to the
Covered Bntity, or] to the Secretary, in n time and manner [Insert negotiated
terms] or designated by the Seoretary, for purposes of the Secretary determlning
Covered Entity's compllance with the Privacy Rule,

Business Assocfate agrees to dooument such disclosures of Protected Health
Information and informatlon related to such disclosures as would be required for
Covered Enlity to respond to a request by an Indlvidual for an accounting of
disclosures of Protected Health Informatlon In accordatics with 45 CFR §
164,528,

Business Assoclate agrees to provide to Covered Entity or an Indlvidual, n time
and manner [Insert negotiated terms], information coflected in accordance with
Section {Insert Section Number in Contract Where Provislon (1) Appears] of this
Agreement, to permit Covered Entlty fo respond to a request by an Individual for
an accounting of disclosures of Protected Health Informafion in accordaico with
45 CIR § 164,528,

The Covered Entity and Business Assoclate agree to negotiate to amend the
Agtesment as necossary to comply with any amendmont to any provision of
HIPAA or its implementing regulations set forth at 45 CF.R. parts 160 and 164,
Ineluding but not {imited to, the Privacy Regulation, which matetially alters either
Party or both Parties’ obligations under the Agreement, Both Parties agres to
negotiate in good faith mutwally acceptable and appropriate amendmeni(s) to the
Agtestnent to glve effect to such revised obligatlons, Ifthe Parties are unable fo
agree fo mutually acceptable amendment(s) within 30 days of tho relovant change
in law or regulations, either Party may terminate the Agreement consistent with
its terins,

In the event that any provislon of this Agreoment violates any appitcable statute,
ordlnance or rue of law fn any Jurisdiction that govemns this Agresment, such
provision shall be ineffectlve to the extent of such violatton without invalidating
any other proviston of this Agreement.




m. Business Assoolate agrees (o Indemnify, defend and hold harmless the Covered
Bulity, lts directors, officers, agents, sharcholders, and employees against all
clalms, demands, or causos of action that may arlse from Busliess Assoclate’s
employees, ngents, or independent contractors improper discloswe of the
protected health Informatlon and from any Intentional or negligont acts or

omlssions,
n, The Agreement shall be govemed by the laws of the State of Maryland and shall

be construed In accordance therswith,

Permitted Uses and Disolog by Business Associate

a, Specify purposes;

Bxcept as otherwise limited in this Agreement, Business Associdfe may use or
disolose Protected Health Information on behnlf of, or to provide services fo,
Covered Bntity for the following purposes, {f such use or disclosure of Proteoted
Health Information would not violate the Privacy Rule if done by Covered Entlty
or the minimum necossary polleles and procedures of the Covered Entity:

Purposes: CAP SURVEY

Speeifte Use and Disclosure Provisions {only necessary 1f partles wish to allow Business
Assoclate to engage In such activiiles

a. Except as otherwise llmited [n this Agreement, Business Associate may uso
‘Proteoted Health Information for the proper management and administeation of
the Business Assooiate or to carry out the legal responsibilities of the Business
Assoclate,

b, Excopt as otherwise Hmbted in this Agreement, Business Assoclate may disclose

. Protested Health Inforimation for the proper management and administration of

the Business Assoclate, provided that disclosures are Required By Law, or
Buslness Assoclate obtains reasonable assurances from the person fo whom the
Informetion 1s dlsclosed that it wilt remaln confidentlal and used or further
dlsclosed only as Required By Law or for the purpose for which it was disclosed
to the person, and the petson notifies the Business Associale of any instances of
which it is aware in which the confidentiialliy of the information has been
breached,

¢, Except as otherwise limited In this Agreement, Business Assoclats may use
Protected Health Informatlon to provlde Data Apgregation services to Covered
Entlty as permiticd by 42 CFR § 164,504(e)(2)(D(B). : .

d. Buslness Associate may use Proteoted Healih Information to report violations of
law to approprlate Federal and State authorities, consistent with § 164.502¢))(1).
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Proyisions for Covered Entlty to Inform Busluess Assoclate of Privaoy Practices and
estrlotions provistons dependent o sinesy prrangoment

&

Covered Bntlty shall notify Business Assoctate of any imitation(s) in its notleo of
privaoy practlces of Covered REnfity in accordance with 45 CFR § 164,520, to the
extont that such Hinitatlon may affeot Business Associate’s use or disolosure of
Protected Health Information,

Covered Bntity shall notify Business Assooiate of any changes In, or revocation
of, permission by Individual to use or diselose Protected Health Information, to
the extent that such changes may affect Business Assaciate's use or disclosure of
Protected Iealth Information,

Covered Entlty shall notify Business Assoclate of any restriction to the use or
diselosure of Protected Health Information that Covered Entlty has agreed to in
accordance with 45 CER § 164,522, to the extent that such restricton may affect
Business Associate's use or disclosure of Protected Health Informatlon,

Covered Butify shall not request Busitess Assoclate to use or disolose Profected Health
Informatlon in any manner that would not be permissible wnder the Privacy Rule If done

by Covered Eutity, [Include an exceptlon if the Business Assoc.

late will use or disclose

profected health Juformatlon for, and the contract Includes provistops for, data
aggrogation or management and administrative activities of Buslness Assoclate],

