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: Saint Agnes ® e)
Healthcare, Inc.
Your hospital's ID is: 210011 ® O
Your hospital is part of the hospital system called ® e)
Ascension

Trevor Bonat

The primary Narrative contact at your hospital is Cynthia o ®
Mullinix, Olivia Farrow

. . ; Trevor.Bonat@Ascension.org cmullini@ascension.org
The primary Narrative contact email address at your

hospital is cmullini@ascension.org; O ®
olivia.farrow@ascension.org

The primary Financial contact at your hospital is Mitch ® O
Lomax
The primary Financial email at your hospital is ® e)

mlomax@ascension.org

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

(7] 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.

Prevalence of diabetes in the community. Readmission rates.



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.

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
Anne Arundel County
Baltimore City
Baltimore County

(7] calvert County

(7] caroline County

(7] carroll County

(7] cecil County

(7] charles County
() Dorchester County
(] Frederick County
7] Garrett County

[7) Harford County
Howard County
() Kent County

") Montgomery 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.

(J20701
(J2o711
(J20714
(J20724
(20733
() 20736
(J20751
(20754
(] 20755
(20758
() 20764

(20765

(20776
(20778
(20779
(20794
[ 21012
[J21032
(21035
() 21037
() 21054
() 21056
() 21060

[ 21061

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

(J21201
() 21202
()21203
() 21205
() 21206
21207
() 21208
(21209
(J21210

(J21211

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

(J)21013

(21020

[J21212
(21213
(21214
21215
21216
21217
(21218
[ 21222
21223

(21224

() 21092

() 21093

() 21062
(21076
(21077
() 21090
[ 21106
(21108
[J21113
(D21114
(21122
[J21123
(21140

(21144

21225
[J21226
21227
21228
21229
21230
(21231
[ 21233
[J21234

[ 21236

(21156

(21161

(7] Prince George's County
() Queen Anne's County
(7] somerset County

(7] st. Mary's County

(] Talbot County

(7] washington County

(7] wicomico County

() worcester County

(J21146
21225
(21226
[J21240
(21401
() 21402
[J21403
() 21404
[ 21405
[ 21409
(J21411

(21412

(21237
[J21239
(21251
[J21263
(21270
(21278
(21281
[ 21287

(J21290

21225

21227



(21022 () 21004
(J21023 (21102
() 21027 (21104
() 21030 () 21105
(21031 (21111
() 21043 (J21117
(J21051 (J21120
() 21052 (21128
() 21053 (J21131
() 21057 (21133
() 21065 (21136
(21071 [J21139
() 21074 [J21152
() 21082 (21153
() 21085 () 21155
() 21087

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.

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.

() 20701 (J21041
() 20723 (J21042
() 20759 (J21043
() 20763 () 21044
(J20777 (J21045
() 20794 (J21046
() 20833 21075

() 21029 (J21076

(21162
() 21163
() 21204
() 21206
21207
() 21208
() 21209
(21210
(J21212
21215
(21219
(J21220
[J21221
(J21222

(21224

() 21150
() 21163
(J21723
(21737
() 21738
() 21765
Jaina

() 21784

21228
21229
(J21234
(J21235
(J21236
(J21237
(J21239
(J21241
21244
() 21250
(J21252
[J21282
[J21284
(J21285

() 21286



(T)21036 (J21104

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.

This question was not displayed to the respondent.

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?

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

Closely aligns with Total Cost of
Care

patient attribution as determined in
the Medicare Performance Adjustor
methodology.

V2

C] Based on ZIP codes in your global budget revenue agreement. Please describe.

C] Based on patterns of utilization. Please describe.

(7) Other. Please describe.

((J21794



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

https://about.ascension.org/our-mission/mission-vision-values-ethics

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

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

03s.
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)

6/30/2021

Q41. Please provide a link to your hospital's most recently completed CHNA. Please provide the entire CHNA, not just an Executive Summary.

https://healthcare.ascension.org/-/media/healthcare/compliance-documents/maryland/2021-ascension-saint-agnes-chna-report.pdf

Q42. Please upload your hospital's most recently completed CHNA. Please provide the entire CHNA, not just an Executive Summary.

2021 Ascension Saint Agnes CHNA Report (2).pdf
4.9MB
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
P q Participated in
NA -(l;erson Pog‘i{;?ﬂ; or  Member of Pa“'mi:llwpauEd Ad;l:ed Participated ~  in identifying  Provided
Organization Department CHNA  development CHNA LD pr;l:;ary |de:1igfr¥/mg C,E?Qmuﬂtsy Seﬁggﬁﬁry ( e(iﬂ?:irn)
was not doesnot Committee  of CHNA best 5 prionty R
o 5 collection health to meet data
Involved exist process practices o health
needs
CB/ Community Health/Population Health
Director (facility level) O O O O O O .
Participated
- . Participated in
NA -;erson Po's\‘i{i/;\nr; or Member of Partlci:]pated Ad::ed Participated = in identifying  Provided
Organization Department CHNA  development CHNA in %grtgary |de:1igfr%/mg ig?omu‘rjcrgg seﬁggﬁ;\ry (e(zﬂ?:irn)
was not doesnot Committee  of CHNA best collection %ealttr{ e data P
Involved exist process practices s health
needs

) @) O ) O ) @)

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

O g

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

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



https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_WiHENX38ON4Pt8l&download=1

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

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)

Participated

o q Participated in
R Aherson N/A - Pamqpated Advised Participated in identifying  Provided
or RosiionjongiMembencl n on inprimary  identifying community secondary Other
Organization Department CHNA development CHNA data priority resources health (explain)
I‘ﬁl\?zlcg; do:jsr:ot G Of“(]:;’:;\ r:ftisctes collection health to meet data
p p needs health
needs

g O ) O a @) O a

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:

O
Participated
- . Participated in
N/A-g’rerson Pols\‘i{{;\)r-l e Partlcillqpaled Ad;ﬁed 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 lecti health d
Involved exist process  practices Cosecion e fojmeet 22
needs health
needs
O @ O O ) O @ ) O
Participated
- . Participated in
NlA—;erson Po's\‘ig;\)r; or Member of Partlti::]pated Ad;':ed Participated in identifying ~ Provided
Organization Department CHNA  development CHNA M Primary identifying —community secondary Other
s data priority resources health (explain)
was not doesnot  Committee  of CHNA best collection health o R data
Involved exist process  practices e~ P
needs

O ] @) O ) O

Participated
in

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

below:

. . Participated
N/A - Person N/A Partlc_lpated Advised Participated in identifying  Provided
o Position or - Member of o on in primay identifyin community secondar Other
Organization Department CHNA  development CHNA Zata Y riori 9 S health Y (explain)
was not doesnot Committee  of CHNA best collection Eealttr‘{ R data P
Involved exist process practices
needs health
needs

] @] ) ) ] @) )

a

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

(explain)

below:

Participated
- . Participated in
LA g’rerson Pogi(i/-c\m O e Parmi::]pated Adgl:ed Participated in identifying  Provided
Organization Department CHNA  development CHNA (D (TR lden_tlfylng community - secondary  Other
" data priority resources health
was not doesnot Committee  of CHNA best collection health IR data
Involved exist process practices BT health
needs

) g ) ) ) )

Participated
in

. . Participated
N/A-:rerson Pogi(gr; or Member of Partlcilnpated Adglr?ed P_articjpated . ‘F‘ . idemifyir_\g Provided
Organization Department CHNA  development CHNA in %nmary ldergtlfylng C AL seﬁun:ﬁ:ry
was not doesnot Committee  of CHNA best S (S JESouIces cat
Involved exist process practices Collection ficaly lofyeet GER)
needs health
needs

g @) O ) O a @) O

Participated
in

a

Other
(explain)

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

below:

a

Participated
U -(I;’rerson Pog@l; or Member of Partlcillqpated Adglsed Participated in identifying  Provided
Organization Department CHNA development CHNA LD ;‘)jr::;ary Idgng{"{ty 9 C',Zglomu?: eltsy seﬁg;ﬁ: Ty ( ea;?:ia)
was not doesnot Committee  of CHNA best collection health to meet data
Involved exist process practices needs health
needs
O O O 0O O O O
Participated
- . Participated in
N/A-g’rerson Po,s\‘i{i/;\ar-l or Member of Partl(i::]paled Ad;ﬁed Participated = in identifying  Provided
Organization Department CHNA  development CHNA in %ra"':;aw |de:1igglmg crgg'omu?:e“g seﬁggﬁﬁ\ry (eat'?:irn)
was not doesnot Committee  of CHNA best 5 (ST P
> 5 collection health to meet data
Involved exist process practices s health
needs
O @ O O ) O @ ) O
Participated
- . Participated in
hR= cl;erson Po's\‘ig;\)r; or Member of Partlti::]pated Ad;':ed Participated in identifying  Provided
Organization Department CHNA development CHNA in Zr;rtr;ary 'deﬂg%';g Crg?omutj:ég seﬁgglctir?ry (eaﬂ::irn)
was not doesnot Committee  of CHNA best collection %ealth o R data P
Involved exist process practices s health
needs

O

) ]

Community Benefit staff (facility level)

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:




Participated

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

below:

Participated in
M= (RETEE MR Ratcipatccdcysed Participated in identifying  Provided
or RostdonjongiMembencl n on inprimary  identifying community secondary Other
Organization Department CHNA development CHNA data priority resources health (explain)
mszlcgé do:jsr:ot G Of“(]:;’:? r:ftlsctes collection health to meet data
p p needs health
needs

@) O a

g @) O ) O a

Participated

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

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

Community Benefit staff (system level)
. . Participated in
N/A-g’rerson Pols\‘i{{;\)r-l e Partlcillqpaled Ad;lsed Participated ~ in identifying  Provided
Organization Department CHNA  development CHNA n %ra"':;aw |de:1igglmg crgg'omufge“g seﬁggﬁiﬁ\ry (eat'?:irn) ot
was not doesnot  Committee  of CHNA best : priofty P
> 5 collection health to meet data
Involved exist process  practices s health
needs
Physician(s) ) O O O ) ) O
Participated
- . Participated in
NlA—[I;erson Po's\‘ig;\)r; or Member of Partlti::]pated Ad;':ed Participated ~in identifying ~ Provided
Organization Department CHNA development CHNA in %r;rtgary |de:1ig?i/|ng Crg?omutgg Seﬁggﬁg Y (eaﬂ::irn)
was not doesnot Committee  of CHNA best collection %ealttr){ o R data P
Involved exist process  practices s health
needs
Nurse(s) ) O ) O ) ) O
Participated
. . Participated in
N/A [I;erson Po;\‘i:gn or  Member of Partlci:]pated Adgﬁed Parthpated ~in identifying  Provided
Organization Department CHNA development CHNA n Zr;tmaary lde:gfg/mg Crg?orzrcn;tsy seﬁggﬁl}?ry (e(i”:;.;)
was not doesnot Committee  of CHNA best collection %ealttr‘{ R data P
Involved exist process practices T health
needs

g ) ) ) ) ]

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

) g @) ) ) g ) ]

Participated

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

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

Hospital Advisory Board
. . Participated in
N/A-:rerson Pogi(gr; or Member of Partlcilnpated Adgl:ed P_articjpaled . ‘F‘ . identifyir_\g Provided .
Organization Department ~CHNA  development CHNA in primary |dem|fy|ng community secondary Othe_r Other - If you selected "Other (explam_), please type your exp
. data priority resources health  (explain) below:
was not doesnot Committee  of CHNA best Ny
Involved exist process practices Collection ficaly lofyeet GER)
needs health
needs

