Q1.
COMMUNITY BENEFIT NARRATIVE REPORTING INSTRUCTIONS

The Maryland Health Services Cost Review Commission (HSCRC or Commission) is required to collect community benefit information from individual hospitals in
Maryland and compile into an annual statewide, publicly available report. The Maryland General Assembly updated §19-303 of the Health General Article in the
2020 Legislative Session (HB1169/SB0774), requiring the HSCRC to update the community benefit reporting guidelines to address the growing interest in
understanding the types and scope of community benefit activities conducted by Maryland’s nonprofit hospitals in relation to community health needs assessments.
The reporting is split into two components, a Financial Report and a Narrative Report. This reporting tool serves as the narrative report. In response to the
legislation, some of the reporting questions have changed for FY 2021. Detailed reporting instructions are available here:
https://hscrc.maryland.gov/Pages/init_cb.aspx_

In this reporting tool, responses are mandatory unless specifically 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@hilltop.umbc.edu.

o2 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: Suburban Hospital ® O
Your hospital's ID is: 210022 ® O
Your hospital is part of the hospital system called Johns ® 0
Hopkins Heath System
The primary Narrative contact at your hospital is ® o
Monique Sanfuentes
The primary Narrative contact email address at your ® O
hospital is msanfuentes@jhmi.edu
The primary Financial contact at your hospital is ® o
Monique Sanfuentes
The primary Financial email at your hospital is ® 9]
msanfuentes@jhmi.edu

Q4. The next group of questions asks 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. Please select the community health statistics that your hospital uses in its community benefit efforts.

Median household income Race: percent white

Percentage below federal poverty line (FPL) Race: percent black

Percent uninsured Ethnicity: percent Hispanic or Latino
Percent with public health insurance Life expectancy

Percent with Medicaid Crude death rate

(7] Mean travel time to work Other

Percent speaking language other than English at home

Q6. Please describe any other community health statistics that your hospital uses in its community benefit efforts.

and is considered during the FY2021 Community Benefit process.

Utilization of additional health statistics incorporated and considered in Suburban Hospital's community benefit operations include: Healthy Montgomery, the local health
improvement coalition (LHIC), the Hospital's Primary Service Area (PSA) and Community Benefit Service Area (CBSA) data, along with aggregated data from Suburban
Hospital's Community Health Improvement initiatives. Examples include biometric screenings, wellness and disease management classes, health education webinars and
community building activities. Moreover, statistical data highlighted in the FY2019 CHNA also serves as integral strategic influencer towards the community benefit process



https://hscrc.maryland.gov/Pages/init_cb.aspx
mailto:HCBHelp@hilltop.umbc.edu
https://www.hilltopinstitute.org/communitystatisticsbycounty/

Q7. Attach any files containing community health statistics that your hospital uses in its community benefit efforts.

Q7. Suburban Hospital PSA and CBSA Dt pdf
1.5MB
application/pdf

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

Q0. Please select the county or counties located in your hospital's CBSA.

(7] Allegany County (7] charles County () Prince George's County
(7] Anne Arundel County (7] Dorchester County (7] Queen Anne's County
(7] Battimore City (") Frederick County () Somerset County

() Baltimore County () Garrett County () st. Mary's County

() calvert County
(7] caroline County
() carroll County

() cecil County

(1) Harford County
(") Howard County
(TJ Kent County

Montgomery County

() Talbot County
(7] washington County
() Wicomico County

() worcester County

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

This question was not displayed to the respondent.

Q11. Please check all Anne Arundel County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

Q14. Please check all Calvert County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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


https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_3ML0zO9jrjFcvyN&download=1

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

Q25. Please check all Montgomery County ZIP codes located in your hospital's CBSA.

(7] 20058 (] 20824 20850 () 20872
() 20207 (] 20825 20851 () 20874
() 20707 () 20827 20852 (1) 20875
(J20777 () 20830 20853 () 20876
() 20783 (] 20832 20854 () 20877
() 20787 () 20833 () 20855 () 20878
(7) 20810 () 20837 (] 20857 () 20879
() 20811 () 20838 (] 20859 (1) 20880
(7) 20812 (] 20839 (7] 20860 () 20882
20814 () 20841 (] 20861 (1) 20883
20815 () 20842 (] 20862 () 20884
20816 (] 20847 (] 20866 (1) 20885
20817 (] 20848 (] 20868 () 20886
(7] 20818 () 20849 (J20871 () 20889

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

Q33. Please check all Worcester County ZIP codes located in your hospital's CBSA.

This question was not displayed to the respondent.

Q34. How did your hospital identify its CBSA?

(7] 20891
(7] 20892
(7) 20894
20895
(7] 20896
(7] 20898
(7] 20899
(7) 20901
20902
(7) 20903
20904
(7] 20905

20906

() 20907
20910
() 20011
() 20012
() 20013
() 20014
() 20015
() 20916
() 20018
() 20993
(J21770
(Ja1772

() 21797



Based on ZIP codes in your Financial Assistance Policy. Please describe.

Suburban Hospital’'s financial
assistance policy supports eligible
patients based on the most recent
Federal poverty guidelines. The
highest number of financial
assistance transactions were
identified and incorporated into the
formula which factored into the
Hospital's CBSA. This assessment
enables the hospital to respond to
the needs of its most vulnerable and
underserved patients and community by
providing additional services and
support. Furthermore, CBSA zip codes
(20902, 20906, 20910, 20852 and
20814) are home to safety-net clinics
Proyecto Salud Clinic (20906),
Montgomery Cares (20910) and Catholic
Charities Center (20902), Mobile
Medical Care (20814, 20852) of which
the Hospital provides financial

and/or in-kind support. P

[7) Based on ZIP codes in your global budget revenue agreement. Please describe.

Based on patterns of utilization. Please describe.

Suburban Hospital includes Inpatient
and Emergency Department utilization
and statistics. During the 2019 CHNA
process, Suburban Hospital revised
the formula for calculating its CBSA
to include data from Inpatient
Records, Emergency Department (ED)
Visits and Charity Financial
Assistance Transactions.

Other. Please describe.

Suburban Hospital does not restrict
its community health improvement
services to the primary service area.
Rather, its Community Benefit Service
Area (CBSA) includes specific
populations or communities of need to
which the Hospital allocates
resources through its community
benefit plan. The hospital determines
its CBSA using data from Inpatient
Records, Emergency Department (ED)
visits, and Charity Financial
Assistance Transactions, which are
aggregated and defined by the
geographic area contained within the
following fourteen zip codes: 20814,
20815, 20816, 20817, 20850, 20851,
20852, 20853, 20854, 20895, 20902,
20904, 20906, and 20910.

Within the CBSA, Suburban Hospital
focuses on certain target populations
such as un- and under-insured
individuals and households, low-
income individuals and households,
ethnically diverse populations,
underserved seniors, and at-risk
youth. Although some zip codes within
Suburban Hospital’'s CBSA are not
immediately adjacent to the Hospital,
33.8% of patients treated at the
hospital are from zip codes 20902,
20904, 20906, and 20910. Furthermore,
Suburban Hospital supports safety net
clinics and free health prevention
and chronic disease programs in those
designated areas.

)

Q35. Provide a link to your hospital's mission statement.

https://iwww.hopkinsmedicine.org/suburban_hospital/about_the_hospital/index.html

Q36. (Optional) Is there any other information about your hospital's Community Benefit Service Area that you would like to provide?



Suburban Hospital provides both in-kind and financial contributions to neighboring Prince George's and Calvert Counties to expand behavior change modification and
awareness of cardiovascular disease and chronic disease management. While cardiovascular disease is prevalent across the nation and throughout Maryland, it is of
particular risk in Southern Maryland, where rates of obesity and physical inactivity are high. It is particularly evident when comparing obesity and physical activity in
Montgomery County, the home of Suburban Hospital, to our neighbors to the south, who consistently fall short against the same metrics. When obesity and inactivity are
prevalent, high blood pressure, elevated cholesterol, diabetes, and other chronic diseases follow. Suburban Hospital has implemented on-going programs to address these
specific issues. In Calvert County, Suburban supports the faith-based health ministry network by enabling each member parish to keep manual blood pressure cuffs on-site
for volunteer health professionals to screen for hypertension after services. The majority of Southern Maryland outreach, however, is offered in Prince George’s county. In
FY21, 122 community health improvement activities were conducted, reaching 1,422 community members living in Prince George's and Calvert Counites. Despite having
nearly 100% access to physical activity, just 50% of Prince George’s County adults aged 18 and older engage in a regular routine of moderate or high intensity movement.
Adults who engage in such activity reduce their risk of many serious chronic health conditions, including obesity, high blood pressure, heart disease, stroke, diabetes, and
cancer. The prevalence of these risks — many of which are not meeting the Healthy People 2030 targets — indicate a need for targeted interventions that support increased
movement, healthy eating habits, and prevention and management of chronic conditions. Suburban Hospital addresses social determinants of health by approaching the
whole person, not simply their health condition. To do this, Suburban applies three lenses to its health improvement initiatives: Healthy Behaviors, Access to Care, and
Health Equity. Since 2006, we have sponsored, measured, and tailored the following programs to meet the needs of the community with the goal of reducing disparities and
improving health, taking special note that in-person activities were suspended for FY21 due to the global coronavirus pandemic: Senior Shape, health education seminars,
blood pressure screenings and hypertension counseling (suspended), Tai Chi (suspended), and Dine, Learn & Move. These free programs and services provide targeted
outreach to African Americans age 55 and greater. For more information on each of these programs and activities, please refer to the annual report, Cardiovascular
Outreach in Southern Maryland Fiscal Year 2021, in the attachment to this report included in Q129.

Q37. Section Il - CHNAs and Stakeholder Involvement Part 1 - Timing & Format

Q3s.
Within the past three fiscal years, has your hospital conducted a CHNA that conforms to IRS requirements?

@ Yes
O No

Q39. 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.

Q40. When was your hospital's most recent CHNA completed? (MM/DD/YYYY)

06/27/2019

Q41. Please provide a link to your hospital's most recently completed CHNA.

https://iwww.hopkinsmedicine.org/suburban_hospital/_documents/community_health/CHNA_2019.pdf

Q42. Please upload your hospital's most recently completed CHNA.

SH CHNA 2019 FINAL.pdf
6MB
application/pdf

o43. Section Il - CHNAs and Stakeholder Involvement Part 2 - Internal CHNA Partners

Q44. Please use the table below to tell us about the internal partners involved in your most recent CHNA development.

CHNA Activities
Participated
- . Participated in
DR —;erson Pog{{;\)r; or Member of Partlti::]pated Ad;':ed Participated in identifying  Provided
Organization Department ~CHNA  development CHNA " Primary identifying community secondary Other
was not doesnot Committee  of CHNA best I at? ’?‘”ml'g reisource;s h:a\tlth (explain)
> 5 collection eal 0 mee ata
Involved exist process  practices —— P
needs
CB/ Community Health/Population Health
Director (facility level) D D
Participated
. . Participated in
2 [I;erson Pogiﬁm or Member of Partlt;:]pated Adgﬁed Participated in identifying  Provided
Organization Department CHNA  development CHNA inlprmaryicenttyinglgtcommunityagsecondaryoter
was not doesnot Committee  of CHNA best Il at? ‘;‘”O'I'ttg risourc?s h:atlth (explain)
> 5 collection eal 0 mee ata
Involved exist process practices needs health
needs
CB/ Community Health/ Population Health
Director (system level) D G G
Participated
- . Participated in
NA [I:’rerson Po's\‘i@n or Member of Partlti::]pated Adglr!\;ed Participated i identifying ~ Provided
Organization Department CHNA  development CHNA " [&rlmary identifying  community Seﬁonldﬁry Oﬁlle,’
was not doesnot Committee  of CHNA best I £ ;rJ]norllthy resources :at (explain)
Involved exist process practices Cotecton el lojeet 2
needs health

needs

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

Regularly reports to Hospital executives and Board of Truste
processes, best practices and frameworks.

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

Regularly reports to Hospital executives and Board of Truste
processes, best practices and frameworks.

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


https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_12QjPYWEV4MR26r&download=1

Senior Executives (CEO, CFO, VP, etc.)
(facility level)

) g @) ) ) g )

Participated
in

. . Participated
N/A-(I:rerson Po;\‘icgr; or Member of Partlcilnpated Adgl:ed Participated  in _ identifying  Provided
Organization Department CHNA  development CHNA in primary |dem|fy|ng CommunityJsecondary Othe_r
. data priority resources health  (explain)
was not doesnot Committee  of CHNA best y
Involved exist process practices Collection healt) D (it Uala
needs health
needs

O g O a

Senior Executives (CEO, CFO, VP, etc.)
Participated

Suburban's Chief Medical Officer participated in evaluation s
review secondary data for CHNA.

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

(system level)
o q Participated in
N/A -(I;’rerson Po's\‘i@é or Member of Partlcillqpated Ad;‘:ed Participated in identifying ~ Provided
Organization Department CHNA development  CHNA in primary ider!tifying community secondary Othe_r Other - If you selected "Other (explain)," please type your exp
was not does not  Committee  of CHNA best data priority resources health  (explain) below:
Involved exist rocess ractices collection health to meet data
p p needs health
needs

@) O O a @) O

a

Board of Directors or Board Committee
(facility level) O O
Participated
- . Participated in
DR -g’rerson Po's\‘i{{;\Jr-l e Partlcillqpaled Ad;ﬁed Participated in identifying  Provided
A inprimary identifying community secondary Other Other - If you selected "Other (explain),” please type your exp
Orsél;lznaot:on Dgg:gwglm c O%Hn,:‘iﬁe 8 det;/fetlé)gmzm Cb};’:ﬁ data priority resources health  (explain) below:
> 5 collection health to meet data
Involved exist process  practices s health
needs
Board of Directors or Board Committee
(system level) ) O @ O ) @ ) O
Participated
- . Participated in
NlA—[I;erson Pog{{;\)r; T Ml Partlti::]pated Ad;':ed Participated in identifying  Provided
Organization Department CHNA  development CHNA inprimary  identifying community secondary Other Other - If you selected "Other (explain)," please type your exp
T doesnot Committee  of CHNA best Icliata ;?‘riorlitr)]/ resources h:alth (explain) below:
> 5 collection ealtl to meet ata
Involved exist process  practices —— P
needs
O

O ]

Participated

Clinical Leadership (facility level)
. . Participated in
N/A»[I;erson Po's\‘i:gr; or Member of Partlci:]pated Adgﬁed Participated ~in identifying  Provided
Organization Department CHNA  development CHNA n Zrltmary By CUHE health
was not doesnot Committee  of CHNA best Il a? ?:'orllttr‘{ n?sourc?s :at

Involved exist process practices coflection ca’ 0 Mee aa
needs health
needs

O

O ] @]

Participated

secondary  Other

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

(explain)

Clinical Leadership (system level)
- . Participated in
bR [l;erson P ogi(i/-c\m O Parmi::]pated Adw:ed Participated in identifying  Provided
Organization Department CHNA  development CHNA in primary |den_1|fy|ng community secondary Othe_r Other - If you selected "Other (explaln_), please type your exp
" data priority resources health  (explain) below:
was not doesnot Committee  of CHNA best collection health IR data
Involved exist process practices T health
needs
Regular integration of population health initiatives beyond the C
Health Needs Assessment.

O a

Participated

Population Health Staff (facility level)
. . Participated in
NIA-Person N Memberof | 2 apated  Advised panicipated in identifying ~ Provided
Organization Department ~CHNA  development CHNA in primary idemifying community secondary Othe_r Other - If you selected "Other (explain)," please type your exp
was not doesnot Committee  of CHNA best ﬁata\. ;I?‘noTE/ resources h;alth (explain) below:
> ; collection ealtl to meet ata
Involved exist process practices Bz health
needs

g @) @)

a

Population Health Staff (system level) D
Participated
Participated in
N/A - Person N/A - Raricipaicaigaayised Participated in identifying  Provided
or RosttionorgMemben(ct n on inprimary  identifying community secondary Other Other - If you selected "Other (explain)," please type your exp
Oreg;lznaot{on Dgzg;tr:;nt Cocerrl:llﬁee de(;/fe(lé)’gm:nl Cb}-él;l:\ data priority resources health  (explain) below:
Involved exist process practices Collection feaiy fo{eet G
needs health
needs
Community Benefit staff (facility level) ()] (] O
Participated
- . Participated in
DR -g’rerson Po's\‘i{{;\Jr-l e Partlcillqpaled Ad;lsed Participated in identifying  Provided
Organization Department CHNA  development CHNA inprimary  identifying community secondary Other Other - If you selected "Other (explain)," please type your exp
svas G dges not Committee  of CF’:NA best datq priority resources health  (explain) below:
Involved exist process  practices Colecuer L= fojmeet GEER
needs health
needs
O

O )

Community Benefit staff (system level)



Physician(s)

Nurse(s)

Social Workers

Hospital Advisory Board

Other (specifv)

Suburban Hospital's Patient Education
Comnmitte, Interdisciplinary Readmission
Committee, Quality and Safety Committee,
Glucose Steering Committe, Cancer
Disparities Taskforce, and Patient and
Family Advisory Council

Participated

Participated in
N/A-(I;’rerson Po's\lligé or Member of Partlcillqpated Ad;':ed Participated in identifying  Provided
Organization Department CHNA development CHNA LD %r::;ary ld;:;g%?g Cr[eJ:.Iomu:Jcneltsy seﬁg;ﬁ:ry (e(zt)l?:irr\)
mszlcg; do:jsr:ot CEmiiiEe of“(]:;l;l;\ r:cetlsctes collection health to meet data
p p needs health
needs

O g O

Participated

. . Participated in
N/A-g’rerson Po's\‘i{{;\Jr-l e Partlcillqpaled Ad;lsed Participated ~ in identifying ~ Provided
Organization Department CHNA  development CHNA in %grt';aw |de:1igglmg iggomutjcnelg seﬁggﬁsry (e(iﬂ?:irn)
was not doesnot  Committee  of CHNA best : priofty P
> 5 collection health to meet data
Involved exist process  practices s health
needs
) O @ O
Participated
- . Participated in
DR —;erson Pog{{;\)r; T Ml Partlti::]pated Advised Participated ~ in identifying ~ Provided
Organization Department CHNA  development CHNA n %réllrtgary |de:1ig?i/|ng Crzrsnomutjcnég Seﬁggﬁg Y (eaﬂ::irn)
was not doesnot Committee  of CHNA best collection ?\ealttr){ o IR data P
Involved exist process  practices s health
needs
) O @ O
Participated
. . Participated in
N/A [I;erson Po's\‘i:gn or  Member of Partlci:]pated Adgﬁed Parthpated ~ o in identifying  Provided
Organization Department CHNA development CHNA in Zr;tmaary lde:gfg/mg Crg?orzrcn;tsy seﬁggﬁl}?ry (e?lrllzlrn)
was not doesnot Committee  of CHNA best collection %ealttr‘{ R data P
Involved exist process practices T health
needs

O a

Participated
- . Participated in
LA [l;erson Pogi(i/-c\m O Parmi::]pated Adgl:ed Participated in identifying  Provided
Organization Department CHNA  development CHNA pimany; lden_llfylng community - secondary Olhe_r
" data priority resources health  (explain)
was not doesnot Committee  of CHNA best collection health IR data
Involved exist process practices T health
needs

Q45. Section Il - CHNAs and Stakeholder Involvement Part 3 - Internal HCB Partners

Q46. Please use the table below to tell us about the internal partners involved in your community benefit activities during the fiscal year.

CB/ Community Health/Population Health
Director (facility level)

CB/ Community Health/ Population Health
Director (system level)

Senior Executives (CEO, CFO, VP, etc.)
(facility level)

Participated
- . Participated in
NlA—[I;erson Pog{{;\)r; T Ml Partlti::]pated Ad;':ed Participated in identifying  Provided
Organization Department ~CHNA  development CHNA " Primary identifying community secondary Other
" data priority resources health  (explain)
was not doesnot Committee  of CHNA best collection health o IR data
Involved exist process  practices —— P
needs
Activities
N/A - Person N/A - Sﬁleeaclttlgg Se'ﬁfémg Determining Providin Allocating Evaluating
or Position or needs initiatives how to fundin 9 budgets  Delivering the Other

Organization Department thatwill  that will evaluate o CBg for CcB outcome (explain)

was not does not be B the impact activities individual initiatives of CB P

Involved exist of initiatives initiativves initiatives

targeted supported

O a

N/A - Person N/A - Sﬁleeaclttlr?g Selﬁ]cémg Determining Providin Allocating Evaluating
or Position or needs initiatives how to fundin 9 budgets  Delivering the
Organization Department thatwill  that will evaluate o CBg for cB outcome
was not does not be i3 the impact activities individual initiatives of CB
Involved exist targeted supported of initiatives initiativves initiatives

O a /] /]

N/A - Person N/A - sf‘fgﬂ?g Selﬁ]cellng Determining Providin Allocating Evaluating
or Position or L how to g budgets  Delivering the
o i needs initiatives funding
rganization Department ; q evaluate for CcB outcome
thatwill  that will 5 forcB . . L
was not does not be the impact RS individual initiatives of CB
Involved exist targeted supported of initiatives initiativves initiatives

O g

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

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

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

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

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

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

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

Regularly reports to Hospital executives and Board of Trustees on
process best practices and frameworks.

Other
(explain)

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

Regularly reports to Hospital executives, health system, and Board of
Trustees on process best practices and frameworks.

Other
(explain)

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

a




Senior Executives (CEO, CFO, VP, etc.)
(system level)

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
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

O

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

Selecting
health
needs

that will
be
targeted

a

Selecting
health
needs

that will
be
targeted

a

Selecting
health
needs

that will

be
targeted
O

Selecting
health
needs

that will
be
targeted

Selecting
health
needs

that will
be
targeted

a

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
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
b

e
supported

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

O

Providing
funding
for CB

activities

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Allocating
budgets
for
individual
initiativves

a

Allocating
budgets
for
individual
initiativves

Allocating
budgets
for
individual
initiativves

a

Allocating
budgets
for
individual
initiativves

a

Allocating
budgets
for
individual
initiativves

a

Allocating
budgets
for
individual
initiativves

Allocating
budgets
for
individual
initiativves

a

Allocating
budgets
for
individual
initiativves

Allocating
budgets
for
individual
initiativves

a

Allocating
budgets
for
individual
initiativves

a

Allocating
budgets
for
individual
initiativves

a

Delivering
CcB
initiatives

Delivering
CB
initiatives

Delivering
cB

initiatives

Delivering
CB
initiatives

a

Delivering
cB
initiatives

a

Delivering
CcB

initiatives

Delivering
CcB
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)

a

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

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

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

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

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

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

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

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

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

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

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




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

O a

Social Workers

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

O )

Hospital Advisory Board

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

Other (specifv)

Suburban Hospital's Patient Education
Committee, Interdisciplinary Readmission
Committee, Quality and Safety Committee,
Glucose Steering Committee, Cancer
Disparities Taskforce, and Hospital
Integrative Service Line Committee

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

Selecting Selecting A .
health the De:]e:)rletT)lng Providing Agfgas{]sg
needs initiatives OENED funding fc?r
thatwill  that will the impact for CB individual

pe 52 of initia‘t)ives gctivites initiativves
targeted supported
O O

Selecting Selecting - .
health the De:gmr;mg Providing Agl‘:)gaéltnsg
needs initiatives SENED funding f(?r

that will  that will : forcB . .

be be the impact e individual
targeted  supported of initiatives initiativves
)
Selecting - Selecting Determining A Allocating
health the Providing
L how to N budgets
needs initiatives evaluate funding for
thatwill  that will hei forcB . . ©
be be If chmpack activities _m_d_lw_dual
targeted  supported of initiatives initiativves

Selecting Selecting A .
health the De:]e:)rletT)lng Providing Agfgas{]sg
needs initiatives OENED funding fc?r

Getull) - GEBU the impact individual

pe 52 of initia‘t)ives Gctiviles initiativves
targeted supported

o47. Section 1l - CHNAs and Stakeholder Involvement Part 4 - Meaningful Engagement

Q48. Community participation and meaningful engagement is an essential component to changing health system behavior, activating partnerships that improve
health outcomes and sustaining community ownership and investment in programs. Please use the table below to tell us about the external partners involved in your
most recent CHNA. In the first column, select and describe the external participants. In the second column, select the level of community engagement for each
participant. In the third column, select the recommended practices that each stakeholder was engaged in. The Maryland Hospital Association worked with the
HSCRC to develop this list of eight recommended practices for engaging patients and communities in the CHNA process.

Refer to the FY 2021 Community Benefit Guidelines for more detail on MHA's recommended practices. Completion of this self-assessment is optional for FY 2021,

but will be mandatory for FY 2022.

Level of Community Engagement

Informed - To

provide the

community  Consulted -
with balanced  To obtain

& objective  community
informationto  feedback
assist them in on
understanding  analysis,
the problem, alternatives
alternatives, and/or
opportunities  solutions

and/or
solutions

Other Hospitals -- Please list the hospitals

ere:

Adventist Healthcare Shady Grove
Medical Center; Adventist Healthcare
White Oak Medical Center; Holy Cross
Hospital; Holy Cross Germantown
Hospital; MedStar Montgomery Medical
Center; Johns Hopkins Hospital; Johns
Hopkins Bayview Medical Center; Howard
County General Hospital; Johns Hopkins
All Children's Hospital; Sibley Memorial
Hospital

Informed - To

provide the

community  Consulted -
with balanced  To obtain

& objective  community
informationto  feedback
assist them in on
understanding  analysis,
the problem, alternatives
alternatives, and/or
opportunities  solutions

and/or
solutions

Local Health Department -- Please list the
ocal Health Departments here:
Montgomery County Department of Health
and Human Services; Department of
Aging & Disability Services

Involved - Collaborated
To work - To partner
directly with with the
community  community
throughout in each
the process aspect of the
to ensure decision
their including the
concerns  development
and of
aspirations  alternatives
are &
consistently identification
understood of the
and preferred
considered solution

Involved - Collaborated
To work - To partner
directly with with the
community  community
throughout in each
the process aspect of the
to ensure decision
their including the
concerns  development
and of
aspirations  alternatives
are &
consistently identification
understood of the
and preferred
considered solution

Delegated
- To place
the
decision-
making in
the hands
of the
community

Delegated
- To place
the
decision-
making in
the hands
of the
community

Community-
Driven/Led
- To support
the actions
of
community
initiated,
driven
and/or led
processes

Community-
Driven/Led
- To support
the actions
of
community
initiated,
driven
and/or led
processes

Evaluating
Delg;nng outl:;me Other Other - If you selected "Other (explain),” please type your explanatior
initiatives  ofcg  (exPlain) below:
initiatives
O
Evaluating
Dell(\:/;nng outlgtjeme Other Other - If you selected "Other (explain)," please type your explanatior
initiatives  ofcg  (exPlain) Relow:
initiatives
O
Evaluating
Dell(\:/gnng outtx?oeme Other Other - If you selected "Other (explain)," please type your explanatior
initiatives o cB  (eXPlain) el
initiatives
O
Evaluating
Delg;nng outl:;me Other Other - If you selected "Other (explain),” please type your explanatior
initiatives  of cB  (eXPlain) Ll
initiatives
Recommended Practices
. Collect Select
Identify & 5)?:\':&::; and priority DO(;L:]"Jem Plan Implement Evaluate
Engage analyze community communicate Implementation Improvement Progress
Stakeholders e the health e Strategies Plans 9
data issues

X Collect Select
. Define the e Document
Identify & community and priority and Plan ) Implement Evaluate
Engage analyze community A Implementation Improvement
Stakeholders the health oM nIc Strategies Plans Progress
assessed A results
data issues


https://hscrc.maryland.gov/Documents/FY%202021%20Community%20Benefit%20Guidelines%20and%20Definitions%20(1).pdfCompletion

Local Health Improvement Coalition --

Healthy Montgomery

Maryland Department of Health

Other State Agencies -- Please list the
aaencies here:
HSCRC; Maryland Hospital Association ‘

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

Montgomery County Council & County
Executive; Latino Health Initiative;
Montgomery County Police Department

Faith-Based Organizations

chool - K-12 -- Please list the schools here:
Montgomery County Public Schools;
Jewish Day School; Academy of the Holy
Cross High School; Bullis School; Melvin J
Berman Hebrew Academy High School;
Stone Ridge School of the Sacred Heart;
Yeshiva of Greater Washington; St. Jane
de Chantal

Informed - To
provide the
community

with balanced
& objective

information to
assist them in
understanding
the problem,
alternatives,
opportunities
and/or
solutions

Informed - To
provide the
community

with balanced
& objective

information to
assist them in
understanding
the problem,
alternatives,
opportunities
and/or
solutions

Informed - To
provide the
community

with balanced
& objective

information to
assist them in
understanding
the problem,
alternatives,
opportunities
and/or
solutions

Informed - To
provide the
community

with balanced
& objective

information to
assist them in
understanding
the problem,
alternatives,
opportunities
and/or
solutions

Informed - To
provide the
community

with balanced
& objective

information to
assist them in
understanding
the problem,
alternatives,
opportunities
and/or
solutions

Informed - To
provide the
community

with balanced
& objective

information to
assist them in
understanding
the problem,
alternatives,
opportunities
and/or
solutions

Consulted -
To obtain
community
feedback
on
analysis,
alternatives
and/or
solutions

Consulted -
To obtain
community
feedback
on
analysis,
alternatives
and/or
solutions

Consulted -
To obtain
community
feedback
on
analysis,
alternatives
and/or
solutions

Consulted -
To obtain
community
feedback
on
analysis,
alternatives
and/or
solutions

Consulted -
To obtain
community
feedback
on
analysis,
alternatives
and/or
solutions

Consulted -
To obtain
community
feedback
on
analysis,
alternatives
and/or
solutions

Involved -
To work
directly with
community
throughout
the process
to ensure
their
concerns
and
aspirations
are
consistently
understood
and
considered

Involved -
To work
directly with
community
throughout
the process
to ensure
their
concerns
and
aspirations
are
consistently
understood
and
considered

a

Involved -
To work
directly with
community
throughout
the process
to ensure
their
concerns
and
aspirations
are
consistently
understood
and
considered

a

Involved -
To work
directly with
community
throughout
the process
to ensure
their
concerns
and
aspirations
are
consistently
understood
and
considered

Involved -
To work
directly with
community
throughout
the process
to ensure
their
concerns
and
aspirations
are
consistently
understood
and
considered

a

Involved -
To work
directly with
community
throughout
the process
to ensure
their
concerns
and
aspirations
are
consistently
understood
and
considered

Collaborated
- To partner
with the
community
in each
aspect of the
decision
including the
development
of
alternatives
&

identification
of the
preferred
solution

Collaborated
- To partner
with the
community
in each
aspect of the
decision
including the
development
of
alternatives
&

identification
of the
preferred
solution

O

Collaborated
- To partner
with the
community
in each
aspect of the
decision
including the
development
of
alternatives
&

identification
of the
preferred
solution

O

Collaborated
- To partner
with the
community
in each
aspect of the
decision
including the
development
of
alternatives
&

identification
of the
preferred
solution

O

Collaborated
- To partner
with the
community
in each
aspect of the
decision
including the
development
of

alternatives

identification
of the
preferred
solution

O

Collaborated
- To partner
with the
community
in each
aspect of the
decision
including the
development
of
alternatives
&

identification
of the
preferred
solution

Delegated
- To place
the
decision-
making in
the hands
of the
community

Delegated
- To place
the
decision-
making in
the hands
of the
community

Delegated
- To place
the
decision-
making in
the hands
of the
community

Delegated
- To place
the
decision-
making in
the hands
of the
community

Delegated
- To place
the
decision-
making in
the hands
of the
community

Delegated
- To place
the
decision-
making in
the hands
of the
community

Community-
Driven/Led
- To support
the actions
of
community
initiated,
driven
and/or led
processes

Community-
Driven/Led
- To support
the actions
of
community
initiated,
driven
and/or led
processes

O

Community-
Driven/Led
- To support
the actions
of
community
initiated,
driven
and/or led
processes

Community-
Driven/Led
- To support
the actions
of
community
initiated,
driven
and/or led
processes

Community-
Driven/Led
- To support
the actions
of
community
initiated,
driven
and/or led
processes

O

Community-
Driven/Led
- To support
the actions
of
community
initiated,
driven
and/or led
processes

Collect Select

. Define the e Document
Identify & community and pnomy_ and Plan ) Implement Evaluate
Engage analyze community A Implementation Improvement
Stakeholders the health oM nIc Strategies Plans Progress
assessed A results
data issues

. Collect Select
. Define the N Document
Identify & community and priority e Plan Implement Evaluate
Engage analyze community A Implementation Improvement
Stakeholders the health ComnIcae Strategies Plans Progress
assessed A results
data issues

. Collect Select
Identify & (S)er::;imte and priority Dot;un;ent Plan Implement Evaluate
Engage Y analyze community CHIITIEE Implementation Improvement Progress
Stakeholders R amet] the health e Strategies Plans
data issues

Collect Select

Identify & (:Doer::?nime and priority Dot;l:]n;ent Plan Implement Evaluate
Engage iy analyze community communicate Implementation Improvement Progress
Stakeholders et the health e Strategies Plans 9
data issues
0O O O O 0O
. Collect Select
. Define the o Document
Identify & community and pnomy_ el Plan ) Implement Evaluate
Engage analyze community A Implementation Improvement
communicate 8 Progress
Stakeholders Foerea] the health results Strategies Plans
data issues
O O ) O O O O
X Collect Select
. Define the e Document
Identify & community and pnomy_ and Plan ) Implement Evaluate
Engage analyze community A Implementation Improvement P
Stakeholders the health COHITIED Strategies Plans rogress
assessed A results
data issues
O ) O @ O O



Informed - To

provide the

community  Consulted -
with balanced  To obtain

& objective  community
informationto  feedback
assist them in on
understanding  analysis,
the problem, alternatives
alternatives, and/or
opportunities  solutions

and/or
solutions

School - Colleges, Universities, Professional
choals -- Please list the schools here:
University of Maryland School of Public
Health; American University; University of
Florida

Informed - To

provide the

community  Consulted -
with balanced  To obtain

& objective  community
informationto  feedback
assist them in on
understanding  analysis,
the problem, alternatives
alternatives, and/or
opportunities  solutions
and/or
solutions

Behavioral Health Organizations -- Please
ist the oraanizations here:

EveryMind; Girls on the Run Montgomery
County; Cornerstone Montgomery;
National Alliance of Mental lliness

Informed - To

provide the
community ~ Consulted -
with balanced  To obtain
& objective  community
informationto  feedback
assist them in on
understanding  analysis,
the problem, alternatives
alternatives, and/or
opportunities  solutions
and/or
solutions
Social Service Organizations -- Please list
he oraanizations here:
Linkages to Learning; Parent
Encouragement Program (PEP); YMCA -
Bethesda Chevy Chase; Jewish Social
Service Agency; Montgomery Hospice;
Voice Your Choice
Informed - To
provide the
community  Consulted -
with balanced  To obtain
& objective  community
informationto  feedback
assist them in on
understanding  analysis,
the problem, alternatives
alternatives, and/or
opportunities  solutions
and/or
solutions
Post-Acute Care Facilities -- please list the
ilities here:
Potomac Home Health Care; Charles E
Smith Life Communities; Sunrise of
Bethesda; Brighton Gardens of Friendship
Heights; Maplewood Park Place; Sunrise
of Fox Hills
Informed - To
provide the
community ~ Consulted -
with balanced  To obtain
& objective  community
informationto  feedback
assist them in on
understanding  analysis,
the problem, alternatives
alternatives, and/or
opportunities  solutions
and/or
solutions
Community/Neighborhood Organizations --
lease list the oraanizations here:
Washington Area Village Exchange;
Bethesda Metro Area Village, Bradley Hills
Village, Burning Tree Village, Chevy
Chase at Home, Friendship Heights
Neighbors Helping Neighbors, Little Falls