Tenn and Tarmination

a,

Teim, The Term of this Agreement shall be offectlve as of November 13, 2008,
and shall terminate when all of the Protected Health Informatlon provided by
Covered Bntlly to Businoss Associate, or created or recelved by Business
Assoclate on behalf of Covered Entity, Is destroyed or refurned to Covered Eatity,
or, if it Is Infeastble to refum or destroy Protected Health Inforration, protections
aro extended to suoh informatlon, In accordance with the termination provisions in
thls Section. [Termy may differ.] »
Termination for Cause, Upon Covered Entity's knowledge of a material breach by
Business Assoclate, Covered Entity shall either:
{, Provide an opportunity for Business Assooiate to cure the breach or end
the violation and terminate this Agreement, ,
2, Immedintely terminate this Agreement If Business Associate has breached
a material term of this Agreement and cure 1s not possible; or
3. If noither terrination nor cure ate feasible, Covered Eutlty shall report the

violation to the Secretary,




o, Effect of Terminalion,

1, Except as provided in paragtaph (2} of this section, upon termination of
ihis Agreement, for any reason, Business Associate shall return or destroy
(In a manner that protects the confidentiality and privacy of the materlal)
all Protected Health Information recelved from Covered Enilty, or croated
or recelved by Busluess Associato on behalf of Covered Entlty, This
provision shall apply to Protected Health Information that is In the
possession: of subcontractors or agenis of Buginess Associate, Business
Assoclate shall retaln no coples of the Protected Health Information,

9. In the event that Business Associale deformines that refurhing or
destroylug the Protected Health Information Is infeasiblo, Business
Associate shall provide to Covered Entity notifioation of the condltions
that make return or desteuction jnfeasible. Upon [Insert negoliated lerms]
that return ot destructlon of Protected Healih Information is infeasible,
Buslness Agsociate shall extend the protections of this Agreement to such
Proteoted Hoalth Information and limit further uses and disclosuses of
such Profeoted Health Information to those purposes that make the refurn
or destruction infeasible, for so long as Business Assoclate maintaing such

Protected Health Information,

Miscellaneous

a. Regulatory References, A roference in this Agreement to a section In the Privacy
Rule means the section as in effect or as amended. _
b, Amendment, The Partics agree to take such actlon as ls necessary to amend this

Agreement from flme to time as is necessary for Covered Entlty to comply with
the requitements of the Privacy Rule und the Health Insuratice Portabilily and
Accountabllity Act of 1996, Pub, L. No, 104-191,

o, Survival, The respective rights and obiigatlons of Business Associate under
Section [Insert Scetlon Number Related to "Effect of Termination"] of this
Agreement shall survive the termination of this Agreement,

d. Interpretation, Aty ambiguity In thls Agreement shall be resolved fo permit
Covered Enity to comply with the Privacy Rule.

g/ﬁ%ga«// //{A/ 71000 71470
~ 7 T
/ Hospilal Representative Date Business Assosiate Date

BUSNASSOC3/05/03

en
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Fomn W" Request for Taxpayer Qlve fO{m ‘3 ma‘
(o Qclober 2007) Identlflcation Number and Certifleation o tho g

Depactran] of ha Traw
[rtanal Apreau e $h-biw S

Hama {13 ehein on your incoms lax 1alyrn)
ACCOUNTS RECEIVABLE CLEARING HOUSE, LLC

S— -
Buslnsss nhme, IE dffsraat fzom abeve

Chask appiopriate boxt 1] maidualigele proptstor O] compoiaton  £J patasehlp Exempt
E] Limited finbily company. Enter the fax dassifealion (O=diseparded ealityr Cucmpovalion, P=partnetshlp) | I 0 payes

) Othee (r8 halnictiony > :

Address [y, slrast, end apl, of 41518 n9) Requester's nems end addiess {optlonal)
PO BOX 2373

Glby, slale, and ZIF cogdy

GLEN BURNIE, MD 210602373
el asount numb (s) hwra {optiona}

Prmt or 2ypo
See Specific lostrucions on page 2.

Taxpayer dentifoation Number {TIN)

Enter your TN In the appropifate box, The T pravided must metch Ihe name ghven on Line 1 to aveld | Boclal sacuttiy number
backup withholdiag, For In itusls, thia |s YoUr soclal ascurlly numbet (580, Howaver, for a rasldent
wlon, scle propristor, of dlsregarded enllty, ase ihe Per | Insirucilons of page 8, Fer olnes entille, It Iz
your employer [dentificallon nember (EIN) If you do pot havo a number, sao How to gol 6 TiN en page 3. or
Nolo I ths accours |3 In mora than ono name, soe the char o page 4 for guldelines on Whoso Employer 1dentilloaiton numbser
26 | 2238344 1

numbsr lo enlen

I Cortiflcation

Under panaltles ot parjury, | cerily thalt

{. The number shown on this form (B my cbirec taxpaye: [dentificalion aumber for | am walting for & fumbsr to ba {sstred to me), and

2. 1 am nol subjec! lo backup Wikhholding beeause; (a) 1 am oxempt from Backup Withhelding, or (O | hiava nol baen nolHled by Lha tnteral
Ravanus Servles (IRS) that | am sublant to baokup wilhholding ae & result of & fallure ta teport. ol interast or gividends, o7 (¢) the IS has

nolitadt e that | am no longer subjest to backup withholdlng, and
8. | am a U8, citizan of other U.S. pereon (defined below)
GerllfTontlon Inatrusitons, You must cross cul ltem 2 abova If you have boen nollfted by Ihe IRS that you ars cuirently eublogl lo bagktp

withkolding beosusa you have felled 1o repor alf Interest and dividonds on yaur tax return, For 1oal estaty kansailons, Ham 2 does nol EpEY,
eancelailon of debt, contdbullons to an tadividual retiroment