O a @) O ) O a @) O

Participated

a

Participated in
DI -(I;’rerson Pog@é or Member of Partlcillqpated Adgl:ed Participated in identifying  Provided
Organization Department CHNA  development CHNA in %nmary |der!t|fy|ng community seﬁonld:ry Otl‘lle_r Other - If you selected "Other (eg(pllaer), please type your exp
was not does not Committee  of CHNA best 2 prionty LESouICeS cat (explain) BT
Involved exist rocess ractices Collection feaiy fo{eet G
p p needs 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.
Activities
N/A - Person N/A - S?::I‘tll?g Seltehce}lng Determining Providin Allocating Evaluating
or Position or Ao how to aing budgets Delivering the Q AN q
A needs initiatives fundin Other Other - If you selected "Other (explain)," please type your explanation
Organization Department thatwill  that will evaluate for CcB outcome (explain) ol
was not does not be the impact activities individual initiatives of CB P :
Involved exist targeted supported of initiatives i ir
CB/ Community Health/Population Health
Director (facility level) O O O O
N/A - Person N/A - Sf‘fgltt'r?g Seltehce}lng Determining Providin Allocating Evaluating
or Position or PP how to aing budgets  Delivering the Q fy W .
A needs initiatives funding Other Other - If you selected "Other (explain)," please type your explanation
Organization Department thatwill  that will evaluate for CcB outcome (explain) below:
was not does not 8 - the impact activities individual initiatives of CB P .
Involved exist targeted supported of initiatives i ir

] ] @) O

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




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

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)

N/A - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

N/A - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

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

N/A - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

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

Selecting
health
needs

that will
be
targeted

a

Selecting
health
needs

that will
be
targeted

a

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

a

Selecting
health
needs

that will
be
targeted

Selecting
health
needs

that will
be
targeted

a

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
O

Selecting
the
initiatives
that will
be
supported

g

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

g

Selecting
the
initiatives
that will
b

e
supported

@]

Determining
how to
evaluate
the impact
of initiatives

Determining
how to
evaluate
the impact
of initiatives

O

Determining
how to
evaluate
the impact
of initiatives

Determining
how to
evaluate
the impact
of initiatives

O

Determining
how to
evaluate
the impact
of initiatives

O

Determining
how to
evaluate
the impact
of initiatives

O

Determining
how to
evaluate
the impact
of initiatives

Determining
how to
evaluate
the impact
of initiatives

O

Determining
how to
evaluate
the impact
of initiatives

Determining
how to
evaluate
the impact
of initiatives

O

Determining
how to
evaluate
the impact
of initiatives

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Allocating Evaluating
budgets Delivering the

for CB outcome
individual initiatives of CB
initiati initi

O
Allocating Evaluating
budgets  Delivering the

for CcB outcome
individual initiatives of CB
initiati initiati

a

O

@)

Allocating Evaluating
budgets Delivering the
for CcB outcome
individual initiatives of CB
initiai initiat
O )
Allocating Evaluating
budgets  Delivering the
for CB outcome
individual initiatives of CB
initiati initiat

a

O

g

Allocating Evaluating
budgets  Delivering the
for CB outcome
individual initiatives of CB
initiati initiati

a

Allocating
budgets
for
individual
initiatives

a

O

Delivering
CB
initiatives

O

Evaluating
the
outcome
of CB
initiatives

@)

Allocating Evaluating
budgets Delivering the
for CB outcome
individual initiatives of CB
initiati initi
Allocating Evaluating
budgets Delivering the
for CcB outcome
individual initiatives of CB
initiati initiati

a

O

@)

Allocating Evaluating
budgets Delivering the
for CcB outcome
individual initiatives of CB
initiati initiati
Allocating Evaluating
budgets Delivering the
for CB outcome
individual initiatives of CB
initiati initiat

a

O

g

Allocating Evaluating
budgets  Delivering the
for CB outcome
individual initiatives of CB
initiati initiati

a

O

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 explanation
below:

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

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

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

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

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

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

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

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

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

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




Nurse(s)

Social Workers

Hospital Advisory Board

Other (specifv)

N/A - Person N/A - Sf\leclt':g Selehcnng Determining Providi Allocating Evaluating
or Position or can e how to roviding budgets Delivering the
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was not does not b b the impact ey individual initiatives of CB
Involved exist = = of initiatives ctytes initiati initiati
targeted supported
O O O O O O O O
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was not does not be be the impact activities individual initiatives of CB P
Involved exist targeted supported of initiatives ini ir
) O ) ) O ) O
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targeted supported

O
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Selecting Selecting

HSCRC to develop this list of eight recommended practices for engaging patients and communities in the CHNA process.

2022.

Other Hospitals -- Please list the hospitals

here:
UMMS, Hopkins, Lifebridge, Medstar,
Mercy,

Local Health Department -- Please list the

) g

) @) ]

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

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

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

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

N/A - Person N/A - Determining - Allocating Evaluating
or Position or health . .lh? how to Provn_ilng budgets Delivering the " .- .
o R needs initiatives funding her Other - If you selected "Other (explain),” please type your explanation
rganization Department thatwill  that will evaluate for CB for CB outcome (explain) ey
was not does not be i3 the impact activities individual initiatives of CB P .
Involved exist targeted supported of initiatives in ir
oa7.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
Refer to the EY 2022 Community Benefit Guidelines for more detail on MHA's recommended practices. Completion of this self-assessment is mandatory for FY
Level of Community Engagement Recommended Practices
Involved - Collaborated
To work - To partner
'"f:’orvmi:: S directly with  with the
Eommunit Consulted - community  community Community-
with balanc)eld To obtain throughout in each Delegated Driven/Led
& objective  community the process aspect of the - To place - To support Collect Select
informlation to feedback '©EMSure decision ihe ihelsctons Identify & Defieithe and riorit (X Plan Implement
assist them in on e includinojthegdecision, of Engage commuity analyze co?nmur)l,ity Implementation Im fovement Eveluate
understandin analysis Concetnspldevelopmentmaking]ingcommuniy Stake%o?ders 3 thg health Communicaie pSlrate ies pPlams FEgEss
the roblemg altern;tivés and of the hands initiated, assessed data RS results 9
alte?natives' T aspirations  alternatives of the driven
opponunilieé solutions 21E . & community  andor led
and/or consistently identification processes
solutions understood of the
and preferred
considered solution
@ O O
Involved - Collaborated
To work - To partner
Informed _ To directly with  with the
Eommunit Consulted - community  community Community-
with bal anc)eld To obtain throughout in each Delegated Driven/Led
T . the process aspect of the - To place - To support
GEUEED  CHMilY to ensure decision the the actions Define the Cotect Sl Document
informationto  feedback their including the  decision- of Identify & T and priority & Plan Implement Evaluate
assist them in on SIS (el ?nent D GG Engage 5 Y analyze community TS Implementation Improvement EI TS
understanding  analysis, e o? the ha?]ds initiated 4 Stakeholders e the health results Strategies Plans 9
the problem, alternatives o I .  th dri ' data issues
et v aspirations atern:twes of t e_I drllvell'l g
> : are community and/or le
Opp:r':;g'r"es solutions consistently identification processes
i understood of the
and preferred
considered solution
O O O O O O O O O O O

Local Health Departments here:
Baltimore City Health Dept.



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

Local Health Improvement Coalition --

Howard Co LHIC; Balt Co LHIC

Maryland Department of Health

Other State Agencies -- Please list the
aaencies here:

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

BCHD, Division of Aging

Faith-Based Organizations

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

with balanced
& objective

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

a

Informed - To
provide the
community

with balanced
& objective

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

a

Informed - To
provide the
community

with balanced
& objective

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

a

Informed - To
provide the
community

with balanced
& objective

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

a

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

a

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

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

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

a

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
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in each
aspect of the
decision
including the
development
of
alternatives
&

identification
of the
preferred
solution

O

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

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
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including the
development
of
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of the
preferred
solution

O

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

@)

Community-
Driven/Led
- To support
the actions
of
community
initiated,
driven
and/or led
processes
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Collect Select
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Engage analyze community communicate Implementation Improvement Progress
Stakeholders et the health e Strategies Plans 9
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. Collect Select
. Define the N Document
Identify & community and priority e Plan Implement Evaluate
Engage analyze community o oo Implementation Improvement oo o o
Stakeholders et the health T Strategies Plans 9
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. Collect Select
Identify & 5)?2;%::; and priority DO(;L:]nJem Plan Implement o\ ate
Engage to be analyze community communicate Implementation Improvement Progress
Stakeholders FEsee] the health =l Strategies Plans
data issues



School - Colleges, Universities, Professional
choals -- Please list the schools here:
University of MD Baltimore, Johns Hopkins
Public Health Nursing, UMAB School of
Pharmacy

Behavioral Health Organizations -- Please
list the oraanizations here:

Social Service Organizations -- Please list
he oraanizations here:

Jewish Community Services, CHANA,
Comprehensive Housing Assistance,
Lifebridge Vocational Services, Catholic
Charities, Paul's Place, Goodwill of the
Chesapeake,

Post-Acute Care Facilities -- please list the
facilities here:

Community/Neighborhood Organizations --
lease list the oraanizations here:

Promise Hghts, Village of Violetville,

Violetville and St Agnes Community

Association,

Consumer/Public Advocacy Organizations --
Please list the oraanizations here:
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To work
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To work
directly with
community
throughout
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aspirations
are
consistently
understood
and
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throughout
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and
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and
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Involved -
To work
directly with
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throughout
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and
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and
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Involved -
To work
directly with
community
throughout
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and
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and
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with the
community
in each
aspect of the
decision
including the
development
of
alternatives
&

identification
of the
preferred
solution
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O
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O
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O

Collaborated
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identification
of the
preferred
solution

O
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with the
community
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&
identification
of the
preferred
solution
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Delegated
- To place
the
decision-
making in
the hands
of the
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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
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- 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

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
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Driven/Led
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of
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initiated,
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processes
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community and Evaluate
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Stakeholders R met] the health e Strategies Plans
data issues



Informed - To

provide the

community  Consulted -
with balanced  To obtain

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

and/or
solutions

Other -- If any other people or organizations
Chase Brexton Health Services, Inc.,
Baltimore Medical System, Inc.

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

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

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

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

o49. 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.

Collect Select

Identify & g)er::;imf and priority Docat::gent Plan Implement Evaluate
Engage Y analyze community . Implementation Improvement
communicate i Progress
Stakeholders e the health s Strategies Plans
data issues

Collect Select

Identify & aﬂxjmf and priority Docurgenl Plan Implement Evaluate
Engage 5 4 analyze community SIS Implementation Improvement Progress
Stakeholders e the health results Strategies Plans
data issues

9/20/2021

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

https://healthcare.ascension.org/-/media/healthcare/compliance-documents/maryland/2022-2024-ascension-saint-agnes-implementation-strategy. pdf

Q53. Please upload your hospital's CHNA implementation strategy.

2022-2024-ascension-saint-agnes-implementation-strategy,pdf
93.3KB
application/pdf

Q54. Please explain why your hospital has not adopted an implementation strategy. Please include whether the hospital has a plan and/or a timeframe for an

implementation strategy.

This question was not displayed to the respondent.

Q55. (Optional) Please use the box below to provide any other information about your CHNA that you wish to share.

Q56. (Optional) Please attach any files containing information regarding your CHNA that you wish to share.


https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_00SVJKcM4yPBheh&download=1

Q57. Were all the needs identified in your most recently completed CHNA addressed by an initiative of your hospital?

@ Yes
O No

Q58.
Using the checkboxes below, select the Community Health Needs identified in your most recent CHNA that

were NOT addressed by your community benefit initiatives.

This question was not displayed to the respondent.

Q59. Why were these needs unaddressed?

This question was not displayed to the respondent.

Q60. Please describe the hospital's efforts to track and reduce health disparities in the community it serves.

Q61. 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:

() None

Regional Partnership Catalyst Grant Program
The Medicare Advantage Partnership Grant Program

The COVID-19 Long-Term Care Partnership Grant

O

O

O

D The COVID-19 Community Vaccination Program

D The Population Health Workforce Support for Disadvantaged Areas Program
O

Q62. If you wish, you may upload a document describing your community benefit initiatives in more detail.

063 Section Il - CB Administration

Q64. Does your hospital conduct an internal audit of the annual community benefit financial spreadsheet? Select all that apply.

Yes, by the hospital's staff
D Yes, by the hospital system's staff
(1) Yes, by a third-party auditor

() No

Q65. Please describe the third party audit process used

This question was not displayed to the respondent.

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

@ Yes
O No

Q67. Please describe the community benefit narrative audit process.



Prepared by the finance staff and reviewed by the CFO.