Village, Maplewood Village, Potomac
Community Village, Villages of Rockville,
Villages of Kensington, Wyngate
Neighbors Helping Neighbors; North
Chevy Chase Connection; Bannockburn
Village

Involved -
To work
directly with
community
throughout
the process
to ensure
their
concerns
and
aspirations
are
consistently
understood
and
considered

a

Involved -
To work
directly with
community
throughout
the process
to ensure
their
concerns
and
aspirations
are
consistently
understood
and
considered

Involved -
To work
directly with
community
throughout
the process
to ensure
heir
concerns
and
aspirations
are
consistently
understood
and
considered

Involved -
To work
directly with
community
throughout
the process
to ensure
their
concerns
and
aspirations
are
consistently
understood
and
considered

a

Involved -
To work
directly with
community
throughout
the process
to ensure
their
concerns
and
aspirations
are
consistently
understood
and
considered

Collaborated

- To partner
with the
community
in each Delegated
aspect of the - To place
decision the
including the  decision-
development making in
of the hands
alternatives of the
& community
identification
of the
preferred
solution

O

Collaborated

- To partner
with the
community
in each Delegated
aspect of the - To place
decision the
including the  decision-
development making in
of the hands
alternatives of the
& community
identification
of the
preferred
solution

O

Collaborated

- To partner
with the
community
in each Delegated
aspect of the - To place
decision the
including the  decision-
development making in
of the hands
alternatives of the
& community
identification
of the
preferred
solution

O

Collaborated

- To partner
with the
community
in each Delegated
aspect of the - To place
decision the
including the  decision-
development making in
of the hands
alternatives of the
& community
identification
of the
preferred
solution

O

Collaborated

- To partner
with the
community
in each Delegated
aspect of the - To place
decision the
including the  decision-
development making in
of the hands
alternatives of the
& community
identification
of the
preferred
solution

Community-
Driven/Led
- To support
the actions
of
community
initiated,
driven
and/or led
processes

Community-
Driven/Led
- To support
the actions
of
community
initiated,
driven
and/or led
processes

Community-
Driven/Led
- To support
the actions
of
community
initiated,
driven
and/or led
processes

Community-
Driven/Led
- To support
the actions
of
community
initiated,
driven
and/or led
processes

Community-
Driven/Led
- To support
the actions
of
community
initiated,
driven
and/or led
processes

Collect Select

Identify & g)er:\lr?'leu:i\te d priority Dot;t:]rgent Plan Implement Evaluate
Engage Yy analyze community . Implementation Improvement P
Stakeholders the health COHITIEED Strategies Plans rogress
assessed A results
data issues
@) ) O a @) O O
Identify & (g)iﬁ:'leugi‘le Cz!th ;ieclJ?i(t:)t/ Dot;\:]mem Plan Implement Evaluate
Engage 5 4 analyze community TS Implementation Improvement EI TS
Stakeholders e the health results Strategies Plans 9
data issues

a a a
. Collect Select
. Define the C Document
Identify & community and priority e Plan Implement Evaluate
Engage analyze community o oo Implementation Improvement 5 © o
Stakeholders et the health e Strategies Plans 9
data issues
O O O
. Collect Select
Define the Document
Identify & b d priority Plan Implement
Engage Commini analyze community and_ Implementation Improvement Evaluate
Stakeholders the health oM nIca Strategies Plans EES
assessed A results
data issues
O a
Identify & (g)iﬁ:weugi‘le cz!th ;ieclJ?i(t:)t/ Docm:]rgem Plan Implement Evaluate
Engage 5 4 analyze community RIS Implementation Improvement EI TS
Stakeholders e the health results Strategies Plans 9
data issues
a a a



Involved -

To work
nformecilo directly with
provide the community
community  Consulted - throughout
with balanced  To obtain the rgcess
& objective  community to Snsure
informationto  feedback their
assist them in on concerns
understanding ~ analysis, and
the problem, alternatives aspirations
alternatives, and/or P are
opportunities  solutions consistently
el understood
solutions and
considered
Consumer/Public Advocacy Organizations --
lease list the oraanizations here:
Greater Bethesda Chevy Chase Chamber
of Commerce; Montgomery County
Chamber of Commerce; Bethesda Cares;
Manna Food
Involved -
To work
"S?J\rl’i‘j:thz’ directly with
community ~ Consulted - fhor?;m:‘rgz
with balanced  To obtain the r%cess
& objective  community to snsure
informationto  feedback their
assist them in on SIS
understanding  analysis, e
the problem, alternatives Paion
alternatives, and/or asp;a;lsons
opportunities  solutions consistently
and/or
solutions und::\sgood
considered

Other -- If any other people or organizations
ere involved. please list them here:
Bethesda Chevy Chase Rotary Club;
Mansfield Caseman Health Clinic; Mercy
Clinic; Mobile Medical; Proyecto Salud
Clinic; Catholic Charities Center; Alpha Phi
Alpha Fraternity; A Wider Circle;
Washington Metropolitan Oasis; National
Institutes of Health; National Institute of
Diabetes, Digestive & Kidney Diseases;
National Heart, Lung & Blood Institute

Involved -
To work
I':r%rc:; g 1}1:0 directly with
community  Consulted - fl?r '::1%2'3
with balanced  To obtain the r%cess
& objective  community @ Snsure
informationto  feedback their
assist them in on IR
understanding  analysis, e
the problem, alternatives A
alternatives, and/or aspl;\?sons
opportunities  solutions consistently
and_/or understood
solutions e
considered

Collaborated

- To partner
with the
community Community-
in each Delegated Driven/Led
aspect of the - To place - To support
decision the the actions Identify & Define the ng(;ct S:(IJ?S, Document
including the  decision- of Engage community EREND copmmunity and
development makingin community Stake?wo?ders thg health communicate
of the hands initiated, assessed o [ results
alternatives of the driven
& community and/or led
identification processes
of the
preferred
solution
) O O )
Collaborated
- To partner
with the
community Community-
in each Delegated Driven/Led
aspect of the - To place - To support
decision the the actions dentify & Define the Cglrl]zct SriecIJ?i(t:t Document
including the  decision- of Engage community e co'r)nmur):ity and
development makingin community Stake%o?ders thg health communicate
of the hands initiated, assessed e Fers results
alternatives of the driven
community and/or led
identification processes
of the
preferred
solution
a
Collaborated
- To partner
with the
community Community-
in each Delegated Driven/Led
aspect of the - To place - To support
Secision tt?e the act;i)gns |denti Define the Collect S(_ele_cl Document
. " L entify & 5 and priority
including the  decision- of Engage community analyze community and
development makingin community Stakeholders the health communicate
of the hands initiated, assessed data RIS results
alternatives of the driven
community and/or led
identification processes
of the
preferred
solution

049 Section Il - CHNAs and Stakeholder Involvement Part 5 - Follow-up

Q50. Has your hospital adopted an implementation strategy following its most recent CHNA, as required by the IRS?

@ Yes
O No

Q51. Please enter the date on which the implementation strategy was approved by your hospital's

governing body.

09/23/2019

Q52. Please provide a link to your hospital's CHNA implementation strategy.

https://iwww.hopkinsmedicine.org/suburban_hospital/_documents/community_health/CHNA_2019_Implementation_Strategy.pdf

Q222. Please upload your hospital's CHNA implementation strategy.

Community Health Implementation Plan FINAL.pdf
1.3MB
application/pdf

Q53. Please explain why your hospital has not adopted an implementation strategy. Please include
implementation strategy

This question was not displayed to the respondent

whether the hospital has a plan and/or a timeframe for an

Implementation Improvement

Implementation Improvement


https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_PA696rJvrCRkpZn&download=1

Q54. Please select the CHNA Priority Area Categories most relevant to your most recent CHNA. The list of categories is based on the Healthy People 2030
objectives available here. This list is not exhaustive. Please select “other” and describe any CHNA Priority Area Categories that are not captured by this list. Select
all that apply even if a need was not addressed by a reported initiative.

(7] Health Conditions - Addiction

(7] Health Conditions - Arthritis

(7] Health Conditions - Blood Disorders

Health Conditions - Cancer

(] Health Conditions - Chronic Kidney Disease
(7] Health Conditions - Chronic Pain

(7] Health Conditions - Dementias

Health Conditions - Diabetes

(7] Health Conditions - Foodborne lliness

@) Health Conditions - Health Care-Associated
Infections

Health Conditions - Heart Disease and Stroke

Health Conditions - Infectious Disease

Health Conditions - Mental Health and Mental
Disorders

(7] Health Conditions - Oral Conditions
() Health Conditions - Osteoporosis
[j Health Conditions - Overweight and Obesity

() Health Conditions - Pregnancy and Childbirth

(7] Health Conditions - Respiratory Disease

O Health Conditions - Sensory or Communication
Disorders

O Health Conditions - Sexually Transmitted
Infections

@) Health Behaviors - Child and Adolescent
Development

() Health Behaviors - Drug and Alcohol Use

[[) Health Behaviors - Emergency Preparedness
() Health Behaviors - Family Planning

[7) Health Behaviors - Health Communication
() Health Behaviors - Injury Prevention

D Health Behaviors - Nutrition and Healthy Eating
[7) Health Behaviors - Physical Activity

() Health Behaviors - Preventive Care

() Health Behaviors - Safe Food Handling

D Health Behaviors - Sleep

() Health Behaviors - Tobacco Use

() Health Behaviors - Vaccination

() Health Behaviors - Violence Prevention

() Populations - Adolescents

[7) Populations - Children

() Populations - Infants

() Populations — LGBT

)] Populations - Men

O Populations - Older Adults

O Populations - Parents or Caregivers

D Populations - People with Disabilities

(7] Populations - Women

["] Populations - Workforce

[] settings and Systems - Community

(] settings and Systems - Environmental Health
() settings and Systems - Global Health

D Settings and Systems - Health Care

(] settings and Systems - Health Insurance

() settings and Systems - Health IT

(] settings and Systems - Health Policy

O Settings and Systems - Hospital and Emergency
Services

(] settings and Systems - Housing and Homes

D Settings and Systems - Public Health Infrastructure
4 Settings and Systems - Schools

[] settings and Systems - Transportation

(] settings and Systems - Workplace

(] social Determinants of Health - Economic Stability

O Social Determinants of Health - Education Access
and Quality

O Social Determinants of Health - Health Care Access
and Quality

O Social Determinants of Health - Neighborhood and
Built Environment

O Social Determinants of Health - Social and
Community Context

Other (specify) | Unintentional Injury

Q56. (Optional) Please use the box below to provide any other information about your CHNA that you wish to share.

Suburban Hospital conducted its third CHNA in Fiscal Year 2019 using a three-tiered approach: 1) analysis of available local, state, and national data sets for core health
indicators for Montgomery County; 2) assessment of community health via electronic survey to assess the needs and insights of residents living in the Hospital's Community
Benefit Service Area (CBSA); and, 3) engaging health experts and stakeholders to advise on the needs assessment. The results of primary and secondary data coupled
with Suburban’s hospital census and county, state, and national health priorities were reviewed to identify the top health needs for Suburban’s community. After conducting a
measured prioritization process with stakeholders, the following health priorities emerged for Suburban’s 2019 Community Health Needs Assessment: Behavioral Health;
Cancer; Cardiovascular Health; Diabetes; Infections; Unintentional Injuries. Throughout FY21, Suburban Hospital has used the CHNA and the implementation strategy to
make intentional and strategic decisions to design or expand programming in these areas. We have leveraged our partnerships with local government agencies, non-for-
profit agencies, and others to address disparities, monitor and evaluate progress, and report outcomes to internal and external stakeholders. Specifically, we have convened
a set of Community Thought Leaders for each health priority. Each Thought Leader group comprises of hospital and community leaders who provide specific input on the
identified risks and support collaborative approaches to implementing, tracking, and measuring the objectives of the implementation strategy.

Q57. (Optional) Please attach any files containing information regarding your CHNA that you wish to share.

Q57. Additional information for CHNA.pdf
5.1MB
application/pdf

oss. Section Il - CHNAs and Stakeholder Involvement Part 6 - Initiatives

0s9. Please use the questions below to provide details regarding the initiatives to address the CHNA Priority
Area Categories selected in the previous question.

For those hospitals completing the optional CHNA financial reporting in FY 2021, please ensure that these
tie directly to line item initiatives in the financial reporting template.

For those hospitals not completing the optional CHNA financial template, please provide this information for
as many initiatives as you deem feasible.

Please note that hospitals will be required to report on each CHNA-related initiative in FY 2022.

Q163. Please describe the initiative(s) addressing Health Conditions - Addiction

This question was not displayed to the respondent.

Q182. Please describe the initiativ

(s) addressing Health Conditions - Arthritis


https://health.gov/healthypeople/objectives-and-data/browse-objectives
https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_22Y6VazolD4zwCE&download=1

This question was not displayed to the respondent.

Q183

This question was not displayed to the respondent

Please describe the initiative(s) addressing Health Conditions - Blood Disorders

Q184. Please describe the initiative(s) addressing Health Conditions - Cancer.

Initiative
A

Initiative

Initiative
Initiative
D
Initiative
E
Initiative
F
Initiative
G
Initiative
H
Initiative |
Initiative

All Other
Initiatives

Initiative Name

Health Conditions - Cancer Initiative Details

Initiative Goal/Objective

l Freedom from Smoking

Considered America’s gold standard
smoking cessation program for over 25
years—Freedom from Smoking enables

people gain the skills and techniques
needed to take control of their behavior

and quit smoking.

l Freedom from Smoking Plus

Help people quit smoking/Reduce Tobacco
use in Montgomery County, Freedom
From Smoking Plus is an interactive online
program available anytime, anywhere on a
desktop, laptop tablet or smartphone.

l Tobacco Cessation counseling

Help people quit smoking/Reduce Tobacco
use in Montgomery County; One on one
assessment with Health Navigator to learn
about support options and discuss next
steps.

Tobacco Cessation targeted education
events

Help people quit smoking/Reduce Tobacco
use in Montgomery County

American Lung Associations's Better
Breathers Club

A support group for people living with
chronic lung disease such as COPD,
asthma, lung cancer, pulmonary fibrosis,
and others via education and tools.

Roundtable: African Americans &
Colorectal Cancer

|

Increase awareness/screening for
Colorectal Cancer in target population

lRoundtabIe: Young Adults & Colon Cancer‘

Increase awareness/screening for
Colorectal Cancer in target population

Initiative Outcomes to Date

Data Used to Measure Outcomes

112 participants took the class in FY21
over Zoom

Track Smoke Free days/Self-Reported

None for FY21

Track Smoke Free days/Self-Reported

|

206 one on one session held over Zoom l
or by telephone

Track Smoke Free days/Self-Reported

|

3,429 education events occurred in FY21

Track Smoke Free days/Self-Reported

|

90 community members attended Better l
Breathers Club in FY21, held over Zoom.

Registration/Program Evaluation

30 community members attended the live
webinar over Zoom, broadcast through l

Program Evaluation/Referral Forms

Facebook live which had over 2,000 views

26 community members attended the live l

Program Evaluation/Referral Forms

l Talk & Walk for Cancers Survivorship ‘

Interactive educational meetings for breast
cancer survivors

|

162 community members attended in

webinar over Zoom, shown through
FY21 over Zoom ‘ l

# of participants

l Yoga for Cancer Survivors

|

Gentle yoga movements for cancer
survivors

|

101 community members attended in

FaceBook live which had 262 views
FY21 over Zoom ‘ l

# of participants

l Prostate Cancer Support Group

Monthly support group that provides an
opportunity for patients and their
families/significant others to share
information and gain support during their
treatment and recovery.

Health Education Seminars including
Prostate Cancer Symposium and Annual
Living with Breast Cancer Symposium

Increase knowledge and awareness of
health topics for participants to make
informed decisions about their health and
wellness, led by Johns Hopkins and
community physicians, health practitioners
and partners. - Caring for Your Skin -
Treatment Approaches for Pancreatic
Cancer - Caring for the Skin You're In

Q185. Please describe the initiative(s) addressing Health Conditions - Chronic Kidney Disease

This question was not displayed to the respondent.

Q186. Please describe the initiative(s) addressing Health Conditions - Chronic Pain

This question was not displayed to the respondent

Q187. Please describe the initiative(s) addressing Health Conditions - Dementias

This question was not displayed to the respondent.

Q188. Please describe the initiative(s) addressing Health Conditions - Diabetes.

Initiative

Initiative
B

Initiative Name

MobileMed/NIH Endocrine Clinic at
Suburban Hospital

Pre-Diabetes: Laying the Foundation

145 community members attended in
FY21 over Zoom

# of participants

health education webinars over Zoom in

331 community members attended various ’
FY21

# of participants; self-assessment of
behavior change

Health Conditions - Diabetes Initiative Details

Initiative Goal/Objective

The MobileMed/NIH Endocrine clinic at
Suburban Hospital seeks to reduce the
number of deaths in Montgomery County
associated from complications from
endocrine diseases including diabetes. An
Endocrine clinic is held one night a week
at Suburban Hospital where uninsured
individuals have access to the specialty
care of endocrine conditions and diseases,
from diagnostic tests, examinations, and
one-on-one consultation with a Suburban
Hospital Registered Dietitian, at little or no
cost. Suburban aims to achieve this by
increasing access to specialty care to
uninsured, high-risk Montgomery County
safety-net clinic patients and managing
associated risk factors with endocrine

Provides education on pre-diabetes.
Taught by certified nurse diabetes
educators.

Initiative Outcomes to Date

Since July 2010, the clinic has served over
2,500 uninsured patients in need of
endocrine specialty care who would have
otherwise not been seen. Due to the
COVID-19 virus, operations were
suspended in FY21 and resumed in FY22.

Data Used to Measure Outcomes

The clinic measures its success by
continued improvement of Hemoglobin
A1C among patients with Diabetes.

50 community members attended in FY21
over Zoom

Program Evaluation given out to the

participants at the conclusion of program.




Provides strategies for patients living with
diabetes. It covers practical information on
Initiative l Diabetes A-Z: Self Management ‘ mozﬁ[or:'?r?;';chl)f:sg?(;peir):(:rt(r:::\te;::ﬁ”r;elp ’ 40 community members attended in FY21 ‘ Program Evaluation given out to the
[} people living with Diabetes in control. over Zoom participants at the conclusion of program.
Taught by certified nurse diabetes
educators.
Initiative l Diabetes Thrive 365 ‘ grn;zr:;g :Iﬁﬁpg;;:gdég‘égggnf;);ﬁi?:gg ’ 275 community members attended in ‘ Program Evaluation given out to the ‘
D by certified nurse diabetes educators. FY21 over Zoom participants at the conclusion of program.
Initiative l JDRF Type 1 Support Group ‘ Provide support for people with T1 99 community members attended in FY21 l # of participants ‘
E Diabetes over Zoom
o - - - - Reduction in hospital - - - - -
Initiative Baltimore Metropolitan D!abetes Regional admission/emergency visits due to l Currently in planning phase ‘ l Hospital data, Medicare claims ‘
F Partnership di
iabetes
Increase knowledge and awareness of
health topics for participants to make
informed decisions about their health and
Initiative Health Education and Cooking wellness, led by Johns Hopkins 10 participants attended over Zoom in Program Evaluation given out to the
G Demonstrations physicians, health practitioners and FY21. participants at the conclusion of program.
partners. In FY21: Dinner Delights with
Chef Mike, participants learned how to
prepare healthy meals during the holidays.
Initiative l ‘ l ‘ l ‘ l ‘
H
Initiative | l ‘ l ‘ l ‘ l ‘
Initiative l ‘ l ‘ l ‘ l ‘
J
All Other l ‘ l ‘ l ‘ l ‘
itiati

Q189. Please describe the initiative(s) addressing Health Conditions - Foodborne lliness

This question was not displayed to the respondent.

Q190. Please describe the initiative(s) addressing Health Conditions

This question was not displayed to the respondent

Health Care-Associated Infections

Q191. Please describe the initiative(s) addressing Health Conditions - Heart Disease and Stroke.

Initiative Name

Health Conditions - Heart Disease and Stroke Details

Initiative Goal/Objective Initiative Outcomes to Date

Gentle yoga flow class which explores the

Data Used to Measure Outcomes

movement following a cardiac event.

Designed for participants who are post- Total of 910 participants attended this over

Zoom in FY21.

l # of participants

cardiac rehabilitation who are seeking to
maintain their health. Held twice a week.

Number of participants; range of motion;

Montgomery County: 1,110 classes,
creating 33,461 encounters; summary
qualitative survey results; Prince George's
County: 99 classes, creating 897
encounters; summary qualitative survey
results

Provide on-going group fitness to improve
and maintain balance, muscle strength,
flexibility, cardiovascular health and
reduce social isolation among adults 55
years and greater.

strength and flexibility; quality of sleep;
quality of life; blood pressure; cholesterol;
glucose/HbAlc; body weight; number of
falls; number of hospitalizations; number
of times accessing the emergency room;

number of nights spent in the hospital;

level of connection to others; feelings of
loneliness; feelings of isolation

Number of participants; number of
completed evaluations; participation in

An interactive program that enforces
positive behavior change through
increased physical activity and improved
nutrition.

10 virtual sessions, creating 427
encounters; Summary qualitative
evaluation results

physical activity outside of class; increase
of nutrition knowledge; increase of cooking
knowledge; engaging in healthy activities

Promote health habits by increasing

outside of program; recommendations to
friends.

60 community members attended this six

access to physical activity and nutrition
week course over Zoom in FY21

education through an interactive program.

Program Evaluation given out to the
participants at the conclusion.

Program in held in Spanish.

Support hypertension through
measurement and counseling of patient to

take positive action via increased physical
activity, improved nutrition, stress

2 screenings conducted in Calvert County,
reaching 17 individuals

context of American Heart Association

‘ Participant blood pressure readings in
guidelines; number of patients screened

management, sleep hygiene, and/or
engaging a medical provider.

Increase knowledge and awareness of
health topics for participants to make

265 participants; summary qualitative

wellness. - Be FAST (for Stroke) - Keeping evaluation resuits

informed decisions about their health and ’
the Beat - Optimizing Acute Stroke Care -

# of participants; self-assessment of
behavior change

|

Cholesterol and Your Diet - Boosting Your
Immunity Through Food

Increase knowledge and awareness of

82 participants; summary qualitative

cardiovasular health and stress affecting
evaluation results

women, for participants to make informed

# of participants; self-assessment of
behavior change

|

decisions about their health and wellness.

Initiative Yoga from the Heart class

Initiative Senior Shape Exercise Program

B

Initiative l Dine, Learn & Move ‘

(o}

Initiative l Cocina, Meuvete & Aprende ‘

D

Initiative l Blood pressure screenings ‘

E

Initiative l Health Education Seminars ‘

F

Initiative l Women's Health Symposium ‘

G

Initiative MobileMed/NIH Heart Clinic at Suburban
Hospital

The MobileMed/NIH Heart clinic at
Suburban Hospital seeks to reduce the
number of deaths associated with
coronary heart disease in Montgomery
County. A Cardiovascular clinic is held one

night a week at Suburban Hospital where
uninsured individuals have access to
cardiac care, diagnostic tests, surgery and
rehabilitation when needed, at little or no
cost. Suburban aims to achieve this by

Since October 2007, the MobileMed/NIH
Heart Clinic at Suburban Hospital has
provided expert care to nearly 4,000
patients to date.

# of participants; biometric changes

increasing access to specialty care to
uninsured, high-risk Montgomery County
safety-net clinic patients and managing
associated risk factors with coronary heart
disease.




One on one health evaluation and

Nutrition Counseling

110 encounters in FY21

change in weight, BMI

Initiative | l ‘ personalized nutrition counseling session ‘ l ‘
with Licensed and Registered Dietitian

Initiative l ‘ l ‘ l ‘ l ‘

J

Moo | | || || || l

Q192. Please describe the initiative(s) addressing Health Conditions - Infectious Disease.

Initiative Name

Health Conditions - Infectious Disease Details

Initiative Goal/Objective

Initiative Outcomes to Date

Provide free yearly flu vaccines to the

Data Used to Measure Outcomes

Initiative l Knots for Shots: Flu Vaccination Initiative ‘ residents of the Scotland Community in l 27 individuals vaccinated in FY21 ‘ ’ Number of residents who received a flu
A Potomac, MD vaccine
I Increase number of county residents P - -
Initiative l COVID-19 community vaccination clinics ‘ protected from COVID-19 ir:¥ection with a ’ Over 25,000 individuals vaccinated in ‘ l # of residents vaccinated ‘
specific focus on hard to reach populations
Initiative l COVID-19 community testing ‘ Increase number of county residents who l 15,235 individuals tested ‘ l # of residents tested ‘
C know their infection status
Increase knowledge and awareness of
health topics for participants to make
informed decisions about their health and
wellness, led by Johns Hopkins
Initiative Health Education Seminars physicians, health .practmoners and 205 of participants attended health # of participants; self-assessment of
D partners. - Reopening: How to Go Out and education webinars over Zoom in FY21 behavior change
Feel Safe Against COVID-19 - Boost Your
Immunity Through Food - Facebook Live:
Conversacion con la communidad: En
tiempos de COVID-19 - Vitals on COVID-
19 Vaccine - Managing Your Medications
- Lessons Learned: Risk and Protective ,,
Initiative Charles E. Smith Symposium ‘ : 223 of participants attended health l # of participants; ‘
E l Factors; Ou;]a?]%rg;)i/cThrough the education webinars over Zoom in FY21
Initiative l ‘ l ‘ l ‘ l ‘
F
Initiative l ‘ l ‘ l ‘ l ‘
G
Initiative l ‘ l ‘ l ‘ l ‘
H
Initiative | l ‘ l ‘ l ‘ l ‘
Initiative l ‘ l ‘ l ‘ l ‘
nare | | ] ] ] |
nitiati

Q193. Please describe the initiative(s) addressing Health Conditions - Mental Health and Mental Disorders.

Initiative Name

Health Conditions - Mental Health and Mental Disorders Initiative Details

Initiative Goal/Objective

Initiative Outcomes to Date

A monthly gathering of older adults who
have lossed their partner. This is a social

Initiative l Widowed Person Social Group
A

club aiming to engage widowers and

widows who have lost their partner. The
aim is to reduce isolation.

Data Used to Measure Outcomes

25 participants attended two virtual
sessions

|

# of participants

Initiative l Critical Topics in Parenting
B

Foster resiliency in children and provide
positive strategies to cope with stress and

anxiety

350 participants attended the virtual
session

# of participants

|

Increase knowledge and awareness of

Initiative l Men's Health Symposium
[}

health conditions affecting men for
participants to make informed decisions

about their health and wellness. FY2021
topic was Brain Gut Connection.

|55 participants attended the virtual session‘ ’

# of participants; self-assessment of
behavior change

|

Promote wellness, independence, healthy
aging via expanding communication

Initiative l Village Ambassador Alliance
D

channels, delivering health education and

training, and the effective utilization of
community resources.

21 COVID-19 resource newsletters
reaching over 100 inboxes per edition

|

# of newsletters distributed

Initiative l Charles E Smith Symposium
E

Provide mental health support for mental
health professionals

l 89 participants

||

# of participants

Weekly program for individuals help a

Initiative l Concerned Persons Program
E

loved one coping with substance abuse

disorder.

144 participants

# of participants

Increase knowledge and awareness of
health topics for participants to make

Initiative l Health Education Seminars
G

informed decisions about their health and
wellness. - Self Care with EveryMind -

Critical Topics in Parenting: Supporting the
Mental Health of Tween and Teens

385 participants

# of participants; self-assessment of
behavior change

|

Increase knowledge and awareness of

Language-specific health education

Initiative
H seminars

health topics for participants to make
informed decisions about their health and

wellness. - Conversacions con lost padres
de familia

’ 350 participants; 2.3k views on Facebook
Live

|

# of participants

Initiative | l

||

|| ||

Initiative l
J

||

|| ||

All Other l
nitiati

||

|| ||

Q194. Please describe the initiative(s) addressing Health Conditions - Oral Conditions

This question was not displayed to the respondent.



Q195. Please describe the initiative(s) addressing Health Conditions - Osteoporosis.

This question was not displayed to the respondent.

Q196. Please describe the initiative(s) addressing Health Conditions - Overweight and Obesity.

This question was not displayed to the respondent.

Q197. Please describe the initiative(s) addressing Health Conditions - Pregnancy and Childbirth.

This question was not displayed to the respondent.

Q198. Please describe the initiative(s) addressing Health Conditions - Respiratory Disease.

This question was not displayed to the respondent.

Q199. Please describe the initiative(s) addressing Health Conditions - Sensory or Communication Disorders.

This question was not displayed to the respondent.

Q200. Please describe the initiative(s) addressing Health Conditions - Sexually Transmitted Infections.

This question was not displayed to the respondent.

Q201. Please describe the initiative(s) addressing Health Behaviors - Child and Adolescent Development.

This question was not displayed to the respondent.

Q202. Please describe the initiative(s) addressing Health Behaviors - Drug and Alcohol Use.

This question was not displayed to the respondent.

Q203. Please describe the initiative(s) addressing Health Behaviors - Emergency Preparedness.

This question was not displayed to the respondent.

Q204. Please describe the initiative(s) addressing Health Behaviors - Family Planning.

This question was not displayed to the respondent.

Q205. Please describe the initiative(s) addressing Health Behaviors - Health Communication.

This question was not displayed to the respondent.

Q206. Please describe the initiative(s) addressing Health Behaviors - Injury Prevention.

This question was not displayed to the respondent.

Q207. Please describe the initiative(s) addressing Health Behaviors - Nutrition and Healthy Eating.

This question was not displayed to the respondent.

Q208. Please describe the initiative(s) addressing Health Behaviors - Physical Activity.

This question was not displayed to the respondent.

Q209. Please describe the initiative(s) addressing Health Behaviors - Preventive Care.

This question was not displayed to the respondent.

Q210. Please describe the initiative(s) addressing Health Behaviors - Safe Food Handling.

This question was not displayed to the respondent.

Q211. Please describe the initiative(s) addressing Health Behaviors - Sleep.

This question was not displayed to the respondent.

Q212. Please describe the initiative(s) addressing Health Behaviors - Tobacco Use.

This question was not displayed to the respondent.



Q213.

Please describe the initiative(s) addressing Health Behaviors - Vaccination.

This question was not displayed to the respondent.

Q214.

Please describe the initiative(s) addressing Health Behaviors - Violence Prevention.

This question was not displayed to the respondent.

Q215.

Please describe the initiative(s) addressing Populations - Adolescents.

This question was not displayed to the respondent.

Q216.

Please describe the initiative(s) addressing Populations - Children.

This question was not displayed to the respondent.

Q217.

Please describe the initiative(s) addressing Populations - Infants.

This question was not displayed to the respondent.

Q218.

Please describe the initiative(s) addressing Populations - LGBT.

This question was not displayed to the respondent.

Q219.

Please describe the initiative(s) addressing Populations - Men.

This question was not displayed to the respondent.

Q220.

Please describe the initiative(s) addressing Populations - Older Adults.

This question was not displayed to the respondent.

Q221.

Please describe the initiative(s) addressing Populations - Parents or Caregivers.

This question was not displayed to the respondent.

Q222.

Please describe the initiative(s) addressing Populations - People with Disabilities.

This question was not displayed to the respondent.

Q223.

Please describe the initiative(s) addressing Populations - Women.

This question was not displayed to the respondent.

Q224.

Please describe the initiative(s) addressing Populations - Workforce.

This question was not displayed to the respondent.

Q225.

Please describe the initiative(s) addressing Settings and Systems - Community.

This question was not displayed to the respondent.

Q226.

Please describe the initiative(s) addressing Settings and Systems - Environmental Health.

This question was not displayed to the respondent.

Q227.

Please describe the initiative(s) addressing Settings and Systems - Global Health.

This question was not displayed to the respondent.

Q228.

Please describe the initiative(s) addressing Settings and Systems - Health Care.

This question was not displayed to the respondent.

Q229.

Please describe the initiative(s) addressing Settings and Systems - Health Insurance.

This question was not displayed to the respondent.

Q230.

Please describe the initiative(s) addressing Settings and Systems - Health IT.

This question was not displayed to the respondent.



Q231. Please describe the initiative(s) addressing Settings and Systems - Health Policy.

This question was not displayed to the respondent.

Q232. Please describe the initiative(s) addressing Settings and Systems - Hospital and Emergency Services.

This question was not displayed to the respondent.

Q233. Please describe the initiative(s) addressing Settings and Systems - Housing and Homes.

This question was not displayed to the respondent.

Q234. Please describe the initiative(s) addressing Settings and Systems - Public Health Infrastructure.

This question was not displayed to the respondent.

Q235. Please describe the initiative(s) addressing Settings and Systems - Schools.

This question was not displayed to the respondent.

Q236. Please describe the initiative(s) addressing Settings and Systems - Transportation.

This question was not displayed to the respondent.

Q237. Please describe the initiative(s) addressing Settings and Systems - Workplace

This question was not displayed to the respondent.

Q238. Please describe the initiative(s) addressing Social Determinants of Health - Economic Stability.

This question was not displayed to the respondent.

Q239. Please describe the initiative(s) addressing Social Determinants of Health - Education Access and Quality.

This question was not displayed to the respondent.

Q240. Please describe the initiative(s) addressing Social Determinants of Health - Health Care Access and Quality.

This question was not displayed to the respondent.

Q241. Please describe the initiative(s) addressing Social Determinants of Health - Neighborhood and Built Environment.

This question was not displayed to the respondent.

Q242. Please describe the initiative(s) addressing Social Determinants of Health - Social and Community Context.

This question was not displayed to the respondent.

Q243. Please describe the initiative(s) addressing other priorities.

Other Initiative Details

Initiative |

Initiative Name Initiative Goal/Objective Initiative Outcomes to Date Data Used to Measure Outcomes
A comprehensive training course on the
Initiative l Safe Sitter/ Safety ‘ t; sls;ngglfocln[f‘: acblegg?ni?jé%ﬁiég:;sl %‘;r 23 students earned their Safe Sitter Process evaluation given out to students
A hand)I/ing erneréencies basic first aid and completion card in FY21 at the end of the program
child care skills.
Provide monthly informational webinars on
a health topic for the community led by
Initiative l Health Education Seminars ‘ Johns Hopkins physicians, health 130 participants; summary qualitative # of participants; self-assessment of
B practitioners and partners. - Hearing Loss evaluation results behavior change
and Older Adults - Stay Firm on Your Feet
(fa
L - ~ Health and Medical career exploration for - - —
Initiative l Medical Exploring/Safety ‘ high school students living in Montgomery l 667 encounters during the academic year ‘ l End of year qualitative survey ‘
c County, MD
Initiative l ‘ l ‘ l ‘ l ‘
D
Initiative l ‘ l ‘ l ‘ l ‘
E
Initiative l ‘ l ‘ l ‘ l ‘
F
Initiative l ‘ l ‘ l ‘ l ‘
Initiative l ‘ l ‘ l ‘ l ‘
H

|| ||

||




e | | | |

Wiotves | | || || ||

Q130. Were all the needs identified in your most recently completed CHNA addressed by an initiative of your hospital?

