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 it 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. Detailed reporting
instructions have been distributed to your hospital's community benefit contacts, and additional copies can be requested at the email below.

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@bhilltop.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: UM Charles ® O
Regional Medical Center

Your hospital's ID is:
210035 ® @)

Your hospital is part of the

hospital system called

University of Maryland @ O
Medical System

The primary hospital

community benefit (HCB)

Narrative contact at your ® O
hospital is Mary Levy & Amy

Gyau-Moyer

The primary HCB Narrative

contact email address at

your hospital is ® O
Mary.Levy@umm.edu and

Amy.GyauMoyer@umm.edu

The primary HCB Financial
report contact at your ® O
hospital is Albert Zanger

The primary HCB Financial

report contact email at your

hospital is ® ©)
azanger@umm.edu

Q4. 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 level (FPL) Race: percent Black

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

Percent with Medicaid Crude death rate

Mean travel time to work D Other

Percent speaking language other than English at home

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

The 2020 Maryland Vital Statistics Report is used for birth and death data by race, along with life expectancy data, infant mortality data by race. The Maryland Department
of Planning is also a source of population data for Charles County. The Maryland State Health Improvement Process data measures provide information on health
disparities and hospitalization/ED visit rates by health condition such as diabetes and heart disease prevalence and mental health and substance use ED visit rates.
Additionally, cancer incidence and mortality are available through the 2021 Cigarette Restitution Fund Program's Cancer in Maryland Report. The Maryland Behavioral Risk
Factor Surveillance System is used to determine estimates for adult obesity and overweight. The Youth Risk Behavior Survey provides an obesity estimate for youth aged.
13-18 years. The Maryland Sexually Transmitted Infections Program at the Maryland Department of Health provides Chlamydia and gonorrhea rates for the county. The
Maryland Physician Workforce Study provides information on physician shortages in Southern Maryland. Health Professional Shortage Areas are viewed on the HRSA
website. Medicaid data is accessed through the e-health Medicaid database for Maryland.

Q6. Attach any files containing community health statistics that your hospital uses in its community benefit efforts.


mailto:HCBHelp@hilltop.umbc.edu

The Community Benefit Service Area for the CharlesCountyCommt Y2023.doc;

31.2KB

o7. Section | - General Info Part 2 - Community Benefit Service Area

Q8. 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.

Q9. Please select the county or counties located in your hospital's CBSA.

G Allegany County

[:] Anne Arundel County
D Baltimore City

C] Baltimore County

(] calvert County

(] caroline County

(] carroll County

D Cecil County

Charles County
D Dorchester County
D Frederick County
(] Garrett County

() Harford County
("] Howard County
() Kent County

D 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.

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

20601 20617
20602 20622
20603 20625
20604 20632
20607 20637
20611 20640
20612 20643

20613 20645

G Prince George's County
(") Queen Anne's County
D Somerset County

(1) st. Mary's County

(] Talbot County

() washington County

() wicomico County

D Worcester County

20658
20659
20661
20662
20664
20675
20677

20693


https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_UKg3S88p9IjfVnj&download=1
https://www.hilltopinstitute.org/communitystatisticsbycounty/

20616 20646

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.

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

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?

20695



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

)

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

() Based on patterns of utilization. Please describe.

Other. Please describe.

The Community Benefit Service Area
for the University of Maryland
Charles Regional Medical Center
includes our primary service area,
which includes all zip codes located
within the borders of Charles County,
Maryland. UM Charles Regional Medical
Center is Charles County’s only
hospital. y

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

https:/iwww.umms.org/charles/about/mission-values

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

The Community Benefit Service Area for the University of Maryland Charles Regional Medical Center includes our primary service area, which includes all zip codes located
within the borders of Charles County, Maryland. UM Charles Regional Medical Center is Charles County’s only hospital and, as such, serves the residents of the entire
county. Heart disparities and vulnerable populations reside in all regions of the county as evidenced by the data below. The 2019 heart disease hospital encounters rate per
1000 residents was highest in the zip codes: 20658, Marbury: 76.15 20693, Welcome: 67.31 20612, Benedict: 67.04 The 2019 Diabetes admission rate per 1000 residents
was highest in the zip codes: 20695, White Plains: 2.84 20640, Indian Head: 2.72 The 2019 Hypertension hospital encounter rate per 1000 residents was highest in the zip
codes: 20658, Marbury: 251.44 20695, White Plains: 193.72 20617, Bryantown: 189.57 The 2019 Mental Health Emergency Department Visit Rate per 1000 residents was
highest in the zip codes: 20612, Benedict: 100.56 20664, Newburg: 62.84 The 2019 Substance Use Emergency Department Visit Rate per 1000 residents was highest in
the zip codes: 20625, Cobb Island: 71.54 20658, Marbury: 70.86 The 2019 Asthma Emergency Department Visit Rate per 1000 residents was highest in the zip codes:
20625, Cobb Island: 19.51 20695, White Plains: 16.91 The zip codes with the highest percentages of low-birth-weight babies in 2019 included: 20616, Bryans Road:
18.52% 20602, Waldorf: 12.99% The zip codes with the highest percentages of people living in poverty in 2019 included: 20662, Nanjemoy: 14.7% 20664, Newburg: 14.4%
The unemployment rate is the highest in 20658, Marbury, at 14.2%. The zip code with the highest percentage of people without a high school diploma is 20662, Nanjemoy,
at 18.9%.