For morigage Interest dpald, gequisiiisn or abandenment of sacured property,
(1] o?r than Inlerasi and dhvidends, you are ol required 1o sign the Canlifleatlon, bul you must

arangsment (RAY and genesally,
provide yaur correo! TIN, Sea thy'In, u;uuns n page 4. .

i o, (A1
Here U.%?;urr:u: r [ d pate > '7"!' ,'?// 2

Definitlen of a U,8. person. For faderel {aX purposes, you are

General Instructions !
Soollon roferancas ara lo the Intemal Revenue Godo unlss conslderad & U8 percon lf you orc:
olherwiae noted, odo bn v An Individual who Is & US, eliizsn or U.8, resldent allem,
o A parinarshlp, somorallon, company, or assoclaiton cranted or
organized [n tha Unllad Siates or wnder the laws of the Unlted

Purpose of Forin
Slales,

A passon who |8 requlred 1o flle an Information relum vith tho
1R7& muet oblalh your somact laxpayar ientioation number (TTN) » An eslate {oiher than a forelgn estate), of
lo repart, for example, Income pald lo lYOUa toal aslale » A domestlo trust {as defined In Regulalions sscllon

iansacllons, morigage Interasl you pald, acuisition or 304,7701-7),
ggg?:ﬂ{gﬁgtﬂfm‘gﬁﬂ?f ) oancellallon of debl, or gpoclel nlbs for Eartnarshlpa. Partnerships lhiat conduol &
Use Form W-8 only I u {rade of bustnass In the Unlted Slales are genorally requiresd to
;e orﬁn .9 obly Il you are a W8, person (noluding a ay & vilhholdlng {ax on any farelgn parinate’ gharo of Insome
tes| enf 8 ?tnz,hlo provide your gonrect TIN to tha peraen rorn such biislnoss, Further, [n certaln oases whera & Form W-o
yequosling It {tho requester) and, whan applicatls, to: haa nel been reoeived, & parinershp s required to prasume that
1, Corilfy that the TIN you nrgg!vlng is gorest {of you ara . periner f4 & forelgn person, and pay lho withholdlng lax,
waltlng for & nuinber to be lssuad), Tharelo:e{ i yo%amla u.s. %amon thal Is & partner In ad ol
2. Coitlty that you &re nol subjeat fo backup withholding, or g?g‘v?gi,‘*&,ﬂfﬁ°%.§°fo“1 : lr:rtr?a?giﬁ;ﬁtmassstggﬁlsﬁ? l,g:il:eu.ss' me
8, Clalm exemption from backup wllhhordln?ylf you ara a U8, sialus and-avold withhelding on your shara of parinersh’p
&xgmggrggze% Eraapl g?aﬁlﬁlg's g%‘ea‘? a!syo c?tdi 'r;, ll;a! s af {income,
o~ ) o of any pastnarshilp Iicoma from The peraon Wit alves Form W-0 to tho peitnershia for
;;}gg-ﬂ“ﬁ,ﬂnggs ?gggrgﬂgr'%ﬁg;‘fygfagg'g;‘;&g’l‘hhﬂdlﬂﬂ lox on pur oo of eatablishing Its U6, statua o aveiding withholding
p ¥ con naome. Pt lis aliocabts share of nat incoma from the partnorship
Note I a rnq]l_leslaf glves {'ou a farm ofher than Form W-8 to condueilng a Wade of husiness In the United States la I the
IE%U?SII olyr I!NI'I yoiu n;lt‘:s Fusa the geql.'esler's fom lidlIs following cases!
aubslanillly élraltar to Tals Form W-2, o The U,8, ownor of a dlsragarded entlly and not the antlty,

cat. No. 10231% Form VorB (Rew, 10:2007)




Accounts Cloaring Mouae, LLG

ACCOUNTS RECEIVABLE OUTSOURCING AGREEMENT

THIS AGREEMBENT s 1iade by and between Dogtor's Community Hosplial, with Its prinelpat offices at
8118 Qood Luck Road, Lankam, Marylnnd 20706 (“Cllent”)} and Aceounts Clearlng Hause, LLC, a
Muryland corporatlan with fis princlple offives af 300 Hospital Drive, Suile 36, Qlen Burnle, Marylaud,
21061 (ACH) as of the dale ef exeeution by a dnly authorized represontative of ACH, The offectlvo dals of

Mis Agreemont shallbo . _ FR—

In consideratlon of the mubwal promises, covenants and agreswmen(s contaited fu (bls Agreenient, the partles
agree ns follows;

I, SERYICES,

1P Accomtts Regelvablo Qutsourelng, ACH will seck to cbinin relmbursement far Cllont's charges

for “Aeconnis” {sea ExMHUIE [) pleced wiili ACH through the follow-up, rebillng and collection
netlvities velating lo such Accounts (1o “Accounts Receivable Ontsourolng™), All aetlvitles
underlaken on bohalf of Clicut shall be dono In the name oF ifie Cllenl, Durlng the torm of this
Agreement, ACH will bo the sole provider of Accounis Recslvable Owisourclng services fo the
CHont for the Aceounts, As part of ACH's Accouts Recelvable Outsoureing Serviees, ACH witl:

(® provlde follos-up, fracking, re-blilng and eollection olforls and related nctlvilles for lle
Avconnis,

()] staff and teanage an off-slte recoivables wanagement centar 1o handie the re-billlng,
follow-up, tracking and colfectlon activities for the Acconnts o Include providing an ofT-
site manager for the supervision of tlte management of o Acconnts and other personnal
as dogmed necessary by ACH io porform the Accounts Reeelvable Ouisourclng Servicos
required by thls Agreement(;

{s) ¥f neaessary, provide en-shto staff support at no additional cost to Cilent;

(d) propare and send to Client, ACH's stendard nionihly managentent reports;

(e} develop work flows and follow-up loters for collection of tho Accomnis, with satd work

flows aniel lelters fo bo mutually ngreed upon &3 to process, content aud fornat; -

H dlreef ail paymonts on the decounts to Clled, Any payntents recelved by ACH wiil be
logged and forwarded to Client within two (2) businoss days;

(@ eslabllsh n mutally agreed upon pracedure for handling unpald Aeeonnts aud for the
tequlest, use, maintenance aud return of Clent's patiant files, ACH will prepare monthly
and send to Cilent a hard copy of aff retumed Accomnss,

Al Ageonis placed wih ACH mus! ba placed for a minimum of 120 days. ACH reserves the tlght to
establish and amend its follow-up aud collecttoy efforts and activilies as ACH, It 11s oplnion, subject fo
Cllond approval, deetns fo bs approprlate for the manageitent of the Aecotmss, All follow-up and eefteation
“offorls and aetlvitles shiall be In accordnice with patlent relatlon’s policles andl pracedures cansisiont with
those eniployed by Cliont, ACH mird Chient will establlsh a mutnily agreed upon pracedure for handling
unrelmbursed Accouiils and for he request, use, mnintensuee, and veturn of Cllent's patient files,

12 Third-Party Agreomenls, Clieat acknowledges that i order for ACH to perform the Accomils
Regolvable Oulsouralng Servlces, ACH will be required to enter Into agreements with kld-party
payers and fiscal intermedturies regarding Ihe provislon of slestronle claims submisslon, oflglblity
verificrilon, elalms stafwslng aud other shnllnr serviees (the “Third Party Agreements™), CHent
agrees {0 Indoamify ind hold ACH harinless from and agnfust sny and all clniins, sotons, sults,
trocsedings, costs, oxpensos, damages, and [inbilllos incurred by ACH, Inoludhig court costs and
attorney's feos, related to any olnim by any otlior party to a Third-Parly Agresment, arising ot of
or relellng {o Cllent's provision of inaccurate ov eomplete informatlon to ACH or Client’s
negpenco or willl inlsconduet,
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2, CLIENT RESPONSIBLITIES AND OBLIGATIONS,

2.1 General, Cliout will cooperato end onuse its employees to cooperale willk ACH in every .
reasonable respect as mnluatly agreed by Cllent and ACH to allaw ACH to perform s duties

undlor ite Agreement,

2.2 Provislon of Acgoyyt Information, Clent will fumish ACH wilh all approprlate nfarmation

recassary (o enable ACH to perforin the Accolints Receivable Outsourofug Seryless undar this

Agresinont, “As pert of sald respons)bility Client will provide ACH:

(a) Al pattent and billing Infermation mulually deemed rppropriate and negessary by ACH and
Clienf rogarding thie Accannts!

(U Access fu requested prilent Mos, UB92 and /or HCFA 1509 forms, face sheots, lomlzed Lills
and other relsvant Aecount documontatian; and

{®) Cnsh recelpt and applenilon i formation,

CHorit 1s responsbla for providing the Information klentified above relailng fo the accounts to ACH in e
vequired format as agreed upoa by Client and ACH, ACH will have no respansibility for the Accurrey of
{lto nFornentlon recelved or problems arlalng out of enoncons or Iheomplelo informatlon recelved from
Cllent. Further Client wareanls bal all Aceomnts are valld and legally recoverable debis,

2.3 lstallntlon of Talephone Lines. At ACH! tequest and cest, Cliont will make avallable within 10

days followlng the ffeetive Date, 5 private dedleated “volco grado® (olephono lino fo bo used for
the transmissfon of Account information to ACH. Jn the event thal (s Agreemend 1 lesminated
witlin twetve (12) months freny [ts tuception, a1} installation and menthiy charges for this
telephons llno shatl b (ke sole responstbllly of Glient,

Speel tructlopns, Cflent wil notlly ACH in advauce ofany specls! Instructions to bo used by
ACH in providing Accounls Recoivablo OQutsourelng Servlces (such s Hstlig of speclfic patlonis
wheare lo be exclided from follow-up and collection nelivittes due to thelr "Wip¥ status or for

any olher reasons),

3, I'EES

3.1 Monthly Feo, The feos payablo to ACH for providing Accoutls Recelvable Ontsourclng Services
to Client will bo basud on tenns as speelfisd In Bxhibit 1, '

32 Payment Tormg, Cllont will pay to ACH, within forty-five (45) days from the dale an lhvolce is
dolivered to Cllont, ali payaients dus under tils Agreamont, Any amount payable under this
Agreement and ot pald within forty-fivo {45) days wiil bo delliqueti! and shall bear Interest at Me
lesser of one and one-hall percent (1 %4%) per month or the maxhims monthly rate aflowed by the
applicablo state, .