@ Yes
O No

Q131.
In your most recently completed CHNA, the following community health needs were identified:

Health Conditions - Cancer, Health Conditions - Diabetes, Health Conditions - Heart Disease and
Stroke, Health Conditions - Infectious Disease, Health Conditions - Mental Health and Mental
Disorders, Other (specify)

Other: Unintentional Injury

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.

Q132. Why were these needs unaddressed?

This question was not displayed to the respondent.

Q244. Please describe the hospital's efforts to track and reduce health disparities in the community it serves.

Here are a few examples of Suburban Hospital's efforts to track and reduce health disparities in the community it serves. Since 2007, the MobileMed/NIH Heart Clinic at
Suburban Hospital has provided expert care to nearly 4,000 patients and conducted multiple open-heart surgeries at no charge to the patient. This weekly clinic exists to
close the gaps for uninsured and underinsured individuals who are in urgent need of specialty inpatient cardiac care and is in partnership with National Heart, Lung and
Blood Institute (NHBLI) and Mobile Medical Care. Referred by Mobile Medical Care safety net clinics in the county, each patient is evaluated by a Suburban Hospital
cardiologist and clinical staff from the NHBLI. In addition to coordinating the cardiologists and nurses who volunteer their time and services, Suburban absorbs all costs
associated with free specialty cardiovascular diagnostic tests, laboratory services, and medical examinations. The MobileMed/NIH Endocrine clinic at Suburban Hospital
seeks to reduce the number of deaths in Montgomery County associated from complications from endocrine diseases including diabetes. Held one night a week at
Suburban Hospital where uninsured, high-risk individuals have access to the specialty care of endocrine conditions and diseases, from diagnostic tests, examinations, and
one-on-one consultation with a Suburban Hospital Registered Dietitian, at little or no cost. In partnership with Mobile Medical Care and National Institute of Diabetes and
Digestive and Kidney Diseases, patients receive consults with an NIH endocrine fellow to review labs, progress, and individual care plans. Like the heart clinic, Suburban
Hospital absorbs all costs. Since July 2010, the clinic has served over 2,500 uninsured patients in need of endocrine specialty care who would have otherwise not been
seen. Due to the COVID-19 virus, operations were suspended in FY21 and resumed in FY22. The Dine, Learn & Move (DLM) program has run once a month to the
residents of Prince George's County since its inception in 2006. The program targets adults, but is open to anyone; youth may attend with an adult. In partnership with
Prince George’s County Parks and Prince George’s County Health Department since its inception. The primary objective of DLM is to improve health outcomes among a
population with a higher risk of cardiovascular and chronic disease. It is a multifaceted program that seeks to prevent and manage cardiovascular risks affected by diet and
physical activity. While web and print promotions extend widely to county residents, the program attracts participants from approximately a dozen zip codes surrounding the
community center. The program has always been free of charge for participants, and registration is not required. This, in addition to time of day and day of week, is intended
to reduce as many barriers as possible so that both retired and working adults have opportunities to attend. Anonymous evaluations are completed at the end of each
session. Demographic information collected includes zip code of residence, age (range), race, and gender. Analysis of this data identifies that the typical participant lives
within 5-10 miles from the center, and is a Black female 50 years and greater. For further information on Suburban Hospital's efforts to track and reduce health disparities in
Sothern Maryland, please refer to the Cardiovascular Outreach in Southern Maryland FY21 Report for question 129.

Q245. If your hospital reported rate support for categories other than Charity Care, Graduate Medical Education, and the Nurse Support Programs in the financial
report template, please select the rate supported programs here:

Regional Partnership Catalyst Grant Program

[[) The Medicare Advantage Partnership Grant Program

The COVID-19 Long-Term Care Partnership Grant

The COVID-19 Community Vaccination Program

[7) The Population Health Workforce Support for Disadvantaged Areas Program

Q129. If you wish, you may upload a document describing your community benefit initiatives in more detail.

Q129. Additional Documentation on Suburban Hospital Community Health Improvement Initiatives and Reports.pdf
11.5MB
application/pdf

oeo. Section Il - CB Administration

Q61. 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


https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_2zqEt7RfWS0WxRe&download=1

Q246. Please describe the third party audit process used

This question was not displayed to the respondent

Q62. Does your hospital conduct an internal audit of the community benefit narrative?

@ Yes
O No

Q63. Please describe the community benefit narrative audit process.

The Community Benefit Report (CBR) is a composite of multiple community health improvement reports, each of which is reviewed in detail by Suburban Hospital Executive
Leadership, the Community Health Improvement Advisory Council (CHIAC), Marketing, Finance (entity/enterprise level), and the Director of Government and Community
Relations as well as a third party auditor. CBR is derived from the Community Health Needs Assessment (CHNA), which is conducted every three years in compliance with
IRS Section 501(c) Community Health Needs Assessment for Charitable Hospital Organizations. The most recent CHNA was conducted in FY2019 and formally accepted
by the Hospital's Board of Trustees in 2019. For additional detail on this process from which needs and priorities were based on primary and secondary data, stakeholder
engagement, please refer to Q57 within this report. The CBR is the result of on-going data collection from Hospital colleagues spanning clinical and operational functions.
Through continuous education from the Community Health & Wellness community benefit specialists, department and unit leaders have the necessary tools to collect and
report accurate and complete community benefit activities quarterly. This allows for continuous review of data by the specialists for quality control purposes. Additional data
collection is obtained directly from the Finance department. Examples include Mission-Driven Health Services, Cash and In-Kind Contributions, and Charity Care. As
applicable, components of the CBR are tied directly to the annual audited financial statements of the hospital, such as Net Operating Revenue and Expense, Charity Care,
Bad Debt, etc. With regards to the Community Benefit narrative, the information submitted is sourced from the aforementioned approved reports. Examples include the
primary service areas, which is derived from the HSCRC; the community benefit service area, which is derived from Hospital data (Inpatient Records, Emergency
Department (ED) Visits and Charity Financial Assistance Transactions), the Community Health Needs Assessment and the hospital’s strategic plan. An additional layer of
oversight includes on-going dialogue with system-level colleagues belonging to the Johns Hopkins Community Health Improving Strategic Council. Once a month, the
council meets to strategize the coordination and alignment across system entities regarding the core components of the CBR. Much like the Community Health Needs
Assessment, Suburban Hospital Executive Leadership, Marketing, and Finance departments and the Director of Government and Community Relations, review the CBR
narrative in detail. The financial review includes a one-on-one meeting with the Hospital's chief financial officer (CFO), which brings a unique perspective intersecting both
the community benefit mission's financial-operational and health improvement components. The audit's final stage includes the Hospital's President and CFO's narrative and
data collection tool review and sign-off before submission to the HSCRC. The report further vetted through the CHIAC and the Hospital's Board of Trustees. Suburban
Hospital's Community Health Needs Assessment is on track to be published in Fiscal Year 2022 and will mirror the process described above.

Q64. Does the hospital's board review and approve the annual community benefit financial spreadsheet?

@ Yes
O No

Q65. Please explain

jon was not displayed to the respondent.

Q66. Does the hospital's board review and approve the annual community benefit narrative report?

@ Yes
O No

Q67. Please explain

This question was not displayed to the respondent

Q68. Does your hospital include community benefit planning and investments in its internal strategic plan?

@ Yes
O No

Q69. Please describe how community benefit planning and investments are included in your hospital's internal strategic plan.

Suburban Hospital community benefit plan is an integral component of the Hospital’s strategic approach to addressing the community health needs. Using a collaborative
approach that builds on long-standing internal and external partnerships, Suburban effectively plans for and utilizes resources to address identified health needs. This
approach starts at the top; the administrative director of Community Affairs & Population Health in the Community Health and Wellness (CHW) division reports directly to the
President of Suburban Hospital, ensuring the two strategies remain linked to leverage resources efficiently while meeting objectives. Our commitment to the strategic plan is
ongoing; quarterly, progress is reviewed and reported as part of the hospital's overall operation performance scorecard. With constant communication and consideration of
community benefit planning and strategy, we are able to effectively align and support hospital operations and overall system goals, even as they change, as evidenced by
the COVID-19 global pandemic. While keeping prioritized health needs and strategies in sight, Suburban Hospital and CHW flexed their strengths and leveraged
relationships to meet the population’s needs at the greatest disadvantage. A prime example was the deliverable shifting of CHW operations to address ongoing COVID-19
testing and vaccination clinic operations.

Q70. If available, please provide a link to your hospital's strategic plan.

https://iwww.hopkinsmedicine.org/strategic-plan/

Q133. Do any of the hospital’s community benefit operations/activities align with the Statewide Integrated Health Improvement Strategy (SIHIS)? Please select all
that apply and describe how your initiatives are targeting each SIHIS goal. More information about SIHIS may be found here.



https://hscrc.maryland.gov/Documents/Modernization/SIHIS%20Proposal%20-%20CMMI%20Submission%2012142020.pdf

Diabetes - Reduce the mean BMI for Maryland residents
() Opioid Use Disorder - Improve overdose mortality
[7) Maternal and Child Health - Reduce severe maternal morbidity rate

[7) Maternal and Child Health - Decrease asthma-related emergency department visit rates for children aged 2-17

Q134. (Optional) Did your hospital's initiatives during the fiscal year address other state health goals? If so, tell us about them below.

o135. Section 1V - Physician Gaps & Subsidies

Q223. Did your hospital report physician gap subsidies on Worksheet 3 of its community benefit financial report for the fiscal year?

O No
@ Yes

Q218. As required under HG§19-303, please select all of the gaps in physician availability resulting in a subsidy reported in the Worksheet 3 of financial section of
Community Benefit report. Please select "No" for any physician specialty types for which you did not report a subsidy.

Is there a gap resulting in a What type of subsidy?

subsidy?

Yes No
Allergy & Immunology O O] [ V[
Anesthesiology ® O [Coverage of emergency department call V[
Cardiology @® O [ Non-resident house staff and hospitalists V[
Dermatology O @ [ v [
Emergency Medicine ® O [Coverage of emergency department call V[
Endocrinology, Diabetes & Metabolism ® @) (Non-resident house staff and hospitalists v]
Family Practice/General Practice O ® [ V[
Geriatrics ® @) (Non-resident house staff and hospitalists v
Internal Medicine O O] [ v[
Medical Genetics O O] [ v[
Neurological Surgery @® O [ Non-resident house staff and hospitalists V[
Neurology ® @) (Non-resident house staff and hospitalists v
Obstetrics & Gynecology @® O [Coverage of emergency department call V[
Oncology-Cancer O O] [ V[
Ophthamology @® O [ Coverage of emergency department call V[
Orthopedics O @® [ v[
Otololaryngology O (O] [ V[
Pathology O] O [Non-resident house staff and hospitalists V[
Pediatrics @® O [ Non-resident house staff and hospitalists V[
Physical Medicine & Rehabilitation O (O] [ v[
Plastic Surgery O @ [ v[
Preventive Medicine O O] [ v[
Psychiatry ® O [ Coverage of emergency department call V[
Radiology ® @) (Non-resident house staff and hospitalists v
Surgery @® O [Physician provision of financial assistance V[
Urology ® O [Coverage of emergency department call V[

® O [Coverage of emergency department call V[

Vascular; Infection

Q219. Please explain how you determined that the services would not otherwise be available to meet patient demand and why each subsidy was needed, including
relevant data. Please provide a description for each line-item subsidy listed in Worksheet 3 of the financial report.



As the only state-designated regional trauma center for Montgomery County and the surrounding Washington DC Metropolitan area, Suburban treats a number of complex
cases involving motor vehicle accidents, occupation health accidents, stroke, cardiovascular disease, psychiatric and neurological issues that require an unusually high-
volume of specialists to be available 24/7. Approximately over 40,000 Emergency Rooms visits occurred in FY2021. As a result, Suburban Hospital provides subsidies to
physicians for trauma on-call services that they would otherwise not provide to the Hospital. Specially trained Physicians from Bethesda Emergency Associates staff are
provide around-the-clock treatment and care for treating life-threating conditions and serious illnesses. In FY2021, the Hospital contributed $ $1,407,568 in Trauma On Call
Coverage and $$273,704 in Emergency Room Coverage. The Hospital staffs a team of hospitalists and intensivists to provide primary care for patients, working
collaboratively alongside specialists and patients’ primary care physician. Since the beginning of the pandemic, these hospitalists were integral to the care and treatment of
COVID-19 patients in designated units. In addition, the Johns Hopkins Cardiothoracic Surgery Program at Suburban Hospital provides specialty cardiac care with three
cardiothoracic surgeons. In total, the Hospital supported $10,032,555 for these hospital-based physicians. Further, on call support through specialties including Cardiology,
Vascular, ENT, OB/GYN, Urology, Gastroenterology, Anesthesiology and Ophthalmology are necessary to provide effective and timely treatment to patients who are in
critical care when arriving to the hospital. As a designated primary stroke center in Montgomery County, Suburban Hospital has a multidisciplinary stroke team who is on-call
24 hours to treat those who are having a stroke in a timely manner to ensure optimal recovery and life-saving measures. In FY 2021, the Hospital provided $934,321 for
Stroke On-Call to support the stroke team in treating critical stroke patients in a timely manner. With rising number of patients entering our Emergency Department who have
mental health conditions, the need to provide Behavioral Health On-Call support is necessary. On-call psychiatrists work alongside Suburban Hospital's Crisis Intervention
Service (CIS) staff, to evaluate patients who are in crisis. These include alcohol/substance abuse problems. In FY202, the Hospital supported $111,742 for additional care to
provide support to our staff. The Hospital recognizes the need for specialty care and offers a diabetes management service for inpatients who are diabetic or at risk of
developing diabetes. Directed by Dr. Mihail Zilbermint, Director of Endocrinology, Diabetes, and Metabolism Care at Suburban Hospital, the goal of the service is to improve
the care of patients living with diabetes and decrease length of stay. It is also important to note that while Endocrinology, Diabetes, and Metabolism Care and Shaw Family
Pediatric Emergency Center (Pediatrics) are two specialty services that the hospital supports, it is not a subsidy that is reimbursed. In addition, Suburban Hospital supports
the efforts of community physicians who are willing to provide a sliding scale fee for patients unable to pay for service on an as needed basis. In addition, Suburban Hospital
supports partnership efforts between community physicians and organizations such as the Primary Care Coalition, Mary's Center, Mercy Clinic and Catholic Charities of the
Archdiocese of Washington.

Q139. Please attach any files containing further information and data justifying physician subsidies your hospital.

o140. Section VI - Financial Assistance Policy (FAP)

Q141. Upload a copy of your hospital's financial assistance policy.

JHM Financial Assistance Policy,pdf
169.3KB
application/pdf

Q220. Provide the link to your hospital's financial assistance policy.

https://iwww.hopkinsmedicine.org/patient_care/patients-visitors/billing-insurance/financial-assistance.html

Q147. Has your FAP changed within the last year? If so, please describe the change.

@ No, the FAP has not changed.

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

Q143. Maryland hospitals are required under Health General §19-214.1(b)(2)(i)) 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

Q144. 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 ' 400

Q145. Maryland hospitals are required under Health General §19-214.1(b)(2)(iii) 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 in Health General §19-214.1(a)(2) and COMAR 10.37.10.26(A-2)(1)(b)(i) as a medical debt, incurred
by a family over a 12-month period that exceeds 25 percent of family income.


https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_1LwA814EDtaxF8c&download=1

Please select the range of the percentage of FPL for which your hospital's FAP offers reduced-cost care for financial hardship.

100 200 300 400 500 600 700

Lowest FPL 200

Highest FPL 500

Q146. 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

Q221. Per Health General Article §19-303 (c)(4)(ix), list each tax exemption your hospital claimed in the preceding tax able year (select all that apply)

Federal corporate income tax
State corporate income tax
State sales tax

Local property tax (real and personal)

o150 Summary & Report Submission

Q151.

Attention Hospital Staff! 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: (39.001495361328, -77.096099853516)

Source: GeolP Estimation
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This information was developed exclusively for planning and quality improvement purposes and shall not be used, directly or
indirectly, to determine physician compensation, or any other monetary or non-monetary benefit to a physician or physician owned
entity. Additionally, any information related to past or anticipated referrals may not be used to determine a physician’s/physician
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Electronic Health Records items or services. If you have any questions please contact the JHHS Legal Department.
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Suburban Hospital
Primary Service Area
FY 2020 Q2-Q4, FY 2021 Q1
Source: HSCRC, IBM Watson Health
Includes Newborns

. s . . . Suburban Discharges from Zip Code
Zip Code Zip City Suburban Discharges Suburban Market Share All Hospital Discharges as a % of all Suburban Discharges***
20015 Washington 78 7.1% 1,105 0.7%
20016 Washington 85) 4.3% 1,976 0.8%
20814 Bethesda 842 43.0% 1,960 7.4%
20815| Chevy Chase 544 29.7% 1,831 4.8%
20816 Bethesda 161 18.4% 873 1.4%
20817 Bethesda 812 39.7% 2,047 7.2%
20850 Rockville 459 12.9% 3,546 4.1%
20851 Rockville 172 16.0% 1,077 1.5%
20852 Rockville 1,206 36.5% 3,302 10.7%
20853 Rockville 193 9.1% 2,116 1.7%
20854 Potomac 900 32.8% 2,745| 8.0%
20874 Germantown 164 3.8% 4,310 1.4%
20877| Gaithersburg 163 5.1% 3,211 1.4%
20878| Gaithersburg 223 6.2% 3,614 2.0%
20879| Gaithersburg 83 4.4% 1,880 0.7%
Montgomery
20886 Village 122 4.6% 2,670 1.1%
20895 Kensington 394 28.7% 1,372 3.5%
20901 Silver Spring 145 5.4% 2,708 1.3%
20902| Silver Spring 426 10.6% 4,009 3.8%
20904| Silver Spring 193 4.0% 4,885 1.7%
20906| Silver Spring 493] 7.9% 6,262 4.4%
20910| Silver Spring 349 11.3% 3,084 3.1%
Total 8,207 13.5% 60,583 72.5%

*Includes Maryland, DC, Pennsylvania, and Northern VA Hospitals (Source: HSCRC and IBM Watson Health)
**pA data for FY2020Q4 is estimated based on FY2019Q4. FY2021Q1 is estimated based on FY2020Q1
***Suburban had 11,320 discharges between FY 2020 Q2 and FY 21 Q1
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2021 Insurance Coverage Estimates by Zip Code and Payor Type
Area: Suburban Hospital PSA

Insurance Coverage Estimates

Zip Code Zip City Commercial | Medicaid | Medicare | Other Insured | Uninsured | Veterans | Total Households
20015 Washington 5,060 379 2,390 240 145 197 8,411
20016 Washington 11,737 917 4,051 382 379 391 17,857
20814 Bethesda 10,650 675 3,710 420 434 460 16,349
20815 Chevy Chase 9,203 680 4,206 494 277 371 15,231
20816 Bethesda 4,353 227 2,306 272 114 190 7,462
20817 Bethesda 8,891 437 4,854 586 213 405 15,386
20850 Rockville 15,307 1,082 5,203 603 742 719 23,656
20851 Rockville 3,425 291 1,045 109 182 182 5,234
20852 Rockville 15,548 1,453 5,352 576 948 756 24,633
20853 Rockville 6,435 410 3,003 356 225 319 10,748
20854 Potomac 11,047 525 6,719 817 238 532 19,878
20874 Germantown 16,836 1,583 4,183 517 1,136 863 25,118
20876 Germantown 6,270 598 1,424 174 456 301 9,223
20877 Gaithersburg 8,283 1,176 2,786 278 824 510 13,857
20878 Gaithersburg 17,264 1,257 5,664 654 823 772 26,434
20879 Gaithersburg 6,674 562 1,992 236 402 347 10,213
20886 Montgomery Village 8,371 964 2,546 288 664 475 13,308
20895 Kensington 5,287 302 2,171 260 157 228 8,405
20901 Silver Spring 9,490 993 2,852 289 490 411 14,525
20902 Silver Spring 12,290 1,403 4,056 421 840 631 19,641
20904 Silver Spring 13,573 1,818 5,921 608 1,036 814 23,770
20906 Silver Spring 15,569 1,964 8,247 821 1,140 998 28,739
20910 Silver Spring 14,632 2,148 4,265 381 825 538 22,789

Total Households 236,195 21,844 88,946 9,782 12,690 11,410 380,867

Source: Sg2 Insurance Coverage Estimates




2021 Demographic Snapshots Area:

Suburban Hospital PSA

DEMOGRAPHIC CHARACTERISTICS

2021 Total Population 879,988
2026 Total Population 905,994
Population Change 26,006
% Change 2021 - 2026 3.0%
Age Distribution

Distribution
Age Group Population 2021 % of Total
0-4 53,930 5.9%
59 54,982 6.0%
10-14 56,193 6.2%
15-17 33,462 3.7%
18-19 22,157 2.4%
20 10,286 1.1%
21 10,038 1.1%
22-24 30,088 3.3%
25-29 50,091 5.5%
30-34 56,484 6.2%
35-39 61,256 6.7%
40-44 60,229 6.6%
45-49 58,703 6.4%
50-54 58,682 6.4%
55-59 57,523 6.3%
60-61 22,893 2.5%
62-64 31,391 3.4%
65-66 20,143 2.2%
67-69 27,144 3.0%
70-74 37,435 4.1%
75-79 26,534 2.9%
80-84 17,899 2.0%
85-Up 22,445 2.5%
Total 879,988  100.0%
Education Level Distribution
2021 Adult Education Level Pop Age 25+ 2021
No Schooling Completed 9,647 1.6%
Nursery - 4th Grade 5,761 0.9%
Sth - 6th Grade 7,514 1.2%
7th - 8th Grade 5,104 0.8%
9th Grade 5,081 0.8%
10th Grade 3,995 0.7%
11th Grade 4,050 0.7%
12th Grade - No Diploma 9,676 1.6%
High School Graduate 76,791 12.6%
Some College <1 Year 19,897 3.3%
Some College >1 Year No Degree 57,633 9.5%
Associates Degree 31,014 5.1%
Professional Degree 47,527 7.8%
Bachelors Degree 163,146  26.8%
Masters Degree 121,644 20.0%
Doctorate Degree 40,380 6.6%

Total

608,860 100.0%

Total

628,400 100.0%

Source: Sg2 Market Demographics Tool

Male Population
Female Population

2021 2026 Population Change
422,428 435,536 13,108
457,560 470,458 12,898
Household Income Distribution
Income Distribution
2021 Household Income Households % of Total
<$10,000 12,188 3.7%
$10,000 - $14,999 6,553 2.0%
$15,000 - $19,999 5,970 1.8%
$20,000 - $24,999 6,415 1.9%
$25,000 - $29,999 6,937 2.1%
$30,000 - $34,999 7,388 2.2%
$35,000 - $39,999 7,490 2.2%
$40,000 - $44,999 7,488 2.2%
$45,000 - $49,999 7,606 2.3%
$50,000 - $59,999 15,005 4.5%
$60,000 - $74,999 23,850 7.2%
$75,000 - $99,999 38,822 11.6%
$100,000 - $124,999 34,923 10.5%
$125,000 - $149,999 28,406 8.5%
$150,000 - $199,999 39,155 11.7%
$200,000+ 85,109 25.5%
Total 333,305 100.0%
Race/Ethnicity Distribution
Race Race Distribution
2021 Population % of Total
American Indian / Alaska Native 3,675 0.4%
Asian 129,424 14.7%
Black / African American 158,824 18.0%
Multiple Races 40,624 4.6%
Native Hawaiian Islander / Pacific Islander 465 0.1%
Other 74,022 8.4%
White 472,954 53.7%
Total 879,988 100.0%
Ethnicity Distribution
Ethnicity 2021 Population % of Total
Hispanic (Any Race) 184,937 21.0%
Non-Hispanic (Any Race) 695,051 79.0%
Total 879,988 100.0%

% Change
3.1%
2.8%



Population Distribution by Age
Group Area: Suburban Hospital PSA
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Current Households by Income Group
Area: Suburban Hospital PSA

2.0% = < $10,000
1.8%

0,
1.9% = $10,000 - $14,999

= $15,000 - $19,999
= $20,000 - $24,999
= $25,000 - $29,999
= $30,000 - $34,999
= $35,000 - $39,999
= $40,000 - $44,999
= $45,000 - $49,999
= $50,000 - $59,999
= $60,000 - $74,999
= $75,000 - $99,999
= $100,000 - $124,999
= $125,000 - $149,999
= $150,000 - $199,999

$200,000+



Population Age 25+ by Education Level
Area: Suburban Hospital PSA

1.2%_0.8% 0.7% = No Schooling Completed
0.9% | |0-8%
| | 0.7% = Nursery - 4th Grade

1.6%

1.6%
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Population Distribution by Race and Ethnicity
Area: Suburban Hospital PSA
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Multiple Races

= Native Hawaiian Islander / Pacific Islander

= Other

m White

Hispanic (Any Race): 21.0%
Non-Hispanic (Any Race): 79.0%
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Suburban Hospital
Community Benefit Service Area
FY 2020 Q2-Q4, FY 2021 Q1

Source: HSCRC, IBM Watson Health

Includes Newborns

. o ) . 5 Suburban Discharges from Zip Code
Zip Code Zip City Suburban Discharges Suburban Market Share All Hospital Discharges as a % of all Suburban Discharges***

20814 Bethesda 842 43.0% 1,960 7.4%|

20815| Chevy Chase 544 29.7% 1,831 4.8%|

20816 Bethesda 161 18.4% 873 1.4%

20817 Bethesda 812 39.7% 2,047 7.2%

20850 Rockville 459 12.9% 3,546 4.1%

20851 Rockville 172 16.0% 1,077 1.5%)

20852 Rockville 1,206 36.5% 3,302 10.7%)

20853 Rockville 193 9.1% 2,116 1.7%]

20854 Potomac 900 32.8% 2,745 8.0%)

20895 Kensington 394 28.7% 1,372 3.5%)

20902| Silver Spring 426 10.6% 4,009 3.8%)

20904|  Silver Spring 193 4.0% 4,885 1.7%)|

20906| Silver Spring 493 7.9% 6,262 4.4%

20910| Silver Spring 349 11.3% 3,084 3.1%

Total 7,144 18.3% 39,109 63.1%

*Includes Maryland, DC, Pennsylvania, and Northern VA Hospitals (Source: HSCRC and IBM Watson Health)
**PA data for FY2020Q4 is estimated based on FY2019Q4. FY2021Q1 is estimated based on FY2020Q1
***Suburban had 11,320 discharges between FY 2020 Q2 and FY 21 Q1
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2021 Insurance Coverage Estimates by Zip Code and Payor Type
Area: Suburban Hospital CBSA

Insurance Coverage Estimates

Zip Code Zip City cial Medicaid Medicare Other Insured Uninsured | Veterans Total Households
20814 Bethesda 10,650 675 3,710 420 434 460 16,349
20815 Chevy Chase 9,203 680 4,206 494 277 371 15,231
20816 Bethesda 4,353 227 2,306 272 114 190 7,462
20817 Bethesda 8,891 437 4,854 586 213 405 15,386
20850 Rockville 15,307 1,082 5,203 603 742 719 23,656
20851 Rockville 3,425 291 1,045 109 182 182 5,234
20852 Rockville 15,548 1,453 5,352 576 948 756 24,633
20853 Rockville 6,435 410 3,003 356 225 319 10,748|
20854 Potomac 11,047 525 6,719 817 238 532 19,878|
20895 Kensington 5,287 302 2,171 260 157 228 8,405
20902 Silver Spring 12,290 1,403 4,056 421 840 631 19,641
20904 Silver Spring 13,573 1,818 5,921 608 1,036 814 23,770
20906 Silver Spring 15,569 1,964 8,247 821 1,140 998 28,739
20910 Silver Spring 14,632 2,148 4,265 381 825 538 22,789

Total Households 146,210 13,415 61,058 6,724 7,371 7,143 241,921

Source: Sg2 Insurance Coverage Estimates




2021 Demographic Snapshots
Area: Suburban Hospital CBSA

DEMOGRAPHIC CHARACTERISTICS

Selected Area

2021 Total Population 557,660
2026 Total Population 572,397
Population Change 14,737
% Change 2021 - 2026 2.60%
Age Distribution

Distribution
Age Group Population 2021 % of Total
0-4 31,930 5.7%
5-9 32,980 5.9%
10-14 34,290 6.1%
15-17 20,917 3.8%
18-19 12,852 2.3%
20 6,226 1.1%
21 6,178 1.1%
22-24 18,752 3.4%
25-29 31,864 5.7%
30-34 34,682 6.2%
35-39 37,543 6.7%
40-44 36,758 6.6%
45-49 36,529 6.6%
50-54 36,853 6.6%
55-59 36,942 6.6%
60-61 14,884 2.7%
62-64 20,373 3.7%
65-66 13,376 2.4%
67-69 17,964 3.2%
70-74 25,537 4.6%
75-79 19,125 3.4%
80-84 13,689 2.5%
85-Up 17,416 3.1%
Total 557,660 100.0%

Education Level Distribution

2021 Adult Education Level

Education Level Distribution

Pop Age 25+ 2021 % of Total

No Schooling Completed 6,277 1.6%
Nursery - 4th Grade 3,254 0.8%
5th - 6th Grade 4,563 1.2%
7th - 8th Grade 3,192 0.8%
9th Grade 3,043 0.8%
10th Grade 2,462 0.6%
11th Grade 2,497 0.6%
12th Grade - No Diploma 5,657 1.4%
High School Graduate 47,358 12.0%
Some College <1 Year 12,202 3.1%
Some College >1 Year No Degree 36,060 9.2%
Associates Degree 18,298 4.6%
Professional Degree 35,674 9.1%
Bachelors Degree 105,729 26.9%
Masters Degree 79,705 20.3%
Doctorate Degree 27,572 7.0%
Total 393,543 100.0%

Source: Sg2 Market Demographics Tool

Total Male Population
Total Female Population

2.80%
2.50%

2021 2026 Population Change % Change

266,889 274,456 7,567

290,771 290,771 7,170
Household Income Distribution

Income Distribution
2021 Household Income Households % of Total
<$10,000 7,398 3.4%
$10,000 - $14,999 4,317 2.0%
$15,000 - $19,999 3,998 1.9%
$20,000 - $24,999 4,212 2.0%
$25,000 - $29,999 4,283 2.0%
$30,000 - $34,999 4,572 2.1%
$35,000 - $39,999 4,636 2.1%
$40,000 - $44,999 4,716 2.2%
$45,000 - $49,999 4,824 2.2%
$50,000 - $59,999 9,515 4.4%
$60,000 - $74,999 14,797 6.9%
$75,000 - $99,999 24,405 11.3%
$100,000 - $124,999 22,076 10.2%
$125,000 - $149,999 18,208 8.4%
$150,000 - $199,999 25,303 11.7%
$200,000+ 58,461 27.1%
Total 215,721 100.0%
Race/Ethnicity
Race Race Distribution
2021 Population % of Total
American Indian / Alaska Native 2,207 0.4%
Asian 80,738 14.5%
Black / African American 95,892 17.2%
Multiple Races 24,749 4.4%
Native Hawaiian Islander / Pacific Is 304 0.1%
Other 43,375 7.8%
White 310,395 55.7%
Total 557,660 100.0%
Ethnicity Distribution

Ethnicity 2021 Population % of Total
Hispanic (Any Race) 108,108 19.4%
Non-Hispanic (Any Race) 449,552 80.6%
Total 557,660 100.0%




Population Distribution by Age Group
Area: Suburban Hospital CBSA
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Current Households by Income Group
Area: Suburban Hospital CBSA
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Population Age 25+ by Education Level
Area: Suburban Hospital CBSA
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Population Distribution by Race and Ethnicity

Area: Suburban Hospital CBSA
0.4%

m American Indian / Alaska Native

® Asian

m Black / African American
Multiple Races

= Native Hawaiian Islander / Pacific
Islander

m Other

m White

Hispanic (Any Race): 19.4%
Non-Hispanic (Any Race): 80.6%
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2 INTRODUCTION

A. OVERVIEW OF SUBURBAN HOSPITAL

Suburban Hospital is a community-based, not-
for-profit hospital serving Montgomery County
and the surrounding area since 1943. The
hospital provides all major services except
obstetrics. The hospital is one of nine regional
trauma centers in Maryland and the state-
designated level Il trauma center for
Montgomery County, with a fully equipped and
elevated helipad. Suburban  Hospital’s
Emergency/Shock Trauma Center treats more
than 40,000 patients a year.

The hospital’s primary services include:

e A comprehensive cancer center
accredited by the American College of
Surgeons Commission on Cancer

e (Cardiac surgery, including elective and
emergency angioplasty, as well as
inpatient diagnostic and rehabilitation
services

e Orthopedics with joint replacement and
physical rehabilitation

e Behavioral services, including crisis
intervention

e Neurosciences, including a designated
Primary Stroke Center and a 24/7 stroke
team

e Senior Services, such as the Nurses
Improving Care for Healthsystem Elders
(NICHE) designation from The Hartford
Institute for Geriatric Nursing at New
York University College of Nursing

Other services include the NIH-Suburban MRI
Center; state-of-the-art diagnostic pathology
and radiology departments; outpatient
Addiction Treatment Center offering programs
for adolescents and adults; prevention and
wellness programs; free physician referral
service (Suburban On-Call); and the Certified
Total Joint Replacement Program by The Joint
Commission.

During fiscal year 2018, Suburban Hospital was
licensed to operate 233 beds with 14,156
inpatient admissions and 46, 080 emergency
department visits. A 25-member volunteer
Board of Trustees governs Suburban Hospital.
See Appendix A for Suburban Hospital Board of
Trustees 2018-2019.

B. WHY A COMMUNITY HEALTH NEEDS ASSESSMENT?

Under Section 501(c) (3) of the Internal Revenue
Code, nonprofit hospitals may qualify for tax-
exempt status if they meet specific federal
requirements. The 2010 Patient Protection and
Affordable Care Act (ACA) added four basic
requirements to the Code. One of the additional
requirements for tax-exempt status is the

provision of a CHNA every three years and an
implementation strategy to meet the identified
health needs [1].

The purpose of a community health needs
assessment is to identify the most important
health issues in the geographic area surrounding
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the hospital using scientifically valid health
indicators and comparative information. The
assessment also identifies priority health issues
where better integration of public health and
health care can improve access, quality, and cost
effectiveness of services to residents
surrounding the hospital.

This report represents Suburban Hospital’s
efforts to share information that can lead to
improved health status and quality of care
available to local residents while building upon
and strengthening the community’s existing
infrastructure of services and providers.