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

O Yes
@ No

Q69. Please explain:

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

O Yes
@ No

Q71. Please explain:

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

@ Yes
O No

Q73. Please describe how community benefit planning and investments were included in your hospital's internal strategic plan during the fiscal year.

Diabetes is a key report on the Chief Executive's dashboard.

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

Q75. 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.

Diabetes - Reduce the mean BMI for Maryland residents



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

Opioid Use Disorder - Improve overdose mortality

V

Maternal and Child Health - Reduce severe maternal morbidity rate

V.

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

[7) None of the Above

Q76. (Optional) Did your hospital's initiatives during the fiscal year address other state health goals? If so, tell us about them below.

o7z.Section 1V - Physician Gaps & Subsidies

Q78. Did your hospital report physician gap subsidies on Worksheet 3 of its community benefit financial report for the fiscal year?

O No
@ Yes

Q79. 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

subsidy? What type of subsidy?
Yes No
Allergy & Immunology O @ ( v]
Anesthesiology O ® [ V]
Cardiology O O] [ V]
Dermatology O O] [ v ]
Emergency Medicine ® O (Coverage of emergency department call v
Endocrinology, Diabetes & Metabolism O ® [ V]
Family Practice/General Practice O (O] [ v]
Geriatrics ® @) [Non-resident house staff and hospitalists v
Internal Medicine O (O] [ v]
Medical Genetics O ® [ v]
Neurological Surgery O ® [ V]
Neurology O O] [ V]
Obstetrics & Gynecology ® O (Non-resident house staff and hospitalists v
Oncology-Cancer O ® [ V]
Ophthalmology O O] [ V]
Orthopedics O @® [ v]
Otolaryngology O @ [ v]
Pathology O ® [ V]
Pediatrics @® O [Non-resident house staff and hospitalists V]
Physical Medicine & Rehabilitation e ® ( v
Plastic Surgery O @ [ v]




Preventive Medicine O (O] [ v]
Psychiatry ® O [Non-resident house staff and hospitalists V]
Radiology O] O [Non-resident house staff and hospitalists V]
Surgery @) @ [ v]
Urology O @ [ v]
fuher. (Describe) ® O [Non-resident house staff and hospitalists v

Intensivists and Hospitalists

Q80. 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.

Since the hospital is located in an urban setting, we have a significant amount of charity, Medicaid and self-pay patients. We also serve a medically and socially complex
population which require a unique type of physician expertise which we could not supply without subsidy.

Q81. Please attach any files containing further information and data justifying physician subsidies at your hospital.

os2. Section VI - Financial Assistance Policy (FAP)

Q83. Upload a copy of your hospital's financial assistance policy.

F1.05.Ascension Saint Agnes Financial Assistance Policy 10012022 _with AGB.pdf
437.8KB
application/pdf

Q84. Provide the link to your hospital's financial assistance policy.

https://healthcare.ascension.org/locations/maryland/mdbal/baltimore-ascension-saint-agnes-health-center/financial-
assistance#:~:text=Financial%20assistance%20is%20generally%20determined,for%20which%20you%20are%20responsible

Q85. 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:]

Q86. 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 250
Poverty Level

Q87. 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 250


https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_vNPjzRQp0mlhM53&download=1

Highest FPL 400

Q88. 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.

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

Lowest FPL

Highest FPL 500

Q89. 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

Q90. Per Health General Article §19-303 (c)(4)(ix), list each tax exemption your hospital claimed in the preceding taxable year (select all that apply)

Federal corporate income tax
State corporate income tax
State sales tax

Local property tax (real and personal)

ooz Summary & Report Submission

Q92.

Attention Hospital Staffl IMPORTANT!

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

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

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

Location Data

Location: (39.2842, -76.6918)

Source: GeolP Estimation
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Summary

The three Community Health Need Priorities to be addressed by Ascension Saint Agnes (ASA)
for the FY 2021 through FY 2024 cycle are:

Address mental health/substance use disorder;

Prevent diabetes and improve health; and

Build person-centered healthy neighborhoods to address social determinants of
health.

These priorities were defined with robust community input.

Introduction
Background

ASA is dedicated to the art of healing. We have a long history of providing exceptional holistic
care to a diverse population of over 400,500 residents of the southwest segment of the
Baltimore metropolitan area. We are a fully accredited, full-service 251 bed teaching hospital
with residency programs in medical and surgical specialties. ASA offers emergency services and
a wide variety of inpatient and outpatient services in addition to institutes and
community-based offices including Saint Agnes Medical Group and Seton Imaging. Built on a
strong foundation of excellent medical care and compassion, ASA and the physicians who
practice here are committed to providing the best care for our patients for many years to come.

Maryland increasingly recognizes the many factors influencing health beyond traditional health
care, and ASA is leading the way by creating new opportunities to be as relevant to our
community when they are well as when they are sick. ASA is committed to achieving
measurable improvements in health and the social determinants of health. ASA annually
provides approximately $45 million in charitable giving and community benefit.

Since 2018, the ASA Health Institute has partnered with the community to keep individuals at
their best health. The ASA Health Institute continually evolves to implement new initiatives,
with a focus on community engagement, care management, chronic disease management, and
behavioral health. ASA operates a robust Diabetes Prevention Program (DPP), and recently
secured S5 million in new funding to support DPP. In 2020, ASA in partnership with Catholic
Charities established a primary care clinic at My Brother’s Keeper. Efforts to improve health
outcomes and reduce health disparities traditionally sought to build care coordination services
into clinical practice. The My Brother’s Keeper clinic inverts that approach, by building clinical
services into a trusted community anchor. To address patients’ transportation needs, in 2020



ASA developed a new transportation model, building a network of volunteer chaperones to
accompany older adults and adults with disabilities to and from medical appointments. Another
ASA initiative is Food Rx, which addresses systemic inequities in access to healthy food and
improves nutrition for chronically and medically complex patients.

ASA submits the Fiscal Year (FY) 2021 Community Health Needs Assessment (CHNA) amidst the
ongoing COVID-19 pandemic. The effect of COVID-19 on the U.S. healthcare system and
economy is unprecedented. Motivated by our mission, we’ve taken every precaution to keep
our communities safe while caring for those who need us most.

Our Mission and Vision

Saint Agnes Hospital was founded in 1862 by the Daughters of Charity to meet the health needs
of the poor. As a Catholic health care ministry and member of Ascension Health, ASA is
dedicated to the art of healing to sustain and improve the lives of the individuals and
communities we serve. Rooted in the loving ministry of Jesus as healer, we commit ourselves to
serving our entire community, with special attention to those who are poor and vulnerable. Our
Catholic health ministry is dedicated to spiritually centered, holistic care which sustains and
improves the health of individuals and communities. We are advocates for a compassionate and
just society through our actions and our words. Figure 1 shows ASA’s core values.

Figure 1: ASA Core Values
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Our community outreach programs continue to expand our mission. ASA has launched
community initiatives to fight diabetes, cardiovascular disease, and obesity, improve access to
primary care, and address social determinants of health such as access to nutritious food and
transportation. Through expanding outreach and community integration services our dedicated
team strives to enhance the social and physical environments that promote good health for all.

We envision a strong, vibrant Catholic health ministry in the United States which will lead to the
transformation of healthcare. We will ensure service that is committed to health and well-being
for our communities and that responds to the needs of individuals throughout the life cycle. We
will expand the role of laity, in both leadership and sponsorship, to ensure a Catholic health
ministry in the future.

CHNA Purpose and Scope

The ASA CHNA process is about improving health—the health of individuals, families, and
communities. The objective of the assessment is to evaluate the health status of the people
residing in the communities surrounding our hospital, to highlight the geographic regions and
populations within the service area that have greater health needs, and to determine how ASA
can best respond to health need priorities. In accordance with IRS requirements and Affordable
Care Act, hospital facilities with a tax-exempt status are mandated to complete this assessment
every three years, with the input of representatives from the community as well as local health
jurisdictions. Hospital services and health improvement programs are to be linked to the needs
identified in the assessment process. Improvements in community health are to be
demonstrated through measurable outcomes, as impacted by hospital services and programs.

The assessment process involved both quantitative and qualitative components. See Figure 2.
ASA engaged the participation of the public through a structured online survey and a series of
focus groups. We presented findings to several groups of external stakeholders to solicit
feedback from leaders among the communities we serve. Internal stakeholders representing
clinical care, population health, care management, and pastoral care also provided input.

Figure 2: Community Health Needs Assessment Process
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Departrment mortality
mapping

Analysis of hospital
utilization data

In the prior CHNA cycle, ASA adopted the following three priorities for FY 2018 through FY 2021:



e Address mental health/substance abuse (shared priority with all Baltimore City
hospitals);
Reduce obesity and impact of chronic diseases; and

e C(Create person-centered healthy neighborhoods to address social determinants of
health.

For FY 2021, ASA again conducted our CHNA collaboratively with other Baltimore City Hospitals.
This facilitates the establishment of shared health need priorities as well as strategies to
collectively address identified health needs. As the healthcare industry transitions to
value-based based care across the continuum, a shared understanding and knowledge of
community needs has become a more important aspect of the CHNA.

Community Benefit Service Area

The community benefit service area is comprised of the zip codes that account for 70% of ASA
hospital discharges. The ASA service area changed between FY 2018 and FY 2021. The zip code
21226 Curtis Bay is no longer included; in FY 2018 it was the furthest south community in the
ASA service area. New zip codes in FY 2021 include 21075 Elkridge, representing a
southwestward expansion into Howard County, and 21244 Windsor Mill and 21250
Baltimore/UMBC. These represent a westward shift into Baltimore County. The ASA FY 2021
community benefit service area is shown in Figure 3. Within the service area, ASA has defined
different communities. The communities are groupings of zip codes in with similar demographic
characteristics and geographic boundaries. Details about each of the individual communities
are in Appendix 1.

Figure 3: Ascension Saint Agnes Service Area by Zip Code
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The needs of the ASA service area are highly variable from community to community. ASA
focuses upon the needs where we can have the greatest impact on community health. This
guides the allocation of resources and development of new healthcare programs.

Addressing the COVID-19 Pandemic

It is important to acknowledge the context of the COVID-19 pandemic as a backdrop to the FY
2021 CHNA. The social, economic, and health effects of COVID-19 have reverberated through
our community. Given the requirement to eliminate non-emergency services for a period of
months, hospital revenues plummeted. At the same time, hospitals faced increased costs for
protective personal equipment (PPE), testing, ventilators, and infrastructure to implement
telemedicine. ASA has taken steps to support our patients, health care partners, associates, and
the community at large.

Patient Support

In addition to serving COVID-19 patients through the emergency department and on an
inpatient basis, ASA focused on the provision of testing. We established a 24/7 COVID-19
hotline, where our nurses and care teams could guide patients with the most up-to-date
screening information and best options for care and testing. We launched the availability of
drive-by COVID-19 tests for qualified patients.

We took measures to address patients’ hesitancy to seek medical care due to fear of COVID-19
exposure by rapidly expanding telemedicine services and enabling patients to access care



without leaving home. To date we’ve provided over 32,000 telemedicine visits. We also have
provided prescription delivery to medically fragile patients.

Additional steps helped ensure the safety of our patients. This included the provision of remote
monitoring tools and access to care team support for the daily status monitoring for COVID-19
positive patients and persons under investigation for COVID-19. Tracphones were provided for
patients without phone access to facilitate remote management. We also provided shuttle rides
home, and hoteling for COVID-19 patients in need of isolation from their households.

We provided a remote monitoring program for COVID positive patients identified as high risk of
hospitalization by the ED or their PCP. These patients were provided with a pulse oxygen
monitor, application for their phone, and care management support. Patients were asked to
respond to questions on the mobile application three times per day describing signs and
symptoms. Patients with specific responses triggered follow up by a nurse or physician. Patients
who did not respond were contacted by the care management team, and if they were not able
to connect with them, the local 911 was called and a wellness check was requested. Patients
reported high satisfaction with this program.

Skilled Nursing Facility Support

Nationwide, skilled nursing facilities (SNFs) have been heavily impacted by COVID-19. ASA
supported our post-acute network through the provision of PPE, testing supplies and staff for
testing, weekly technical assistance and coordination calls, Medical Director support calls, and
COVID-19 prevention messaging supplies. ASA contracted home health agencies and SNFs to
serve underinsured patients with home health services, skilled nursing days, and home oxygen
services.