3.3 Fep Change, ACH shall have tho rlght o ndjust the manthly fee in the ovont that Client fails (o
disolose to ACH at or prior ta this Agreement Is oxgeuled, acenrate and complete informatlon
relntlng to Client*s accounts recelvable profile, whigh Informatlon, If disclosad, would have fed
ACH lo proposae  higher or lower Monllly ¥ea, In tho event hnl ACH inerenses or deereasos the
Maouthly Fee, ACH will provide Cllenr whih ninoty- (90 duy’s prior wrilten notles of ils chenge,
1€ any projiosed feo Increnss Js ukaceeptable o Cllent, Client mey lerminato this Agreomont upoi
rinely (90) day's prior wrltten notleo lo ACH,

3.4 Stutomen!, ACH each month will retder o Gliowt 9 written stleinenl sefting farth all payments

oil the Accannfs made to ACH direatly and all deductions,

Taxes, Alf taxes aitd ollior favles in thie nature of salus, use or exolse Inxes as they apply to the

Stite of Maryland resulting from the serviees provided to ihie Cllont by ACH bereunder shall be

(ho responsibility of the Cllent and shnil be paid by the Cllent dlrzetly,

3

A




Aceaniis Slonring Rouse, LLEC

4. INITIAL TERM, RENEWALS AND TERMINATION,

The Itinl tevm of his Agreemont will bo {wa (2) yeurs commencing as of the executed dale of the
Agreomont, THs Agreement shall be selfrenewlng for additional ono (1) year ferms unless wilher
party dellvers Lo the athor, wrllles natles of termination al Teast Uty (303 days prlor to (o expiration
of the then current torm, This Agreement may ba terminaled by elther pariy, for any reason, upon
{hirty (30) days prlor wrltton notlee 1o #ho other wlthout penatty fram (1o dato of Incepilon of slgited
Agroomont nless otherwlse speclfied In the Agreement, Upon any terminatlon of this Agreient, (a)
ACH witi continue tts offorts with rospect io the Aecounts asslgned prior (o and exdsting as of the dale
of tennination for a perlod of ninety (90) days; (b) ACH will conttine {ts efforis with respect to alf
Aeconnfs whers payment arrangenients are being met according to agreed upon tenns, wnti coneduslon
of the payment arrengentents; and (o) Cltenl will pay ACH the Moenthly Fee with respeet fo (ke
collections veferonced in (a) and (b) above regardloss of when collectlons are recelved and wheilier
regolved by CHent or ACH,

§, CONFIDENTIALITY

5.1 Confidentlallty of ACH Information, Client acknowledges that the Syslem employed by ACH Iy

yrovlding Agconnts Recelveble Oulsourclng Serviees fs confidentlal aud {he sole praperty of
ACH, Client agrees ot to disolose Lo nuy prersos or ontfttes ofher fhan ACH, any nformation 1t
recaives concerning ACH buslness practlees or olfier scerols deemed lo be confidentinl by ACH,

3.2 Conftdemtlallty of Cilon! Information, ACH sgress niof [o dlsclose fo any persons or entitios net
affillated wlil ACH, any Informatlon about Ctient or mny of Cllent’s patlonis recolved by ACH In
the coitrse of providing Ihe Acgoums Recelvable Outsetreing Servlces except as requlred to
provide tho Accounis Recolvablo Oulsoureing Servicos or ps etliervlse logally requlred,
Notwithstanding the preceding sentoncs, Cllont agrees flid ACH ray use Cliont Informatian for
stafistioal compilation purposes so long as Client and palient Klentlfying informatlon Is kept
confldentlnl in accordauce with applicable Iaws, rulss aud reguintlons.( Sea Bxhlblt 10)

3.3 Confldentlnlity of Comtragt Terms, Withoul ACH! prlor witten conseit, Cllent wHl not It any
1nnnuer or forim, disolose, provide or otherwise make avaitable te ny (hird partes, In whole or in
part, tds Agreement or any dorms hereof,

6. DISCLAIMER OF WARRANTIES

Clien| ackniowledgos that ACE has (he fucontlve lo petform Accounls Recelvablo Ountsoureing Services
In a timely and ofttolent mmmer, Cllot ncknowledgos liowever, thal ihe Hming nnd amounts of
collectlans gonerated through Ue Llve Treaf Services are subject to numarous varlablos beyond ACH?
colttrol,. THEREFORE, EXCEPT FOR THE EXPRESS REPRESENTATIONS AND
WARRANTIES SET FORTH IN TINS AGREEMENT, ACH DISCLATMS ANY AND ALL
REPRUESENTATIONS AND WARRANTIES, EXPRESS, IMPLIED, O STAUTORY,
PERTAINING TO THE PERFORMANCE OF ‘THE ACCOUNTS RECEIVABLE
OUTSCURCING SERVICES HEREUNDER,

7. LIMITATION OF LIABILITY

T no event will ACH bs tfable for tost profils ar be responalble for the vacollectlbitity of any Account,
8, INDEMNIFICATION