C. COMMUNITY IMPACT SINCE 2016 CHNA

The five health priorities identified through the
2016 Community Health Needs Assessment are
as follows:

Thanks to organizational efforts and community
partnerships, measurable progress is being
made on these priorities. See Appendix B for a

o Cardiovascular Health summarized status update on each priority.
o Obesity Progress on these priorities is provided to the
o Cancer community via Suburban Hospital’s annual
o Diabetes Community Health Improvement Report.
o Behavioral Health

3 SUBURBAN HOSPITAL’S METHODOLOGY FOR

COMMUNITY HEALTH NEEDS ASSESSMENT

COMMUNITY HEALTH NEEDS ASSESSMENT PROCESS

.INFU'I

.REARCH

DATA

QUR COMMUNITY
[ ]

PHASE |

DATA COLLECTION & ANALYSIS ——

PRIORITIZATION
L]

PHASE I
IDENTIFIED
HEALTH
HEALTH OUTCOMES
PRIORITIES

~ S0CIAL DETERMINANTS OF HEALTH

Figure 1. Community Health Needs Assessment Process
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To effectively identify and prioritize health needs
for Montgomery County residents, Suburban
Hospital implemented a two-phase process to
execute its CHNA (See Figure 1, Pg. 6):

. Phase | - Data collection and analysis
. Phase Il - Prioritization of identified
health needs

The first part of the process consisted of
reviewing and collecting data on the health of
the community we serve. This phase required
consulting individuals and organizations that
represent the broad interest of the community
as well as considering various data sources. The
methods used included:

e Collecting primary data (e.g., inpatient

and emergency department data) from

hospital units and programs

The priority setting process allows us to narrow
down the top health conditions identified in
Phase I. The following methods and
considerations were included in the priority
setting process:

Community health needs were selected using a
multi-phase, collaborative and data-driven
process. The health priorities identified during
this assessment were as follows:

Through this methodology, Suburban ensured
optimum collaboration and leverage of
resources, reduction of redundancies and
support of an ongoing health improvement
process and infrastructure.

e Collecting secondary datasets for core
health indicators (Census, BFFRS, Healthy
Montgomery, Health Report MoCo, etc.)

e Consulting Healthy Montgomery

e Engaging health experts and key
stakeholders

e Collecting primary data via community
conversations and surveys

e The total burden of disease
e Alignment with county-wide health

priorities
e Alignment with hospital goals &
priorities
e The hospital’s ability to feasibly impact
the issue

e Cardiovascular Health

e Cancer

e Diabetes

e Behavioral Health

e Emerging Priorities
o Infections
o Accidents
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4 MONTGOMERY COUNTY, MD DEMOGRAPHICS

Suburban Hospital is located in Montgomery
County, MD, one of the most affluent counties in
the United States. Montgomery County is
adjacent to Washington, D.C. and by the
Maryland counties of Frederick, Carroll, Howard
and Prince George’s, and the Commonwealth of

Virginia. Montgomery County has a population
of 1.05 million people with a median age of 39
and a median household income of $100,352 [2].
The population in the County has slightly
increased since the last CHNA assessment (Table
1).

Table 1. Change in Population Size

CHNA Montgomery County Maryland _

2016 1,016,677
2019 1,058,810
% Change 2016-2019 4.1%

5,928,814 319,459,991
6,052,177 337,947,861
2% 5.8%

Source: County Health Rankings & Truven Health Analytics, Inc., US Census [2&3]

Age

The average life expectancy in Montgomery
County is 84.8 years, which is higher than the
Maryland baseline (79.1). The life expectancy for
White non-Hispanics (84.7) is slightly higher than
Black non-Hispanics (83.1) [4]. In 2017, the
median age of all people in Montgomery County,
MD was 39. Native-born citizens, with a median

Ethnic/Racial Diversity

Montgomery County prides itself on its racial
diversity and cultural richness with a population
that is 60.4% White, 19.7% Black or African
American and 15.6% Asian. Foreign-born
residents account for 32.6% of the people in the
county with the largest Hispanic/Latino (19.6%)
community in Maryland. It is not surprising to

age of 32.9, are generally younger than foreign-
born citizens, with a median age of 44.8. In
general, the population in Montgomery County
is getting older. In the last assessment, the
average age for Montgomery County residents
was 38.5 [3].

find that 39.8% of county residents speak a
language other than English at home [5]. The
most commonly spoken languages, aside from
English (60.7%), include Spanish (17.6%), other
Indo-European (9.8%), and Asian and Pacific
Islander languages (9.8%) [3].
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Economic Characteristics

The Montgomery County’s average household
size is 2.8 persons, and the average family size is
3.22 persons [3,5]. The average household
income in the County continues to rise (Figure
2). The current income value is $100,352
compared to $99,435 in the 2016 CHNA [2].
While the per capita income is $49,906, looking
at specific racial/ethnic groups reveals great
disparities. For example, the per capita income
for White non-Hispanics ($69,614) is almost
three times that of Hispanics/Latinos ($24,268)
[5].

In the County, 49% of renters spend 30% or more
of their household income on rent, leaving
minimal resources for other expenses such as
food, transportation and health (2012-2016) [3].
Compared to the state of Maryland (5.2%),
Montgomery County is making faster progress in
reducing unemployment. Since 2013, the
unemployment rate for Montgomery County has
fallen from 5.6% to 4.0% [2].

Figure 3. Self-Sufficiency Standard

HOUSING, CHILD CARE, AND FOOD ACCOUNT
FOR OVER HALF OF EXPENSES

Expenses
= $8,827
per month

Housing = $1.748 Health Care = $590
Child Care = $2,773 Miscellar

LJ
L
%
Two Adults + One Infant
+ One Preschooler

Median Household Income by Race/Ethnicity
County: Montgomery

American Indian or Alaska Native | [ A AR <c7.::0
asian I 104,994
Black or African American || | N co.::
tispanic or Latino | A ;s::::
other | oo 530
oo o o soce: | 51375
white,non-tispanic | .1+

Overall $100,352

o 25k 50k 75k 100k 125k 150k
dollars
rvey (2012-2016)

Figure 2. Adapted from Healthy Montgomery

Poverty levels in Montgomery County have
remained steady. At the County level, it is
estimated 6.9% of the total populationand 4.7 %
of families live below the federal poverty line.
Poverty affects Montgomery County residents
disproportionately. Black non-Hispanic (8.9%)
and Hispanic/Latino (9.1%) families have the
highest rates of poverty in the County. The least
impoverished group are White non-Hispanics
(1.8%).

The Self-Sufficiency Standard defines the
amount of income necessary to meet basic
needs at a minimally adequate level without
public or private assistance. The standard takes
into consideration family type and geographic
location. The variables taken into consideration
include housing, child care, food,
transportation, health care, taxes and credits,
emergency savings and others. To live in
Montgomery County without any private or
public financial assistance, a family of four (two
adults, one preschooler and an infant) requires
an annual income of $86,580 or $8,827 per
month (Figure 3). [6]
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It has been shown that a college degree is
important for obtaining high paying jobs and
having access to health care services.
Montgomery County has a high percentage
(58.1%) of residents over 25 years of age who

People who do not have insurance and cannot
afford to see a doctor may not receive proper
and timely medical services. Lack of health
insurance can also result in increased visits to the
emergency room. Whereas 92.6% of the
population in Montgomery County is insured, it
is estimated 88,472 or 7.1% of adults under the
age of 65 are uninsured [2]. Although private
health insurance is the most common type of
insurance in the County, 66.1% of Montgomery
County residents receive coverage through their

hold a Bachelor’s Degree or higher. More Asians
(67.5%) and White non-Hispanics (70.7%) hold
Bachelor’s Degrees or higher  than
Hispanics/Latinos. The rate for Hispanics/Latinos
is 26.6% for females and 23.9% for males [31].

employer while 15.6% of residents rely on public
health coverage [5]. Health insurance does not
necessarily guarantee access to health services.
Communities that lack a sufficient number of
primary care providers (PCP) are more likely to
delay necessary care when sick, which can lead
to more severe or complicated conditions. The
PCP rate in the County has slightly declined since
2013. Nonetheless, the County’s rate of 137
PCPs per 100,000 residents is significantly higher
than the state (88) and national (75) rates [5].

5 DEFINING OUR COMMUNITY: COMMUNITY BENEFIT

SERVICE AREA

A primary service area (PSA) is defined as the
postal zip code areas from which 60 percent of a
hospital’s inpatient discharges originated during
the most recent 12 month period. This

Definition

For this assessment, Suburban Hospital defines
its community as specific populations or
communities of need to which the Hospital
allocates resources through its community
benefits plan. The term Community Benefit
Service Area (CBSA) is used to define the
community geographically. Suburban’s CBSA
extends beyond its primary service area.

information is provided by the Maryland Health
Services Cost Review Commission (HSCRC).
Appendix C lists the 26 zip codes defined as
Suburban Hospital’s PSA.

Within its CBSA, Suburban Hospital focuses on
vulnerable populations such as uninsured
individuals and households, underinsured and
low-income individuals and households,
ethnically diverse populations, underserved
seniors and at-risk youth. Approximately 50-60%
of hospital service usage originates from these
populations. Suburban does not distinguish
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based on race, ethnicity, patient status,
insurance status, religious affiliation, or ability to
pay for health services.

During the 2019 CHNA process, Suburban
Hospital revised the formula for calculating its
CBSA to include data from Inpatient Records,
Emergency Department (ED) Visits and Charity
Financial Assistance Transactions. See Appendix
D.

Suburban Hospital

Once the data were aggregated, fourteen zip
codes concentrated within the cities of Rockville,
Bethesda, Silver Spring, Chevy Chase, Potomac
and Kensington were identified. The following
fourteen zip codes define Suburban’s CBSA for
the 2019 Community Health Needs Assessment
cycle: 20814, 20815, 20816, 20817, 20850,
20851, 20852, 20853, 20854, 20895, 20902,
20904, 20906 and 20910. See Figure 4.

Community Health Needs Assesment Map

H MD Hospitals
B JHM Hospitals PN = i
() Suburban Zip Codes Howard
‘-‘YE Fuwa
.'_hE-lm‘
- /\ Fedens
e Petemge B oo Figure 4. Suburban
Azcete ralidnd . .
" cama Hospital Community
Rt Vel Benefit Service Area
\\ ¥,
—\ Neah Battade e (CBSA) Map
\ Bemvid
Potora:
S
Suburban A%EN  Prince George's
j A haq) EMNMSEG Langey Pak
»f‘\, Sethesde / \ ﬂ"- e, | Celage Park
\ / \ e oL
Wl Trap T \/Sbley 2
McLose QA . \ d

e CBSA Demographics at a Glance

Suburban CBSA residents make up nearly 53% of
the total population in Montgomery County (See
Table 1, Page 8). The population size in our CBSA
dropped by 12% (compared to the 2013 CHNA).
The reduction is attributed to the incorporation
of a revised CBSA formula, which resulted in the
replacement of two zip codes. Out of the
estimated 558,557 individuals residing the CBSA,

52% are females. While the average household
income for Suburban’s CBSA is $156,596 [7], 35%
of the community’s income is below $75,000 and
26% are Medicare or Medicaid beneficiaries.
CBSA residents are racially and ethnically
diverse. Blacks, Hispanics/Latinos and Asians
make-up at least 48% of the community. See
Figures 5-10, Pg. 12.
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Figure 5. CBSA Population Size
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Figure 8. Current Households by Income Group
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Figure 9. Population Age 25+ by Education Level
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6 PHASE I: DATA COLLECTION & ANALYSIS

A. HEALTH OUTCOMES

A range of health indicators is used to monitor
population health. The most common health
outcome indicators include life expectancy,
mortality from health conditions, emergency
department visits and hospital utilization rates.
Unfortunately, available surveillance systems do
not collect zip-code level data. Unless otherwise
noted, County-level data was wused to

e Life Expectancy & Premature Death

Life expectancy is the average age for which a
person born in a specified year can expect to live.
The life expectancy in Montgomery County is
84.9 and is high compared to the rest of the state
and nation. Premature death occurs before the

understand the most pressing health issues
affecting Suburban Hospital’'s CBSA and
compared to state and national data, provided
as a reference where available. All data are
sourced from Healthy Montgomery, Data
Montgomery and the US Census unless
otherwise indicated.

average age of death in a population. The pre-
mature death rate or potential life lost before
age 75 in Montgomery County is approximately
3,500 per 100,000 people (age-adjusted)
compared to 6,400 for the state [2,5].
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@ Leading Causes of Death in Montgomery County

Cause-of-death or mortality ranking allows for (4%), chronic lower respiratory disease (3%),
trend comparison and helps illustrate the Alzheimer’s disease (3%), influenza and
relative burden of cause-specific deaths. pneumonia (3%), diabetes mellitus (3%),
According to the most recent Health Report septicemia (2%), and nephritis (2%) [8]. Table 2
available for Montgomery County, the leading provides county, state and national mortality
causes of death were cancer (24%), heart disease rate data for the top ten leading causes of death.

(22%), cerebrovascular disease (5%), accident

Table2. Top 10 Age-Adjusted Mortality Rate, Montgomery County

Montgomery

Cause of Death (T Maryland United States*
All deaths 478.6 715.3 728.8
Cancer 115.2 154.5 155.8
Heart Disease 110.2 166.4 165.5
Cerebrovascular Disease 23.1 39.3 37.3
Accidents 19.7 34.3 47.4
Chronic respiratory disease 15.1 30.3 40.6
Alzheimer’s Disease 13.1 17.0 30.3
Influenza and Pneumonia 12,5 15.6 13.5
Diabetes Mellitus 11.3 19.4 21
Septicemia 10.3 13.0 10.7
Nephritis 9.0 12.1 13.1

Data Source: Maryland Vital Statistics Annual Report 2017. Rates are age-adjusted, county-level mortality rates from 2015-
2017. Rates are deaths per 100,000 people. [4]
*Health, United States, 2017 Report.[9]
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e Trends in Mortality & Race/Ethnicity Comparison: Top 5 Causes

Data provided is age-adjusted per 100,000 population (unless otherwise noted)

MORTALITY RATE FOR ALL CAUSES

Figure 11 provides a comparison for county,
state and national mortality rates for all causes.
Montgomery County’s mortality rates continue
to fall below state and national levels.

Figure 11. County Trend Comparison, 2008-16

700 e ——————

—

—

w00 5852853045153 50692935 4804 M9L6 456

AAR/100,000

2008
2009
2010
2011
2012
2013
2014
2015
2016

McCo M

D us

Figure 12 provides a breakdown of mortality
rates across gender and ethnic/racial groups.
Non-Hispanic Blacks and males have the highest

rates of mortality compared to other groups.

Figure 12. Rate by Sex & Race/Ethnicity, 2014-2016
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Source: Adapted from Health in Montgomery County, 2008-2016, Report [8]

MORTALITY RATE TRENDS FOR CANCER

Malignant neoplasms, or cancer, is a group of
diseases characterized by uncontrolled growth
and spread of abnormal cells. If not treated, it
can result in death.

A person’s risk for developing cancer can be
lowered by avoiding certain risk factors such as
tobacco use, sedentary lifestyle and high-fat/low
fiber diets. Prevention or delayed onset of
cancer can also be achieved through screening
methods that allow early detection and removal
of precancerous growths, thereby improving
health outcomes. Early detection methods are
currently available for specific cancers.

While cancer mortality and incidence rates have
declined over the past several vyears in
Montgomery County, cancer is now the leading
cause of death. According to the American
Journal of Managed Care, this is a trend being
seen across the US in high-income counties [10].
The age-adjusted cancer mortality rate in
Montgomery County (115.2 per 100,000) is less
than in Maryland (154.5 per 100,000). Cancer-
related deaths continue to be more common
among Blacks (132.6 per 100,000) than other
racial/ethnic minorities. Men are more likely to
die of cancer (135.5 per 100,000) than women
(108.1 per 100,000) [11]. See Figures 13 & 14,
Pg. 16.
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Figure 13. County Trend Comparison, 2008-16 Figure 14. Rate by Sex & Race/Ethnicity, 2014-2016
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Source: Adapted from Health in Montgomery County, 2008-2016, Report [8]

When looking at specific types of cancers, breast
and prostate have the highest incidence, but
more people die from cancer of the lung and
bronchus (Table 3). Breast cancer is most
common among women, while prostate cancer

Although the mortality rate due to lung cancer
among men has reached a plateau, the rate in
women continues to rise. Colorectal and skin
cancer rates are lower in Montgomery County
than the rest of Maryland.

is the most common type of cancer in men.

Table 3. Age-Adjusted Mortality and Incidence Rate by Cancer Type & Jurisdiction, 2010-2014

Montgomery County Maryland
Cause of Death Incidence Mortality Incidence Mortality
Lung & Bronchus 32.7 24.7 56.6 43.1
Cancer
Colon and Rectum 29.1 9.4 36.7 14.5
Cancer
Female Breast 128.8 17.4 129.2 22.9
Cancer
Prostate Cancer 113.9 15.2 125.4 20.3
Oral Cancer 8.6 1.5 10.5 2.3
Skin Cancer 18.8 2.2 21.4 2.5
(Melanoma)
Cervical Cancer 5.2 1.1 6.4 2.0

Data Source: Maryland Department of Health 2017 Cancer Data. Rates are per 100,000 population
and age-adjusted to 2000 U.S. standard population [11]
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MORTALITY RATE TRENDS FOR HEART DISEASE

Cardiovascular disease (CVD) is an umbrella term
for multiple conditions that involve the
narrowing or blockage of the blood vessels of the
heart, brain, and circulatory system. CVD is the
leading cause of death in Maryland and the US.
CVD can affect both men and women, without
regard to ethnicity, race or socioeconomic
status. There are several risk factors associated
with CVD, including diabetes, hypertension, high
cholesterol, obesity, smoking, alcohol use, poor
diet and inactivity [12]. This disease can incur
high health care costs due to its complexity.

The most common form of CVD is coronary heart
disease, also known as heart disease or coronary
artery disease. Coronary heart disease results
from clogged arteries (atherosclerosis), which
can cause chest pain (angina) and potentially
lead to blood clots and a heart attack
(myocardial infarction) [13].

Figure 15. County Trend Comparison, 2008-16
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Over the years, the age-adjusted death rate due
to heart disease has slowly decreased in
Montgomery County. The mortality rate in
Montgomery County (110.2 deaths per 100,000)
is lower than the state of Maryland (166.4 death
per 100,000) [5]. See Figure 15 & 16.

The US has also seen a reduction in CVD
mortality, which can be attributed to increased
prevention and improved medical treatments
(American Journal of Managed Care). However,
disparities are still present across genders and
races. [10]

Although CVD is not gender-specific, in
Montgomery County men are more likely to die
from heart disease. When comparing different
races and ethnicities, Black non-Hispanics have
the highest number of deaths associated with
this health condition. [5]

Figure 16. Rate by Sex & Race/Ethnicity, 2014-2016
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Source: Adapted from Health in Montgomery County, 2008-2016, Report [8]

According to the Centers for Disease Control &
Prevention, approximately 5.7 million people in
the United States suffer from congestive heart
failure (HF). HF refers to the heart’s inability to
pump blood and oxygen to the body efficiently.

It is estimated about half of the people who
develop HF will die within five years of diagnosis
[14]. Coronary heart disease, ischemic heart
disease, high blood pressure and myocardial
infarctions are risk factors for HF. People with
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diabetes are also at an increased risk of
developing heart failure due to hypertension and
atherosclerosis.  In Montgomery County, the
age-adjusted Emergency Room (ER) rate due to
HF is 1.9 ER visits/10,000 people, while the
hospitalization rate is 17.9 hospitalizations per
10,000 people [5]. The County ER and
hospitalization HF rates are broken down by age

Figure 17. Age-Adjusted Emergency Room Rate

ER Rate due to Heart Failure by Age
County: Montgomery

in Figures 17 and 18, respectively. Heart failure
zip-code level data for the County is provided in
Appendix E.

With an aging population, the HF prevalence is

projected to increase, resulting in higher
hospitalization rates and health care costs [15].

Figure 18. Age-Adjusted Hospitalization Rate

Hospitalization Rate due to Heart Failure by Age
County: Montgomery
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Source: Figures adapted from Healthy Montgomery [8]

MORTALITY RATE TRENDS FOR CEREBROVASCULAR DISEASE

Cerebrovascular disease, or stroke, is the brain’s
equivalent of a heart attack. The age-adjusted
death rate due to stroke in Montgomery County
is 23.0 deaths per 100,000 people (See Figure
19). Cerebrovascular death rates are broken
down by race and gender in Figure 20.

Figure 19. County Trend Comparison, 2008-16
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Cerebrovascular death rates tend to be slightly
higher for Black non-Hispanics (27.3 per
100,000) than for White non-Hispanics (22.6 per
100,000). Hispanics/Latinos (19.6 per 100,000)
continue to have the lowest rate of deaths
attributed to cerebrovascular disease [5,8].

Figure 20. Rate by Sex & Race/Ethnicity, 2014-2016
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Source: Figures adapted from Health in Montgomery County, 2008-2016, Report [8]
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Hypertension, or high blood pressure, and high
cholesterol are two modifiable risk factors that
place individuals at significant risk of developing
stroke, heart disease, and other chronic
conditions. Since the last CHNA, the prevalence
rate in Montgomery County for high cholesterol

MORTALITY RATE TRENDS FOR ACCIDENTS

Unintentional injuries or accidents affect
everyone, regardless of age, race, or economic
status. More Americans under the age of 45 die
from accidents such as motor vehicle crashes or
falls than from any other cause [16]. The leading
cause of accident-related death varies across an
individual’s lifespan. Appendix F lists the ten
leading causes of injury-related deaths by age

group.

Figure 21. County Trend Comparison, 2008-16
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dropped from 38.1% to 32.8%. Hypertension
prevalence in the County has been on the rise.
Currently, 36% of Montgomery County residents
have high blood pressure. The Medicare
population accounts for 53.3% of hypertension
cases [5].

Death rates due to accidents in Montgomery
County have increased slightly over the years.
The age-adjusted death rate from accidents in
Montgomery County is 18.1 per 100,000 people,
which is less than state and national rates. The
majority of deaths due to unintentional injuries
occur in the male population and the older adult
population [8]. See Figure 21 & 22.

Figure 22. Rate by Sex & Race/Ethnicity, 2014-2016
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Source: Figures adapted from Health in Montgomery County, 2008-2016, Report [8]

In 2015, more than 35,000 people died from
motor vehicle crashes. In the last ten years,
poisonings in the form of opioid overdoses have
quadrupled, with more than 15,000 people dying
annually from prescription opioid overdoses.
Each year, 2.8 million older adults are treated in
emergency departments for fall-related injuries.
Therefore, it is not surprising to find that falls,

motor vehicle accidents and poisonings are the
three leading causes of injury-related death in
Maryland (See Table 4, Pg. 20) [17].

According to the Centers for Disease Control &
Prevention, falls are the major cause of
preventable death among older adults. It has
been reported that more than one out of four
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adults aged 65 and older fall each year. One out
of five falls can cause a serious injury, such as a
broken hip or head injury. After a fall, an
individual is twice as likely to fall again. Recovery
from a fractured hip is not easy and can make it
difficult for people to live independently and
perform everyday chores.

As the U.S. population continues to age, the
number of hip fractures is expected to increase

[18]. Falls are also the leading cause of work-
related deaths, especially among construction
workers [8]. Healthy People is the nation’s
framework for improving the health of all
Americans. The Healthy People 2020 goal is to
reduce fall death rates to 7 or less. The age-
adjusted death rate due to falls in Montgomery
County is 6.5 deaths per 100,000 people (2014-
2016), which is lower than the state rate of 9.6
deaths per 100,000 people [19].

Table 4. Leading Causes of Death Due to Unintentional Injuries in Maryland

Rank Cause Deaths Rate
5 All unintentional injuries 1,674 28.0
1 Falls 572 9.6
2 Motor vehicle 475 7.9
3 Poisoning 281 4.7
4 Choking 65 1.1
5 Drowning 57 1.0

Source: Injury Facts- National Safety County, 2017 Edition [17]

MORTALITY RATE TRENDS FOR CHRONIC LOWER RESPIRATORY DISEASE,

Chronic Lower Respiratory Diseases (CLRD)
refers to a group of conditions that affect the
lungs, such as asthma, emphysema, bronchitis
and chronic respiratory pulmonary disease. In
Montgomery County, CLRD mortality rates have
been on the decline. The age-adjusted death rate
for CLRD is 15.5 per 100,000 (2008-2016). When
compared to other groups, the Hispanic and
Asian population have the lowest rates of CLRD.
See Figure 23 & 24, Pg. 21.

Chronic obstructive pulmonary disease (COPD),
the deadliest form of CLRD, makes it difficult for
an individual to breathe. Cigarette smoking has
been identified as the leading cause of COPD, but
other factors such as air pollutants, genetics, and

respiratory infections can contribute to its
development. The average annual age-adjusted
hospitalization rate due to COPD is 9.1 per
100,000 people in Montgomery County (2009-
2011). COPD is more common among the 65+
population.

The age-adjusted ER and hospitalization rates
due to asthma are 34 and 8.4 per 10,000 people,
respectively (2009-2011). Children under 5 years
of age and adults 65+ are frequently hospitalized
due to asthma [8].
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Figure 23. County Trend Comparison, 2008-16

Figure 24. Rate by Sex & Race/Ethnicity, 2014-2016
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e Leading Cause of Hospitalization in Suburban’s CBSA

Hospitalization data provides insight on the
causes of morbidity present in the population.
At the County level, the leading cause of
hospitalizations are injuries, heart disease,
mental health, cerebrovascular disease,
diabetes, cancer, CLRD, substance abuse, and
suicide [8].

All Patients Refined Diagnosis Related Groups
(APR-DRG) is a classification system that
categorizes patients according to their reason for
hospital admission, severity of illness and risk of
mortality. It helps to monitor the quality of care
and the utilization of services in a hospital setting
[20]. Based on APR-DRG, Suburban Hospital’s
top causes for hospitalizations in the past two
years are reported in Table 5 (See Pg. 22).

Suburban Hospital is a Certified Stroke Center
and Level [l Trauma Center, as well as a Center of
Excellence for cardiac care, orthopedics and joint
replacement  surgery, neurosciences and
oncology. The leading causes of hospitalization
at Suburban Hospital in 2017-18 were knee joint
replacement (7%), hip joint replacement (6%),
septicemia and disseminated infection (6%),
major depressive disorders (4%), heart failure

(3%), kidney and urinary tract infections (2%),
bipolar disorders (2%), pneumonia (2%), cerebral
vascular accident (stroke) (2%), and alcohol
abuse and dependence (2%). These conditions
can be group into four major categories:
orthopedic, heart disease, cerebrovascular
disease, mental/behavioral health and
infections.

The prevalence of obesity, injuries, and the aging
population, coupled with higher rates of
diagnosis and treatment of advanced arthritis,
are growing the demand for improved mobility
and quality-of-life through knee and hip
replacements procedures [23]. It is estimated
over 1 million hip and knee replacement
procedures are performed each year in the
United States. This number is projected to
increase exponentially by 2030. The number of
total knee replacements will grow by more than
600% compared to 2005, while total hip
replacements are expected to increase by nearly
200 % [24].

Septicemia or sepsis is the body’s response to
infection. Sepsis is a serious and relatively
common disorder and represents the leading
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cause of death in non-coronary intensive care
units worldwide [1]. Sepsis and septic shock
can result from an infection anywhere in the
body, such as pneumonia, influenza, or
urinary tract infections (UTIs).

According to the Sepsis Alliance, worldwide,
one-third of people who develop sepsis die.
Many who do survive are left with life-
changing effects, such as post-traumatic
stress disorder (PTSD), chronic pain and
fatigue, organ dysfunction and/or
amputations [26]. Although sepsis does not
discriminate, those at higher risk include
people with chronic conditions (such as
diabetes and cancer), compromised immune
systems, and pneumonia [27].

Older adults are particularly vulnerable
because they often delay treatment and do
not recognize the symptoms of infections. For
example, UTIs are treated quickly and
effectively with antibiotics. However, over

50% of sepsis cases among older adults are
caused by a UTI because the infections go
undiagnosed [28].

Each year, millions of Americans are affected by
behavioral health conditions [29]. One in five
adults experience a behavioral health issue, and
one in ten young people experience a period of
major depression [29]. Individuals with
behavioral health disorders are more likely to
utilize hospitals and emergency rooms,
contributing to a rising cost of care [30].

According to a report by the American Hospital
Association, individuals living with serious
behavioral health illness are at increased risk of
other co-morbidities such as asthma, diabetes,
heart disease, high blood pressure, and stroke.
Furthermore, those with chronic medical
conditions (e.g., asthma or diabetes) also report
higher rates of substance use disorders and
“serious psychological distress” [30].

Table 5. Top APR-DRG Inpatient Diagnosis at Suburban Hospital
APR-DRG Inpatient Diagnosis Descriptions

Knee Joint Replacement 1108 948 2056
Hip Joint Replacement 793 836 1629
Septicemia & Disseminated Infections 825 782 1607
Major Depressive Disorders & Other/Unspecified Psychoses 542 689 1231
Heart Failure 447 438 885
Kidney & Urinary Tract Infections 324 318 642
Bipolar Disorders 277 345 622
Other Pneumonia 291 298 589
Cva & Precerebral Occlusion W Infarct 273 312 585
Alcohol Abuse & Dependence 239 324 563

Source: Suburban Hospital, EPIC 2018. Number of cases 2017-2018.
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e Leading Cause of Emergency Room (ER) Visit in Montgomery County

Emergency Room (ER) utilization refers to how
often a population uses the ER for a particular
reason. ER visits can be attributed to avoidable
or non-avoidable conditions. Avoidable visits are
those that could have been treated solely by a
primary care provider (PCP) or medical home. ER
utilization rates are presented below for
Montgomery County. The findings in Table 6 are

consistent with the causes of hospitalization at
the County-level. Out of the eight conditions
listed, mental and behavioral health conditions
(substance abuse and suicide) are ranked several
times on the list. Appendix G provides a list of
behavioral health conditions most commonly
diagnosed at Suburban Hospital’s Emergency
Room.

Table 6. Leading Cause of ER Visit by Year, Montgomery County, 2014-16

2014 2015 2016 2014-16

%  Rank % Rank %  Rank %  Rank
Injuries 284 1 :25.1 1 227 1 254 1
Heart Disease 7.0 2 8.5 2 93 2 8.2 2
Mental Health 4.8 3 5.5 3 69 3 58 3
Chronic Lower Respiratory Disease 3.6 Rl 38 4 40 4 38 4
Substance Abuse 2.0 5 1.9 6 1.7 6 1.8 5
Diabetes Mellitus 1.8 6 2.1 5 22 5 20 6
Cerebrovascular Discase 0.3 7 0.3 7 02 7 03 7
Suicide 0.2 8 0.2 8§ 02 7 0.2 8
All Other Causes 51.9 52.6 52.8 524

Source: Adapted from Health in Montgomery County, 2008-2016, Report

B. SOCIAL DETERMINANTS OF HEALTH

Social determinants of health (SDoH) is defined
by the World Health Organization (WHO) as “the
conditions in which people are born, grow, live,
work and age. These circumstances are shaped
by the distribution of money, power and
resources at global, national and local levels”
[21].

The Robert Wood Johnson Foundation and the
University of Wisconsin Population Health
Institute designed a model to illustrate the many
factors that influence health outcomes. The
model is depicted in Figure 25, Pg 24.

Clinical/medical care contributes only 20% of the
health outcomes of a population. The remaining
80% are modifiable factors (health behaviors,
socioeconomic and environmental factors),
referred to as SDoH. Thirty indicators are utilized
to assess the impact of SDoH factors on the
overall health of the community (See Table 7, Pg.
25).

The health status of our nation and the high
expenditure of our health care system are
driving providers and legislators to develop
multi-solution approaches to address the
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complex health problems facing our society. This
matter requires numerous sectors committing to
a common agenda for solving a specific
community-wide problem. The Triple Aim is a
model developed by the Institute for Healthcare
Improvement (IHI) to optimize health system
performance by integrating health care and
population health.

Health Outcomes

Length of Life (50%) ‘

Quality of Life (50%) \

Tobacco Use
Health m ‘ Diet & Exercise
(30%) ‘ Alcohol & Drug Use
Sexual Activity
Access to Care
Clinical Care
(20%) J Quality of Care
Health Factors Education
Social &
Economic Factors Income
(40%)
Family & Social Support
Community Safety
Physical ‘ Air & Water Quality
Environment
Policies & Programs (10%) Housing & Transit

County Health Rankings model © 2014 UWPHI

Figure 25. County Health Ranking Model

The goals of the Triple Aim module are to
simultaneously improve the patient care
experience and overall health of populations
while reducing the per capita cost of health care
(Figure 26). Suburban Hospital recognizes that
strategic application of the three Triple Aim goals
across the underlying factors that determine
health outcomes can improve the health and
well-being of Suburban Hospital CBSA residents,
reduce inequity, and minimize costs [22].

The IHI Triple Aim

Population Health

Experience of Care Per Capita Cost

Figure 26. Adapted from IHI

@ County Health Ranking: Montgomery County Health Factors

The County Health Rankings, supported by The
Robert Wood Johnson Foundation and the
University of Wisconsin Population Health
Institute, is a report that shows location makes a
difference in how well and how long a person
lives. At the county level, the health status of a

particular community can be measured by
evaluating 30 established indicators (outlined in
Table 7, Pg. 25). The results of these indicators
places Montgomery County as the 9th healthiest
county (among 95 counties listed) in the nation

[2].
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Health Factor
(weight %)

Health
Behaviors
(30%)

Clinical Care
(20%)

Table 7. Montgomery County Ranking, 2018

Focus Area
(weight %)
Tobacco Use

(10%)

Diet and
Physical
Activity

(10%)

Alcohol and
Drug Use
(5%)

Sexual

Activity (5%)

Access to
Care (10%)

Quality of
Care (10%)

Indicator

Adult smoking

% of adults who are current smokers
Adult obesity

% of adults with Body Mass Index of 30
or more

Food Environment Index

Scale 0-10, 0 is worst, 10 is best
Physical inactivity

% adults with no leisure-time physical
activity

Access to exercise opportunities

% with access to locations for physical
activity

Excessive Drinking

% of adults reporting binge drinking or
heavy drinking

Alcohol-impaired driving deaths

% of driving deaths with alcohol
involvement

Sexually transmitted infections
Chlamydia rate per 100,000 population
Teen births

Birth rate per 1,000 female population,
ages 15-19 years

Uninsured

% population under age 65 without
health insurance

Primary care physicians

Ratio of population to primary care
physicians

Dentists

Ratio of population to dentists

Mental health providers

Ratio of population to mental health
providers

Preventable Hospital Stays

# of hospital stays for ambulatory-care
sensitive conditions per 1,000
Medicare enrollees

Diabetes Monitoring

% of Medicare enrollees with diabetes
ages 65-75 years who receive HbAlc

Montgomery
County

7%

21%

9.5

16%

100%

15%

26%

292.6

13

8%

730:1

830:1

360:1

29

87%

Top U.S.
Performers

14%

26%

8.6

20%

91%

13%

13%

145.1

15

6%

1,030:1

1280:1

330:1

35

91%
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Education
(10%)

Employment

(10%)
. Income
Social al?d (10%)
Economic
Environment
(40%)
Family and
Social
Support (5%)
Community
Safety (5%)
Air and
Water
Quality (5%)

Physical

Environment

(10%)

Housing and
Transit (5%)

Mammography screening

% of female Medicare enrollees ages
67-69 who receive mammography
screening

High school graduation

% of 9" grade cohort that graduates in
4 years

Some college

% of people 25-44 years with some
post-secondary education
Unemployment

% of people 16 and older unemployed
and seeking work

Children in poverty

% of children under age 18 in poverty
Income inequality

Ratio of income at the 80" and 20"
percentile

Children in single-parent households
% of households headed by a single
parent

Social associations

# of membership associations per
10,000 population

Violent crime

# reported violent crimes per 100,000
population

Injury deaths

# deaths due to injury per 100,000
people

Air pollution — particulate matter
Average daily density of fine
particulate matter (PM2.5)

Drinking water violations

Presence of health-related drinking
water violations

Severe housing problems

% of households with overcrowding,
high housing costs, lack of kitchen, or a
lack of plumbing

Driving alone to work

% of workforce who drive alone to
work

Long commute, driving alone

% of workers who drive alone with a
long commute

62%

89%

77%

3.3%

9%

4.3

25%

9.0

177

33

10.9

No

17%

65%

53%

71%

95%

72%

3.2%

12%

3.7

20%

22.1

62

55

6.7

9%

72%

15%

Data source. University of Wisconsin Population Health Institute. County Health Rankings 2018.
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X Suburban Hospital Patient Re-Admission: Diagnosis & Location

For the 2019 assessment, Suburban Hospital
incorporated readmission data to determine
drivers of health in our immediate community.
Readmission data provides information on
causes for unplanned readmission to an acute
care hospital up to 30 days after discharge from
hospitalization. Readmissions may or may not
be related to the original reason for admission.
While some readmissions are not preventable,
addressing readmissions can help improve the
health of populations and reduce cost.