Community Support

ASA implemented the following actions to mitigate vulnerabilities and disparities exacerbated
by the COVID-19 crisis:

o Distributed over 42,000 pounds of produce to key community partners including
churches, urban farming group, family homeless shelter, and a day resource center.
o Distributed over 27,000 pounds of produce to medically fragile patients.
o _Distributed COVID-19 prevention messaging posters throughout the community.
@ Provided 250 hygiene kits for seniors and families with infants distributed door-to-door
and through community partners.
Vaccine Distribution
ASA has led the way in distributing COVID-19 vaccinations to our community, with a special
focus on reaching vulnerable populations. We continue to coordinate with local health
departments and other hospitals and health care providers to deliver vaccinations. By
leveraging our well-established relationships with community partners, we are gaining insight
into how best to target areas with extremely low vaccination rates. These partners are known
and trusted in their communities and serve as the base of vaccine distribution operations. Our
efforts include the following:

e Community-based vaccine clinics convened with our partners in underserved areas;



® A mobile vaccine team that brings vaccines to communities in need and homebound
individuals to overcome transportation barriers; and
e Broad community educational efforts as well as in-person outreach by community
health workers.
Associate Support
During the COVID-19 crisis, our ASA doctors, nurses, respiratory therapists, and other members
of our care teams worked long shifts to meet patients’ needs. Like other families across the
country, our front-line healthcare workers had to balance the demands of work with the closure
of their children’s schools and childcare centers. National news of healthcare workers falling ill
and even dying from COVID-19 was widespread prior to vaccine availability. Our front-line staff
faced the daily potential risk of COVID-19 infection for themselves, and potential risk of
transmission of the virus to their families—adding to physical and mental stress. In recognition
of this, ASA provided support to our associates through financial assistance to address basic
needs, $25,000 in meals to associates, organization and delivery of donated meals for our
hospital teams, shuttle service and Lyft gift cards for associates, and peer support counseling.

Primary and Secondary Data Research and Analysis
Community Survey Overview

A consumer survey sought to gain a quantitative assessment to establish broad public input
from the community. The survey was conducted in October 2020 in collaboration with other
Baltimore City Hospitals. Due to COVID-19 restrictions, the survey was fielded solely
electronically. The survey questions are included as Appendix 2. Like the prior CHNA cycle, the
survey asked respondents to rate the community’s three most important health problems,
social/environmental problems, and barriers to accessing healthcare. The survey asked
respondents about their mental health, given the prioritization of that issue. Respondents were
provided an opportunity to state ideas and suggestions for improving the health of their
community. In 2020, the survey also asked respondents about their concerns and needs related
to the COVID-19 pandemic.

Through the collaboration among Baltimore City Hospitals, there were 3,170 respondents across
Baltimore City with over 100 zip codes represented. As in the past, respondents are
predominately female (63%) and African American (61%). Approximately half of respondents
are age 50 or older (52%) and half are ages 18 through 49 (48%). Respondents who reside in zip
codes within ASA’s service area (referred to as ASA respondents throughout this report)
accounted for 1,202 responses (38% of total responses). Their demographics are similar, but
with a higher proportion of respondents who are African American (74%).

Community Survey — Top Health Concerns

Survey respondents identified the three most important health concerns facing their
community from a list of health issues, including behavioral health problems such as



alcohol/drug abuse or tobacco use, mental health issues; chronic health conditions such as
diabetes, hypertension, and overweight; and major diseases such as cancer, HIV, and
Alzheimer’s.

Results are shown in Figure 4. Among respondents residing in the ASA service area, the most
named health concern was alcohol/drug addiction (named by 63%). This was followed by
diabetes/high blood sugar and mental health (including depression and anxiety)—each were
named by 37%). The next most named concern was heart disease/blood pressure (named by
32%).

Figure 4: Top Three Health Problems
Identified by Survey Respondents Residing in ASA Service Area
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City-wide responses were similar, with alcohol/drug addiction named by 63%, followed by
mental health (depression/anxiety) named by 36%, and diabetes/high blood sugar and heart
disease/blood pressure each named by 34% of respondents City-wide. Overweight/obesity was



named by 21% of ASA respondents and 22% of respondents City-wide. Among those who
responded “other,” the most common issue was chronic pain/arthritis, followed by violence
(which is one of the choices for the question on social/environmental concerns).

Respondents were asked how many days during the past month their mental health not good.
Among the 21% of ASA respondents who indicated they had days when their mental health was
not good, the average number of days was approximately 11.

The top health concerns cited by ASA respondents—alcohol/drug addiction, diabetes/high
blood sugar, and metal health—varied only slightly when segmented by different parameters.
Figure 5 below shows the responses by neighborhood area, sex, race/ethnicity, and age. Male
respondents ranked heart disease/blood pressure over mental health. Hispanic/Latino
respondents and respondents under age 50 ranked heart disease/blood pressure over diabetes/
high blood sugar.

Figure 5: Top Health Problems by Area, Sex, Race/Ethnicity, and Age
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Community Survey — Top Social/Environmental Concerns

The next portion of the survey asked about the three most important social or environmental
problems affecting the health of respondents’ communities, from a list of 15 issues. The results
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are shown in Figure 6. Among ASA respondents, the top three most named issues were lack of
job opportunities (32%), housing/homelessness (30%), and neighborhood safety/violence
(25%). This is consistent with City-wide responses: housing/homelessness (32%), lack of job
opportunities (30%), and neighborhood safety/violence (25%).

Figure 6: Top Three Social/Environmental Problems
Identified by Electronic Survey Respondents Residing in ASA Service Area

Limited Access to Healthy Foods “
00 -
Availability/Access to Insurance
Awvailability/Access to Doctor
Race/Ethnicity Discrimination
Lack of Affordable Child Care
Transportation Problems
School Dropout/Poor Schools
Domestic Violence
Social Isolatien/Loneliness
Limited Places to Exercise

Don't Know

Child Abuse/Neglect

21%
13%
8%
%
%
19%

Among those who responded “other,” the most common issue was addiction/substance use,
which is one of the choices for the question on health concerns. This was followed by food
insecurity, which is related to but not the same as the choice limited access to healthy foods.
Figure 7 shows how responses by neighborhood area, sex, race/ethnicity, and age.

Figure 7: Top Social/Environmental Problems by Area, Sex, Race/Ethnicity, and Age

11



ol Probl African S0+
Social Problems Female Hispanic | 18-49
T American g o Years
¢ 73% : : 56%

Most Important

Lackof Job
Opportunities

3% 32% 30% 37% 29% 35% 2% 25% 21% 33% 30%

Housing/
Homelessness

30%  31% @ 19%  29%  30% 2% 3%  36%  38% 3%  29%
Neighborhood e oewr 2% 0%  28% 26% 19%  28%  34% X%  26%
Safety/Violence

Limited Access

22% 22% 22% 21% 23% 22% 23% 23% 28% 19% 24%
to Healthy Foods

Paverty 22% 23% 18% 5% 21% 22% 19% 30% 40% 5% 20%
A ailability

Accessto 21% 21% 19%8 21% 21% 20% 23% 24%% 21% 24% 18%
In=urance

A ail ability/

Accessto 20% 21% 16% 23% 18% 21% 18% 17% 28% 22% 18%

Doctor's Cffice

Racef Ethnicity
Discrimination

12% 12% 19% 11% 13% 11% 17% 17% 26% 15% 11%

Lack of
Affordable Child 12% 12% 14% 10% 12% 10% 16% 16% 13% 16% 2%

Care

T tati
PNPOTEOT 409 11% 13%  11%  12%  13% 10% 5% 0% 8% 14%
Problems

School Dropout
chool Dropout/ ) g/ y5gr 5% 1%  12%  13% 7% % 9% 12%  11%

PoorSchoaols

Dom estic 1% 1% 8% 12%  10% 11% 0%  12% 9% 14% 8%

“iolence

Social lsolations

) 2% 2 10% 6% a% 2% 10% S8 6% 5% 11%
Loneliness
Limited Pl t
R 3 6%  16% 5% 9% 7% 5% &% % 4% 10%
Exercise
Child

5% 5% 3% 4% 5% 5% 3% 9% 9% 7% 3%

AhuseTeglect

County residents and white respondents ranked limited access to healthy foods among their top
three concerns. Male respondents, Hispanics/Latinos, multiracial, and younger respondents
ranked poverty among their top three concerns.
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Community Survey — Top Barriers to Accessing Healthcare

Survey respondents next chose from a list of 12 factors to identify the top three barriers to
community members’ healthcare access. Results are shown in Figure 8. Among ASA
respondents, the most common reason cited was the cost of care (63%), followed by lack of
insurance (54%). While most ASA respondents—86%—indicated that they have health
insurance, their insured rate was lower than that of City-wide respondents (91%). Lack of
transportation was also cited as a barrier (29%). Other reasons included fear or mistrust of
doctors (20%) and insurance not being accepted (17%). The City-wide responses were similar,
although insurance not being accepted was a more common response that fear or mistrust of
doctors.

Figure 8: Top Barriers to Accessing Health Care
Identified by Electronic Survey Respondents Residing in ASA Service Area
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Among those who responded “other,” the most common issue was concern about job loss due
to time taken off, followed by worry or discomfort about sharing their concerns with a doctor.

Figure 9 shows how results vary by neighborhood area and race/ethnicity. County residents and

Hispanic/Latino respondents included fear or mistrust of doctors among their top three
concerns.
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Figure 9: Top Barriers to Accessing Health Care by Area, Sex, Race/Ethnicity, and Age
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Community Survey — COVID-19 Needs

The health needs survey included a new section of questions specific to COVID-19.
Approximately 8% of ASA respondents indicated that they or a member of their household had
been diagnosed with COVID-19. However, the social and economic effects of COVID-19 have
been felt much more widely. Among ASA respondents, as a result of COVID-19, 38% have
needed food assistance, 34% have needed financial assistance, and 18% have needed energy
assistance. Approximately 40% indicated they needed no assistance due to COVID-19. The level
of need among ASA respondents was somewhat higher than City-wide respondents (49%
indicated no needed assistance). For both ASA and City-wide respondents, the greatest concern
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related to COVID-19 was household members becoming infected, followed by financial
hardship.

Figure 10: Top Needs Resulting from COVID-19 Pandemic
Identified by Electronic Survey Respondents Residing in ASA Service Area
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Key Findings from the Community Survey

Since the FY 16 CHNA, substance use disorder and mental health concerns have continued their
predominance as major community health concerns. Similarly, the top three social or
environmental problems remain unchanged from the FY 18 CHNA survey results: lack of job
opportunities, housing/homelessness, and neighborhood safety/violence. This indicates that
ASA’s FY 18 CHNA priority of creating person-centered health neighborhoods to address the
social determinants of health remains relevant. The top barriers to accessing healthcare
identified in this CNHA are also consistent with the FY 18 CHNA: cost of care, lack of insurance,
and lack of transportation. The ASA Community Council has prioritized transportation as a
foundational social determinant of health. It is also notable that one out of five respondents
identified fear or mistrust of doctors as a major barrier to accessing health care.

While the health risks of COVID-19 are waning as vaccination becomes more widespread, the
social and economic effects of the pandemic are longer lasting. Due to the pandemic, 60% of
ASA respondents have required support to meet basic needs.

Focus Groups
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To further understand community needs, qualitative input was gained from facilitated focus
groups conducted by the Baltimore City hospital collaborative. Seventeen focus groups were
held with leaders and members of community organizations, neighborhood associations, and
faith-based organizations. Participants were recruited to understand the needs of vulnerable
populations. Four of the groups focused on needs among older adults, three of the groups
focused on needs among Baltimore’s Latino/Hispanic community, and other groups focused on
the needs of individuals with disabilities, individuals with prior justice system involvement,
members of the LGBTQ community, individuals who have experienced homelessness, and
individuals with a history of substance use disorder, among others.