Ench patiy ngrees to ludennify, dofond and hold harmiess tho oflier party, tholr direetors, ofltcers,
amployees and agenta froi and agalust auy elalm, labllify, foss or exponse (Insluding without limitation

atlorusy's feos) tlsing direstly or indirectly out of an acl by a party or lts direclors, officers, employees or
ngetds in conmection with eltlier party’s dutioy or perforinance under Mis Apreoment,
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% NON-INDUCEMENT

Durlng (fo term of thls Agreement end for a perfod of one (1) yoor thereaftor, nelther ACH nor Client wifl,
without tle prior wriftes consent of the other, elther diveetly or Indlrectly, on lts own behalf or in the
service of ofliers, solleil, divert, or hiro sway, or attorp! to sollcii, divert, or Ire away, any person
cimployed by (e other, whether or nol such emplayee Is & full-the, part-time, or temporary employco and
whellier or ol such otnployss Is pursuant to n wiltten agreoment, s for a determined porlad, or Is at-will

whthout the prior wellten conseit of tho partles,
10, ACCESS TO BOOT@, DOCUMERNTS,; AND RECORDS

The provislens of this Sectfon 9 are ficluded In this Agraemont beoanse of posslble applieatlon to Sectlon
1861(v)(1)(1} of the Soelnl Sceurity Aot. 1€ such seatlon Is not applieable to this Agreement, whether now
or i 4ho future, then this Sectlon 9 will be deomed nol part of this Agreement and will, or will tierenfter,
be consldorect null and vold, Tfsuch provislon Is applianble to thls Agreement, ACH agrees will the Cllent
that untdl o explratlon of four (4) yoars niter Menlshing the Accounts Recotynblo Cutsouielng Servives
undor (s Agreoment, ACH will make avallnblo to the Soerelary of {ho United States Department of Haalils
aisd Humah Soryices (1ho “Secretary™), and the Unlled States Compteoller General, and thelr duly
afhiorlzed representatives, this contenet and /M books, documents and records neeessary to cerilfy the
nature and extent of the costs of thess sorvlces, I ACH sorrlos out the dutles of ihis Agreement theough g
subgontact worth $10,000 or more evor a [2 monih perlad will a relnled organlzallon, iho subconiract wili
also coitaln arid accoss clause fo pormt acoess by ilie Seerctary, the United States Camptrollor Goneral and

thelr reprosentallves (o 1o rolated organlzatlon’s books nnd records,

1L, MISCELLANEQUS

11.1Butlre Agreqmont, ‘Tis Agreement aud the Bxhiblts reforenced hereln descelbo the entlre
ngreement botwean (ho partles and will bo binding wpon and fnure to the benofit oftlielr siceessors
and permitied nssigas only with the express writton consent of Client, This Agrecizont sipercedes
all prior weilten and oral agrecments and widerstandings between ACH and Client pertalalng to
Aceounts Recofvable Ontsourcing Services and gan only be changed In wriling executed by the
parllos against wiom such change Is sought to bo enforced.

11,2 Notlees. Any nollce lo be glyen under Uil Agreement wilf bo In wrliing and wilt be effective on
dule of recolpt i€ sent or defiverad to; )

IFto ACH: Ifto CHont;

Boyce Rellterer Daonnls Seanton

Prosldent Vice Prosldont, Flnanco
Accounts Cloarlng House, LLC Daclor's Communily Hospltal
300 Hospltal Delve, Sulto 30 8118 Good Luck Rond

Glon Burnfo, Maryland 21061 Lanham, Maryland 20706

or I elller easo to sush uibier addross or indivldual as the party to be notifled, by praper natlce
hereunder hovo divected, . . . .. ... o o LT

t13_Severability, 1fany provision of il Agrecinont, or portlon thereof, Is declared Invalid, the
remalnlog provisions will rexaln in o) forco and effect,’

(14 Asslgniet. This Agreemonl Is blnding upon and lmires to the benafit of and is enforeenbly by
ACH, CHonl and llvelr respective legal representatives, permifted assipns and suecegsors of
Inferest, This Agrecinent will not be asslgined or transferred, n whols or lu pact, by Client and
inay only ba asslgned by ACH with tho expross weltten cansent of Clisnt,

1.5 Govemlng Law, Tids Agreemont Is made aud ontered Into aud will bo cotistrucd and Imerpreted
In aecordance wilh the taws of the State of M aryland.
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11,6 Authorlty to Sla. ACH and Client acknowledge that thoy are duly suthorlzed by appreprinte
corporate acllon to enfer nle this Agreement nud thal {e Agreeront s belng algned by duly

eulforlzed agonts aulhorlzed to act for thelr vespective partles,

1N WEITNESS WHEREOT, (he parlies liereto have exceuted this Agreament s of lhe date sxcenled by
the duly auilhorlzed reprosentative of ACH,

CLIBENT: DOCTOR’S COMMUNITY ACCOUNTS CLEARING HOUSE, LLC

HOSPITAL '
/Z/é) Dy://fz /_[(/L/

Title: Vice res}cnt, Flnauce Title: President ‘
Dafe; / 3/ Jé Dnle:w__{/?f /0('
!

By:
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EXHIBIT )
ACCOUNTS!