The top ten causes of readmission at Suburban
Hospital can be grouped into three categories:
infections, heart failure and behavioral/mental
health (See Figure 27). Residents originating
from zip codes 20814, 20817, 20852, and have
the highest rate of readmissions. These zip codes
are also part of Suburban’s Community Benefit
Service Area (CBSA). Readmission data for the 14
zip codes in Suburban’s CBSA is provided in
Appendix H.

Figure 27. Suburban Hospital Top Causes of Re-Admission, 2016-2018
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C. HEALTH CARE FACILITIES AND RESOURCES IN OUR COMMUNITY

There are multiple health care facilities and
resources within Montgomery County available
to respond to community health needs (Figure

28, Pg. 28).
emergency departments serve the critically ill.

Six hospitals and affiliated

Dedicated mental and behavioral health facilities
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provide psychiatric care. Three Federally
Qualified Health Centers (FQHC) and eight
Montgomery County Cares safety-net clinic

programs provide outpatient clinic and
preventive services to uninsured and under-

insured individuals.

Figure 28. Existing Health Care Facilities in Montgomery County
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In Montgomery County, community health
needs are also addressed by resources outside of
the traditional health care setting. Available
resources include individual programs and
initiatives by faith-based, non-profit, academic,
and/or government organizations. Examples of
such resources include:

e Montgomery  County’s telephone
number for accessing government
programs and services

e Dental Services/HIV Dental Program

D. IDENTIFIED DATA GAPS/LIMITATIONS

The Healthy Montgomery website was utilized as
the primary resource for gathering quantitative
data for Montgomery County residents. Where

e Services for Special Populations (i.e.,
Refugee and Asylee Health Program)

e  Minority Health Initiatives/Programs

e Pathways to Services, which assists
children  with  emotional and/or
behavioral needs (CC)

For a comprehensive list, please refer to
Healthy Montgomery for the County-wide
health needs assessment report.

appropriate, census and state databases were
also accessed to supplement needed data for the
health indicators mentioned in this report.
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Despite the search for various resources, there
were specific limitations and availability of
information on particular racial/ethnic groups.
Currently, baseline data for variables aimed to
measure social determinants of health are not

all-inclusive, limiting group comparison analysis.
Furthermore, data at the local level is needed to
be able to assess and evaluate health outcomes
for specific communities within Suburban’s CBSA
zip codes.

7 PHASE I: STAKEHOLDER COLLABORATION & ENGAGEMENT

A. HEALTHY MONTGOMERY

Healthy Montgomery, launched in June 2009 by
the Montgomery County Department of Health
and Human Services, is Montgomery County’s
formal Community Health Improvement Process
(CHIP). Healthy Montgomery aims to improve
access to health and social services, achieve
health equity, and support optimal health and
well-being for Montgomery County residents
through a dynamic, ongoing process that allows
stakeholders to monitor and act on conditions
affecting the health and well-being of its
residents.

Healthy Montgomery is governed by a Steering
Committee composed of members from the
public health system, such as county
government and public health officials, advocacy
groups, academic institutions, minority health
programs/initiatives, and members of health
care provider organizations.

Suburban Hospital is a founding and permanent
steering committee  member, providing
recommendations and technical expertise to
help advance periodic county-wide needs
assessments, identify and prioritize health
needs, leverage population-based data and
information, and research and adopt best-
practice strategies for health improvement.
Since 2010, Suburban Hospital has contributed
$25,000 annually (or $225,000 to date) to
support an ongoing health improvement process

and infrastructure. A list of Healthy Montgomery
Steering Committee Members is provided in
Appendix I.

Over the vyears, the Healthy Montgomery
collaborative, through a community and
consensus-driven approach, has identified five
key health priority areas for Montgomery County
residents: obesity, behavioral health, diabetes,
cardiovascular disease, cancer and maternal and
child health.

By working directly with Healthy Montgomery,
Suburban Hospital can (1) align county-wide
health priorities and strategies with those
identified for Suburban’s CBSA community and
(2) monitor progress aimed to achieve health
equity for all residents.

In September 2014, the Healthy Montgomery
Steering Committee adopted a set of core
measures that are designed to evaluate
outcomes for health and well-being (See Figure
29).

To see all 37 core measures in detail, please visit
http://www.healthymontgomery.org. This
online resource provides detailed
documentation on each measure as well as the
most recent data for subgroup comparisons and
benchmarking to state and federal efforts (MD
SHIP, HP2020).
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Figure 29. The Healthy Montgomery Core Measures [22]
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Families Living Below Poverty Level

Students ever receiving Free And Reduced-price Meals (FARMS)
Adults with Adequate Social and Emational Support

+  Adults who smoke
+  Students current cigarette use
+  Adults engaging in moderate physical

= Residents 5+ years old that report speaking English "not very well”

Cross-Cutting Measures

Adults wha have had a routine check-up
Persons without health insurance
Adults in Good Physical Health

Adults in Good Mental Health

Students in Good General Health
Students ever feeling sad or hopeless in

+  Adult fruitand vegetable consumption
+  Adults who are overweight or obese
*  Students with no participation in physical

+  Students who drank no soda or pop in the

*  Students who are overweight or obese

Core Measures Set

Diabetes

* Adults with diabetes
* ER visits for diabetes

Maternal & Infant Health

= Mothers who received early prenatal
care

= Infant mortality
= Babies with low birthweight

Obesity
See Highlighted

Cross-Cutting
Measures

Context Measures (SDOH)

Students who could talk to adult besides a parent
Student participation in extracurricular activities
High School Completion Rate

B. COMMUNITY HEALTH IMPROVEMENT COUNCIL

Suburban  Hospital's Community  Health
Improvement Advisory Council (CHIAC) s
comprised of a diverse group of local businesses,
not-for-profit executives and community
advocacy leaders. Chartered by the Hospital’s
Board of Trustees and chaired by a trustee, the
Advisory Council exists to provide expert
recommendations on the health needs of
Suburban’s community. In addition to helping

C. COMMUNITY INPUT

While secondary data (from sources such as
Healthy Montgomery, County Health Rankings,
Warehouse Indicators, Data Montgomery, and
the MD Vital Statistics Report) provide a
macroscopic view of the causes of morbidity and
mortality in populations, Suburban Hospital

identify and prioritize community needs, the
Council guides and participates in the planning,
development and implementation of programs
and activities for the improvement of health in
the community served by Suburban Hospital. A
comprehensive list of Council members who
guided the development of the 2019 CHNA is
available in Appendix J.

prioritized the need to understand the unmet
health needs of our community. This process
included the development and distribution of a
community health survey tool that allowed the
collection of direct input from community
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members (See Appendix K: Community Health
Survey Tool).

The objective of the survey was to gather
community input and perspectives on the
following topics:

e Biggest health issues or concerns in the
community

Survey Data Collection
)

The survey population was sampled randomly,
which afforded the best opportunity to gain
valuable opinions of residents living in our
community. The survey was distributed jointly
by Suburban Hospital and a local medical
practice. A total of 151 surveys were collected
and utilized for data analysis. While the County-
wide health needs assessment process “Healthy
Montgomery” provides a picture of the health
status of Montgomery County residents at-large,
the findings from the survey results served as an

Figure 30. Survey Respondents
Age Group Distribution
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e Trends relative to demographics and
community health status

e Perceived health risks and benefits

e Wellness services lacking in the
community

e Barriers and services related to chronic
health conditions

¢ Recommendations for improving health
prevention programs in the community

additional primary source of information for
behaviors, needs, and opinions about various
health and community issues directly affecting
Suburban Hospital’s CBSAs. The age distribution
of survey respondents varied, but the majority
(81%) were over the age of 50 and mostly female
(55%) (See Figure 30). Survey participants
reported living primarily in Bethesda (20817 &
20814), Potomac (20854), and Rockville (20850,
20851, 20852 & 20853) (See Figure 31).

Figure 31. Survey Respondents
City of Residence
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e Health Survey Results

The survey results serve as an information guide
for the behaviors, needs, and opinions about
various issues directly affecting residents in our
CBSA zip codes. The complete survey findings
are available in Appendix L.

Figure 32. Participants Reported
Health Status (%)

1% | 1%
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subsequent mortality, and in particular for .

W Fair

responses that fall in the fair and/or poor
category. A significant number of surveyed
individuals (87%) reported to either having
excellent (30%) or good (57%) health status. A
small percentage (4%) reported having fair or
poor health status (See Figure 32). At the County
level, 89.7% of the adult population reported
their status as good or better.

Chronic Disease Prevalence. While 22% of common diagnoses present in the population

respondents (n=151) reported the absence of
any health condition, 63% reported living with at
least one chronic condition, and 35% reported
living with a least two co-morbidities. The most

were hypertension (30%) and diabetes (11%).
Other conditions reported included high
cholesterol (2.6%), asthma (3.3%), and arthritis
(6.6%). See Figure 33.

Figure 33. Prevelance of Chronic Conditions
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Health Barriers. Respondents were asked to
share the barriers keeping them from accessing
health education/prevention programs.
Participants were given nine different categories
to choose from plus an option to write an open
response. Figure 34 presents the top barriers to
health program participation, as reported by

respondents. The top three factors preventing
individuals from participating in a wellness
program include time, distance and lack of
interest. Other factors included work schedules
and family obligations. However, 9% of
participants stated they had no barriers
preventing them from participating.

Figure 34. Barriers To Program Participation
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Topics of Interest. Participants were provided
with a list of wellness topics to assess their
interest level. Whereas 42% reported not likely
to participate in a wellness program, the
remaining participants expressed interest in
weight management (24.5%), heart health

I Other Total
25%
20%
17%
% L
"16A: . 15%

10%

29% =am8%
I .5% i
0%

(16.5%), diabetes self-management (9%),
chronic disease self-management (9%), pre-
diabetes (7%), and smoking cessation (1%). In
addition, 11% listed exercise, pain management,
depression, bone health and asthma as other
areas of interest.
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8 PHASE II: PRIORITIZATION OF HEALTH NEEDS

A. IDENTIFIED HEALTH NEEDS

The datasets presented in Phase | of the
assessment were reviewed and used to measure
the magnitude of the top health problems in
Montgomery County (e.g., causes of morbidity
and mortality) and Suburban’s community. The

outcome is a comprehensive list, comprised of
14 health conditions, which served as the basis
for the priority setting process. The list of
identified health needs is presented in Table 8.

Table 8. Identified Health Needs

Top Causes of Hospitalization & | Top Causes of Hospitalization at
Emergency Room Utilization in Suburban Hospital

Leading Causes of Mortality in

Montgomery County

Cardiovascular diseases

Montgomery County
Cardiovascular diseases

Cardiovascular diseases

Cancer

Cancer

Cerebrovascular

Cerebrovascular

Cerebrovascular

Diabetes mellitus

Diabetes mellitus

Chronic respiratory diseases

Chronic respiratory diseases

Accidents (unintentional
injuries)

Accidents (unintentional
injuries)

Mental Health

Mental Health (Bipolar)

Substance Abuse

Substance Abuse (Alcohol
Abuse)

Suicide

Suicide (Major Depressive
Disorder)

Orthopedics

Influenza & Pneumonia

Influenza & Pneumonia

Septicemia

Septicemia

Nephritis

Nephritis (Kidney & UTlIs)

Alzheimer’s Disease

In Phase Il of the assessment, dialogue with key
informants was facilitated to share findings from

Suburban

Hospital’s Health Improvement
Advisory Council, health care consumer

the multiple datasets and to solicit and align
recommendations.

Suburban Hospital convened a CHNA Ad Hoc
Committee, comprised of key stakeholders from

advocates, faith-based and community-based
organizations, Montgomery County, and a local
health care provider. The Ad Hoc Committee
voiced insight into the needs of the community
and analyzed needs assessment data gaps. The
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Committee also played a critical role in the
development of the prioritization process. See
Appendix M for a list of Ad Hoc Committee
Members.

In addition to the expertise contributed by the
Committee, Suburban Hospital engaged

B. HEALTH PRIORITY SETTING

Suburban Hospital’'s Community Health and
Wellness (CHW) Division served as a key player
in shaping the CHNA process by integrating
public health knowledge, principles, and
expertise. The CHW Division acted as a public
health resource and guide, due in part to the
educational background of the staff, strong
relationships with the community and firsthand
knowledge of major health concerns, barriers
and needs. Furthermore, the Division works
collaboratively with the Montgomery County
Health and Human Services Department and
other Montgomery County Hospitals, coalitions,
community partners and leaders to ensure
common goals are established to best leverage
and provide resources to our county’s most
vulnerable residents.

Suburban Hospital’s priority setting process
consisted of comparing the health needs
identified through data research and aligning
them with Healthy Montgomery’s six county-
wide health priorities. This approach fostered a

conversations with quality health experts from
Johns Hopkins Health System, Dr. Eric Dobkin,
Vice President of Medical Affairs and Ms. Eileen
Pummer, Senior Director of Quality &
Compliancy, for their first-hand knowledge of
the major health concerns, barriers and needs
for Suburban’s patient population.

meaningful and comprehensive understanding
of the needs of the community.

The prioritization process also included
extensive discussion with the CHNA Ad Hoc
Committee members and Quality Health Experts
to help rank the critical health issues facing
Suburban’s community as identified in Table 8.

Through a voting process, the CHNA Ad Hoc
Committee selected eight top health issues from
the 14 total conditions presented in table 8.
Suburban Hospital Quality Health Experts panel
identified six. Table 9 provides a summary of the
health needs identified through our research
and community input (see page 36). The
information on this table helps to distinguish
where findings and recommendation overlap
and align with the County’s established health
priorities and health outcome findings. The data
that materialized from this analysis helped
support the prioritization process that followed.
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Table 9. Alignment of Health Priorities

Top Causes of  Top Causes of
Leading Causes of Hospitalizations/ Hospitalization/

Mortality in ED Utilization in Readmission at Healthy CHNA Ad Hoc Quality Health
Montgomery Montgomery Suburban Montgomery Committee Experts
County County Hospital Health Priorities Recommendation Recommendation
Heart disease X X X X X X
Cancer X X X X X
Diabetes Mellitus X X X X
Chronic lower respiratory
diseases X X
Accidents (unintentional injuries) X X X
Obesity X X
Behavioral/Mental Health X X X X X
Maternal & Infant Health X
Infections (i.e. septicemia) X X X X
Orthopedics X

The CHW Division integrated the identified strengthening our efficiency and achieving

health needs into Suburban’s formula for priority
setting (See Figure 36). The health needs
prioritization process consists of aligning the
identified community needs with Suburban’s
strategic priorities, integrating the hospital’s
areas of expertise into the decision making, and
applying a collective impact approach to

purposeful outcomes.

The priority setting formula helps to build a
strong connection and continuum of care to
facilitate health equity and optimal health for
our community.

Figure 36. Priority Setting Process
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C. HEALTH PRIORITY VALIDATION AND CONSENSUS

The structured priority-setting process, led by
numerous discussions based on recent health
data, guided community stakeholders to the
identification of six health priorities for
measurement and intervention via our 2019
implementation plan. Initially identified during
the first iteration of this assessment in 2013, the
data and recommendations validate the
following four chronic conditions as continued
health priorities for Suburban’s community:

e Cardiovascular Disease
e Cancer

¢ Diabetes

e Behavioral Health

These four health priorities overlap or align with
national, state, and local priorities (See Table
10). This relationship affords Suburban Hospital
the ability to align its community health
improvement efforts to existing actions to

decrease health inequities, improve access and
reduce unhealthy behaviors.

In addition to the four priorities, Suburban
identified two focus areas where an absence of
coordinated efforts and initiatives currently
exist. These two focus areas, which have been
labeled as emerging priorities for our
community, include unintentional injuries
and infections.

As outlined in this assessment, there is sufficient
evidence to suggest the need to advance
preventive approaches to minimize their future
toll in our health care system and support
optimal quality of life in our community.

The 2019 implementation plan will describe
Suburban’s approach for addressing and
evaluating these six health priorities.

Table 10. Comparison of Federal, State, and Local Health Priorities

Healthy People 2020: Leading

Maryland State Health

Healthy Montgomery 2016

Health Indicators

Mental Health, Substance Abuse, = Healthy Communities

& Tobacco

Improvement Plan 2017 (SHIP)

Behavioral Health

Access to Health Services, Clinical | Access to Health Care Cancer

Preventive Services

Nutrition, Physical Activity, and
Obesity

Maternal, Infant, and Child

Health
Social Determinants Healthy Living

Environmental Quality, Injury &
Violence

Oral Health, Reproductive and
Sexual Health

Qualitative Preventive Care

Healthy Beginnings

Obesity

Maternal and Child Health

Diabetes

Cardiovascular Health

Source: US Department of Health and Human Services, MD Department of Health and Mental Hygiene,

and Healthy Montgomery, 2019
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D. UNADDRESSED IDENTIFIED NEEDS

Suburban Hospital recognizes the importance of
supporting needs outside of the five identified
health priorities through the innovative
leveraging of resources with community
partners to improve health outcomes for
Montgomery County residents. As such,
Suburban Hospital will continue to work directly
- contingent upon resource availability - with
several community centers, organizations,
institutes, and corporations, including, but not
limited to AARP, A Wider Circle, Alpha Phi Alpha
Fraternity, = American Heart  Association,
American Red Cross, and Bethesda Cares to
support unaddressed needs and social
determinants of health affecting vulnerable
populations.

The Healthy Montgomery Steering Committee
established six official health priorities to be
tracked, measured, and evaluated based on
health inequities, lack of access, and unhealthy
behaviors over the next three years. One of
these health priorities is Maternal and Child
Health. Suburban Hospital is not in a position to
affect all of the changes required to address this
health priority given that the hospital does not
have an obstetrics designation. The reason for
not seeking this designation is because there are
several other community hospitals within 5-10

9 CONCLUSION

Suburban Hospital is committed to and invested
in caring for the community it serves. Suburban
has a long history of dedicated health initiatives
addressing the needs of vulnerable populations
including the under- and uninsured, low-income,

miles of our Bethesda location that have an
obstetrics program.

While Suburban Hospital may not be able to
address this health priority directly, the hospital
will continue indirectly support Maternal and
Child Health initiatives by providing funding and
program support to organizations that promote
the health and well-being of children and their
families.  For example, Suburban Hospital
supports the YMCA Youth and Family Services by
hosting parenting seminars at the hospital twice
ayear. Proceeds from the seminars go directly to
the YMCA and support its programming for local
families.

In addition, Suburban Hospital provides financial
support to safety net clinics in Montgomery
County that treat patients requiring obstetric or
pediatric care. The Hospital is also the official
health sponsor of Girls on the Run Montgomery
County. Girls On the Run is an organization
dedicated to inspiring girls to be healthy and
confident through running and an experience-
based curriculum. The Hospital provides
discounted CPR and First Aid training classes to
program coaches, purchases shoes and healthy
snacks for students from Title | schools, and
provides health tips on Girls on the Run
Montgomery County website.

racially and ethnically diverse, underserved
seniors and at-risk youth. In collaboration with
local community stakeholders and other aligned
organizations with a shared vision, Suburban has
always strived to meet the needs and demands
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of those who reside in Montgomery County and
beyond. Along with the establishment of Healthy
Montgomery’s Community Health Improvement
Process and specific supporting data collected
from Suburban Hospital’s community health
needs assessment, the process by which the
hospital prioritizes its efforts are more
specialized, focused and deliberate to allow it to
address the six identified health priorities:
diabetes, cardiovascular disease, cancer,
behavioral health, infections and unintentional
injuries.

Furthermore, the CHNA process has afforded
Suburban Hospital the opportunity to polish the
community health improvement lens, which will
guide the organization to a specific focus on
identifying barriers to accessing health care,

addressing community perceptions of major
health concerns, evaluating demographic,
economic and health care provider trends,
addressing lack of available health services and
leveraging resources to improve access to care
and overall quality of life.

Suburban Hospital and its partners will continue
to work diligently over the next three years to
ensure that the valuable information attained
from the CHNA is an indispensable tool to
measure and evaluate how established health
targets and goals are achieved. The health
implementation plan will continue to be an
evolving hospital strategy and process to
produce the best care and services for optimal
health and quality of life for Montgomery County
residents.
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10 APPENDICES

Appendix A. Suburban Hospital Board of Trustees 2018-2019

Name

Title, Company

Sudeep Anand, Ph.D.
Mary Ellen Beliveau
Brian Winston Cobb
Linda Courie

Jonathan Efron, M.D.

Lara Eisenberg, M.D.

Mark Futrovsky

Howard Gleckman (Chairman)
Maria Gomez

Ann S. Harrington

Norman K. Jenkins

Janine Lossing

John C. Otsuki

Lily Qi

Jacqueline (Jacky) Schultz
William J. Shaw
Alan Sheff, M.D.

Michael A. Smith, M.D.

Charles Allen Wiebe (Vice Chairman)

Barton Leonard, M.D. (Ex Officio Member)

Kevin Sowers (Ex Officio Member)

Treasurer, Smithsonian Institution (Retired)
CEO, Knowledge to Practice

Chief Technology Officer, Brown Advisory
Senior Commercial Banker

Director, Division of Colorectal Surgery
Associate Professor of Surgery, Johns Hopkins Hospital

Community Radiologist

President, Rolyn Companies, Inc.

Senior Research Associate, The Urban Institute
President & CEO, Mary’s Center
Circuit/County Administrative, Law Judge
Chairman/CEO, Capstone Development, LLC
Consultant

Chief Administrative & Compliance Officer, National Real
Estate Advisors

Office of the County Executive, Montgomery County
Government

President, Suburban Hospital

Chairman, Marriott Vacation Worldwide, Corp.

President, Potomac Physician Associates

Senior Attending Radiologist/ Director Ultrasound, MedStar
Medical Group Radiology

BIA Capital Strategies, LLC

BIA Digital Partners, LP

Medical Staff Chair

Emergency Medicine, Suburban Hospital

President, Johns Hopkins Health System

Executive Vice President of Johns Hopkins Medicine
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Appendix B. Health Priorities Indicator Progress Since 2016 Assessment

HM Core Measure Indicator by Priority Area
Behavavioral Health
Adolescent and adult illicit drug use <30 days (2012-14)
Adults with any mental illness <1yr (2012-14)
ER visits for behavioral health conditions (2017)
Suicide {2014-16)

HM Core Measure Indicator by Priority Area
Cancers
Colorectal Screening™ (2016)
Pap in past 3 years (2011-15)
Prostate cancer incidence (2011-15)
Breast cancer mortality (2011-15)

HM Core Measure Indicator by Priority Area
Cardiovascular Health
Heart disease mortality (2014-16)
Stroke mortality (2015)
High blood pressure prevalance

State

9.69
16.8

4281.5
9.2

State

73.7
719
125.7
224

State

166.9
40.1
33.1%

County

County

County

HP 2020
Goal

16.6

10.2

HP 2020
Goal

70.3
EE]

20.7

HP 2020
Goal

152.7
348
26.9

MD 2017
Goal

3152.6
9

MD 2017
Goal

MD 2017
Goal

166.3

No Change
HM= Healthy Montgomery
*Indicator Re-Defined From 2016

Suburban Hospital Initiatives

— Suburban Hospital provides multiple comprehensive
Behavioral Health Services for individuals with emotional
problems, mental illness and addictive diseases, as well as some
services designad to foster mental health

—Suburban Hospital offers support groups to help community
members manage mental stress associated with chronic and
acute health conditions

— Suburban Hospital's comprehensive community health
improvement programs foster social support, particularly
among the senior population, due to the continuous encounters
with the same population

Suburban Hospital Initiatives

- Suburban Hospital has historical partnerships with
organizations to deliver free cancer awareness programs, early
prevention and service programs for prostate, colorectal, skin,
and breast cancer

— Suburban’s Cancer Center is affiliated with the Bethesda-
based National Cancer Institute, offering patients access to
extraordinary treatment options and clinical research trials

— Cancer-focused patient navigators and support groups

Suburban Hospital Initiatives

—Through collaboration with the National Heart, Lung, and
Blood Institute (NHLBI) of the National Institutes of Health and
Johns Hopkins Medicing, Suburban Hospital's Heart Center
offers state-of-the-art cardiac surgery, angioplasty, cardiac
diagnostics and rehabilitation

—Suburban's HeartWell Program offers free cardiovascular
health education, disease management, and nutrition classes at
local senior centers throughout the county

—Through partnerships with Montgomery County Departments
of Recreation and Senior Services, Suburban Hospital offers
fitness exercise programs to the community

— Suburban Hospital has a comprehensive health and wellness
program available, including blood pressure and cholesterol
screenings, educational seminars, and free exercise programs
that promote a healthy cardiovascular system

— One-of-its kind specialty care clinic held in partnership with
Mobile Medical Care, Inc. and the National Institutes of Health,
Suburban Hospital offers comprehensive cardiovascular
treatment services including diagnostic to open heart-surgery to
uninsured Montgomery County residents at low or free cost
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HP 2020 MD 2017
HM Core Measure Indicator by Priority Area State County Goal Goal
Diabetes
Adults with diabetes (2013) 11% 7.2
ER visits for diabetes {2017) 243.7
Age-Adjusted ER Rate due to diabetes (2008-17)* 414.6
Healthy Montgomery HP 2020 MD 2017
Core Measure Indicator by Priority Area State County Goal Goal
Obesity
Total 20+ Population Physical Inactivity* 20.6% [NEEIGEI 32.6%
% adults who report consuming fruit < 1x daily (2017)* 34.3%

parcant Adults with BMI > 30.0 (Obese)* (2015) 30% [ 2 30.5%
Adolescents who are physically active daily (2017)* 17.90%
Adolescents who drank soda daily (2017)* 14%
Students who are overweight or obese (2016) 12.6 _ 16.1

Sources:

Maryland Healthcare Services and Cost Review Commission annual emergency room outpatient
discharges (HSCRC ER)

Maryland Department of Health & Mental Hygiene (DHMH), Vital Statistics Administration Annual
Birth Files, Montgomery County (V54 Births)

Maryland Department of Health & Mental Hygiene (DHMH), Vital Statistics Administration Annual
Death Files, Montgomery County (VSA Births)

Mational Survey on Drug Use and Health (NSDUH)

Mational Cancer Institute (NCI)

Maryland Behavioral Risk Factor Surveillance System (BRFSS)

Maryland Youth Risk Behavior Survey (YRBS)

American Community Survey (ACS)

Montgomery County Public Schools (MCPS)

Maryland State Health Improvement Process (SHIP)
http://dhmh.maryland.gov/ship/SitePages/Home.aspx

Healthy Montgomery http://www.healthymontgomery.org/

State Cancer Profiles http://statecancerprofiles.cancer.gov/
http://www.dartmouthatlas.org/data/table.aspx?ind=198

Community Commaons sessment.communitycommons.org

Health Indicators Warehouse http://www.healthindicators.gov/

Centers for Disease Control (CDC)

Suburban Hospital Initiatives

—Suburban Hospital’s one-of-its kind specialty care clinic held in

186.3 partnership with Mobile Medical Care, Inc. and the National

Institutes of Health offers comprehensive endocrine-related
treatment at low or free cost to the uninsured population

— A long-standing partnership with a safety-net clinic, Proyecto
Salud, provides uninsured individuals with quality diabetas
managemeant services and outpatient education

—Two regional symposia featuring breakthroughs in treatment
—Support Group for patients with diabetes

— Quarterly pre-diabetes classes

— Hospital Glucose Steering Committee & Diabetes Nursing
Champions

Suburban Hospital Initiatives

—Suburban Hospital’s longstanding partnership with Sodexho
links nutrition services, by registered dieticians, to communities
outside the walls of the hospital

—Suburban Hospital collaborates and leverages resources with
local organizations to offer free seminars, cooking demos,

10.7 walking programs, fitness programs, cocking classes to help

improve community members’ nutrition and exercise level
—Suburban Hospital offers specialized weight and chronic
disease management programs and services

- Suburban Hospital supports Community Supported Agriculture
(CSA) programs providing staff and their families the
opportunity to purchase local fruits and vegetables on hospital
property
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Appendix C. Suburban Hospital’s Primary Service Area Zip Codes

Zip
Code
20812
20813
20814
20815
20816
20817
20818
20824
20825
20827
20859
20889
20891
20892
20895
20896
20894
20847
20848
20849
20850
20851
20852
20853
20854
20857

PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA
PSA

City
GLEN ECHO
BETHESDA
BETHESDA
CHEVY CHASE
BETHESDA
BETHESDA
CABIN JOHN
BETHESDA
CHEVY CHASE
BETHESDA
POTOMAC
BETHESDA
KENSINGTON
BETHESDA
KENSINGTON
GARRETT PARK
BETHESDA
ROCKVILLE
ROCKVILLE
ROCKVILLE
ROCKVILLE
ROCKVILLE
ROCKVILLE
ROCKVILLE
POTOMAC
ROCKVILLE

State
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD
MD

County
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
MONTGOMERY
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Appendix D. Suburban Hospital 2019 Community Benefit Service Area

Suburban Hospital
2019 Community Health Needs Assessment: Community Benefit Service Area

Comparison
ED IP | Charity Vol FY16
City Zip Code | (50%) | (50%) | (50%) CBSA | SHPSA

1 BETHESDA | 20814 X X X X X
2 CHEVY CHASE 20815 X X X X X
3 BETHESDA | 20817 X X X X X
4 ROCKVILLE 20852 X X X X X
5 POTOMAC | 20854 X X X X X
6 ROCKVILLE 20850 X X X X
7 ROCKVILLE 20851 X X X X
8 ROCKVILLE 20853 X X X
9 SILVER SPRING 20906 X X X

10 SILVER SPRING 20902 X X X

11 SILVER SPRING 20910 X X X

12 SILVER SPRING 20904 X X

13 BETHESDA | 20816 X X

14 KENSINGTON 20895 X X X

DEFINITIONS

Community Benefit Service Area (CBSA)

Suburban Hospital considers its Community Benefit Service Area (CBSA) as specific
populations or communities of need to which the Hospital allocates resources through its
community benefits plan. Within the CBSA, Suburban Hospital focuses on certain target
populations such as uninsured individuals and households, underinsured and low-income
individuals and households, ethnically diverse populations, underserved seniors and at-risk
youth.

To determine the Hospital’s CBSA, data from Inpatient Records, Emergency Department
(ED) Visits, Charity Care Volume were aggregated and defined by the geographic area

Primary Service Area (PSA)

A PSA or primary service area is defined as the postal zip code areas from which 60
percent of a hospital’s inpatient discharges originated during the most recent 12 month
period. This information is provided by the Maryland Health Services Cost Review
Commission (HSCRC).
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Appendix E. Heart Failure Data at the Zip-Code Level, Montgomery County

Age-Adjusted ER Rate due to Heart Failure
Zip Code

Data Source: The Maryland Health Services Cost Review Commission
Measurement Period: 2009-2011

Columbia

Germanto

Sterling
o © e 0 o
0.8 0.8-1.8 1.8-22 22-26 26-39 N/A
ER visits per 10,000 population 18+ years
March 1, 2019 www.healthymontgomery.org

There are 17 Zip Code values. The lowest value is 0.8, and the highest value is 3.9. Half of the
values are between 1.7 and 2.5. The middle (median) value is 2.
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Age-Adjusted Hospitalization Rate due to Heart Failure
Zip Code

Data Source: The Maryland Health Services Cost Review Commission
Measurement Period: 2009-2011

g
Frederick
LANEC
Baltimore
2 * Columbia
SETEN A
SSpEn Sl
Sterling ‘\
; Ann
Reston Bowie
Washington
Centreville
Alexandria
o © e o o
2.2-89 82-157 15.7-19.5 19.5-259 25.9-36.1 N/A
hospitalizations per 10,000 population 18+ years
March 1, 2019 www.healthymontgomery.org

There are 35 Zip Code values. The lowest value is 2.2, and the highest value is 36.1. Half of the
values are between 14.25 and 21.9. The middle (median) value is 18.8.
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Appendix F. Ten Leading Causes of Unintentional Injuries by Age Group
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National Estimates of the 10 Leading Causes of Nonfatal Injuries
Treated in Hospital Emergency Departments, United States - 2017

10-14

15-24

Unintentional

Unintentional

Unintentional ~ Unintentional  Unintentional Struck Struck Unintentional ~ Unintentional ~ Unintentional ~ Unintentional  Unintentional
Fall Fall Fall By/ Against By Against Fall Fall Fall Fall Fall
120,007 699,107 530,390 451,267 755,114 647,408 623,997 828,731 1,047,959 2,970,720
2 Struck Struck Struck "“'"lF"a"I'I"’""' u"“g}'"“‘“ m"é;":::: Other ther Struck
By/Against By/Against By, Against 451,183 671,408 579,446 Specified Specified Spegified By, Against By/Against
23,356 254,793 323,525 " " | 436,726 473,983 356,187 312,954 3,685,012
intenti Uni i Uni i T S intenti Uni i . . . .
Unintentional L L Unintentional
Other Other Other . Struck Struck - Struck . .
| wehe | seshe | s | gt BTN olih | shan | Ofen | ek | Opeten | oot
13,505 139,941 107,577 3 * 528,104 396,695 " 278,211 ! e
um"{;?:::?“al Uni i Uni i i i L Unlnée':'l;l‘t;lunal Unintentional u““étt?"ng: L WSSl Unintentional |~ Unintentional
4 Specified Foreign Body Cut/Pierce Cut/Pierce Overexertion Specified Overexertion By/ Against Overexertion MV-Occupant  MV-Decupant
9.737 121,422 88,488 99,249 493,072 517,628 395,791 360,767 258,488 215,666 2,500,353
i i L Uni Unintentional |y insentional | Unintentional [RIL G ] IR Unintentional | Unintentional
5 Foreign Body Cut/Pierce Overexertion v i fd Cut/Pierce Overexertion MV-Occupant MV-Occupant Cut/Pierce Other Specified
8,618 60,421 65,413 T 345,082 482,430 381,110 249,192 162,819 2,365,801
Ii?'i':';ﬁ;':ii::fl LDIENIGIE N Unintentional  Unintentional Unin&emn;irnnal Unintentional Uninste'l:ganal Unintentional
6 . Overexertion MV-Occupant  MV-Occupant - MV-Occupant . Cut/Pierce
Suffocation 58,727 53,791 64,349 Spedified 331,388 Specified 1,823,358
8,518 ' ! ! 331,389 " 143,563 e
Unintentional Umna%r:;nnal Unintentional “;mg:";i?:fl nmesr:ﬁ"“‘ Unintentional | Unintentional | Unintentional | Unintentional
7 Fire/Bum Specified Foreign Body Sting By/Against Cut/Pierce Cut/Pierce Cut/Pierce Cut/Pierce
7,567 47,348 52,756 57,014 312,205 372,787 269,865 235,597 184,284
Unintentional | . " uni . Other Assault* Other Assault* | Other Assault* | Other Assault* | Unintentional | Unintentional | Other Assault*
. Itk Struck Struck ck Other Other Struck
8 Unspegified F:{‘l”f(f;é" P”g;‘ g’!“‘;m By/Against By/Against | By/Against | By/Against | Bite/Sting Bite/Sting | By/Against
4,618 ! " 54,366 355,927 212,483 171,022 115,933 116,191 1,261,580
L 1 PR L Uni i intenti Unintenti Other Assault* | Unintentional | Unintentional
: Unknown/ : : Other Other Other Other Struck Unknown,/ Other
9 cupBierce | unspesified DosBiie | PedaiDist | mite/ting | Bite/Sting | Bite/Sting | Bite/Sting | ByAsainst | Unspecified | Bite/Sting
" 38,207 " " 147,861 176,855 131,323 135,907 95,550 96,304 1,142,130
i Unintenti Unintenti F— Unintenti i n Unintenti Uni -
10 Unknown/ Other Transport Unknown/ Unknown,/ Unknown/ Unknown, Unknown,/ Other Unknown,/
Unspecified 0, 8?6m Unspecified Unspecified Unspecified Unspecified Unspecified Transport Unspecified
32,336 ! 122,980 120,116 98,759 95,913 78,898 79,829 755,567

*The “Other Assault” category includes all assaults that are not classified as sexual assault. It represents the majority of assaults.