Focus group members discussed the most serious health issues facing their communities. There
were several health issues identified by multiple focus groups. These included needs related to
mental health and substance use disorder; COVID-19 and the isolation resulting from the
pandemic; and chronic diseases such as diabetes, heart disease, and chronic obstructive
pulmonary disease (COPD). Additional health issues identified by at least one focus group
included obesity, access to preventive care and family planning, cancer, vision impairment, and
sexually transmitted infections.

There was overlap between what focus group members identified as the most serious health
issues, and what they identified as the significant environmental or social factors affecting
quality of life in their communities. Two major categories of social determinants of health were
repeated across multiple focus groups: access to healthy food, and transportation—not just to
access health care but also to access food and other needed resources. More generally, the
affordability of basic needs, unemployment, and poverty were discussed, with particular
emphasis on the effect of poverty on mental health. Among older adults, technology—the lack
of access to it and the lack of knowledge of how to navigate it—was a significant issue. It was
noted that the “digital divide” has been exacerbated by the COVID-19 pandemic. Other factors
affecting quality of life were related to the physical environment. This included the need for safe
housing, free from mold, pests, and trash; the need for safe, well-lit spaces to walk, exercise,
and recreate; and the physical accessibility of streets, transportation, and hospital campuses,
especially for older adults and individuals with disabilities. Another major topic identified was
crime and violence, including violence and domestic violence.

Lastly, across multiple focus groups, the effects of systemic racism and discrimination were
discussed as a key barrier to accessing health care. Focus group members described mistrust of
the medical community due to historical experiences, exacerbated by the underrepresentation
of people of color in health care professions. Focus group members perceived a lack of respect
or sensitivity on the part of providers, or stigma assigned when not adhering to health care
advise, for example to lose weight. Individuals experiencing a lifetime of poverty were described
as living in survival mode, oriented away from preventive care. Moreover, some cultural
preferences focus more on holistic practices instead of seeking out solutions from the health
care establishment. Mistrust leads to a fear of revealing information to health care providers,
particularly among undocumented immigrants.
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The affordability of health care was also named as a key barrier to access. Dental services in
particular were mentioned by older adults, and the time and cost to acquire or repair adaptive
equipment was mentioned by individuals with disabilities. The complexity of navigating the
health care system, the loss of historical providers due to insurance network requirements, and
a general lack of awareness of resources were all barriers. Lastly, fear of exposure to COVID-19
acted as a deterrent to seeking out health care.

Focus group members offered suggestions for how hospital systems could help improve
community health and quality of life. Communication between hospital systems and community
organizations and businesses can help increase awareness of community needs and the
resources available to meet them. A particular need was identified to address the stigma
surrounding mental health. In addition to electronic communication, focus group members
stated the need for information to be shared in print, and in other formats such as radio or
television advertisements to reach community members with low literacy. Resources are
needed in Spanish as well as English.

Two-way communication was suggested as a means of addressing the barrier presented by
mistrust of the health care system due to racism. Ongoing conversations are needed to
understand the needs of and advocate for lower income community members. Sensitivity
training for health care workers can help foster more collaborative relationships among
providers and patients. More representation of people of color in health care can also help.

Focus group members described strategies to help community members navigate the health
care system. Roles such as advocates, community health workers, and case managers are
needed to provide outreach, education, and follow-up for community members on the health
resources available, how to access them, and understanding the management of health
conditions. One idea was to hold regular resource fairs for health care staff, so they become
aware of the resources available to patients and community members. There were multiple
suggestions for how to reach community members where they are, for example by
out-stationing mobile clinics, visiting nurses, and navigators to sites such as libraries, churches,
and senior centers. A nurse call line was also mentioned as a valuable resource.

Other suggestions included incentives, such as free produce and healthy meals, to help engage
community members in these efforts. Hospital systems could provide meeting space for
community members to come together to address needs, or provide other resources for
capacity-building. Hospital systems could also have a role in providing transportation to
services.

In addition to the Baltimore City hospital collaborative focus groups, ASA conducted eight
additional online focus groups with community leaders, local public health experts, and
community members. These focus groups provided insight on key social determinants of health.
The need for childcare and transportation were most often mentioned. Telehealth was viewed
as a potential solution, but many community members lack reliable technology and
connectivity. Provision of transportation or mobile clinics were additional solutions named.
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Other issues include neighborhood safety, in particular to facilitate exercise and socialization, as
well as concerns about the cost of accessing health care. The need for language interpretation
and health literacy/health education was also mentioned. Outreach information on
patient-specific due dates for health screenings would be valuable, although this can be
challenging for populations that are transient. The focus groups noted that all social
determinant of health needs have been exacerbated by the COVID-19 pandemic.

Key Findings from Focus Groups

The focus group discussions reinforced the results of the consumer survey. Mental health and
substance use disorder are priority issues; they are exacerbated by both poverty and the
economic effects and social isolation resulting from the COVID-19 pandemic. The need for
transportation and access to healthy food were repeated themes. In addition, systemic racism,
discrimination, and mistrust of the medical community create barriers to accessing health care.

Conduent Healthy Communities Institute Analysis

To gain further insight on the community ASA serves, Conduent Healthy Communities Institute
was engaged to provide community health indicator data for Baltimore City and Baltimore
County. Conduent provided Socio-Need Index Scores, Health and Quality of Life Topic Scores,
and Indicator Scores for Baltimore City and Baltimore County.

SocioNeed Index Scores

Conduent develops SocioNeed Index Figure 11: SocioNeed Index Scores for ASA
Scores by incorporating measures of six Zip Codes
dlfferen.t social and .econorr.uc e ] 2021 2018
determinants of health associated with Code COMmunity Score  Score
poor health outcomes. These six 21223 | South Baltimore City 97.9 97.5
indicators include income, poverty, 21250 | Baltimore - UMBC 94.7 n/a
unemployment, Occupation’ education' 21217 @ West Baltimore City 93.7 94.9
and language. The indicators are 21216 | West Baltimore City 90.9 87.6
. 21225  Brooklyn — Linthicum 89.4 91.1
standardized and averaged to create : :
. . 21215 | West Baltimore City 85.8 87.1
one composite index value for each zip .
. . ) Southwest Baltimore
code. Zip codes with higher values are 21229 | 747 | 79.6
estimated to have higher 21227 | Arbutus - Halethorpe 58.6 54.7
socio-economic  need, which is 21207 = Gwynn Oak — Woodlawn 47.7 51.3
correlated with poorer health. Figure 21244 | Windsor Mill 24.4 n/a
11 shows SocioNeed Index Scores for 21230 | South Baltimore City 242 | 315
21228 | Catonsville 11.5 11.5

ASA zip codes, comparing FY 2021 21075 | Elkridge o5 o/
results to FY 2018. ;
Approximately half of communities in the ASA service have SocioNeed Index Scores in the
eighties and nineties, indicating a high level of need. While most communities’ scores have
improved or remained stable since FY 2018, there are three communities indicated in Figure 11
in bold that have experienced worsening scores—South Baltimore City 21223, West Baltimore
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City 21216, and Arbutus—Halethorpe 21227. The wide range of need among zip codes is also
notable, from a low score of 9.5 for Elkridge to a high score of 97.9 for South Baltimore City.
Figure 12 shows the Scores mapped for Baltimore City and Baltimore County.

Figure 12: FY 2021 Baltimore City and Baltimore County
Maps of SocioNeeds Index Scores

Hanover SocioNeeds Index
Baltimore County, MD

SociBNeeds Index
Baltimore City, MD
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Indicator Scores and Health and Quality of Life Topic Scores

The Conduent Healthy Communities Institute provided Health and Quality of Life Topic Scores
and Indicator Scores. This data scoring process involves several stages. Conduent collects data
from over 25 secondary data sources, incorporating over 200 demographic, social, economic,
and health indicators. Indicators are collected at the county level, to result in county-level
scores.

For each indicator, a county is assigned a score based on its comparison to other communities,
whether health targets have been met, and the trend of the indicator value over time. These
comparison scores range from 0 through 3, where 0 indicates the best outcome and 3 the
worst. Figures 13 and 14 below show Baltimore City and Baltimore County indicator scores that
are 2.50 or higher, indicating high levels of unmet need. Baltimore City has 25 indicators
meeting this threshold; these include indicators related to cancer, chronic disease, mental
health, substance use disorder, and injuries. Baltimore County has seven indicators meeting this
threshold; these include indicators related to mental health, substance use disorder, and cancer.

19
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Figure 13: Baltimore City Indicators with

Scores of 2.50 and Above | Score_ndicator

2.83 | Depression: Medicare Population

2.83 | Lung and Bronchus Cancer Incidence Rate 2.67 | Breast Cancer Incidence Rate

Chronic Kidney Disease: Medicare 2.61 | Cancer: Medicare Population

Population 2.58 | Age-Adjusted Death Rate due to Drug
Use

2.50 | Age-Adjusted Death Rate due to Falls

2.50 | Liquor Store Density

2.83

2.83 | Death Rate due to Drug Poisoning
2.83 | Depression: Medicare Population
2.78 | Cervical Cancer Incidence Rate
Age-Adjusted Death Rate due to

2.75 . . Lo

Unintentional Injuries

Age-Adjusted Death Rate due to Drug
2.75

Use
267 Alzheimer's Disease or Dementia:

Medicare Population
2.61 | Frequent Mental Distress
2.61 | Diabetes: Medicare Population
2.61 | Homeownership
2.61 | People 65+ Living Below Poverty Level
Students Eligible for the Free Lunch
Program
2.61 | Asthma: Medicare Population
2.58 | Chlamydia Incidence Rate
2.58 | Age-Adjusted Death Rate due to Diabetes
Age-Adjusted Death Rate due to Prostate
Cancer
2.53 | Age-Adjusted Death Rate due to Stroke
2.53 | High Blood Pressure Prevalence
2.53 | Preterm Births
2.50 | Child Food Insecurity Rate
2.50 | Food Insecurity Rate
Persons with Disability Living in Poverty
(5-year)
2.50 | Hypertension: Medicare Population
2.50 | Pedestrian Injuries

2.61

2.56

2.50

Figure 14: Baltimore County Indicators with
Scores of 2.50 and Above

Conduent categorizes indicators into topic areas and gives each topic area a score. Indicators
may be categorized in more than one topic area. Topic scores are determined by the
comparisons of all indicators within the topic. Figure 15 below shows the Health and Quality of
Life Topic Scores for Baltimore County and Baltimore City. Prevention and Safety was the
highest-ranked topic for both jurisdictions. Scores were higher for Baltimore City relative to
Baltimore County, indicating more unmet need in Baltimore City.
Figure 15: Health and Quality of Life Topic Scores
for Baltimore County and Baltimore City
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Baltimore County Baltimore City

Health and Quality of Life Topics Score Health and Quality of Life Topics Score
Prevention & Safety 211 Prevention & Safety -
Other Chronic Diseases 2.09 Diabetes
Older Adults & Aging 1.83 Maternal, Fetal & Infant Health .16
Public Safety 1.81 Economy 2.12
Substance Abuse 1.75 Cancer 2.03
Mental Health & Mental Disorders 1.73 Older Adults & Aging 2,00
Transportation 1.72 Environmental & Occupational Health 1.97
Heart Disease & Stroke 1.71 Education 1.97
Women's Health 170 ML‘!‘ITEI' Hl:.all.h & Mental Disorders 1.95
Maternal, Fetal & Infant Health 1.68 SDI:IEI-l Enwmn_ment 1.90
Cancer 166 Respiratory Diseases 1.87
. Women's Health 1.86
Environmental & Occupational Health 1.55 Heart Disease & Stroke 1.85
Diabetes 1.48 Public Safety 184
Respiratory Diseases 1.47 substance Abuse 1.80
Gral Health s Childrens Health 1.78
Children’s Health 1.42 Teen & Adelescent Health 1.77
Immunizations & Infectious Diseases 1.40 immunizations & infectious Diseases 1.76
Exercise, Nutrition, & Weight 139 Oral Health 1.62
Environment 1,38 Other Chronic Diseases 1.57
Education 1.36 Enviranment 1.55
Access to Health Services 1.27 Exercise, Mutrition, & Weight 1.47
Social Enviranment 1.22 Transportation 1.27
Teen & Adolescent Health 1.22 Access to Health Services 1.25

Source: Conduent Healthy Communities Institute 2021

Key Findings from the Conduent Healthy Communities Institute Analysis

For many communities within the ASA service area, there is an extremely high level of unmet
health and social determinant of health needs. Key health issues include mental health and
substance use disorder, cancer, and chronic disease. Unmet needs exist in both Baltimore City
and Baltimore County. However, Baltimore City experiences a more extreme level of need for a
broader range of issues. Also, in Baltimore City, maternal and infant health is a more prevalent
issue while in Baltimore County, issues related to aging are more prevalent.