Phiase I Accomiis-

Those prifent nccounts pal balmsess that are dentified by finanolal clnss ss Seff Py, Conmierclal, HMO,
MCO, Werket's Compensation or any other fnsurance aecounts idontfied by Cllent,

Cllent represents that monthly Solf Pay nccounts are profiled gs of F2/15/05 as foltows:

Aglag: fLof Accounts  Qross Asslgnments Conlraciugl off 9
-30 dnys 3,700 $1,100,000 N/A

61-90 days
91-120 days
[21-150 doys
151-180 days
181 + days

* Client reprosonts that monihly Commerelal rccotnis are profiled as of 12/15/05 ns follows:

Aglg: BofAccoupls  Gross Asslgrunents Contractuals/\Wrlicoff %
030 daya a

31-60 days
61-90 dnys :
91120 dnys 300 $250,600 NfA
124-150 days
£51-180 days
181+ days

Cllsitt reproseals that monthly Secondary aceounts are profiled as ol 12/15/05 as follows:
Aglngt #af Acgounts  Grogs Asslgnnients Contractuals/Writeoff %
0-30 days
31-60 days T8D TBD
61-90 days
91120 days
121-150 dnys
I51-180 days - e
181 + days
The above-roferenced antoutils are oy estimate and tepresent an accumulnied backlog of Insuranco
avcounds. Ciient may, af lts diseretlon nnke addltlonal placements at ot lntervals to be datermined,

FER SCHEDULY:

Self Pay Aceotnts, Cllent ngiess to assign o ACH, for a minlmnum of at teasd the fisst six nonths from the
efiectlvo dalo of the Agreement, 100 % of ali Seif Pry Acecunts. Clisnt agress lo pay ACH & monllify fes
of nine ad one-quarter percont (5.25%) of il montes collected Fom the acoounts Ideilified as Self Pay.
After the flrst slx moaths, should Cllont only asslgnt to ACH fifty-percant of tho Self Pay Accounts, te fee
shall the bo nine snd onc-fialf (9,5 %; of all monles collecled from-the nocounts Idenfificd as-Solf Pay, itls
urther agreed ihat the delerminatlon for clinnging the asslgnmient percentege from 100% ta 50% shall be
predicated on a matuaily agresd upon performauce basolne as agreed npon by Cllen! and ACH,

Any payments recelved within ffvs calondar days froni the dale of placement shall iot be subject to any fee.

Connterolal Acoounts, Cilent agress to pay ACH a onthly fee of slx percent (6%4) of all monles collected
from the nccounts Identlitad as Commeralnl Accounts, Avy paymenls recelved within seven enlendar days
from the date of placoment shall not be subject to any fee,
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Secondary Accounts, Cllani agrees to pny ACH o monthly fes of five percent (5%) of aft monles coflected
from the accounts Identificd as Secondary Accounts, Any paymesnts received wihin soven catendar days
from the date of placement shall nat be subject o an y fee, :

ADDITIONAL SERVICES

ACH will provide for tho fesnised use af the AcgIsEDI reamit management and follow-up dyslems (ARTS)
ns deseribed lu attaclied AeglsiDI Subseription Agreomant,

Upost terminatlon cllont shall raserve tho rlglit to continuo wse of ARTS, Feas for use will be e smine as
doscrlbed fn atlaclisd AeglsEDL Subsoripiion Agreoment,

Should efient declda to enforce the Afly percent asslgument pratocol on Se!f Pay Accounts as deserlbed In
tho Feo Schedulo referenced above, ACH agreos o allow Cliert to relaln the ARJS syslem al no charga,
‘The onfy avent that shalt oceur that will allow AeglsBDI to Implement lhe Fee Schedule i Hio Acpls B
Subseripon Agreement will bo the lerminallon of the Aceosinls Reeelvable Outsourcing Agresment or an
assighment lovel ot Self Pay Accounts lower than ity perconl of the total Self Pay Accoutds.

ACH ngreos 1o assuie {he ARIS Seiup Costs ns described Iy Bxhibit A of the AegisBDY Subser(ption
Agreenent,

CLIBNT; DOCTOR'S COMMUNITY ACCOUNTS CLEARING HOUSE, LLC

HOSPITAL
BY*M By: //«3'55‘" e

Tilte: / W%’Mm Title: %f/‘eai cfw%

Date: //Q%‘Uﬂ Dale: . 1/5’//9[;'
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EXHIBIT 11
INDEPENDENT CERTIFICATION AND AGREEMENT OF COMPLIANCE

Hereby ceatlfy lhat T arm a duly nuthorized ofticer of the indepondont contractor nanted belowy
(“Contrastor). On belalf of Contractar and its afficers, directors, smployees, and agents, 1 certtfy thal T
fiave recolved and read dlia "Compliance Progran Policy Manual® dated of Dogior's

Conmniniliy Hosphial and fully undersiand the requirements set Forth In thal doeumont, I conlify that
Canfractor shatl aet [ Aitl accordance wilh all rules rnd policies of Poctor’s Community Hospital, These

rules and policies fuctude Doctor's Commnity Hosplial's commiiment to coniply with all applicnble
federal and state faws, and Doctor 's Conmmmnity Hospital s cammitiment to condnet Its byslnass in
contpifance wiih the iighes! ethieal standards,

To lltls end, Confractor exprossly agrees that the Decior’s Connmunity Hospltaf “Conpllance Progran
Polley Manual” shall be ncorporated withis and mads a part of the Contractor's Agreentent witl Doctor’s
Comnmntly Hosptaf and shall suevive torminaiion of thls Agreement for any reason. Any fallure of
Coniraglor fo comply wlth the rules aud policles sel forth In Doeror’s Community Hosplial “Conipllauco
Prograin Polfcy Manual” or to report violations of these rufes and policles may result In Immediate
termination by Doctor's Communtty Hosplicd of lis Agreoment with Conkractor,

CLIENT: DOCTOR'S COMMUNITY ACCOUNTS CLBARING YIOUSE, LLC

HOSPITAL _ .
= -7 )
M By: /Z«'ﬂé/

By
TH]D}/WA%M e e ”ua /;;25(&1/7&_ e e e

2,

Date: //3’/;01!" Date: 1/é1f ¢

R
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Paying Your Bill

Bills for services rendered are to be paid upon receipt.
Co-payments are set by your insurance provider
and are due at the time of service.