Data Source: NEISS All Injury Program cperated by the Consumer Product Safety Commission (CPSC).

Produced by: National Center for Injury Prevention and Control, CDC using WISQARS™

Centers for Disease
Control and Prevention
National Center for Injury
Prevention and Control
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Appendix G. Behavioral Health Diagnosis as seen at Suburban Hospital’s Emergency

Department

Sum of ED_Visits

Row Labels

Acute stress reaction

Alcohol abuse with intoxication, uncomplicated

Alcohol abuse with intoxication, unspecified

Alcohol abuse, uncomplicated

Alcohol dependence with withdrawal delirium

Alcohol dependence with withdrawal, uncomplicated

Alcohol dependence with withdrawal, unspecified

Anxiety disorder, unspecified

Bipolar disorder, current episode depressed, severe, with psychotic features
Bipolar disorder, current episode depressed, severe, without psychotic features
Bipolar disorder, current episode manic severe with psychotic features
Bipolar disorder, unspecified

Major depressive disorder, recurrent severe without psychotic features
Major depressive disorder, recurrent, moderate

Major depressive disorder, recurrent, severe with psychotic symptoms

Major depressive disorder, single episode, severe without psychotic features
Major depressive disorder, single episode, unspecified

Other psychoactive substance abuse, uncomplicated

Panic disorder (episodic paroxysmal anxiety)

Postconcussional syndrome

Schizoaffective disorder, bipolar type

Schizoaffective disorder, depressive type

Schizophrenia, unspecified

Unspecified dementia with behavioral disturbance

Unspecified psychosis not due to a substance or known physiological condition
Grand Total

Calendar Year -7
2016
4
135
63
57
53
100
37
102
22
31
20
39
144
5
28
28
148
18
28
34
32
16
44
8
50

2017 2018 Grand Total

26
258
150

92

58
248

85
172

39

52

32

81
248

26

47

50
266

28

41

58

59

26

63

21
101

13
141
152

76

36
335

94
162

22

60

26

75
287

36

88

36
194

16

53

37

77

43

60

35

86

1246 2327 2240

43
534
365
225
147
683
216
436

83
143

78
195
679

67
163
114
608

62
122
129
168

85
167

64
237

5813
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ED Behavioral Health Diagnosis for Suburban's CBSA
Dates: FY17, 18, 19 (thru Nov 30, 2018)

Sum of ED_Visits
PRIM_DX
=IF03.91
-IF07.81
=/F10.10
=/F10.120
-/F10.129
=/F10.230
=/F10.231
-IF10.239
-IF19.10
-IF20.9
=IF25.0
=IF25.1
-IF29
-IF31.2
-F31.4
-F31.5
-/F31.9
-IF32.2
-IF32.9
=IF33.1
=IF33.2
-IF33.3
-IF41.0
-IF41.9
-IF43.0
Grand Total

~ | PRIM_DX_NAME o

Unspecified dementia with behavioral disturbance
Postconcussional syndrome

Alcohol abuse, uncomplicated

Alcohol abuse with intoxication, uncomplicated
Alcohol abuse with intoxication, unspecified
Alcohol dependence with withdrawal, uncomplicat
Alcohol dependence with withdrawal delirium
Alcohol dependence with withdrawal, unspecified
Other psychoactive substance abuse, uncomplicate
Schizophrenia, unspecified

Schizoaffective disorder, bipolar type
Schizoaffective disorder, depressive type
Unspecified psychosis not due to a substance or kn
Bipolar disorder, current episode manic severe wit
Bipolar disorder, current episode depressed, sever
Bipolar disorder, current episode depressed, sever
Bipolar disorder, unspecified

Major depressive disorder, single episode, severe
Major depressive disorder, single episode, unspeci
Major depressive disorder, recurrent, moderate
Major depressive disorder, recurrent severe witho!
Major depressive disorder, recurrent, severe with |
Panic disorder (episodic paroxysmal anxiety)
Anxiety disorder, unspecified

Acute stress reaction

PAT 21T,
20815

8

5

14

242

20816

10

13

R R, Wwo N a

EN

11

10

10

105

20817

20850

220

20852
14
11
14
38
26
29

9
7
5
4
11
4
23
5
18
4
17
13
44
10
54
18
15
49
10
452

20853

14

13

NP R WA WA N [F

= = N
SN SRS

[y
N
5]

20854

N O A D ONNORAENND

N
© w =N w
N2 NS R WO

20895 20906 Grand Total

4
4
8

1
8
8
11
16
33
10
12
3
10

43
65
81
197
141
212
39
56
23
45
65
36
98
39
55
24
75
54
271
46
258
67
62
215
25
2292
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Appendix H. Readmission Data for the Suburban’s Community Benefit Service Area

——— KNEE JOINT REPLACEMENT ———SEPTICEMIA & DISSEMINATED INFECTIONS
——— MAJOR DEPRESSIVE DISORDERS & OTHER/UNSPECIFIED PSYCHOSES ———ALCOHOL ABUSE & DEPENDENCE
—— CVA & PRECEREBRAL OCCLUSION W INFARCT —— OTHER PNEUMONIA

20906
20814 20910

20815 ' 20904

20816 20908
20817 — - 20895
20850 , 20854
20851 20853
20852
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Appendix I. Healthy Montgomery Steering Committee Members

Organization

Name of Key

Title

Collaboration

Collaborator Description
Manna Food Center Jackie DeCarlo (Co-Chair) | Executive Director Co-chair
Montgomery County Travis Gayles, M.D. County Health Officer and | Co-chair
Department Health and Chief Public Health
Human Services Services
Montgomery County Jonathan Brice Associate Superintendent Member
Public Schools
Montgomery County Raymond Crowel, PsyD. | Chief, Behavioral Health Member
Department Health and and Crisis Services
Human Services
Maryland General Delegate Bonnie Cullison | Member of the House of Member
Assembly Delegates
Primary Care Coalition of Leslie Graham President & Chief Member
Montgomery County Executive Officer
Kaiser Permanente Amy Gyau-Moyer Program Manager, Member
Community Health and
Benefits
Commission on Health Michelle Hawkins Member, African American | Member
Health Program
Montgomery County Amy Lindsey Senior Planner Member
Department of Planning
Adventist HealthCare Marilyn Lynk Executive Director Member
MedStar Montgomery Dairy Marroquin Community Outreach Member
Medical Center Coordinator
Holy Cross Hospital Kimberley McBride Vice President, Community | Member
Health
Ronald D. Paul Companies | Kathy McCallum Controller Member
EveryMind (Mental Health Member
Association of
Montgomery County)
Carefirst Blue Cross Blue Beatrice Miller Senior Regional Care Member
Shield

African American Health
Program

Member
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Montgomery Parks

Rachel Newhouse

Park Planner Coordinator

Member

Asian American Health Nguyen Nguyen, M.D. Member Member
Initiative
Montgomery County Samuel Oji Chief, Enhanced Mobility Member
Department of and Senior Services
Transportation Section
Clinica Proyecto Salud Cesar Palacios, M.D. Executive Director Member
Latino Health Initiative Member
Montgomery County Robin Riley Division Chief Member
Recreation Department
Suburban Hospital Monique L. Sanfuentes Administrative Director, Member
Community Affairs &
Population Health
Georgetown University Michael Soto, Ph.D. Professor Member
School of Nursing and
Health Studies
Department of Housing Myriam Torrico Community Program Member
and Community Affairs Manager
Montgomery County Elijah Wheeler Deputy Executive Director | Member

Collaboration
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Appendix J. Suburban Hospital Community Health Improvement Advisory Council

Organization

Name

Title

Description

Capstone Development,
LLC

Norman Jenkins

Founder and CEO

Chairman of Suburban Hospital’s
Community Benefit Advisory Council;
Facilitates Advisory meetings;
Suburban Hospital Board of Trustees

A Wider Circle

Mark Bergel, Ph.D.

Founder and Executive
Director

Member of Suburban Hospital’s
Community Benefit Advisory Council;
offers unique community perspective
as his organization works with the
underserved population.

Total Wine and More

Vanessa Bernarding

Sr. Director, Human
Resources

Member of Suburban Hospital’s
Community Benefit Advisory Council

Community Advocate

Belle Brooks O’Brien

Resident of Montgomery
County

Member of Suburban Hospital’s
Community Benefit Advisory Council;
Suburban Hospital Board of Trustees

Healthcare Initiative Crystal Carr Townsend | President Member of Suburban Hospital’s
Foundation Community Benefit Advisory Council
Bradley Hills Village Betsy Carrier Treasurer Member of Suburban Hospital’s

Community Benefit Advisory Council

Community Physician

Diane Colgan, M.D.

Former Medical Staff Chair
for Suburban Hospital

Member of Suburban Hospital’s
Community Benefit Advisory Council;
Suburban Hospital Board of Trustees

Bethesda Chevy Chase
Regional Services Center

Ken Hartman

Regional Services Director

Member of Suburban Hospital’s
Community Benefit Advisory Council;
host facility for many CHW programs

YMCA of Metropolitan
Washington

Carla P. Larrick

Vice President of
Operations

Member of Suburban Hospital’s
Community Benefit Advisory Council

Girls on the Run,
Montgomery County

Elizabeth McGlynn

Executive Director

Member of Suburban Hospital’s
Community Benefit Advisory Council;
Suburban Hospital supports GOTR as
it official health sponsor providing
financial support, training for
coaches and health education at bi-
annual races

Chevy Chase Trust

Stacy C. Murchison

Chief Marketing Officer

Member of Suburban Hospital’s
Community Benefit Advisory Council

AQUAS, Incorporated

Carmen Ortiz Larsen

President

Member of Suburban Hospital’s
Community Benefit Advisory Council
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Montgomery County
Police Department

Michael Prather

Officer

Member of Suburban Hospital’s
Community Benefit Advisory Council;
Partners with CHW to bring safety
information to the Hospital's CBSA
community

Community Physician

Michael A. Smith, M.D.

Radiologist and brother of
Alpha Phi Alpha Fraternity,
Montgomery County
Chapter

Member of Suburban Hospital’s
Community Benefit Advisory Council;
Partners with CHW in bringing health
education to Alpha Phi Alpha
Montgomery County Chapter

American University

Anastasia Snelling,
Ph.D.

Professor and Department
Chair, Health Studies

Member of Suburban Hospital’s
Community Benefit Advisory Council

Montgomery County
Police Department

Dana Stroman

Officer

Member of Suburban Hospital’s
Community Benefit Advisory Council;
Partners with CHW to bring safety
information to the Hospital’s CBSA
community

Aronson, LLC

Michael K. Yuen

Certified Public Accountant

Member of Suburban Hospital’s
Community Benefit Advisory Council
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Appendix K. Community Survey Tool

Patient Education Needs Questionnaire

1.  What is your residential zip code? Gender: M OF
2. Whatis your age?
d21-30 041-50 O61-70 C81-50
J031-40 051-60 O71-80 O=90

3. How would you rate your health in general?
L Excellent 0 Good O Fair U Poor

4. What health conditions do you have? Check all those that apply.

Diabetes

COPD

Cancer

High blood pressure
Heart disease

Other:

None

Do not wish to answer

1 I I I A

5. How likely are you to attend a wellness education class?

O Very likely JSomewhat Likely O Not likely

if you answered “not likely” to attend a class, what would motivate you to attend a class?

6. How far are you willing to travel for a wellness class? Please check one.
J  Lessthan 30 minutes
O Up to 45 minutes
O Uptoanhour
O Mo preference
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7. What is a convenient time for you to attend a wellness class? Check all that apply.

Morning (10-11:30 am)
Afternoon (between 2-4 pm)
Early evening (5:30 or later)

g. Use the list provided below to indicate your level of interest in wellness topics

Class Mot interested
a. Weight Management and Nutrition 1
b. Diabetes self-management 1
c. Pre-diabetes management 1
d. Smoking cessation 1
e. Heart health 1
f. Chronic disease self-management 1

Please list topics of interest not mentioned above:

somewhat Interested

3

3
3
3
3
3

Very Interested

9. Will any of the following factors prevent you from attending a wellness class? Check those that

apply.

Lack of transportation

Cost of class

Time of day class will be offersd
Lack of motivation

Language

Lack of interest

Distance from home

Mo factors

Cther:

if vou have any additional comments that vou would like to share with us, please write them on the space

provided below or send an e-mail to prios@jhu.edu.

Once again thank you for answering the questions
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Appendix L. Community Survey Results

Patient Education Needs Survey Results 2018
Total Number of Surveys Collected (N) = 151

1. Gender
Male Female Blank Total
Respondents 53 (35%) 83 (55%) 15 (10%) 151
2. Reported Health Status
Over 50 YRS (N= 50 & Under (N=24)
;I:aatll:: 112) Blank Total
Female Male Female Male (N=15)
Excellent 20 8 9 4 4 45 (30%)
Good 42 28 4 3 9 86 (57%)
Fair 6 7 1 1 1 16 (11%)
Poor 0 1 0 1 0 2 (1%)
Blank 0 0 1 0 1 2 (1%)
Total 68 44 15 9 15 151 or 100%
3. Reported Chronic Conditions by Participants (N=151)
Condition Female Male Blank Total
Diabetes 8 11 3 22 (11%)
COPD 2 2 0 4 (2%)
Cancer 5 2 2 9 (5%)
High Blood Pressure 33 20 6 59 (30%)
Heart Disease 5 4 0 9 (5%)
Other lllness 26 7 2 35(18%)
No health conditions 23 13 6 42(22% )
Did not wish to answer 3 1 0 4 (2%)
Blank 3 7 0 10 (5%)
Total 108 67 19 194 or 100%

While 22% or 42 of respondents (n=151) reported no current health conditions, a total of 95 individuals
or 63% reported living with at least one chronic condition, and 7% or 14 individuals did not provide an
answer. Among those who reported a health condition, a total of 33 individuals (35%) reported living
with a least two co-morbidities. The most prominent conditions reported by participants were
hypertension (30%) and diabetes (11%). Other conditions reported included: high cholesterol (2.6%),
asthma (3.3%), and arthritis (6.6%).
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4. Likelihood to Attend a Wellness Class based on Age and Gender

Scale Over 50 YRS (N=112) 50 & Under (N=24) Blank Total
Female Male Female Male (N=15)

Very likely to attend 8 4 2 1 3 18 (12%)
Somewhat likely to 32 20 7 1 8 68 (45%)
attend
Not likely to attend 26 20 6 7 4 63 (42%)
Blank 2 0 0 0 0 2 (1%)
Total 68 44 15 9 15 151

57% reported either “very likely to attend a class” or “somewhat likely.” Participants who reported “not
likely to attend” a class were asked to explain what would motivate them to attend a class. The main
motivating factor reported was money. That is if participants were paid to attend a class. Other
participants indicated (1) having more serious health issues and (2) if the class provided new
information, they did not already know as additional motivating factors to participation.

5. Likelihood to Attend a Wellness Class based on Number of Present Chronic Condition

Scale One Chronic Condition | 2+ Chronic Conditions Total
N=95 N=33

Very likely to attend 13 (13%) 5(15%) 18 (14%)
Somewhat likely to 45 (47%) 20 (61%) 65 (51%)
attend
Not likely to attend 37 (39%) 8 (24%) 45 (35%)
Blank 0 0 0
Total 95 33 128

Participants who are more likely to attend a class are those living with a chronic condition. The
likelihood to attend a class increases as the number of chronic conditions increases.

6. Prefer travel time to class*

Distance in Time Over 50 YRS 50 & Under Total
Less than 30 min 93 21 114 (74%)
Up to 45 min 8 3 11 (7)
Up to 1hr 1 1 2 (1%)
No time preference 11 3 15 (10%)
Did not response 11 2 12 (8%)
Total 124 30 154
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7. Preferred time for class*

Time of Day Over 50 YRS 50 & Under Total
Morning class 34 6 40 (24%)
Afternoon class 30 5 35 (21%)
Evening class 35 13 48 (29%)
Did not response 33 8 41 (25%)
Total 132 32 164
8. Classes & Level of Interest
a) Weight Management
Scale Over 50 YRS (N=112) 50 & Under (N=24) Blank Total
Female Male Female Male (N=15)
Not interested 20 5 3 4 3 350r23%
Somewhat 18 19 3 0 5 45 or 30%
interested
Very interested 16 8 5 3 5 37 or 24.5%
Did not response 14 12 4 2 2 34 or 22.5%
Total 68 a4 15 9 15 151
b) Diabetes Self-Management
Scale Over 50 YRS (N=112) 50 & Under (N=24) Blank Total
Female Male Female Male (N=15)
Not interested 30 21 10 5 9 75 or 50%
Somewhat 4 3 0 1 0 8 or5%
interested
Very interested 5 6 0 1 2 14 or 9%
Did not response 29 14 5 2 4 54 or 36%
Total 68 44 15 9 15 151
c) Pre-Diabetes
Scale Over 50 YRS (N=112) 50 & Under (N=24) Blank Total
Female Male Female Male (N=15)
Not interested 30 19 9 5 9 72 or 48%
Somewhat 6 4 0 1 0 11or7%
interested
Very interested 6 2 1 1 2 12 or 8%
Did not response 26 19 5 2 4 56 or 37%
Total 68 44 15 9 15 151
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d) Smoking Cessation

Scale Over 50 YRS (N=112) 50 & Under (N=24) Blank Total
Female Male Female Male (N=15)
Not interested 37 25 10 6 9 87 or 58%
Somewhat 1 1 0 0 0 20r1%
interested
Very interested 0 0 1 0 1 20r1%
Did not response 30 18 4 3 5 60 or 40%
Total 68 44 15 9 15 151
e) Heart Health
Scale Over 50 YRS (N=112) | 50 & Under (N=24) Blank Total
Female Male Female Male (N=15)
Not interested 18 10 7 4 4 43 or 28%
Somewhat 19 10 2 0 5 36 or 24%
interested
Very interested 7 12 1 3 2 250r17%
Did not response 24 12 5 2 4 47 or 31%
Total 68 44 15 9 15 151
f) Chronic Disease Self-management
Scale Over 50 YRS (N=112) 50 & Under (N=24) Blank Total
Female Male Female Male (N=15)
Not interested 29 20 10 4 5 68 or 45%
Somewhat 3 4 0 1 1 9 or 6%
interested
Very interested 8 2 0 1 3 14 or 9%
Did not response 28 18 5 3 6 60 or 40%
Total 68 44 15 9 15 151

Based on responses, the level of interest in classes are as follows (listed from highest level of interest to
lowest): weight management class (24.5%), heart health class (16.5%), diabetes self-management class
(9%), chronic disease self-management (9%), pre-diabetes (7%) and smoking cessation (1%). 17 (11%) of
151 participants listed other topics of interest, which included exercise, pain management, depression,
bone health and asthma.
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9. Barriers to Health Education Participation*

Scale Over 50 YRS 50 & Under Blank Total
Female Male Female Male

Transportation 2 1 0 0 0 3 (1%)
Cost 14 8 3 2 1 28 (12%)
Time 20 15 6 4 3 48 (20%)
Lack Motivation 11 9 4 3 3 30 (12%)
Language 0 0 0 0 0 0 (0%)
Lack of interest 15 12 5 3 4 39 (16%)
Distance 18 13 6 1 4 42 (17%)
No Factor 7 7 2 1 4 21 (9%)
Other 9 4 0 0 0 13 (5%)
Did not Respond 11 4 2 1 2 20 (8%)
Total 107 73 28 15 21 244 (100%)

The top 3 factors prevention individuals from participating in a wellness program include time, distance,
and lack of interest. Other factors mentioned, but not listed above included a work schedule and family
obligations.

10. Zip Code Breakdown

Survey participants reside in 39 zip codes, originating from 25 different cities in 9 counties across the
National Capital Region. Majority of respondents (84%) live in Montgomery County. 72% of Montgomery
County residents who participated in the survey reported living in Bethesda (20817 & 20814), Potomac
(20854) and Rockville (20850, 20851, 20852 & 20853).

Survery Respondents Residence by County
% 1%

1
1% 1%
o_\_\l%/_ = Alexandria
1% 1%
4% = = Anne Arundel
// Arlington

m Dictrict of Columbia

= Fairfax

m Frederick

= Howard

= Montgomery
Prince George's

= Blank

62|Page



Montgomery County Survey Respondents by City

Q

Boyds
_ 1%
Cabin John

4%
Chevy Chase
- Clarksburg 5%

*
\ Gaithersburg
Olney

Kensington 4%

Montgomary
village 2% 2%

11. Age Breakdown

AGE GROUP DISTRIBUTION

81-90 >9°021;30 31-40
4% 1% 3% 4%

26%

*Total does not equal 151 because respondents provided more than one answer.
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Community members are invited to submit their comments and/or questions in response to
Suburban’s 2019 CHNA via email at SHI-Health4u@jhmi.edu or by phone at 301-896-3572.
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INTRODUCTION

Suburban Hospital is a community-based, not-for-profit hospital serving Montgomery
County, Maryland and the surrounding area since 1943. The hospital provides all major
services except obstetrics. One of nine regional trauma centers in Maryland, the
Hospital is the state-designated level Il trauma center for Montgomery County with a
fully equipped helipad. Suburban Hospital’'s Emergency/Shock Trauma Center treats
more than 45,000 patients a year.

The Hospital's primary services include:

» Comprehensive cancer and radiation oncology center accredited by the American
College of Surgeons Commission on Cancer;

e Heart center providing specialty cardiac surgery, elective and emergency angioplasty
as well as inpatient diagnostic and rehabilitation services;

e Orthopedics with joint replacement and physical rehabilitation;

e Behavioral health;

 Neurosciences including a designation as a Primary Stroke Center and a 24/7 stroke
team;

e Pediatrics and senior care programs.

Suburban Hospital has achieved the Gold Seal of Approval™ by The Joint Commission
for its joint replacement program. Other offerings include a state-of-the-art diagnostic
pathology and radiology departments; an Addiction Treatment Center with
detoxification, inpatient and outpatient programs for adolescents and adults;
prevention and wellness programs; and a free physician referral service (Suburban On-
Call). During fiscal year 2019, Suburban Hospital was licensed to operate 226 acute
care beds and had 13,506 inpatient admissions. In 2019, Suburban received the
prestigious Magnet designation for nursing excellence from the American Nurses
Credentialing Center.
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BACKGROUND

Under Section 501(c)(3) of the Internal Revenue Code, non-profit hospitals may qualify
for tax-exempt status if they meet certain federal requirements. In addition to the
general requirements, the 2010 Patient Protection and Affordable Care Act (ACA)
included additional obligations specifically for hospital facilities, one being the
provision of a Community Health Needs Assessment (CHNA) and associated
implementation strategy once every three years.

In Fiscal Year 2019, Suburban Hospital conducted its third CHNA since the
implementation of these requirements. The CHNA utilizes scientifically-valid health
indicators and comparative information to identify the most important health issues
affecting the community in which the hospital operates, an area referred to as the
Community Benefit Service Area (CBSA).

Health issues identified were prioritized based on primary and secondary data and
stakeholder input. The 2019 CHNA prioritized the following five health priorities:
e Behavioral health;

e Cancer,

* Diabetes;

* Heart disease;

e Infections, and

e Unintentional injury.

The full report is available to the public at www.SuburbanHospital.org.
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BACKGROUND

This report describes Suburban Hospital’s implementation strategy for addressing the
significant health needs in the CBSA in order to improve health status and quality of care,
while building upon and strengthening the community’s existing infrastructure of services
and providers. In accordance with IRS Section 501(r)(3), Community Health Needs
Assessment for Charitable Hospital Organizations, this report represents Suburban
Hospital's written plan to describe how it will address each identified health need,
specifically noting the actions the hospital intends to take and the anticipated impact of
these actions. The report lists the resources committed to address each health need, as
well as planned collaboration between the hospital facility and other organizations to
address the needs.

Suburban Hospital's work is not conducted in a silo. Where possible, efforts are taken to
align other initiatives with the shared mission of improving the health of Montgomery
County. The County's health improvement process is referred to as Healthy Montgomery.
As a result of using similar data sources and stakeholders in setting local priorities over
the years, the summary of key findings is similar, if not identical across both
assessments.

IMPLEMENTATION STRATEGY / PAGE 5



KEY TERMS

The following terms are used throughout this report to clarify how the community
health implementation plan operates:

DESIRED OUTCOME

The observed short- to mid-term effects of an activity or output.

IMPACT

The degree to which an outcome is attributable to the activities completed and
not confounding factors.

STRATEGY

A plan of action outlined to achieve the desired outcome, recognizing that
additional steps are required in coordination with both internal and external
stakeholders to achieve progress toward long-term impact.

INTERSECTING STRATEGIES

A set of strategies that apply to multiple health priorities.

ACTION PLAN

A set of steps taken to accomplish a given strategy.

PARTNERSHIPS

Internal and external stakeholders committed to strategies that align with
common desired outcomes to improve community health.
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THE COMMUNITY WE SERVE

Suburban Hospital is located in Montgomery County, Maryland, which shares the
northern border of the nation’s capital. With a population of 1.05 million people,
Montgomery County represents nearly 12% of the state’s population of 6.05
million. Due to its proximity to Washington, DC, the county has a richly diverse
community, of which nearly 40% speak a language other than English at home.
Sixty percent of residents are White, 19.7% are Black or African American, and

15.6% are Asian. Montgomery County also has the largest population of

Hispanics/Latinos in the state, at 19.6% of the total population.
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Montgomery County has an aging population. Fifteen percent of the population is
65 years or older. The average life expectancy for county residents is 84.8 years,
which is longer than that of the state (79.1 years).

The target population strongly influences the way in which Suburban Hospital
approaches community health improvement and implementation strategies to
address its identified health priorities. Because such an in-depth and deliberate
approach was taken to define the community benefit service area, it is applied
consistently throughout this report unless expressly stated.

Specific activities may target a select population, such as those age 65 and older,
or people who are uninsured. As previously noted, regardless of the people
addressed in any specific element of the implementation strategy, health equity is
embedded throughout all of Suburban Hospital’s health improvement work. To live
out our mission of improving health with skill and compassion, it is imperative, that
we ensure everyone has the opportunity to live a healthier life, regardless of who
they are, where they live, or how much money they earn.

IMPLEMENTATION STRATEGY / PAGE 8
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SUBURBAN'S COMMITMENT

Suburban Hospital dedicates a variety of resources to carry out its implementation
strategy. This strategy is encompassed within the hospital’s community benefit
process, which measures all activities that exceed the hospital's charge of direct
patient care and operations. Community benefit is a planned, organized and
measured approach by a non-profit health care organization to meet identified
community health needs within its service area. Resources are grouped and
measured across several areas, including mission-driven health care services,
community health services and community-building activities, among others.
These activities represent the Hospital's commitment to identified community
needs in the form of time spent addressing health improvement above and beyond
a typical scope of work. In addition to delivering high-quality clinical care, our
employees dedicate their time providing health education in the community,
volunteering at specialty care clinics and organizing learning activities to support
physical activity and mentorship for youth. To learn more about how Suburban
Hospital utilizes a strategic, thoughtful approach to health improvement in the
community, refer to the Community Health Improvement Report at
www.suburbanhospital.org.
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LENSES: A VIEW OF THE
WHOLE PERSON

The World Health Organization (WHO) defines health as a state of complete
physical, mental, and social well-being and not merely the absence of disease or
infirmity. This definition aligns firmly with the hospital’s mission to improve
health with skill and compassion. The 2019 CHNA identified health priorities as a
set of diseases or conditions, Suburban Hospital fully acknowledges that health
improvement addresses the whole person and not just their health condition. An
individual’s overall health is linked not just to the medical care they receive, but
to the conditions in which they live, learn, work and play. These conditions are
also known as social determinants of health. To fulfill the WHO definition of
health, Suburban Hospital applies three lenses through which the whole person is
viewed: access to care, healthy behaviors and health equity. These lenses are
used to sharpen the focus on the complex health needs of the community, while
also highlighting and leveraging the vast wealth of resources in Montgomery
County. Suburban Hospital defines these lenses as the following and applies them
in this report, CHNA and Community Benefit Report (CBR):

Access to Care: Create opportunities to enable and promote
connections across health care, social services and public health
\\ systems to meet the needs of individuals and communities.

Healthy Behaviors: Provide individuals and families with the
knowledge and tools to make choices that lead to the healthiest
lives possible.

Health Equity: Ensure that everyone has the opportunity to live
a healthier life, no matter who they are, where they live, or how
much money they make.
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HEART DISEASE

Cardiovascular Disease (CVD) is not a single disease, but an umbrella term for multiple conditions that
involve the narrowing or blockage of the blood vessels of the heart, brain and circulatory system.

Impact

Reduce the mortality rate from heart disease and stroke

Desired Qutcomes

1.Individuals understand the risks associated with their condition

2.Individuals with poorly or uncontrolled hypertension are identified

3.ldentified individuals are referred to a provider and linked to ongoing health and wellness programs for
monitoring

Strategies

1
2

Partnerships

& e American Heart Association » Mobile Medical Care, Inc.
% e American Lung Association e Montgomery County Department of Health
’  Benjamin Gaither Center and Human Services
#ﬁ * Friendship Heights Village Center  National Institutes of Health
 Glenarden Senior Nutrition Program * Prince George's County Department of
 Holiday Park Senior Center Recreation
 Lakeview House Apartments  Rockville Senior Center

Spellman House Apartments
» Waverly House Apartments

e Margaret Schweinhaut Senior Center
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HEART DISEASE

ACTION PLAN

Provide free or low-cost access to specialty providers,
diagnostic screenings, treatment and rehabilitation

» MobileMed/NIH Heart Clinic at Suburban Hospital
 Johns Hopkins Community Physicians Heart Care

Create ongoing opportunities to connect 1:1 with a
health professional to assess risks and receive
counseling

 Blood pressure screenings at Montgomery County and Prince George's County
Senior Activity Centers and housing units
e HeartWell Know Your Numbers clinics

Deliver ongoing opportunities for individuals to eat
better and move more

=

Cooking demonstrations
Dine, Learn & Move
Gentle Yoga for Seniors
Healthy Choices

Healthy Weigh

Nutrition One-on-One
Pilates for Seniors
Senior Shape

Tai Chi

Yoga From the Heart

/
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HEART DISEASE

ACTION PLAN, CON'T

Provide ongoing health education seminars and classes

e Aging in Place Forums

Annual Women's Health Symposium

Annual Women's Health Symposium

Chronic Disease Self-Management Program
Community seminars at Senior Activity Centers

Connect CHF patients to clinical access points

e HeartWell Know Your Numbers clinics
e Deployment of Transition Guide Nurses for care managment
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DIABETES

Diabetes is a disease that occurs when blood glucose, or blood sugar, is too high because the body does
not properly process food for use as energy.

Impact

Reduce diabetes prevalence and associated health complications

Desired Outcomes

1.Individuals understand the risks associated with their condition
2.Individuals with diabetes are referred to an appropriate disease prevention or management program

Strategies

1
2

Partnerships

¥

Y

 Health Quality Innovators

 Juvenile Diabetes Research Foundation

* Mobile Medical Care, Inc.

Montgomery County Department of Recreation

 National Institutes of Health - National Institute of Diabetes and Digestive and Kidney
Diseases
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DIABETES

ACTION PLAN

Deliver ongoing health education seminars, classes and
1:1 counseling

e Annual Diabetes Symposium
e Education Classes/Programs
o Diabetes A-Z
o Diabetes Fine-Tuning
o Diabetes Self-Management Class (in English & Spanish)
o Healthy Choices
o Healthy Weigh
o Pre-Diabetes Action
o Thrive 365

Provide support groups

e Type 1 Peer Support Group
 Diabetes Support and Continuing Education Meetings

INTERSECTING STRATEGIES

In alignment with the Montgomery County Community Health Implementation Plan,
several of Suburban Hospital's strategies within the Heart Disease and Diabetes

priorities intersect. Chronic diseases, such as heart disease, diabetes, obesity and
cancers, can be addressed more effectively through combined diet and physical
activity promotion programs. As such, the following action plans are mirrored for
both Heart Disease and Diabetes.

 1:1 counseling
» Ongoing physical activity programs

- » Cooking demonstrations
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BEHAVIORAL HEALTH

Behavioral health is a blanket term that includes mental health. It describes the connection between
behaviors and the health and well-being of the body, mind and spirit. It includes how diseases such as
substance use disorders impact physical and mental health.