Hospital Utilization Data

As part of the FY 2021 CHNA, ASA analyzed hospital utilization data. “Prevention Quality
Indicators” or “PQls” are nationally recognized measures that examine hospital utilization to
help assess access to health care in the community. The ASA PQI rate (15.05) is very similar to
the Statewide rate (14.45)." This indicates that relative to the rest of the State, patients of ASA
do not disproportionately face barriers to accessing care in the community. ASA’s most common
PQIs—measures that indicate a potential issue with access in the community—are heart failure,

! CY 2019 Risk Adjusted Rate: IP/OBS24+.
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COPD or asthma in older adults, and diabetes (combined categories of short- and long-term

complications).

Prevention Quality Indicators are also available specifically for the pediatric population. These
are referred to as “PDIs.” For the pediatric population, ASA’s PDI rate is higher than the
Statewide rate (2.07 versus 0.91).2 The main category driving ASA’s PDI rate is asthma.

Baltimore City Health Department Maps

The Baltimore City Health Department compiled maps to provide input to the CHNA. Figure 16
shows the all-cause mortality rate per 10,000 in Baltimore City over time. The map on the left
includes data for the years 2014 through 2018. The map on the right shows data for the years
2011 through 2015. The all-cause mortality rate has increased between these two time periods.

Figure 16: Baltimore City All-Cause Mortality Rate
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Data source: Baltimore City Health Dept. analysis of data provided by the
Maryland Dept. Health. Data categorized by quintile. February 2, 2021.
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Figure 17 shows the drug- and/or alcohol-related mortality rate per 10,000 in Baltimore City
over time. The map on the left includes data for the years 2014 through 2018. The map on the

2 CY 2019 Risk Adjusted Rate IP/OBS24+
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right shows data for the years 2011 through 2015. The drug- and/or alcohol-related mortality

rate has increased between these two time periods.

Figure 17: Baltimore City Drug- and/or Alcohol-Related Mortality Rate
2014 - 2018
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Data source: Baltimore City Health Dept. analysis of data provided by the
Maryland Dept. Health. Data categorized by quintile. February 2, 2021.
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Conclusion of Primary and Secondary Data Research and Analysis

ASA sought a number of inputs to the CHNA to acquire meaningful community input. Through
the survey, focus groups, Conduent analysis, hospital utilization data and information from the
Baltimore City Health Department, was able to highlight the greatest unmet needs of the
communities we serve. There was a high degree of correlation among the primary and
secondary data findings. There was also consistency with the FY 2018 CHNA. Among the most
significant health and social determinant of health needs are:

Substance use disorder;
Mental health;

Economic opportunity;

Affordable health care; and

Affordable housing and safe neighborhoods;

Chronic disease, including diabetes and heart disease;
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® Transportation.

Stakeholder Input

ASA took multiple steps to gain stakeholder input on the findings of the primary and secondary
data research and analysis. The findings were presented to three separate community groups,
with the following questions posed:

What about the findings resonates with you?

What topics do you think are missing?

What surprises you about the findings?

What do you view as the major conclusions of the qualitative and quantitative analyses?

Additionally, stakeholders were asked questions and offered response choices similar to what
was included in the community survey:

e What are the top health needs affecting the health of the community you serve?
e What are the top reasons people in the community you serve do not get health care?
e What are the top social/environmental concerns affecting the community you serve?

ASA Community Council

ASA renewed its commitment to community partnerships through the convening of its
Community Council in August 2018. The Council’s 25 members include a broad array of health
care providers—including those with special knowledge of or expertise in public health,
non-profit organizations, and other organizations devoted to addressing social determinants of
health. The Community Council provides on ongoing forum for discussing the planning,
implementation, and monitoring of ASA initiatives.

The qualitative and quantitative findings were presented to the Community Council to gain
members’ feedback on unmet needs in the ASA service area, and to directly hear from
community members regarding allocation of community benefit resources.

Community Council members agreed that the findings of the primary and secondary data
research and analysis accurately reflected the needs of the community. Discussion among the
members largely focused on the significant effect of the COVID-19 pandemic on exacerbating
existing needs. For example, members discussed the significance of substance use disorder and
mental health, stating that the isolation resulting from the pandemic is having a major
worsening effect. At the same time, fear of exposure to COVID-19 resulted in individuals with
critical health needs delaying their care.

In terms of social/environmental concerns, members discussed the prevalence of job loss and

inability of families to afford basic needs as a result of COVID-19. Other social determinants
identified include housing/homelessness, lack of transportation, safety and violence, and the
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significant digital divide. The school closures resulting from COVID-19 were highlighted as a
major concern, as children are unable to engage in remote learning and are lost to the school
system. Similarly, other community based organizations have but unable to engage and support
their target populations throughout the pandemic. The economic and socially isolating footprint
of COVID-19 is significant, with long term effects.

Members discussed a number of barriers to accessing healthcare, including affordability and
lack of insurance, particularly for immigrants. The complexity of navigating the healthcare
system can be significant, and even more so when there are language barriers. Members
recognized the fear and mistrust of the healthcare system described by survey respondents and
focus group participants. This acts as a barrier to COVID-19 vaccine uptake. As healthcare
providers pivot to telehealth, some community members will be left behind due to a lack of
access to technology and connectivity. The Community Council saw elevation of the role of
community health workers as a strategy for overcoming barriers to healthcare and achieving
long term health goals.

Community Associations

The qualitative and quantitative findings were presented to two separate Violetville associations
to gain members’ feedback on unmet needs and seek input on the allocation of community
benefit resources. At these meetings, community association members agreed that the major
issues from primary and secondary research were an accurate reflection of health and social
needs and barriers to care.

One of the community associations primarily discussed mental health and substance use
disorder as huge issues faced by the community. It is especially difficult to navigate the
healthcare system for individuals who are dually diagnosed with a mental health condition and
substance use disorder. Significant service gaps and fragmentation exist for this population, and
there is a lack of support for patients and their families. Repeated failed attempts to navigate
the system make it difficult to re-initiate with existing resources. Peer mentoring was described
as valuable because it is a way to offer hope.

The other community association noted that based on the findings, many of the same needs
extend across Baltimore City and Baltimore County; these challenges are not unique to the City.
The group also discussed the need to identify solutions to overcome fear and mistrust of the
healthcare system. They noted the implications this has for uptake of COVID-19 vaccines.

Conclusion of Stakeholder Input

Stakeholders overwhelmingly agreed with the findings with the primary and secondary
research. They went on to emphasize how COVID-19 exacerbates the top health and social
concerns:

e Worsening mental health and substance use;
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Difficult for community based organizations to engage clients;
Digital divide is severe;

Many more families require help with basic needs; and

Fear and mistrust create barriers to vaccination.

Community Health Need Priorities

We presented research findings and stakeholder input to the ASA Board of Directors Mission
Committee and the ASA Executive Team. We then engaged both groups to translate the top
concerns into priorities for the ASA FY 2021 Community Health Needs Assessment. ASA’s three
Community Health Need Priorities approved by the Executive Team for the FY 2019 through FY
2021 cycle are:

o Address mental health and substance use disorder;

o Prevent diabetes and improve health outcomes for individuals with diabetes; and

e Build person-centered healthy neighborhoods to address social determinants of
health.

ASA leadership believes in the importance of maintaining continuity with FY 2018 priorities,

Many of the needs identified in the FY 2016 and FY 2018 CHNAs remain significant. Given the
scale and complexity of addressing these issues, ASA leadership believes in the importance of
maintaining continuity around the priorities. Thus, there is continued focus on addressing
mental health and substance use disorder. In addition, building person-centered healthy
neighborhoods to address social determinants of health continues to reflect ASA’s existing
efforts and is aligned with our Catholic health mission of serving our community with a special
focus on those who are poor or vulnerable. ASA leadership reoriented the FY 2018 priority to
reduce obesity and the impact of chronic disease to focus on diabetes. This is consistent with
State of Maryland health priorities. The ASA priorities continue to closely align with local, state
and national priorities as found in Healthy Baltimore 2020, State of Maryland State Health
Improvement Plan (SHIP) Vision Areas and Healthy People 2020. See Appendix 3.

Documenting and Communicating Results

The completion of this Community Health Needs Assessment marks a milestone in community
involvement and participation, with input from the public, community leaders and health
experts, and ASA administration. This report will be posted on the ASA website following ASA
Board approval. Reports and data will also be shared with our community partners and
community leaders as we work together to make a positive difference in our community by
empowering and building healthy communities.
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Planning for Action and Monitoring Progress

Using both primary and secondary research and stakeholder input—including those with special
knowledge of or expertise in public health—the next step is to develop an implementation plan
for the three identified priorities. The ASA Executive Leadership Team, Health Institute and
Mission Integration will oversee the development of implementation strategies. The strategies
will be shared with stakeholders for feedback and presented to the ASA Board by November
2021.
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Appendix 1: Community Profiles

Arbutus (Zip Code 21227):

Arbutus is an older suburban community, located south of Caton and Wilkens Avenues, and has
a population of 34,139. The traditionally blue collar community is part of the Baltimore County
Health Jurisdiction. Saint Agnes Hospital is the primary hospital provider best positioned to
address the specific health needs of this community.

Baltimore/UMBC (Zip Code 21250):

The 21250 zip code is home to the University of Maryland, Baltimore County (UMBC) campus,
adjacent to Catonsville. UMBC enrolls approximately 13,500 students, one quarter of whom live
on campus. On-campus health resources include University Health Services, which provides
diagnosis and treatment of acute illnesses and injuries, treatment and monitoring of chronic
illnesses, immunizations, preventative care, routine gynecological care, allergy shots, laboratory
testing, and limited pharmacy services. The UMBC Counseling Center provides short-term
individual and group counseling, and psychiatric services for students engaged in counseling.

Brooklyn-Linthicum (Zip Code 21225):

Brooklyn-Linthicum is an older urban/suburban community, located southeast of Caton and
Wilkens Avenues, and has a population of 33,550. The industrial and blue collar community has
seen an increase in the uninsured population and is part of both the Baltimore City and
Baltimore County Health Jurisdictions. Harbor Hospital is the primary hospital provider best
positioned to address the specific health needs of this community.

Catonsville (Zip Code 21228):

Catonsville is an older suburban community, located west of Caton and Wilkens Avenues, and
has a population of 49,758, with a growing proportion of seniors. The traditionally white collar
community is part of the Baltimore County Health Jurisdiction. ASA is the primary hospital
provider best positioned to address the specific health needs of this community.

Elkridge (Zip Code 21075):

Elkridge is an older suburban community with historical and recreational areas. It located in
Howard County, adjacent to Anne Arundel and Baltimore counties. Elkridge has a population of
approximately 16,000, with higher incomes than other portions of the ASA service area. The
median household income is approximately $66,000, and less than 3% of the population us
under the poverty line. The population is over 80% white.

South Baltimore City (Zip Code 21223, 21230):

South Baltimore City is an older urban community, located east/southeast of Caton and Wilkens
Avenues, and has a population of 59,923. The urban community is projected to experience
population declines. South Baltimore City is part of the Baltimore City Health Jurisdiction.
Baltimore Washington Medical Center and MedStar Harbor Hospital are the primary hospitals
provider best positioned to address the specific health needs of this community.
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Southwest Baltimore City (Zip Code 21229):

Southwest Baltimore City is an older urban community, located at Caton and Wilkens Avenues,
and has a population of 44,537. Similar to other urban areas, Southwest Baltimore is projected
to experience population declines. Southwest Baltimore City is part of the Baltimore City Health
Jurisdiction. Saint Agnes Hospital is the primary hospital provider best positioned to address the
specific health needs of this community.