Services Not Billed by
Doctors Community Hospital

Your treatment at Doctors Community Hospital may
require services of healthcare professionals who will
bill your insurance provider separately. However, if
for some reason the insurance company does not pay
for the services, you may receive the bill. If you have
questions about such bills, contact those professionals
directly. Below is the contact information for some of
these services.

Professional Services
+ Clinical Laboratory Associates
+ Diagnostic Imaging Associates
+ Doctors Emergency Physicians
+ Elliott & Wargotz Pathology
. Contact Meridian Finandal Management at
~ 301-498-2922
+ Joslin Diabetes Center
+ Center for Wound Healing and Hyperbaric Medicine
(> ContactUniversal Health Network at 888-846-5527

+ Southern Maryland Anesthesia & Associates, LLC

s Contact Southern Maryland Anesthesia & Assodates at
" 800-583-1360

Your private physician may also bill you.
Please contact him/her directly to discuss those bills.

What If My Visit Is Due
To A Motor Vehicle Accident?

We will ask for your automobile and health insurance
information. Your automobile insurance will be
billed first. If your automobile insurance does not
pay the bill, your medical insurance will be billed
next. We will bill you for any non-covered balances.

What If | Am Injured On The Job?

We will bill the workers’ compensation insurance
provider of your employer. If payment is not received
from this provider, you are responsible for the bill.

What Does Medicare Cover?

Medicare Part A covers inpatient charges, and
Medicare Part B covers outpatient charges that are
considered “medically necessary.”

If your doctor orders a service that is not considered
“medically necessary” by Medicare, you will be
asked to sign an Advance Beneficiary Notice (ABN).
The ABN is Medicare’s way of informing you of

the possibility that it might not pay for the service
ordered. By signing the ABN, you agree to accept
responsibility for payment if Medicare does not pay.

You can sign the ABN and agree to pay for service,
or you can refuse the service. If you refuse, we
encourage you to talk with your doctor about
alternative options that
would be covered by
Medicare.
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8118 Good Luck Road
Lanham, Maryland 20706
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General Billing Information

About four days after receiving medical services, you
will receive a Summary Bill in the mail. To request an
itemized bill or if you have any questions, contact the
Business Office:

7404 Executive Place, Suite 300 A
Seabrook, MD 20706
301-552-8093

While you are still at the hospital, you may pose your
questions to the following:

+ . Qutpatient Registration Department
Main hospital, 2nd floor
Monday to Friday, 8:00 a.m. to 4:30 p.m.

+ Emergency Department Registration Office
Main hospital, 1st floor
24 hours a day

Patient Obligation
+ Pay your bills timely
+ Provide your correct insurance information

+ Notify the Business Office if your financial status
changes and will impact your ability to pay the bill

Patient Rights

+ Doctors Community Hospital or Medicaid may
provide assistance to patients who meet the
financial assistance criteria.

+ Patients who believe they were wrongly referred to
a collections agency have the right to contact the
Business Office to discuss this matter.

How Does Health
Insurance Billing Work?

After receiving services, we will bill your health
insurance. To ensure that the claim was properly
submitted, we will make a copy of your current
identification and insurance cards.

Insurance companies require that we supply them with
complete information on the person who carries the
coverage. This information includes name, address,
telephone number, date of birth, employment and
social security number.

Incomplete information could cause a denial by your
insurance provider, and you could be responsible for
the balance.

If you are unable to provide complete insurance and
subscriber information, we will not be able to bill your
insurance.

Financial Assistance

Financial assistance is available for patients who receive
services at Doctors Community Hospital. Patients may
qualify for free care or partial care based on their family’s
gross income as applied to the Federal Poverty Guideline.

Applications for financial assistance may be obtained
at emergency or outpatient registrations at the hospital.
You can also call the Business Office at 301-552-8186
to have an application mailed to you.

Mail the completed application as well as proof of
family income and expenses to the following:

Doctors Community Hospital
Patient Financial Services
8118 Good Luck Road
Lanham, MD 20706

Maryland Medical Assistance

Doctors Community Hospital provides case workers
to assist patients who received inpatient or emergency
outpatient care with Maryland Medical Assistance
applications. Patients who received inpatient care,
and do not have insurance, may contact one of the
below telephone numbers.

LAST NAME BEGINNING WITH:

A-J  DECO 301-552-8116
K-Z MEDLAW 301-552-8682

Additional Assistance

Emergency Outpatient Services
Contact DECO at 301-552-8116

Medical Medicaid Applications for Other
Outpatient Services
Contact the Maryland Department of Social Services
at 800-332-6347, TTY 800-925-4434
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