Impact

A supportive culture in which mental and behavioral health barriers are broken

Desired Outcome

1.Decrease stigma surrounding behavioral health conditions and substance use disorders
2.Facilitate access to services available in Montgomery County

Strategies

1
2

Partnerships

& o Bette Carol Thompson Scotland Recreation Center
EveryMind
Girls on the Run Montgomery County
Montgomery County Department of Health and Human Services
o Office of Aging and Disability Services
o Screening and Access Services for Children and Adolescents
National Alliance on Mental lllness
The Mindfulness Center
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BEHAVIORAL HEALTH

ACTION PLAN

Deliver ongoing programs and initiatives that foster

social and emotional support

o #JustGirls Social Club

e Parenting Seminars

 Parent and Teen Substance Abuse Education Classes
e Senior Fitness Programs

e Support Groups

« Village Ambassador Alliance

Residents with significant behavioral health needs will
have equitable access to effective, clinically appropriate
treatment

 Suburban Hospital
Addiction Treatment Center
Behavioral Health Services
Crisis Intervention Team

Screening, Brief Intervention and Referral to Treatment (SBIRT)
Suburban On-Call
e Mindoula Care Coordination

INTERSECTING STRATEGIES

In recognition of the Montgomery County Department of Health and Human Services
8 report, A Collective Vision for Behavioral Health in Montgomery County, Maryland,

o

(¢]

[e]

[e]

o

Suburban Hospital will leverage opportunities to align with findings identified to have
cross-cutting themes that span the behavioral health continuum. For example,
building a sense of community and belonging and fighting the stigmas associated
with mental and behavioral health conditions. In addition to addressing these issues
within the Behavioral Health priority, these themes are addressed within

our population-specific programming for seniors, youth, and those who speak a
- language other than English.
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CANCER

Malignant neoplasms, or cancer, are a group of diseases characterized by uncontrolled growth and spread
of abnormal cells.

Impacts

« Reduce the cancer mortality rate
« Increase cancer survivorship rates

Desired Outcomes

1.Increase awareness of risk factors associated with cancer

2.Increase the rate of screenings that lead to early detection

3.Increase utilization of existing cancer prevention and treatment services and resources at the
community level

Strategies

Partnerships

%& e American Lung Association

o Greater Washington Chapter of Hadassah
a e Look Good, Feel Better program
%ﬁ ¢ Montgomery County Cancer Crusade
* Montgomery County Public and Private Schools
 Sidney J. Malawer Memorial Foundation
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CANCER

ACTION PLAN

Deliver ongoing health education seminars, classes and
support groups

 Annual Cancer Symposia

o Breast

o Prostate

Check It Out (breast cancer awareness program)
Freedom from Smoking

Look Good, Feel Better program
Support Groups:

o Facing Forward (Breast Cancer)
o Head and Neck Cancer

o Prostate Cancer

o Talk and Walk (Breast Cancer)
Yoga for Cancer Survivors

Provide access to preventative cancer screenings

e Oral, Head and Neck
e Skin

.
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UNINTENTIONAL INJURY

Unintentional injuries, or accidents, include events such as motor vehicle crashes or falls. They affect
everyone, regardless of age, race or economic status.

Impact

Reduce the rate of preventable fall-related injuries among older adults

Desired Outcome

1.Reduce emergency department visits through enroliment and participation in senior fitness classes
2.Increase the capacity of villages to serve as champions of injury prevention among older adults

Strategies

1
2

Partnerships
__  Benjamin Gaither Center  National Institute on Aging at NIH -
> » Bethesda Regional Service Center Go4lLife
a » Clara Barton Community Center e North Potomac Community Center
%s » Holiday Park Senior Center e Potomac Community Center
e Margaret Schweinhaut Senior Center  Prince George's County Department of
e Montgomery County Department of Health  Recreation
and Human Services  Suburban Hospital
o Office of Aging and Disability Services o Physical Medicine
o Trauma
e Wisconsin Place Community Recreation
Center
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UNINTENTIONAL INJURY

ACTION PLAN

Deliver evidence-based fall prevention programming

 Balancing Act
e Stepping On

INTERSECTING STRATEGIES

The ongoing fitness classes delivered on behalf of Suburban Hospital focus on four elements of
physical health: balance, endurance, flexibility and strength. Incorporating each type in a regular
fitness routine enhances functional health for older adults, in addition to chronic disease prevention
and management, as described previously.

Deliver ongoing physical activity programming
that focuses on improved balance

 Gentle Yoga for Seniors
Pilates for Seniors
Senior Shape

Tai Chi

Yoga From the Heart

.
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INFECTIONS

An infection is an invasion and multiplication of microorganisms such as bacteria, viruses and parasites
that are not normally present within the body. In many cases, it may cause no observable symptoms but
can often result in a more severe condition called septicemia, the body's response to an infection.
Infections commonly treated at Suburban include pneumonia, influenza and urinary tract infections.

Impact

Older adults are able to recognize signs and symptoms of serious infection and seek appropriate
treatment to avoid hospitalization.

Desired Outcome

1.Increase in awareness of risk factors and signs of infection among older adults

Strategy

1
2

Partnerships
» Sepsis Alliance
" * Suburban Hospital
%s o Sepsis Treatment Management Team (STAT)

o Transition Guide Nursing
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INFECTIONS

ACTION PLAN

Build and deliver disposition-specific and community-
based programming to increase awareness of the risks
and warning signs of sepsis

 Education seminars at Senior Centers
» Deployment of Transition Guide Nurses for care management
« Village Ambassador Alliance

.
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MEASUREMENT

The CHNA is a deliberate, thoughtful approach to identifying the most pressing needs to be addressed
for community health improvement. To efficiently and effectively utilize the resources committed by the
hospital, particularly in the new era of health care, the actions outlined in the implementation strategy
seek to create positive, measurable, and financially-responsible improvements that benefit the
community in each priority area as well as overall.

Operating in a complex, multifaceted health care system, it is often difficult for one organization or
entity to create a direct association between their actions and any observable change. To the extent
possible, Suburban Hospital utilizes evidence-based approaches to evaluate its programs and
initiatives. Each set of steps laid out in the implementation plan has an associated structure for
measuring change, the progress of which will be reported in the 2021 needs assessment. Reportable
measurements will be tied to desired outcomes. Examples of measurements are pre- and post- surveys
and evaluations to identify changes in behaviors. Tracking and comparing attendance and number of
events indicate the level of engagement. Year-to-year, additional activities are added to a growing
schedule of opportunities to learn, move and engage. Much of the measurement conducted by
Suburban Hospital is included in the annual Community Benefit Report, which tracks the hospital's
planned activities to address identified health needs. In addition to viewing health improvement at the
hospital level, many indicators are linked to the 25 core measures included in the Montgomery County
Community Health Improvement Process, or CHIP. When working towards shared outcomes, Suburban
Hospital can apply a collective impact model to its health improvement strategies.

Suburban Hospital acknowledges that health improvement is fluid and ever-changing. For that reason,
assessment is ongoing and will be monitored, evaluated and tailored throughout the three-years. Our
existence in a complex system of social and political factors is one facet of an environment of health
and well-being in Montgomery County. We are honored to have served our community with skill and
compassion for the past 75 years, and we will continue to grow and evolve with and for our community
to meet its needs.
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PROJECT CHARTER

0. General Information ]

Praject Title: Community Health NMeeds Assessment 2019

Project Sponsor: Suburban Hospital Date Prepared: December 9, 2017
Project Manager: Patricia Rios Project Customer: Community Health & Wellness Dept.
Project Start Date: January 1, 2013 Project Completion Date: June 20, 2019

1. Project Purpose or Justification: ]

The project will identify the top 5 prominent health issues affecting the community served by the Hospital. The project is a
requirement by the federal government to maintain not-for-profit status and will help to target health improvement strategies that
meet the needs of the commmunity .

[ 2. Project Stakeholders ]
Position Title/MNamea/Organization Phone Email
Director, SH CHWYW Monigue Sanfuentes, 301-395-3572 Meanfuel@jhmi.edu

Suburban Hospital

Chair, Community Health
Improvement Council

Chari, SH Board of
Trusiees

CEQO, Suburban Hospital

Director, SH Finance

[ 2. Key Success Factors ]

CHMA process is approved by hospital administration

400 Community Surveys are collected

MoCo epidemiclist provides zip-code level data for top diabetes, heart disease, cancer, obesity, and behavioral health
CHMNA report is included in the IRS 1099 Form in 2019

CHMA findings are used to priortize and strategize health improvemeaent inmtiatives




SCOPE STATEMENT

Project Name: 2019 Community Health Needs Assessment (CHNA)

Project Manager: Patricia Rios
Date: Saturday, November 4, 2017

[ 1. Project Closure Report Version Control

Version Date Author Change Description
1 11417 Patricia Rios Create Document
2 12/517 Patricia Rios lUpdate Document

2. Project Scope Description

The Community Health Needs Assessment is a process that incorporates qualitative and guantitative data to identify
barriers to achieving optimal health, population specific-health disparities, and perceived health needs in a community.
Through primary and secondary data analysis, the top 5 health needs affecting MoCo residents residing in Suburban

Hospital's Community Benefit Service Area (CBSA) will be identified and ranked.




Work Breakdown Structure

11.1.1 Taool
Cevelopment
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WBS Dictionary

Project: 2019 Community Health Needs Assessment

Date Prepared: 11/24/17

Work Package Name: Tool Development

Code of Account: 1.1.1_1|

Description of Work: A tool will be developed to collect

community input for inclusion in the CHNA report. The delivery

method for the tool will also be defined.

Assumptions and Constraints

Data collected will be representative of the population

ID Activities Due Date Milestones Due Date
2.0 Utilize Secondary data Mg Top 10 causes of morbidity and mortality in 3Me/M8
Findings MoCo identified
1.1.1.1.1 | Identify tool development team 2116M8 Mames of data analyst, public health 2M6/M18
professional, anthropologist, and field expert
assigned fo the team
1.1.1.1.2 | Schedule meetings with 32Ma Meeting dates confirmed 32Ma
development team
1.1.1.1.3 | Meet with team to develop tool 3M6M8 Method of delivery for tool identified 3130118
and method of delivery 1% Tool draft
1.1.1.1.4 | Manage tool approval process 33018 Pilot test conducted 4/6/18
Director sign-off on tool
1.1.1.1.5 | Send tool for translation 4/6/18 Translated tool 4120118
1.1.1.1.6 | Add last touches to the tool, 4/25M8 PDF copy of tool (questionnaire) 4126118
last final approval English/Spanish
Sign-off form signed




Activity List and Attributes

1D Dependency Description Predecessor Activity Successor Activity
2.0 Mandatory — 2" data o 11112
findings are needed to
Justify and guide questions
to be included in the tool.
11111 Discretionary- Hinng and 0 11112
assigning development
team for the community
input tool

11112 Mandatory- Schedule 1.1.1.11 1.1.1.1.3
meetings with identified
development team
members

11113 Mandatory Meet with team 1.1.
to design tool and method of
delrvery

11114 Mandatory- Once 1% draft 11113 11115
of tool is ready for the
approval process, sign-offs
and pilots will have been
conducted

11115 Mandatory — Approved has 11115 11116
been sent to company for
translation into needed
languages.

11116 Mandatory Tool is finalized 1.1.1.15 1.1.1.2
and available for use in the
languages needed

2 1.1.1.1.4

Q0 -k
Fl =
o -




Activity Duration Estimates

Estimating
1D Activity Definition People, equipment , etc How long it will take? Method Used
2.0 Utilize Secondary data | - Computer 640 Hrs /16 weeks/al days PERT

Findings (Research and | - Epidemiclogist
analyze public health - Data Analysis Software Duration = 6.4 Weeks or 52 days
data) - Workspace
- 2 Interns
1.1.1.11 Identify tool - Data analyst (In-house) 56 Hrs/ 1.4 week(s)/T days PERT
development team - Public health professional (In-
house)
- Anthropologist (Contractor)
- Field expert (Contractor)
11112 Schedule meetings with | - Meeting Space 80 hours/2 week(s)/ 10 days Analogous
development team - Office supplies (pens)
- Computer
-Admin Staff
11113 Team will meet twice a | - Data analyst 19 hours — 9.5 days Analogous
week to design the tool | - Public health professional
and method of delivery | - Anthropologist
- Field expert
- Admin Staff
11114 Tool approval process: | - Software 54 hours, 7 days Analogous
Pilot test & Stakeholder | - Admin staff
sign-off - Field expert
-PM
1.1.1.15 Tool translation Translation company 2 (weeks), 10 days Analogous
11116 Tool finalized- Admin staff 72 hours, 3 days Analogous
Stakeholder sign-off Software
Restrictions: Assumptions:
Staff assigned to project work on other company projects. Staff will work & hours, 40 hours per week. No over-time allowed.




Network Diagram {Precedence Diagramming Method)

Project Title: 2019 Community Health Needs Assessment Date Prepared: TBD

Work Package: Tool Development

1.1.1.1.2 End
Schedule Approval Translation Final (3)
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Schedule

Days 1244567890002 BMUL16171819202022324252627 282930313233 34353637 38 39 40 41 42 43 44 45 46 47 48 49 50 51 52 53 54 55 56 57 58 59 60 61 62 63 64 65 66 67 68 69 70 71 72 73 74 7576 77 78 79 80 81 62 83 84 85
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Activities |1 {2 {3 14 [5 [6 [0 |10

11111
11112
11113
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L1115
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Project Risk List
Project Title: 2019 Community Health Needs Assessment Date Prepared: TBD

Work Package: Tool Development

o+
Risk Risk
Risk Score
1D Description Probability Impact Planned Risk Response
T Project High High 1 Avoid- The schedule will need to be modified if activities in the critical path are not
Dependency completed in the scheduled time. Tool development is contingent upon successful
completion of the 2" data analysis results.
T Communication High High 3 Several strategies will be put in place to facilitate communication for the team,
including a DropBox for exchange and easy access to documents.

TIO Resources Low High 2 At least 50% of staff assigned to the project come from the organization. Staff is
assigned to work on other projects, their time can provide a risk/opportunity
depending on the load of other projects. This nsk as a thread will be avoided by
getting support from C-5Suite on priority.

Impact: Probability

Low (1) — One objectivelactivity impacted Low (1) — 15% or less chance
Medium (2) — Two objectives impacted Medium (2) — 20-30% of chance
High (3) — Three objectives impacted High (3) — 50% of chance
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e Background

e 2016 CHNA Review

— Process
— ldentified Health Priorities

e 2019 CHNA Framework
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CHNA Icebreaker @) o

Go to www.menti.com and use the code 4119 31

Please do not close your browser after
participating in the poll.
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The purpose of a community health needs assessment
IS to identify the most important health issues
surrounding the hospital using scientifically valid health
Indicators and comparative information. The
assessment also identifies priority health issues where
better integration of public health and healthcare can
Improve access, quality, and cost effectiveness of
services to residents surrounding the hospital.



2016 CHNA Process
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2016 CHNA Health Priorities
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Building the framework for
the 2019 CHNA
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CHNA Advise-Seeking Process

Go to www.menti.com and use the code 4119 31

Question:
Out of the five health priorities identified in 2016,
which health priority should be a focus in the 2019
CHNA report? (Select maximum two)
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Suburban Hospital
2019 Community Health Needs Assessment Ad Hoc Committee

Planning Meeting Document

January 28, 2019
6410 Rockledge Dr., Bethesda, MD

Meeting Roles
Facilitator: ALL
Time-Keeper: Eleni
Refreshments: Patricia
Note-taker: Eleni
Supplies: Sara

Agenda:

1. Welcome & Introductions- Monique (10 mins)
e Ground Rules
0 Recording/Consent
0 Questions on blank pieces of paper
e Whya CHNA?
e Review of IRS requirements

2. New Model of Care: Challenges and Opportunities- Kate (20 mins)
e Introduction to the triple aim

Global budget & Re-admissions

Challenges MoCo hospitals face

Snapshot of what makes Suburban Hospital unique

Pillars of Excellent at Suburban

3. Coffee break (5 minutes)

4. Report Highlights- Patricia (20 mins)
e A snapshot of Montgomery County
e Mortality trends in MoCo and State of MD
e  Our community
o Formula
Zip Codes
Demographics
Causes of Morbidity
Demographics
Readmission Rates
Causes of ED utilization for SH

OO0OO0O0O0OO0



e Mapping of all health priorities as identified via the 2019 CHNA
5. Health Priorities Discussion — Monique (20 mins)
e Summary to key points presented
e Questions to address:

1. Based on the conversation today, are there other health issues/priorities that were not
listed that should be taken into consideration?

2. Based on the content that was presented this afternoon, what additional
evidence/metrics/data is missing from the report that could help paint a better picture
of (1) the population Suburban Hospitals serves and the (2) health challenges we face
as an organization?

3. Based on what you learned and heard today, where do you think Suburban Hospital
can contribute to improving the greatest health impact?

e Priority Setting- Dot Activity

6. Wrap-up (Monique) (5 min)

e Draft report for review

Supplies: tape recorder, tent cards with name and business, playdoh, color sticky notes, dots for
priority activity
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2019 Community Health Needs Assessment Ad Hoc Committee

Monday, January 28, 2019
Suburban Hospital

Meeting Objectives:
1. Understand modern health care focus on population health management
2. Identify gaps that can result in a comprehensive community health needs assessment report
3. Identify the needs of Suburban Hospital’s community

Agenda:

Time Item Presenter

12:00 Welcome/Introductions Monique S.
- Review of IRS requirements

12:15 New Model of Care: Challenges and Opportunities Kate M.
- What makes Suburban unique

12:35 2019 CHNA Report Data Highlights Patricia R.
- Morbidity and Mortality trends

1:00 Health Priorities Discussion ALL

1:30 pm Adjourn



Suburban Hospital
2019 Community Health Needs Assessment Ad Hoc Committee
Meeting Notes, Monday, January 28, 2019
In Attendance:

Dr. Stacy Snelling, American University

Ken Hartman, Montgomery County

Leslie Weber, Johns Hopkins/Suburban Hospital

Elizabeth McGlynn, Girls on The Run, Montgomery County

Langston Smith, Colesville United Methodist Church

Mitch Markowitz, Family and Nursing Care

Sister Romana Uzodinma, Catholic Charities of Archdiocese of Washington
Steve Bokat, Suburban PFAC

Barbara Squiller, Suburban Hospital Cancer Program

Kate McGrail, Community Health and Wellness, Suburban Hospital
Patricia Rios, Community Health and Wellness, Suburban Hospital
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Thank you for everyone for being here. Welcome and Introductions. Each and every one of you are
chosen and appreciate you taking the time for being here.

Process that you are integral to. As non-profit hospitals conduct a needs assessment which we are in our
third process. Requirement by IRS, approved by our board. We have done a lot of the background work.
Every JH entity has a different approach. Looking at our new model of care.

New Model of Care: Challenges and Opportunities
-What makes Suburban unique?

Kate: A lot has changed in the new era of healthcare and affect how we approach and define our needs.
In the past, it has been illness and treatment. We identify problems and treat the patient however the
model has changed. The cost of care has gotten more expensive while people are getting sicker.

Triple Aim: Looks at groups, looks at the disputation of patient outcome, also looks at determines of
health outcomes, looks at policies and interventions that are impacted by health. Policies and systems
that inhibit care. Triple aim looks to optimizing the model — must be done at the same time.

e Improve population health
e Reduce per capita of care
e Improve experience of care

Patient experience- sum of all their interactions, influence by their hospital experience and navigating
the system can be difficult.

Monique: To add: Take a way: it is about the value of our patients and influence their behavior change.
A great way to be in medicine what works best for our patients, before folks get to the hospital, what is



our greatest impact before they get to the hospital. We are reimburse by treating less patients not by
more and to get better at our approach of treating patients, better to change behavior change.

Kate: How we are approaching triple aim and population health. Hospital revenue. You get paid for
treating patient. But not, we have a global payment system which means the state sets the rate by the
HSCRC, so now we have a fixed dollar rate along with patient experience. Now we have a fixed dollar to
treat patients while providing excellent care. Payments are set by our readmission rates.

Monique: how do we approach this with MD be unique and more efficient with care. Best approach by
working with the model. How do we work with our colleagues to work in the new culture.

EM: why did MD have this approach?

LW: 1970s waiver. States applied for waiver. 1990s MD is the only way to run the pilot program. MD
new division CMS when ACA came. Fee for service MD has a new model. We are now doing the third
version of what MD is doing. IF we went off the system, it would be highly disruptive and costly.

KM: What makes SH unique? It is our demographics. Looking at our CBSA. They are older, highly
educated, want the five star experience. We also live in a diverse region.

Populated: MD, DC, VA area, we see a lot of patients and the age of the patients, they are sicker and
have a multiple conditions.

Behavioral health affects everyone. SH has pillars of excellence: cardiac, oncology, joint, stroke, and
trauma.

Also, have strong existing programs, community partners, making new layers, fine tuning so that we can
meet the needs of community.

MS: Combination: Slides that visual this new era. It is about our partners that do the work. We cannot
do this by ourselves. What we do well, who our partners are to help us do our work, who are the folks to
helps us do our work.

2019 CHNA Report Data Highlights
-Morbidity and Mortality trends
Patricia Rios:

Thank you for your time for being here. Sent a copy of the working draft of the CHNA. | will provide a
high level of the report. Color paper with three questions-take notes to help answer the questions.

Focus on high level data:
Excited?

Overview of our CHNA process- phase 1: analyst, collection of Primary data (US census, Health
Montgomery, Hospital data); feedback from community

Few facts: highly populated in Montgomery County, expected to grow by 2020. The average age is 39
but the population is getting older. 64-74; Montgomery County is one of the affluent, and highly
educated counties. Very expensive to live here. But we are not free from disease. Slide 3 from top.



LW: Over three year period, how consist it has been?
SB: disease of aging, typically found in older populations.

PR: since our last CHNA, heart disease was number 1 now it is number 2. you can see Cancer is number
1. This tells a little bit of picture and so we looked at Hospital data.

LW: Mortality table. Is heart disease better management of the disease?

PR: right, there is less deaths from Heart disease with behavior change. No smoking, better diets.
Hospital data: what do you observe from the graphic page 3?

SB: the last two in boxes are related to mental health conditions.

PR: once we looked at ED and inpatient data sets, we see behavioral health is listed higher and is
consistently on the list.

Page 4: SH data: ten conditions that can be grouped into four categories.
PR: areas of service of excellence.
Orthopedics, behavioral, cardiac and infections.

MS: orthopedics if they are living longer, our joints needs help. A product of the population is living
longer.

BS: cancer is outpatient so how does that affect the data that we see in hospitals.
LW: Infections- we haven’t talked about that before

PR: yes, we have been having that discussion as well. So again, digging deeper we wanted to look at our
data with our CBSA. CBSA looks like: 14 zip codes (Silver Spring, Rockville, Bethesda, Potomac) we see
that 15% of users come from these 14 zip codes as well as charity care. If we look at why people use our
hospital: heart related, infection or behavioral health.

MS: based on data that we see from those folks who come into our hospital. What would have been an
indicator to have before they came to the hospital? What is the factor that we might be missing? Who is
missing from our table of partners to help us do our work? Looking at social determines?

KH: mother has Alzheimer’s. Every two months goes to hospital for UTI. Infection.

MS: that is what we want to hone down. We are looking at the baby steps to look at resources. We
come together in small groups to look at what we are missing.

AS: second slide on page 7, what is overlay of social determine. SES People are coming to SH for similar
things.

MS: That’s another layer to look at. We will have the greater impact of social determinants of health.

AS: when aggregate SES. Looks rich but there are pockets of low SES. And need different strategy for low
SES. Look how much it costs to live in this county, higher social economic ladder. Social determinants of
health might need to be a focus. Isolation being part of Social determine of Health is important too.



MS: looking at resources, living in a condo who has resources but isolated or is it the person who doesn’t
speak the language. So it is both. What are the interrupters to change isolation?

PR: Readmission rates at SH. Top diagnoses of why people are readmitted to the hospital. Heart failure
and septeses are why people are being readmitted to the hospital 20852, 20817

KH: does your data allow you to plot where exactly in the zip codes are they readmissions coming?
PR: Yes, for example, 20852 with the other hospitals are seeing the same kinds of people

LW: looking at HOC and see if there are any clusters.

KH: Plot any non-emergency care sites in those two zip codes. Is there a desert?

PR: comparison of all the data that has been mentioned. Looking at the themes and feedback. Listed the
10 on the wall.

Health Priorities Discussion

1. Based on the content that was presented this afternoon, what additional evidence/metrics/data is
missing from the report that could help paint a better picture of (1) the population Suburban
Hospitals serves and the (2) health challenges we face as an organization?

SB: Observing the hospital as a volunteer. Behavioral health is top of mind. Talking to families, it is the
lack of treatment and beds to accommodate the patients with behavioral health needs. Lack of facilities
for these patients. Worry from the love ones- patients have been multiple times and great need that has
not been met.

MS: resources- taking the tolls of loved ones with stress

SB: what data do we need? Alcohol, drug, mental illness and consolidating the data, where are they
coming from? Is it income?

EM: Mental health is separate out from suicide. How are defining them separate? Is that put under
mental health or substance abuse?

MS: that is a category. What then would do we see how to avoid to get to that point of substance abuse.
Where would we be better to best serve the community as social determinants?

AS: prevention/promotion. Youth risk factors. Helping the schools these issues head on. Bullying and
what schools are doing and how we can partner with them. It is not one age group- Suicide and bullying
in over the age group

LW: behavioral health chart page 4. Bottom Primary look at the secondary is a behavioral health. Co-
concurring. Does heart failure, is there a secondary to diabetes?

EM: we are underreporting if first was admission was substance abuse while the second could be a
mental health illness.

LW; older person is depression has trouble managing their disease



LS: where are we with the oral health needs of the community? As we look at infections, there is a
connection with dental health. Look at oral health as a need.

MS: looking at oral health as a group- with other behavioral health. Vaping?
MS: dot activity. Where should SH focus? We are we going to be most affected.
MM: do you consider dementia/Alzheimer’s under mental health

PR: yes, but if you would like to add it as a separate, we can.

MS: that’s why you are here. Anything else we are missing.

LS: yes, | would agree that dementia/Alzheimer’s as a separate health priority.
EM: prevention of mental health.

MS: That would be under our lenses, prevention, access, and social determinants of health. Are we
missing anything else?

SR: Can it be tie to injuries? Because of jobs, social factors. Trauma, accidents with low economic
recovery, transportation issues.

BS: how to handle cost? Finance, lack of insurance, and not be eligible for home health care.

SR: they don’t go for screenings, they do not get them done and then we see them at the last stages.
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CHNA Comparison: 2016 vs 2019 ) s

Health Status Snapshot

The hospital serves a community that is diverse in its racial and ethnic background,
culture, life stage and socioeconomic status. Although Montgomery County is home
to some of the most affluent communities in the country, we are presented with

many health challenges.
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Summary of Mortality /@) SUBURBAN HOSPITAL

JOHNS HOPKINS MEDICINE

Table 1. Leading Cause of Deaths by Year, Montgomery County, 2014-16

2014 2015 2016 2014-16

0/  Rank 04, Rank 9. Rank n (94) _ Rank
Cancer 23.6 l. 238 I 235 1 4,146 (23.7) 1
Heart Disease 22.9 2 223 2 220 2 3,925(22.4) 2
Cerebrovascular Disease 5.1 3 49 3 5.1 3 881 (5.0) 3
Accident 3.5 4 35 4 3.6 4 615 (3.5) 4
Chronic Lower Respiratory Disease 34 5 34 5 3.3 5 589(3.4) 3
Alzheimer's Disease 2.6 I 28 6 2.8 6 481 (2.7) 6
Influenza & Pneumonia 2.8 6 28 7 24 7 471 (2.7) 7
Diabetes Mellitus 24 9 23 9 2.4 7 416 (2.4) 8
Septicemia 2.6 T 235 8 1.9 9 409 (2.3) 9
Nephritis 1.5 10 1.9 10 1.6 10 291 (1.7) 10

All Other Causes 297 2.7 314 30.3

Source: Health in Montgomery County, 2008-2016.



Summary of Hospitalizations SUBURBAN HOSPITAL
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Table 5. Leading Cause of Hospitalization by Year, Montgomery County, 2014-16

2014 2015 2016 2014-16

%  Rank % Rank % Rank % Rank
Injuries 18.5 1. 153 1 9.5 2 145 1
Heart Disease 12.8 2 129 2 14.7 1 134 2
Mental Health 5.8 3 6.3 3 6.2 3 6.1 3
Cerebrovascular Disease 3.9 4 3.6 4 2 6 3.6 4
Diabetes Mellitus 3.3 3 3.4 5 3.6 4 3.6 4
Cancer 2.8 6 2.9 6 33 5 3.0 6
Chronic Lower Respiratorv Disease 2.7 7 29 7 2.1 7 2.4 i
Substance Abuse 1.7 8 1.7 8 | 8 1.6 8
Suicide 0.6 9 0.5 9 0.4 9 0.5 9
All Other Causes 479 51.2 555 54.9

Source: Health in Montgomery County, 2008-2016.



Summary of ER Visits /@) SUBURBAN HOSPITAL
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Table 9, Leading Cause of ER Visit by Year, Montgomery County, 2014-16

2014 2015 2016 2014-16
%  Rank % Rank % Rank % Rank
Injuries 284 1 251 1 22.7 1 254 1
Heart Disease 7.0 l _BS5 5 2 81 2
1 VWE . anep i /] . A A (] A M 4

Substance Abuse 2.0 5 1.9 6 1.7 6 LR 5

Diabetes Mellitus 1.8 6 2.1 5 Al 5 20 6
Cerebrovascular Disease 0. T 7 T 7
8 7

3 0.3 0.2 0.3
Suicide 0.2 8 02 0.2 0.2 8

All Other Causes 51.9 52.6 52.8 52.4




Summary Hospitalizations for

Suburban Hospital

APR-DRG Inpatient Diagnosis Descriptions
KNEE JOINT REPLACEMENT

HIP JOINT REPLACEMENT

SEPTICEMIA & DISSEMINATED INFECTIONS
MAJOR DEPRESSIVE DISORDERS & OTHER/UNSPECIFIED PSYCHOSES
HEART FAILURE

KIDNEY & URINARY TRACT INFECTIONS
BIPOLAR DISORDERS

OTHER PNEUMONIA

CVA & PRECEREBRAL OCCLUSION W INFARCT
ALCOHOL ABUSE & DEPENDENCE

Source: Suburban Hospital, EPIC 2018. Number of cases 2017-2018.

2017
1108
793
825
542
447
324
277
291
273
239

2018
948
836
782
689
438
318
345
298
312
324

SUBURBAN HOSPITAL

JOHNS HOPKINS MEDICINE

Grand Total
2056
1629
1607
1231
885
642
622
589
585
563
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Summary Hospitalizations for ) SUBURBAN HOSPITAL
Suburban Hospital:

APR-DRG Inpatient Diagnosis Descriptions 2017 2018 Grand Total
KNEE JOINT REPLACEMENT 1108 948 2056
HIP JOINT REPLACEMENT 793 836 1629
SEPTICEMIA & DISSEMINATED INFECTIONS 825 782 1607
MAJOR DEPRESSIVE DISORDERS & OTHER/UNSPECIFIED PSYCHOSES 542 689 1231
HEART FAILURE 447 438 885
KIDNEY & URINARY TRACT INFECTIONS 324 318 642
BIPOLAR DISORDERS 277 345 622
OTHER PNEUMONIA 291 298 589
CVA & PRECEREBRAL OCCLUSION W INFARCT 273 312 585
ALCOHOL ABUSE & DEPENDENCE 239 324 563

Source: Suburban Hospital, EPIC 2018. Number of cases 2017-2018.
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APR_DRG FY18

Top Hospitalizations for “OUR”

Community

20906

20910

20904

20908

20895

20854

20853
CBSA ZIP CODE

20852

20851

20850

20817

20816

20815

SUBURBAN HOSPITAL

JOHNS HOPKINS MEDICINE

m OTHER PNEUMONIA

W KIDNEY & URINARY TRACT INFECTIONS

B CVA & PRECEREBRAL OCCLUSION W INFARCT

M CARDIAC ARRHYTHMIA & CONDUCTION DISORDERS

m ALCOHOL ABUSE & DEPENDENCE

mBIPOLAR DISORDERS

m MAJOR DEPRESSIVE DISORDERS & OTHER/UNSPECIFIED PSYCHOSES
B HEART FAILURE

B SEPTICEMIA & DISSEMINATED INFECTIONS



Re-Admissions by Diagnosis & Zip SUBURBAN HOSPITAL
Code: Suburban Hospital
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Summary of Identified Health Needs

A SUBURBAN HOSPITAL
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Top Causes of  Top Causes of
Leading Causes of Hospitalizations/ Hospitalization/
Mortality in ED Utilization in Readmission at Healthy Ad Hoc
Montgomery Montgomery Suburban Montgomery Committee Quality Health
County County Hospital Health Priorities  Conversation Experts
Heart disease X X X X X X
Cancer X X X X X
Diabetes Mellitus X X X X
Chronic lower respiratory
diseases X X
Accidents (unintentional injuries) X X X
Obesity X X
Behavioral/Mental Health X X X
Maternal & Infant Health X
Infections (i.e. septicemia) X X X X
Orthopedics X




B
2019 CHNA Health Priorities SUBURBA HOSPIAL

Aligns with Hospital Expertise Strenghtens 2019 CHNA Health

i Mo System Strategies & Resources Efficieny Priorities

Emerging Priorities Continued Priorities

Diabetes

Infections : | Cancer

Behavioral Health

Accidents

Heart Disease
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Suburban Hospital Implementation
Strategy

In response to the Community Health Needs Assessment
Fiscal Years 2019-2021




BACKGROUND ) sumr o

Regulatory Requirements

Internal Revenue Code 501 (c) (3) — for any non-profit organization to qualify for tax-free status

4 new requirements for non-profit hospitals

1. Provision of a Community Health Needs Assessment and associated
Implementation strategy — Section 501 (r) (3)

2. Financial assistance policy and emergency medical care policy — Section 501 (r) (4)
Limitation on charges — Section 501 (r) (5)
4. Billing and collections — Section 501 (r) (6)

w0

Suburban Hospital Compliance

Posted on facility website per regulations
1. FY 2013 - 2015
2. FY 2016 — 2018
3. FY 2019 - 2021



HEALTH PRIORITIES

Priority-Setting Process

Aligns with Hospital Strenghtens 2019 CHNA,

Identified

Need Health

Priorities

System Expertise &

strategies Resources Efficieny

Results

Heart :

Behavioral
Health
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MISSION-FOCUSED @) supurs Hos

Lenses: A View of the Whole Person

Overall Health = medical care + conditions in which one lives, learns, works, and plays

Sharpened focus on the complex health needs of the community

N

Access to Care Healthy Behaviors Healthy Equity

N
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of the Implementation Strategy

Desired
Qutcomes

Actions Strategies




HEART DISEASE &) SUBURBAN HoOSPITA

ACTION PLAN

Provide free or low-cost
access to specialty providers,
diagnostic screenings,
treatment, and rehabilitation

Increase access to specialty D ES I R E D O U TCO M E S

heart care, management, and
treatment for vulnerable
Create on-going opportunities populations

Individuals understand the

to connect 1:1 with a health risks _associated with their

professional to assess risks _ condition )

and receive counseling Prevent and reduce chronic Reduce_ the mortality rate from
disease by focusing on risk o _ heart disease and stroke
factors, such as social Individuals with poorly or un-

Deliver on-going opportunities determinants of health, with a controlled hypertension are
for individuals to eat better ~ specific focus on congestive  identified

and move more heart failure

Individuals identified are
Provide on-going health referred to a provider and
education seminars and linked to on-going health and
classes wellness programs for

monitoring



D IA B E I E S D\ SUBURBAN HOSPITAL

ACTION PLAN

Deliver on-going health
education seminars, classes,
and 1:1 counseling

Increase awareness of risk D ES I R E D O U TCO M ES

_ factors associated with
Provide support groups diabetes by facilitating

linkages to available Individuals understand the

_ _ resources risks associated with their
Intersecting strategies condition
targeting chronic diseases, Reduce diabetes prevalence
e.g. heart disease and cancer, |ncrease access to endocrine and associated health
through combined diet and specialty care, management, Individuals with diabetes are  complications
physical activity promotion and treatment for vulnerable  referred to appropriate
programs populations disease prevention or

management program



BEHAVIORAL HEALTH ) SUBUREAN HOSPITAL

ACTION PLAN

Deliver on-going programs
and initiatives that foster
social and emotional support

Expand and promote D ES I R E D O

population-specific
community-based

Residents with significant .
programming

behavioral health needs will
have equitable access to

effective, clinically appropriate | jnk patients in need of A supportive culture in which
treatment behavioral and/or mental mental and behavioral health
health services to appropriate Facilitate access to services  barriers are broken
community resources available in Montgomery
County

Decrease stigma surrounding
behavioral health conditions
and substance use disorders




C/ \ N C E I E & SUBURBAN HOSPITAL

ACTION PLAN

Deliver on-going health
education seminars, classes,
and support groups

Support initiatives that DESI RED OUTCOM ES

_ encourage behavior changes
Provide access to that reduce risk of cancer _
preventative cancer Increase awareness of risk

screenings o factors associated with cancer
Ensure that individuals

screened are referred to a Reduce the cancer mortality

provider, if appropriate, for Increase rate of screenings rate
necessary follow up that lead early detection

o o Increase cancer survivorship
Increase utilization of existing rates

cancer prevention services
and resources at the
community level



EMERGING PRIORITIES
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Growing roots to build robust programming and initiatives to influence
positive health impacts
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UNINTENTIONAL INJURY &) SUBUREAN HOSPITAL

SNAPSHOT:

Top 10 Leading Cause of Death in Montgomery County
Fall-related injury among older adults
Motor vehicle crashes
Poisonings from opioid overdoses

Deliver evidence-based fall
prevention programming

Support healthy aging

Intersecting strategies initiatives, with a focus on
targeting physical activity those that build and maintain
programming with a focus on  strong, healthy bodies Majority of participants
improving balance enrolled in fitness classes
report zero visits to an
Champion aging-in-place emergency department Reduce the rate of
initiatives by reducing barriers preventable fall-related injuries
for Villages to serve as a among older adults
neighborhood resource Increase capacity of Villages

to serve as champions of
injury prevention among older
adults



INFECTIONS

SNAPSHOT:

Top APR-DRG Inpatient Diagnosis at Suburban Hospital
Septicemia & Disseminated Infection
Kidney & Urinary Tract Infections
Other Pneumonia

ESTABLISHED BEST PRACTICES:

Vaccinations for vulnerable populations
Hand hygiene for all — hospital staff and general public
Improved overall health and well-being
Knowledge and awareness of Sepsis




RESOURCES & PARTNERS @) supurs Hos

Hospital Commitments

e Community Health Improvement Report
e Community Benefit Process

- Planned, organized and measured approach to meet identified health needs

Internal Partners

« Content experts in clinical care and quality improvement
e Critical links between hospital and community

External Partners

« Long-standing relationships
- Healthy Montgomery

« Opportunities to leverage resources through strategic
alignment
- Montgomery County Health Improvement Process




INTERSECTING STRATEGIES

Montgomery County Health
Improvement Process (CHIP)

Chronic Disease: Heart Disease, Diabetes,
Cancer

Behavioral Health
Fall Prevention
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MEASUREMENT &) SUBURBAN HoOSPITA

Established Priorities

e Surveys and evaluations
« Discharge data
e Community benefit tracking

Emerging Priorities

« Establishing baselines
 Identifying target populations
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Questions?