West Baltimore City (Zip Code 21215, 21216, 21217):

West Baltimore City is an older urban community, located north of Caton and Wilkens Avenues,
and has a population of 123,222. Similar to other urban areas, West Baltimore is projected to
experience population declines. West Baltimore City is part of the Baltimore City Health
Jurisdiction. Sinai Hospital, University of Maryland and Bon Secours Hospital are the primary
hospital providers best positioned to address the specific health needs of this community.

Windsor Mill (Zip Code 21244):

Windsor Mill is a suburban community in Baltimore County, near Woodlawn. It has a population
of approximately 34,000. Approximately 77% of the population is under 55 years of age. Median
household income is $44,000.

Woodlawn (Zip Code 21207):

Woodlawn is a suburban community, located northwest of Caton and Wilkens Avenues, and has
a population of 47,456, with a growing proportion of seniors. Woodlawn is part of the Baltimore
County Health Jurisdiction. Northwest Hospital is the primary hospital provider best positioned
to address the specific health needs of this community.
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Appendix 2: Community Survey Questions

What is your zip code? (Please write 5-digit Zip code)

Open-Ended Response

What is your gender? (Please check one)

Female

Male

Transgender

Other (please specify)

What is your age group? (Please check one)

75+

Which one of the following is your race? (Please check
all that apply)

Black or African American

White or Caucasian

Asian

Native Hawaiian or Other Pacific Islander

American Indian or Alaska Native

Don't Know

Prefer Mot to Answer

Other /Mare than one race (please specify)

Are you Hispanic or Latino/a? (Please check one)

Yoes

depression, and problems with emotions)

No

Don't Know

Prefer Mot to Answer
Do you have health insurance? Yes

No
On how many days during the past 30 days was your Zero Days
mental health not good? (Mental health includes stress, | Don't Know

Prefer Mot to Answer

(Please specify how many days hera)

‘What are the three most important health problems
that affect the health of your community? Please check
only three.

Alcohol/Drug Addiction

Mental Health (Depression/Anxiety)

Diabetes/High Blood Sugar

HIV/AIDS

Lung Disease/Asthma/COPD

Smoking/Tobacco Use

Sexually Transmitted Diseases

Alzheimer's/Dementia

Cancer

Heart Disease/Blood Pressure

Infant Death

Stroke

Overweight/Obesity

Don't Know or Prefer Not to Answer

Other (please specify)

Continued on next page.
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‘What are the three most important
social/environmental problems that affect the health of
your community? Please check only three.

AvailabilityfAccess to Doctor's Office

AvailabilityfAccess to Insurance

Domestic Violence

Limited Access to Healthy Foods

School Dropout/ Poor Schools

Lack of lob Opportunities

Race/Ethnicity Discrimination

Social Isolation/Loneliness

Child Abuse/Neglect

Lack of Affardable Child Care

Housing/Homelessness

Neighborhood Safety/Violence

Poverty

Limited Places to Exercise

Transportation Problems

Don't Know or Prefer Not to Answer

Other (please specify)
What are the three most important reasons people in - |Cost - Too Expensive/Can't Pay
your community do not get health care? Please check  |No Insurance
only three, Lack of Transportation

Language Barrier

Worried about Immigration Status

Fear or Mistrust of Doctors

Wait is Too Long

No Doctor Nearby

Insurance Mot Accepted

Cultural/Religious Beliefs

Child Care

‘Wait is Too Long

Don't Know or Prefer Not to Answer

Other (please specify)

‘Which of the following apply to you?

| have been diagnosed with the Coronavirus (COVID-19)

A household member has been diagnosed with the Coronavirus

A family member outside my household has been diagnosed with the Coronavirus

A friend or someone | know outside my family has been diagnosed with the Coronavirus

| don't know anyone personally who has been diagnosed with the Coronavirus

Prefer not to say

As a result of COVID-19, have you needed any of the
following? (Check all that apply)

Financial Assistance

Food Assistance

Rental Assistance

Translation/Interpretation Services

Energy Assistance

WiFi/Internet Assistance

Housing/Shelter

Child Care

None

Other (please specify)

When it comes to COVID-19, what are you mast
concerned about right now? (Rank the following
options in order of importance. 1= Most important to 4
= Least importanit)

Members of my household becoming infected

The health of my community as the pandemic continues

The emaotional health of my household

Financial hardship

What ideas or suggestions do you have to improve the
health in your community?

Open-Ended Response
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Appendix 3: Alignment Among ASA, National, State, and City Priorities

ASA Community Health
Needs Assessment
Priorities

National Healthy People
2030 Goals

Maryland State Health
Improvement Process®

Healthy Baltimore 2020*

Address Mental Health
and Substance Abuse

® Improve mental health

® Reduce misuse of drugs
and alcohol

® Reduce drug and alcohol
addiction

® ED visits related to
mental health conditions

® Suicide rate

® ED visits for
addiction-related
concerns

® Drug-induced death rate

® Close the male-female
gap in students reporting
periods of feeling
sad/hopeless

e Close the gap, by ZIP
code, in substance
use-related ER visits

e Close the gap in overdose
deaths between
Baltimore and Maryland

Prevent Diabetes and
Improve Health
Outcomes for
Individuals with
Diabetes

® Reduce the burden of
diabetes and improve
quality of life for all
people who have, or at
risk for, diabetes

® ED visits due to diabetes

e Adults who are not
overweight or obese

e Adolescents who have
obesity

® Increase physical activity

® Close the Black-White gap
in adult obesity

® Close the gap in food
insecurity between
Baltimore and Maryland

Build Person-Centered
Healthy
Neighborhoods to
Address Social
Determinants of Health

® Create neighborhoods
and environments that
promote health and
safety

® Help people earn steady
incomes that allow them
to meet their health
needs

® Increase educational
opportunities and help
children and adolescents
do well in school

® Increase access to
comprehensive,
high-quality healthcare
services

® Increase social and
community support

e Life expectancy

e Affordable housing

e High school graduation
rate

® Pedestrian injury rate on
public roads

® Persons with usual
source of primary care

® Uninsured ED visits

o Close the Black-White gap
in life expectancy

o Close the Black-White gap
in chronic high school
absences

® Close the gap in youth
homicides between
Baltimore and Maryland

3 https://pophealth.health.maryland.gov/Pages/SHIP-Lite-Home.aspx
* https://health.baltimorecity.gov/sites/default/files/HB2020%20-%20April%202017.pdf

31



@% Ascension

Ascension Saint Agnes Implementation Strategy
Fiscal Years 2022 through 2024

Overview

The Ascension Saint Agnes community health needs assessment (ASA CHNA) process is about
improving health—the health of individuals, families, and communities. The CHNA evaluates the
health status of the people residing in our surrounding communities to identify the greatest
health needs and to determine how ASA can best respond to them. In addition to analyzing
public health and hospital utilization data, ASA engaged the public through a structured online
survey and a series of focus groups. We presented findings to several groups of external
stakeholders to solicit feedback from leaders among the communities we serve. Internal
stakeholders representing clinical care, population health, care management, and pastoral care
also provided input. ASA continues to collaborate with other Baltimore City Hospitals to
establish shared health priorities and collectively address health needs.

Priority Needs to be Addressed

The three community health need priorities to be addressed by ASA for the FY 2022 through FY
2024 cycle are as follows:

o Address mental health and substance use disorder;
e Prevent diabetes and improve health outcomes for individuals with diabetes; and

e Build person-centered healthy neighborhoods to address social determinants of
health.

Implementation Strategy

Below is an implementation strategy for each of the three prioritized needs, including the
resources, proposed actions, and anticipated outcomes.

Prioritized Need 1: Address mental health and substance use disorder

GOAL: Provide access to hospital and community resources that help meet the mental health
and substance use disorder needs of community members.
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Action Plan

STRATEGY: Build a path toward a comprehensive continuum of care for mental health
needs and substance use disorder by strengthening programs in various hospital divisions
with SBIRT and buprenorphine induction. Create and strengthen community programming
with the Health Institute and community partners.

BACKGROUND:

e Mental health needs and substance use disorder have been greatly exacerbated by the
COVID-19 pandemic. ASA faces a continued need to address mental health and substance
use disorder needs of individuals presenting to the ED. Efforts must continue to increase
connections to resources and treatment for individuals experiencing substance use
disorder.

e Addressing mental health and substance use disorder needs is a shared priority among
all Baltimore City hospitals. ASA is participating in the Greater Baltimore Regional
Integrated Crisis System (GBRICS) to reduce unnecessary ED use and police interaction
for people in behavioral health crisis.

RESOURCES:

e ASA Hospital

e ASA Health Institute

e Community Partners (hospital partners, GBRICS Council, Mosaic, Baltimore City Health
Department, Trauma Partners)

ACTIONS:

e Provide SBIRT to ASA patients during inpatient stays, in the ED, and through primary care
and OB/GYN practices.

® Increase access to medication assisted treatment for patients with opioid use disorder
treated in the ED and inpatient settings.

e Increase mental health visits in the Ascension Medical Group and Health Institute
programs.

e Conduct naloxone training on campus and throughout the community.

e Provide trauma-informed care trainings for ASA staff.

ANTICIPATED OUTCOMES:

e Increase by 10% the proportion of patients with opioid dependency who have naloxone
prescriptions filled upon discharge.

® Increase to 25% the proportion of patients enrolled with the Ascension Medical Group
behavioral health Hope Counseling Program who remain connected to care for three
visits.

e ASA staff and the larger community will be better able to meet individuals’ mental health
and substance use disorder needs.
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Prioritized Need 2: Prevent diabetes and improve health outcomes for
individuals with diabetes

GOAL: Reduce the burden of diabetes and improve quality of life for individuals who have, or
are at risk for, diabetes.

Action Plan

STRATEGY: Provide increased outreach, education, and medical intervention, on campus
and in the community, to individuals who face physical and mental effects of diabetes or
prediabetes and who seek a change in health status.

BACKGROUND:

e The ASA service area is significantly impacted by diabetes. Communities surrounding ASA
have rates of diabetes two times the state average.

e The target population is patients experiencing health problems related to diabetes or
prediabetes, with particular emphasis on vulnerable populations who lack access to
primary care, care management, and education.

e The State of Maryland has prioritized diabetes prevention and management.

RESOURCES:

ASA Hospital

ASA Health Institute

Saint Agnes Medical Group

Additional community partners (Maryland Department of Health, Baltimore City Health
Department, Associated Catholic Charities of America/My Brother’s Keeper, Food Project,
Central Baptist Church, Baltimore Medical System, Partnership for a Healthier America,
Meals on Wheels of Central Maryland, Moveable Feast, Hungry Harvest, and other
partners within the faith-based community)

ACTIONS:

e Expand Food Rx to meet the nutritional needs of more patients with diabetes or
prediabetes.

Expand the ASA Diabetes Prevention Program (DPP).

Develop an ASA care pathway for diabetes care management.

Increase care management services for primary care patients with diabetes.

Continue to offer the Diabetes in Pregnancy program to provide nutrition therapy, health
education, and monitoring for pregnant women with or at risk for diabetes.
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ANTICIPATED OUTCOMES:

e Reduce diabetes composite PQI* by 2.5% by CY 2023 and by 5% by CY 2025, equating to
a total reduction of 52 patient admissions.

e Expand Diabetes Self-Management Education (DSME) to provide 2,884 unique individuals
at least one DSME visit by year-end CY 2023.

e Expand DPP to enroll 351 unique individuals who have attended at least one session by
year-end CY 2023.

e DPP 5% weight loss goal: 316 unique individuals (from cohorts starting CYs 2021 - 2024)
by year-end CY 2025.

e Proportion of patients with uncontrolled diabetes, defined as A1C levels greater than 8%:
< 22% for all patients, and < 24% for African American patients.

e Among mothers participating in the Diabetes in Pregnancy program, < 9% of newborns
born large for gestational age.

Prioritized Need 3: Build person-centered healthy neighborhoods to
address social determinants of health.

GOAL: Improve quality of life by improving access to health care resources and resources to
address the social determinants of health.