Living document
On-going
Evolving

Collaborative




Community Health Needs Assessment

Patient Needs Survey Results 2018
Total Number of Surveys Collected (N) = 151

1. Gender
Male Female Blank Total
Respondents 53 (35%) 83 (55%) 15 (10%) 151
2. Reported Health Status
Over 50 YRS (N= 50 & Under (N=24)
::aat':: 112) Blank Total
Female Male Female Male (N=15)
Excellent 20 8 9 4 4 45 (30%)
Good 42 28 4 3 9 86 (57%)
Fair 6 7 1 1 1 16 (11%)
Poor 0 1 0 1 0 2 (1%)
Blank 0 0 1 0 1 2 (1%)
Total 68 44 15 9 15 151 or 100%

3. Reported Chronic Conditions by Participants (N=151)

Condition Female Male Blank Total
Diabetes 8 11 3 22 (11%)
COPD 2 2 0 4 (2%)
Cancer 5 2 2 9 (5%)
High Blood Pressure 33 20 6 59 (30%)
Heart Disease 5 4 0 9 (5%)
Other lliness 26 7 2 35(18%)
No health conditions 23 13 6 42(22% )
Did not wish to answer 3 1 0 4 (2%)
Blank 3 7 0 10 (5%)
Total 108 67 19 194 or 100%

While 22% or 42 of respondents (n=151) reported no current health conditions, a total of 95 individuals
or 63% reported living with at least one chronic condition and 7% or 14 individuals did not provide an
answer. Among those who reported a health condition, a total of 33 (35%) individuals reported living
with a least two co-morbidities. The most prominent conditions as reported by participants were
hypertension (30%) and diabetes (11%). Other conditions reported included: high cholesterol (2.6%),
asthma (3.3%), and arthritis (6.6%).



4. Likelihood to Attend a Wellness Class based on Age and Gender

Scale Over 50 YRS (N=112) 50 & Under (N=24) Blank Total
Female Male Female Male (N=15)

Very likely to attend 8 4 2 1 3 18 (12%)
Somewhat likely to 32 20 7 1 8 68 (45%)
attend
Not likely to attend 26 20 6 7 4 63 (42%)
Blank 2 0 0 0 0 2 (1%)
Total 68 44 15 9 15 151

57% reported either “very likely to attend a class” or “somewhat likely.” Participants who reported “not
likely to attend” a class were asked to explain what would motivate them to attend a class. The main
motivating factor reported was money. That is, if participants were paid to attend a class. Other
participants indicated (1) having a more serious health issues and (2) if the class provided new

information they did not already know as additional motivating factors to participation.

5. Likelihood to Attend a Wellness Class based on Number of Present Chronic Condition

Scale One Chronic Condition | 2+ Chronic Conditions Total
N=95 N=33

Very likely to attend 13 (13%) 5 (15%) 18 (14%)
Somewhat likely to 45 (47%) 20 (61%) 65 (51%)
attend
Not likely to attend 37 (39%) 8 (24%) 45 (35%)
Blank 0 0 0
Total 95 33 128

Participants who are more likely to attend a class at those living with a chronic condition. The likelihood
to attend a class increases as the number of chronic conditions present also increases.

6. Prefer travel time to class*

Distance in Time Over 50 YRS 50 & Under Total
Less than 30 min 93 21 114 (74%)
Up to 45 min 8 3 11(7)
Up to 1hr 1 1 2 (1%)
No time preference 11 3 15 (10%)
Did not response 11 2 12 (8%)
Total 124 30 154

7. Preferred time for class*
Time of Day Over 50 YRS 50 & Under Total




Morning class 34 6 40 (24%)
Afternoon class 30 5 35 (21%)
Evening class 35 13 48 (29%)
Did not response 33 8 41 (25%)
Total 132 32 164
8. Classes & Level of Interest
a) Weight Management
Scale Over 50 YRS (N=112) 50 & Under (N=24) Blank Total
Female Male Female Male (N=15)
Not interested 20 5 3 4 3 35 or 23%
Somewhat 18 19 3 0 5 45 or 30%
interested
Very interested 16 8 5 3 5 37 or 24.5%
Did not response 14 12 4 2 2 34 or 22.5%
Total 68 44 15 9 15 151
b) Diabetes Self-Management
Scale Over 50 YRS (N=112) 50 & Under (N=24) Blank Total
Female Male Female Male (N=15)
Not interested 30 21 10 5 9 75 or 50%
Somewhat 4 3 0 1 0 8 or5%
interested
Very interested 5 6 0 1 2 14 or 9%
Did not response 29 14 5 2 4 54 or 36%
Total 68 44 15 9 15 151
c) Pre-Diabetes
Scale Over 50 YRS (N=112) 50 & Under (N=24) Blank Total
Female Male Female Male (N=15)
Not interested 30 19 9 5 9 72 or 48%
Somewhat 6 4 0 1 0 1lor 7%
interested
Very interested 6 2 1 1 2 12 or 8%
Did not response 26 19 5 2 4 56 or 37%
Total 68 44 15 9 15 151
d) Smoking Cessation
Scale Over 50 YRS (N=112) 50 & Under (N=24) Blank Total
Female Male Female Male (N=15)
Not interested 37 25 10 6 9 87 or 58%




Somewhat 1 1 0 0 0 20r1%
interested
Very interested 0 0 1 0 1 20r1%
Did not response 30 18 4 3 5 60 or 40%
Total 68 44 15 9 15 151
e) Heart Health
Scale Over 50 YRS (N=112) 50 & Under (N=24) Blank Total
Female Male Female Male (N=15)
Not interested 18 10 7 4 4 43 or 28%
Somewhat 19 10 2 0 5 36 or 24%
interested
Very interested 7 12 1 3 2 25 0r 17%
Did not response 24 12 5 2 4 47 or 31%
Total 68 44 15 9 15 151
f) Chronic Disease Self-management
Scale Over 50 YRS (N=112) 50 & Under (N=24) Blank Total
Female Male Female Male (N=15)

Not interested 29 20 10 4 5 68 or 45%
Somewhat 3 4 0 1 1 9 or 6%
interested
Very interested 8 2 0 1 3 14 or 9%
Did not response 28 18 5 3 6 60 or 40%
Total 68 44 15 9 15 151

Based on responses, the level of interest in classes are as follows (listed from highest level of interest to
lowest): weight management class (24.5%), heart health class (16.5%), diabetes self-management class
(9%), chronic disease self-management (9%), pre-diabetes (7%) and smoking cessation (1%). 17 (11%) of
151 participants listed other topics of interest, which included exercise, pain management, depression,
bone health and asthma.

9. Barriers to Health Education Participation*

Scale Over 50 YRS 50 & Under Blank Total
Female Male Female Male

Transportation 2 1 0 0 0 3 (1%)
Cost 14 8 3 2 1 28 (12%)
Time 20 15 6 4 3 48 (20%)
Lack Motivation 11 9 4 3 3 30 (12%)
Language 0 0 0 0 0 0 (0%)
Lack of interest 15 12 5 3 4 39 (16%)
Distance 18 13 6 1 4 42 (17%)




No Factor 7 7 2 1 4 21 (9%)
Other 9 4 0 0 0 13 (5%)
Did not Respond 11 4 2 1 2 20 (8%)
Total 107 73 28 15 21 244 (100%)

The top 3 factors prevention individuals from participating in a wellness program include time, distance,
and lack of interest. Other factors mentioned, but not listed above included: work schedule and family
obligations.

10. Zip Code Breakdown

Survey participants reside in 39 zip codes, originating from 25 different cities in 9 counties across the
National Capital Region. Majority of respondents (84%) live in Montgomery County. 72% of Montgomery
County residents who participated in the survey reported living in Bethesda (20817 & 20814), Potomac
(20854) and Rockville (20850, 20851, 20852 & 20853).

Survery Respondents Residence by County

0, 1% 0, 1
1% [1% /-
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%
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Montgomery County Survey Respondents by City

Boyds
1%
Cabin John

—_— / 4%
Chevy Chase
/ 5%

/_Clarksburg

Y Gaithersburg 1%
4%

\Kensington

Olney |_Montgomary village 2%

2% 1%

11. Age Breakdown

AGE GROUP DISTRIBUTION

81-90 >9021-30
a% 1% 3%

31-40
4%

*Total does not equal 151 because respondents provided more than one answer.



Key Informant Conversation- Behavioral Health Needs

April 2017

Why mental health is so prevalent today:

e Less extended families —more youth living alone

e Less stigma- people are actually speaking up about this
e Environmental availability for drugs- easier to obtain

e Lack of insurance

e Internet, social media

e Stress/anxiety/isolation at an all-time high

e  Trump causing families to split, causing stress

Important Questions:

e How do we bring/connect resources to the hospital?

e Whatis the need?

e  Where do we begin?

e What resources are out in the community right now?

e How do we address their background (immigration status)

Behavioral Health Interventions Meeting Notes

e Problem-limited mental health programs for Latino Youth

e Multiple barriers to treatment: culture, fear, stigma, lack of insurance, language barrier

e Support existing programs in the community and expand access ex) Girls on the Run (use the
same audience and provide a speaker to talk about mental health issues)

e Improve information referral- update information and develop a referral directory

e Need a better way to access insurance information (main issue is that we give patients a list of
doctors but we cannot tell them if they take their insurance- this causes frustration)

e Improve school treatment- coach school counselors

e Start a “Public Health Campaign”

e Start talking about substance abuse early- middle school students- post about it on parent page

e There are programs dedicated to opioid abuse (ex: Speak up, Save a Life) but the problem is
getting people to come

e Existing opioid abuse classes are too light- should bring in clinical component to class to provide
more information (problem is that these people want to be paid to come speak to class)

e Sexual abuse is relevant in Latino Youth, especially for those who do not live with immediate
family- how do we reach these girls? How do we provide resources?
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Celebracion del Mes de la Herencia Hispana

Salud Mental: Mitos & Realidades

# de participantes = 116 Evaluaciones retornadas = 84 (72%)

1. éQue tema de salud mental es importante para Usted?

0

O 0Oo0oo

Stress/Ansiedad (51/ 60%) [0 Salud mental en los adolescentes
Depresion (49/ 58%) (46/55%)
Alcohol/Drogas/Marihuana (27) [ La hiperactividad (16)

Dementia (13) (] Otro: (1)

Salud mental del adulto mayor (38) [I No respuesta (1)

éQué tipo(s) de apoyo/programa/asistencia necesita Usted para mejorar su estado de

salud mental? (34)

e Ninguno (23)

e No respuesta (16)

e Terapia para mi hija

e Ayuda para mi (# de telf..) 3

e Recibir mds informacién sobre el tema

e Informacion/lectura 2

e Consulta medica

e Programa basico

e Salud mental en los adolescentes

e Psicologos 2

e Ansiedad 4

e Todos los que estén disponibles y a mi alcance medico
e Ayuda para manejar mi ansiedad y obesidad
e Manejo estrés 3

e Mindfulness, meditacion

e Salud mental en adulto mayor

e Consejeria para adultos y jovenes 3

e Que ensenen técnicas

e Paravictimas de derrame

e Medicina

e Profesionales locales para diagnostico

e Programa para nifos

e Como detectar sintoma de depresion y/o estrés
e Todas las terapias

e Parla personas de 3ra edad

jGracias por su asistencial



3. éQué barrera(s) tiene Usted o personas que conoce para acceder servicios de salud
mental? (50)
e Ninguno (28)
e No respuesta (16)
e Eltiempo
e Laescuela
e Informacion/No saber sobre programas/servicios disponibles 7
e Elidioma5
e Miedo/Pena 4
e Falta de Seguro medico o limitado 11
e La barrera de no aceptar el problema/negacion 4
e Los costos son algo elevados 5
e Estar solo en este pais
e Psicologo a bajo costo 3
e Lugares que atiendan en espaiol, pronto y a un bajo costo 2
e Stress, ansiedad y depresion
e Falta de dnimo para actuar
e Miseguro medico (medicaid)
e Profesionales bilingties 2
e Estigma

4. ¢Como se informo acerca de este evento?

[] St. Catherine Church (45/54%)
[l Folleto (7)

[] Amigo (15)

0 Email (9)

[ Otro (6):
{1 No respuesta (2)

Comentario o sugerencia adicional:

e Que las charlas sean mas extensas

e Me gustaria tener mas informacién acerca de la salud mental, podemos tener de nuevo
otra charla? (salud mental)

e Muchas gracias por aclarar mis dudas

e Fue un poco corto el tiempo ya que el tema es bien interesante y la exposicion fue precisa
aunque no se abarco algunos temas

e Pueden hacer esto mas seguido? Y con mas tiempo?

e Trabajar obtener psicéloga que nos ayudara

e Otra sesién de como apoyar a una persona con Ansiedad, como prepararse y educarse
para eso!

e Gracias por este tipo de charlas (2)

e Excelente conferencia, Excelente preguntas de la concurrencia. Se ve que hubo mucho
interés.

e Tener al final las Idminas del PPT

jGracias por su asistencial



e Seria de gran ayuda un programa de este tipo para los adolescentes
e Gracias por ayudarnos a entender sobre la salud mental

e Que sigan estas charlas, hay mucho tabu en la comunidad todavia

e Gracias, muy interesante (2)

e Excelente

e Un tema sobre hipertensién

e Una charla muy importante. Que se siga haciendo aln mas seguido.
e Que se repita con un seminario de mas tiempo

e Aprendi mucho lo pondré en practica. Sugiero que haiga mas # charlas
e Felicitarles por el tema

e Mas programas de informacion

Barometro de Estrés Reporte

A.Datos Demograficos:
N= 82

Hombre =18, 22%
Mujer = 64, 78%

Codigo Postal del Residente
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iGracias por su asistencia!



B. Estado de amino el dia del evento

Excelente Muy Bien Bien No muy bien Mal
" (N " ) "
N _ o —

17% 46% 17% 7% 4% Blank=9%

C.Problemas en los ultimos 7 dias

A. Problemas practicos 29%

° Cuidado de los nifios — 20%

° Alojamiento -7%

° Seguro financiero -19%

° Transporte -10%

° Trabajo/ escuela- 29%

° Decisiones de tratamiento -14%

B. Problemas familiares 19%

° Tratando con nifios -18%

° Tratar con pareja -33%

° Capacidad de tener hijos — 14%

° Problemas de salud familiar —35%

C. Problemas emocionales 49%
o Depresion — 9%

° Miedos — 13 %

° Nerviosismo — 17%

° Tristeza —21%

° Preocupacion — 28%

° Pérdida de interés en las actividades habituales — 12%

|©

Preocupaciones espirituales / religiosos 3%

iGracias por su asistencia!



The “S” Word Film Screening & Discussion
EVALUATION Summary

Location: AFI Silver Theater and Cultural Center, Silver Spring, MD
Date: October 25, 2018

Total number of registrations: ~116

Total number of attendees: ~90

Total number of evaluations returned: 57

Questions:

1. What did you gain from this event? (Check all that apply)

[

N O B I

Increased knowledge about the warning signs of suicide (28)

Increased knowledge about community resources (36)

Increased motivation to help someone in crisis (26)

Names of other people/organizations to contact (35)

Nothing new (0)

Other: (3)
e Increased perspective of how it would impact my loved ones if | were to go through with it
e Increased knowledge of suicide attempt survivors.

[l Blank: (1)

2. What is the most important thing you learned today?

Btheone.org (2)

Resources and community contacts in Montgomery County

A simple “I love you” or “l care,” can really make a difference

Increased knowledge about the aftermath of an attempt

Suicide, personal testimony

About the project in the movie, efforts to stop suicide, resources

Not to come on to strong when addressing MH/BH/suicide, but with finesse

Tell someone

Stats

That people are never alone

Community resources and websites

To ask how | can help. To talk about my feelings & seek help

Resources are available

To ask (2)

Keep talking!

To speak up and know that there is always someone to help

Additional resources and actions taken to get the word about suicide prevention
Resources/tools for mental health crisis

How to talk to someone who might be in crisis

I am not alone

It does not take much to help someone in need. A few simple words is a good start
Stories of survivors

That a lot of people feel alone

That we need more awareness

Importance of community

That people with much more severe suicidal thoughts than mine have survived and continue to thrive
Always ask and reach out

e Do not stay quiet — listen — let people know you care !
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e How well people may appear to be functioning while suffering so much

Suicide is the 2" leading cause of persons between 15-24 years old and is preventable

Ask the hard questions. You are not alone

How easily we can give people hope with simple words and actions

That the black community is neglected in moco — the film only showed 2 black people out of 100

e Resources available to use for clients in the future

e The need to encourage discussion of depression and be more alert to symptoms
e Information county hotline

e How big the movement to end the silence is

e Shocking facts about the rate of suicide in US and MoCo; Resources available

e The struggle after an attempt can be lifelong and needs ongoing support

e Hearing from the survivor and what was helpful to him

e Anti-depressants are appropriate for the dying

e How to support someone who is suicidal

Local

Signs

Listen, prevent sense of aloneness

resources

About the need to people to feel heard!

of suicide, how to talk to someone, contact/websites

3. Will you do anything differently as a result of your participation in today’s event? Please explain your answer:

[] Not applicable (1)

] Blank (1)

"INo (7)
e | work in mental health so | already know the techniques
o Very informative

[]Yes (41)

Presented by:
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Ask what they are living for more

| saved the hotline number and will spread the word on Btheone.org & NIH trials

More inclined to ask someone tough questions

Good to know hotline is not just for extreme suicide thoughts. Reach out to more sad/troubled
people,

Use my knowledge to help those of African American/African decent and close the gap between
disparities regarding the numbers

talk to others more openly,

| will make it a priority to talk to individuals and spread information about all of the resources
available,

I am a faith community nurse, will share info

Pay attention

Ask for help, connect

More sharing of resources

Learn to talk, but always afraid of retaliation from superiors

Try and apply to my volunteer work

| am willing to talk to someone who may hurt themselves

Continue to assess individuals to provide appropriate resources

Listen, really listen

Talk to my friend who has mentioned to me more than once that she feels depressed sometimes
and has suicidal thoughts

Connect folks to Btheone

| am training to be a therapist

SUBURBAN HOSPITAL
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e | am a middle school teacher and ironically the school counselor did a lesson on suicide — | admitted
to my students | suffer from depression
Listen more and help

e Give hotline to patients

e Toask

e Bring awareness to my religious community

e Listen more carefully to everyone

e My thoughts about how it would affect my children and husband, friends, siblings and parents — |
felt their pain so much more viscerally after seeing this film

e Reach out to those that | know are suffering from mental illness — check in more often

e Look for one or more reasons my loved one has to live, survive and thrive

e Check in more & differently with people | care about who may be experiencing sadness, etc.

e Know whom to call for help

e | have small children and now know what to look for

e Every time | engage in events such as these, | feel the move and more motivated to use my voice

e Will be more alert of signs of suicide in those around me and talk openly to those people around me
about resources, spread awareness and become an advocate

e Use the crisis line for support or resources or support someone else

e Pay more attention to family members who may be struggling and have courageous conversations

e Support EveryMind and more frequent checks on my struggling students

e Putyour cards in my waiting room

e How to talk to someone about suicide, contact info

4. What follow-up after today’s event do you think would be helpful?
e Email reminders about B the One
e None at the moment, N/A, Not sure (2)
e Discussion on what concrete things we can come up with for prevention
e Another segment
e If there had been a sign-up sheet there could be a follow-up email with resources — but the folder is great —
can go on website
e More stats on suicide/ER visits/rehabilitation,
o People telling their story
e More mini-sessions and chances to volunteer
e More open-discussion and communication to hear to people’s stories
e More involvement from teachers
e Have more of these events in Spanish
e Do more advocacy on MH in MD/MCPS schools,
e | will surely email my suggestions to Laura
e Talk to friends who are sad
e Listen more
e Talking to people about my depression
e More info throughout county and local ERs
Bringing film and Q&A to schools
More awareness on college campuses, more discussion
Call the hotline, checking & follow-up
We need more help for pregnant women
e A check-in email — maybe reiterating resources & links. It is an emotional movies & brought up a bit of
emotions
e Send email to participants to assess practical utility
e We need more of this — possibly a way for participants to take what they learn to their communities

e Become familiar with resources available
Presented by: ‘é‘j
/x Adventist EveryMind. 1#~ HOLY CROSS I‘\_f‘lged%'u' Montgomer (H@ S‘UBURBM\THOSPITAI
/ HealthCare I % HEALTH Medical Cmrcf o montgomery — -

JOHNS HOPKINS MEDICINE



e Share BeTheOne & hotline numbers more

<ore on how people can help at the moment

Additional information regarding trials at NIMH for depression
Local resources via email

No answer (26)

5. To what extent did the following influence your attending this event?

Strongly Influenced Influenced Did Not Influence
a. Topic/Content (49) (4) (0)
b. Format (Film & Q/A) (32) (14) (1)
C. Location (26) (15) (5)
d. Sponsor(s) (29) (4) (8)
e. Other: (7) (0) (2)

e African American health program wanted me to attend
e communication

e speakers; all

e personal connection

o wife

e sister invited me

6. What additional behavioral health resources/support do you feel are needed in Montgomery County?

e Doing a good job collaborating

e More resources that are for bilingual and undocumented people

e Child mental health services with private insurance, child PHP facilities

e Needed in PG county or underfunded

e More that addressed cultural differences regarding mental health

e Elder mental health services

e Everything in Spanish

e Define specific causes and how group for solutions

e More school social workers and school psychs!

e Mon-sworn personnel in the Montgomery County Police need more programs/training to deal with stress of
Sworn supervisors

e Resources for students who are being bullied

e None-so good!

e Start awareness in elementary schools

e Stress how involved NAMI is — collaborate

e More awareness in schools, anti-bullying messages

e More counselors at schools

e Resources for youth, access for all people, drugs,

e Notsure (2)

e Ways to connect to neighbors & build a nurturing community

e Ability to come to person’s home/place of work to provide help. Similar to CPAP in DC

More focus in MCPS, reduce stigma

Tips for working with elementary age students to figure out who may be struggling with dark thoughts, etc.

I think it is really difficult for people without insurance to get quality help

e Not sure that the list is helpful

e  Bring this to elementary schools A
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e More resources are needed to make more of a dent in stigma

Support groups for not only teenagers & adults, but younger age group (i.e. middle & elementary schoolers)
Cards with hotline number available for all students

Peer support! Organizations & resources

More bilingual/cultural sensitive therapists

e Free therapy and access to psychiatrists for low income

e Youth/teen anti-bullying education/resources

e Mental health resources for people of color

e Post-partum

o All—immediate access — traveler health care for mental health

7. How can we improve this type of event?

e Gointo local high schools & colleges

Provide refreshments (2)

You are doing great

Call the teen and the parent

Add more survivors, because Minor’s storytelling made it real

| cannot think of anything! It was great! Very thought provoking and inspirational

| thought | was great! & informational

great and informative

Invite high school & counselors

Everything was wonderful

Promoting and presenting this type of discussion more often

More times and places

e N/A

e Elected officials in MD go into session Jan-April — make sure they see this early in session before the end of
Jan.

e Earlier in the evening

e Send to school counselors to get more teachers involved

Have more of them

More access for community

Invite HS and college students

Broad advertisement prior to event

Do one focused on/for teens

Better advertisement — | heard about this event from a partner

Enjoyed the event — particularly the format of the film & Q/A,

Involve it in a conference format? Really, just reach as many people as possible to get them talking

Because of the timing (end of day) — have a more energetic person moderate (no offense Mr. Crowel, you

did well ©)

e More discussion- through this

e More details on how to help, questions to ask, signs, etc

e More minorities on panel

e Advertise

8. How did you hear about tonight’s event? (Please circle one)

e Friend/Relative (19)
e EveryMind (17)
e E-Mail (12)
e Hospital(6)
o Suburban
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e Montgomery County (5)
e Facebook (4)

o EveryMind

o MoCo Mental Health Wellness (PTA) Page
e Other(6)

o AAHP

o Healthy Montgomery

o CASA MoCo (2)

o Work for a MD delegate

o Suburban Hospital/Sister

e Blank (1)
9. Additional comments/feedback provided:
e Too much gay intimacy was the only problem

e Gandhi Brigade PSA contest
e Really appreciated minors story as opening for Q&A

e Greatjob!
e These always look good but really do not show much
e Thank you!
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- How would you rate these statements? | feel I Mentimeter
comfortable....

Talking about suicide

e )

Connecting someone | am concerned about to local

resources like the hotline or Crisis Center
45

Helping someone in crisis

—————————()

Not comfortable at all
Extremely Comfortable
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Celebracion del mes de la Herencia Hispana
October 26, 2018
“La Diabetes”

Total # of participants: 38
Total # of evaluations returned: 28

1. Whatis your gender?

a. Male:7
b. Female: 19
c. Blank: 2

2. Whatis your age?

Gender Under 50 Over 50 Total

Females 2 17 19

Males 2 5 7

Blank 0 2 2

a. Females:
i. 20-30:1
ii. 31-40:0
iii. 41-50:1
iv. 51-60: 8- (highest population)
v. 61-70:7
vi. 70+:2
b. Males:
i. 20-30:1
ii. 31-40:1
iii. 41-50:0
iv. 51-60:1
v. 61-70: 3- (highest population)
vi. 70+:1
3. What is your zip code?

Gender Silver Spring Wheaton Rockville Bethesda Arlington
(20901,20904, | (20902) (20851, (20895) (22204)
20906,20912) 20832, 20850,

20853)

Females 8 3 8 1 0
Prediabetes=2 | Prediabetes=1 | Prediabetes=1
Diabetes =1 Diabetes= 2

Males 4 1 1 0 1
Prediabetes=1 Prediabetes=1

Silver Spring (




4. Do you have diabetes, prediabetes or no diabetes?

a. Females:
i. 20901:
ii. 20902:
iii. 20904:
iv. 20906:
v. 20912:
vi. 20832:
vii. 20850:
viii. 20851:
ix. 20853:
x. 20895:

i. 20901:
ii. 20902:
iii. 20906:
iv. 20853:
v. 22204:

a. Female:

2-
3
1
3
2
1
2
2
3
1

R W R

silver spring

i. Diabetes: 3- more females have diabetes (each from different age
groups)

ii. Prediabetes: 4- (all ages 51-60)

iii. No diabetes: 11

Gender Diabetes Prediabetes No Diabetes Blank
Females 3 4 (ages 51-60) 11 1
Males 0 2 5 0
b. Male:
i. Diabetes: 0

ii. Prediabetes: 2- (one was 61-70 group and other was 70+ group)
iii. No diabetes: 5
5. What they liked most about the event? (both genders)
a. Content (information): 20
b. Guest speakers: 16

c. The food:7
d. Other:0

6. This talk/discussion has motivated and/or empowered you to change some habit?

a. Yes: 26
b. No:0
c. Indifferent: 0

7. How did the program qualify tonight?

a. Excellent: 24
b. Good:1




c. Regular:0

d. Bad:0
8. What health issue is important to you?

a. Asthma: 9

b. Obesity: 11

c. Heart Disease: 10

d. Mental Health: 14- The most voted

e. Stroke: 8

f. Cancer:9

g. Domestic Violence: 6

h. Other: Auto immune disease (Lupus), cholesterol, physical activity
Gender | Asthma | Obesity | Heart Mental | Stroke | Cancer | Domestic | Other

Disease | Health Violence

Female |8 8 7 11 7 7 5 2
Male 1 3 3 2 0 2 1 1
Blank 0 1 2 2 2 0 0 0

9. What change of habit will you make as a result of your participation?

a. Exercise and/or increase exercise

b. Change diet and eat healthier

c. Learn more about diabetes

d. Plan diet for the week and weekend

e. Increase vegetable intake

f. Portion control

g. Drink more water

h. Limit sugar intake and fatty foods/carbs
[

. Watch diet closely

10. What kind of support/education would you like to receive next?

a. Females:
i. Cancer
ii. AIDS
iii. Depression
iv. Female reproductive system
v. Child and adult nutrition
vi. Obesity
vii. Asthma
viii. Diabetes
b. Male:
i. Education on good health
ii. Information about the best diets
iii. Nutrition
iv. Websites about diabetes
v. Be able to talk to doctor if he has any complications




11. How did you hear about this event? (both male and female)
a. St. Catherine: 7

b. Flyer:0

c. Friend: 13

d. Email: 2

e. Suburban Hospital: 6



From: Eleni Antzoulatos

To: Hilltop HCB Help Account

Cc: Monigue Sanfuentes; Kate McGrail

Subject: FW: Clarification Required - Suburban Hospital FY 21 Community Benefit Narrative
Date: Thursday, June 23, 2022 4:48:54 PM

Report This Email

Good afternoon,

Below is the clarification of the answer to Question 145 on the Community Benefit Narrative for
FY21. Please let us know if there are any further questions.

Best,

Eleni

From: Monique Sanfuentes <msanfuel@jhu.edu>

Sent: Friday, May 27, 2022 11:45 AM

To: Eleni Antzoulatos <eantzoulatos@jhmi.edu>; Kate McGrail <kmcgrai2@jhmi.edu>
Subject: Fwd: Clarification Required - Suburban Hospital FY 21 Community Benefit Narrative

See below from Hilltop

Begin forwarded message:

From: Hilltop HCB Help Account <hcbhelp@hilltop.umbc.edu>
Date: May 27, 2022 at 10:54:14 AM EDT
To: Hilltop HCB Help Account <hcbhelp@hilltop.umbc.edu>, Monique Sanfuentes

<msanfuel @jhu.edu>
Subject: Clarification Required - Suburban Hospital FY 21 Community Benefit

Narrative

External Email - Use Caution


mailto:eantzoulatos@jhmi.edu
mailto:hcbhelp@hilltop.umbc.edu
mailto:msanfue1@jhu.edu
mailto:kmcgrai2@jhmi.edu
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Fprotection.inkyphishfence.com%2Freport%3Fid%3DaGlsbHRvcC9oY2JoZWxwQGhpbGx0b3AudW1iYy5lZHUvOTQzZWE4OTBhMzQ4NjE2NTEyZTQwMGQzZTQ0NzAyYzEvMTY1NjAxNzMyNi45Mg%3D%3D%23key%3D0acb9fb5eb07e5fcaa9b2c8e960b00e5&data=05%7C01%7Chcbhelp%40hilltop.umbc.edu%7Cf0f8550336504d2ec0e308da5559c627%7Ce9b872148e8f4ad090ec9d5c56c94931%7C0%7C0%7C637916141340561365%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=lJUCnSw66hY7%2FjG%2BrlSj3X4ME8v3f9LvYYxiX0z%2FZfM%3D&reserved=0
mailto:msanfue1@jhu.edu
mailto:eantzoulatos@jhmi.edu
mailto:kmcgrai2@jhmi.edu
mailto:hcbhelp@hilltop.umbc.edu
mailto:hcbhelp@hilltop.umbc.edu
mailto:msanfue1@jhu.edu

Thank you for submitting the FY 2021 Hospital Community Benefit Narrative
report for Suburban Hospital. In reviewing the narrative, we encountered an item
that requires clarification:

e |nresponse to Question 145 on page 24 of the attached, you selected 200%
FPL as the lowest threshold for financial hardship but your financial
assistance policy states that the lowest threshold is 400%. Please clarify
whether you intended to select 400% as the lowest threshold.

“Mis-Click” In the financial policy, it states that JHM will provide a reduced cost of
medically necessary care to patients with family income above 400% of FPL but
below 500% of the Federal Poverty Level. This was an oversight on our part.
Thank you again for bringing this to our attention.

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