Action Plan

STRATEGY: Collaborate with community agencies to provide access to health programs
and resources that address social determinants and improve health outcomes.

BACKGROUND:

e The target population is high-utilizing patients with the greatest need and fewest
resources. The focus will be on individuals who lack connection to community programs,
particularly in West Baltimore.

RESOURCES:

ASA Hospital

ASA Health Institute

Saint Agnes Medical Group

Additional community partners (Baltimore Medical Systems, Inc., West Baltimore
Collaborative, Health Care Access Maryland)

ACTIONS:

e FEstablish violence prevention programming for patients suffering from violent injuries.

! “prevention Quality Indicators” or “PQls” are nationally recognized measures that examine hospital utilization to
help assess access to health care in the community. PQl 93 is a composite measure that Includes admissions for
diabetes with short-term complications, diabetes with long-term complications, uncontrolled diabetes without
complications, and diabetes with lower-extremity amputation.
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e Provide health services in the community to help meet local neighborhood needs.

e Grow the volunteer chaperoned ride program to reduce transportation barriers to
accessing healthcare.

e Expand access to technology infrastructure for individuals to access telehealth.

e |dentify a partner to provide affordable housing on ASA-owned property.

e Connect patients to community resources that address social determinants of health.

ANTICIPATED OUTCOMES:

® Among individuals receiving annual wellness visits, 80% will be screened for social
determinant of health needs.

e Implement core elements of violence prevention programming by the end of FY 2022,
providing initial intervention to 100 patients.

e For patients served by the chaperoned ride program, decrease the missed or canceled
appointment rate by 35% compared to the period prior to chaperoned ride participation.

e Support the post-acute and social determinant needs among ASA patients by applying to
operate a Program of All-Inclusive Care for the Elderly (PAC) site and expanding care
management services.

e By the end of FY 2022, expand health services provided in the community.

e Decrease the Prevention Quality Indicator Rate to the Statewide rate.
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Needs Addressed through Referral Relationships

The ASA CHNA identified some needs not specifically addressed above. These include the
following:

e Economic opportunity;
e Affordable housing and safe neighborhoods; and
e Affordable health care.

ASA focused its three prioritized needs on areas that fall within the core competency of the
hospital and health system. ASA will rely on referral relationships with other organizations that
have the core competencies to address areas such as housing and economic opportunity. For
example, the ASA Implementation Strategy includes identifying a partner to provide affordable
housing on ASA-owned property.

ASA’s existing initiatives to screen for social determinants of health and refer individuals to
available community resources will continue to address the above areas. As described in the
outcomes for Prioritized Need 3, ASA will continue to screen patients for social determinant of
health needs and refer them to available community services.

Many of ASA’s prior initiatives have focused on overweight/obesity, heart disease, and blood
pressure. ASA is reorienting its focus to diabetes to be consistent with State of Maryland health
priorities. However, within our diabetes initiatives we will still address these other chronic
health conditions.
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POLICY/PRINCIPLES

It is the policy of the organizations listed below this paragraph (each one being the “Organization”) to ensure
a socially just practice for providing emergency and other medically necessary care at the Organization’s
facilities. This policy is specifically designed to address the financial assistance eligibility for patients who
are in need of financial assistance and receive care from the Organization. This policy applies to each of the
following Organizations within Ascension Saint Agnes:

Ascension Saint Agnes, Ascension Medical Group, Seton Imaging, Lab Outreach,
Integrated Specialist Group, Radiologists Professional Services, Anesthesia Professional
Services

1. All financial assistance will reflect our commitment to and reverence for individual human dignity and
the common good, our special concern for and solidarity with persons living in poverty and other
vulnerable persons, and our commitment to distributive justice and stewardship.

2. This policy applies to all emergency and other medically necessary care provided by the Organization,
including employed physician services and behavioral health. This policy does not apply to charges for
care that is not emergency and other medically necessary care.

3. The List of Providers Covered by the Financial Assistance Policy provides a list of any providers
delivering care within the Organization’s facilities that specifies which are covered by the financial
assistance policy and which are not.

SCOPE

This policy applies to all entities of the Ascension Saint Agnes.

DEFINITIONS

For the purposes of this Policy, the following definitions apply:

e “501(r)” means Section 501(r) of the Internal Revenue Code and the regulations promulgated
thereunder.



e “Amount Generally Billed” or “AGB” means, with respect to emergency and other medically
necessary care, the amount generally billed to individuals who have insurance covering such care.

e “Community” means patients residing in the following zip codes consistent with the Organization’s
Community Health Needs Assessment (CHNA): Arbutus/Halethorpe 21227, Brooklyn/Linthicum
21225, Catonsville 21250, 21228, Gwynn Oak 21207, South Baltimore City 21223,21230, Southwest
Baltimore City 21229, West Baltimore City 21215,21216,21217, Windsor Mill 21244, Elkridge
21075, Ellicott City 21043. A Patient will also be deemed to be a member of the Organization’s
Community if the emergency and medically necessary care the Patient requires is continuity of
emergency and medically necessary care received at another Ascension Health facility where the
Patient has qualified for financial assistance for such emergency and medically necessary care.

e “Emergency care” means a medical condition manifesting itself by acute symptoms of sufficient
severity (including severe pain, psychiatric disturbances and/or symptoms of substance abuse) such
that the absence of immediate medical attention could reasonable by expected to result in either:

a. Placing the health of the individual (or, with respect to a pregnant woman, the health of the woman
or her unborn child) in serious jeopardy, or

b. Serious impairment to bodily functions, or

c. Serious dysfunction of any bodily organ or part.

e “Medically necessary care” means care that is (1) appropriate and consistent with and essential for
the prevention, diagnosis, or treatment of a Patient’s condition; (2) the most appropriate supply or
level of service for the Patient’s condition that can be provided safely; (3) not provided primarily for
the convenience of the Patient, the Patient’s family, physician or caretaker; and (4) more likely to
result in a benefit to the Patient rather than harm. For future scheduled care to be “medically necessary
care,” the care and the timing of care must be approved by the Organization’s Chief Medical Officer
(or designee). The determination of medically necessary care must be made by a licensed provider
that is providing medical care to the Patient and, at the Organization’s discretion, by the admitting
physician, referring physician, and/or Chief Medical Officer or other reviewing physician (depending
on the type of care being recommended). In the event that care requested by a Patient covered by this
policy is determined not to be medically necessary by a reviewing physician, that determination also
must be confirmed by the admitting or referring physician.

e “Organization” means Ascension Saint Agnes.

e “Patient” means those persons who receive emergency and other medically necessary care at the
Organization and the person who is financially responsible for the care of the patient.

Financial Assistance Provided
Financial assistance described in this section is limited to Patients that live in the Community:

1. Subject to the other provisions of this Financial Assistance Policy, Patients with income less than or
equal to 250% of the Federal Poverty Level income (“FPL”), will be eligible for 100% charity care on
that portion of the charges for services for which the Patient is responsible following payment by an
insurer, if any, if such Patient determined to be eligible pursuant to presumptive scoring (described in
Paragraph 7 below) or submits a financial assistance application (an “FAP Application”) on or prior to
the 240th day after the Patient’s first discharge bill and the FAP Application is approved by the
Organization. Patient will be eligible for up to 100% financial assistance if Patient submits the FAP
Application after the 240th day after the Patient’s first discharge bill, but then the amount of financial
assistance available to a Patient in this category is limited to Patient’s unpaid balance after taking into
account any payments made on Patient’s account, unless a refund is prescribed under Maryland Law
and Section 3(b) of the Organization’s Billing and Collections Policy.! A Patient eligible for this

1 Pursuant to Maryland Code Section 19-214.2(c)(1-3), if Organization discovers that Patient was eligible for free care
on a specific date of service (using Organization’s eligibility standards applicable on that date of service) and that

specific date is within a two (2) year period of discovery, the patient shall be refunded amounts the Organization
2



category of financial assistance will not be charged more than the charges minus the hospital mark-up
or the calculated AGB charges, whichever is less.

Subject to the other provisions of this Financial Assistance Policy, Patients with incomes above 250%
of the FPL but not exceeding 400% of the FPL, will receive a sliding scale discount on that portion of
the charges for services provided for which the Patient is responsible following payment by an insurer,
if any, if such Patient submits a FAP Application on or prior to the 240th day after the Patient’s first
discharge bill and the Application is approved by the Organization. Patient will be eligible for the
sliding scale discount financial assistance if Patient submits the FAP Application after the 240th day
after the Patient’s first discharge bill, but then the amount of financial assistance available to a Patient
in this category is limited to Patient’s unpaid balance after taking into account any payments made on
Patient’s account. A Patient eligible for this category of financial assistance will not be charged more
than the charges minus the hospital mark-up or the calculated AGB charges, whichever is less. The
sliding scale discount is as follows:

FINANCIAL ASSISTANCE SCALE
As of July 1, 2022

For Hospital Facility Services Only (Regulated)

Household Charity Care Financial Assistance Program
Size 100% to200% to225% to250% |to275% to300% to325% to350% to375%  tod00%
1 513,590 527,180 530,580 533,980] 537,370 540,770 S44,170 547,570 550,960 554,360
2 518,310 536,620 541,200 545,7830] 550,350 554,930 559,510 564,090 568,660 573,240
3 523,030 546,060 551,820 557,580] 563,330 569,090 574,850 580,610 586,360 592,120
4 527,750 555,500 S$62,440 569,380] 576,310 S83,250 590,190 597,130 5104,060 5111,000
Saint Agnes
Discount 100% 100% 100% 100% 75% 50% 25% 15% 12% 11.9%
For Professional Services (Deregulated)*
Household Charity Care Financial Assistance Program
Size 100% to200% to225% to250% |to275% to300% to325% to350% to375%  tod400%
1 513,590 527,180 S$30,580 533,980 S$37,370 540,770 544,170 547,570 $50,980 554,360
2 518,310 536,620 541,200 545,730] 550,350 554,930 859,510 564,090  S$68,660 573,240
3 523,030 546,060 551,820 557,580] 563,330 569,090 574,850 580,610 586,360 592,120
4 527,750 555,500 562,440 569,380] 576,310 583,250 590,190 597,130 5104,060 $111,000
Saint Agnes
Discount 100% 100% 100% 100% 90% 80% 70% 60% 55% 50.9%

*Includes the following services:

Seton Imaging
Lab Outreach

Seton Medical Group

received from Patient or Patient’s guarantor exceeding twenty-five dollars. If Organization documents a lack of
cooperation from the patient or guarantor in providing information needed to determine Patient’s eligibility for free

care, the two (2) year period may be reduced to thirty (30) days from the date of initial request for Patient’s

information. If the Patient is enrolled in a means-tested government health plan that requires Patient to pay out-of-
pocket healthcare expenses, then Patient shall not be refunded any amount that may result in patient losing financial
eligibility for such health plan coverage.
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Ascension Medical Group
Ascension Saint Agnes Medical Group

Integrated Specialist Group
Radiologists Professional Services

Anesthesia Professional Services

3.

Subject to the other provisions of this Financial Assistance Policy, a Patient with 1) income greater

than 400% of the FPL but not exceeding 500% of the FPL and ii) medical debt, which includes medical
debt to Ascension and any other health care provider, for emergency and other medically necessary care,
that is incurred by the Patient over a twelve (12) month period that is equal to or greater than 25% of such
Patient’s household’s gross income; will be eligible for financial assistance as set forth in this paragraph.
The level of financial assistance provided is the same as is granted to a patient with income at 400% of
the FPL under Paragraph 2 above, if such Patient submits a FAP Application on or prior to the 240th day
after the Patient’s first discharge bill and the FAP Application is approved by the Organization. Patient
will be eligible for such financial assistance if the Patient submits the FAP Application after the 240th
day after the Patient’s first discharge bill, but then the amount of financial assistance available to a Patient
in this category is limited to Patient’s unpaid balance after taking into account any payments made on
Patient’s account. A Patient eligible for this category of financial assistance will not be charged more
than the charges minus the hospital mark-up or the calculated AGB charges, whichever is less.

Subject to the other provisions of this Financial Assistance Policy, a Patient with income greater than
500% of the FPL may be el