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)

06/30/2021

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

https://iwww.umms.org/charles/community/assessment-implementation-plan




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

06 28 21 Communit

Health Needs Assessment Summary 2021 Final.ppt

4.4MB
application/x-cfb

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 the development of your most recent CHNA.

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

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)

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

Member of
CHNA
Committee

Member of
CHNA
Committee

@)

Member of
CHNA
Committee

Member of
CHNA
Committee

O

Member of
CHNA
Committee

O

Member of
CHNA
Committee

O

Member of
CHNA
Committee

Participated
in

development

of CHNA
process

Participated
in
development
of CHNA
process

O

Participated
in
development
of CHNA
process

Participated
n
development
of CHNA
process

O

Participated
in
development
of CHNA
process

Participated
in
development
of CHNA
process

O

Participated
in
development
of CHNA
process

O

CHNA Activities
Participated
: Participated in
Ad\‘;I:Ed Participated in identifying
CHNA inprimary identifying community
data priority resources
H collection health to meet
[IEEHEES needs health
needs
Participated
q Participated in
AdX':'Ed Participated in identifying
CHNA inprimary  identifying community
best data priority resources
s collection health to meet
P! needs health
needs
O O O
Participated
. Participated in
Adg':ed Participated in identifying
CHNA inprimary  identifying community
best data priority resources
ractices collection health to meet
P! needs health
needs
Participated
. Participated in
Ad\él:ed Participated in identifying
CHNA inprimary  identifying community
best data priority resources
S collection health to meet
P! needs health
needs
@ O O
Participated
. Participated in
Ad\é‘:ed Participated in identifying
CHNA inprimary  identifying community
best data priority resources
ractices collection health to meet
P! needs health
needs
a a
Participated
. Participated in
Ad\é':ed Participated in identifying
CHNA inprimary  identifying community
best data priority resources
S collection health to meet
P! needs health
needs
O @ O U
Participated
. Participated in
Advised  participated in identifying
CHNA inprimary  identifying community
best data priority resources
S collection health to meet
P needs health
needs
@) a

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

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

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

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

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

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

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

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



https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_V522ikfxjswRLI5&download=1

Clinical Leadership (system level)

Population Health Staff (facility level)

Population Health Staff (system level)

Community Benefit staff (facility level)

Community Benefit staff (system level)

Physician(s)

Nurse(s)

Social Workers

Hospital Advisory Board

N/A - Person
or

Organization Department

was not
Involved

N/A - Person
or

Organization Department

was not
Involved

O

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

O

N/A - Person
or

Organization Department

was not
Involved

O

N/A - Person
or

Organization Department

was not
Involved

O

N/A - Person
or

Organization Department

was not
Involved

O

N/A - Person
or

Organization Department

was not
Involved

O

N/A - Person
or

Organization Department

was not
Involved

O

N/A -
Position or

does not
exist

O

N/A -
Position or

does not
exist

a

a

N/A -
Position or

does not
exist

a

N/A -
Position or

does not
exist

a

N/A -
Position or

does not
exist

@]

N/A -
Position or

does not
exist

a

N/A -
Position or

does not
exist

a

Member of
CHNA
Committee

Member of
CHNA
Committee

Member of
CHNA
Committee

Member of
CHNA
Committee

Member of
CHNA
Committee

Member of
CHNA
Committee

Member of
CHNA
Committee

@)

Member of
CHNA
Committee

Member of
CHNA
Committee

O

Participated
in
development
of CHNA
process

O

Participated
in
development
of CHNA
process

Participated
n
development
of CHNA
process

O

Participated
in
development
of CHNA
process

Participated
in
development
of CHNA
process

O

Participated
in
development
of CHNA
process

O

Participated
in
development
of CHNA
process

O

Participated
in
development
of CHNA
process

O

Participated
n
development
of CHNA
process

Advised
on
CHNA

S
practices

O

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

O

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

Advised
on
CHNA
best
practices

O

Advised
on
CHNA
best
practices

O

Advised
on
CHNA
best
practices

Participated

Participated in
Participated in identifying
inprimary  identifying community
data priority resources
collection health to meet
needs health
needs

@) O a

Participated
Participated in
Participated in identifying
inprimary  identifying community
data priority resources
collection health to meet
needs health
needs
Participated
Participated in
Participated in identifying
inprimary  identifying community
data priority resources
collection health to meet
needs health
needs

@) O )

Participated
Participated in
Participated in identifying
inprimary  identifying community
data priority resources
collection health to meet
needs health
needs

Participated
Participated in
Participated in identifying
inprimary  identifying  community
data priority resources
collection health to meet
needs health
needs

@] )

Participated
Participated in
Participated in identifying
inprimary  identifying community
data priority resources
collection health to meet
needs health
needs

@) a

Participated
Participated in
Participated in identifying
inprimary  identifying community
data priority resources
collection health to meet
needs health
needs

O

Participated
Participated in
Participated in identifying
inprimary  identifying community
data priority resources
collection health to meet
needs health
needs
Participated
Participated in
Participated in identifying
inprimary  identifying community
data priority resources
collection health to meet
needs health
needs
@ O

Provided
secondary  Other
health  (explain)
data

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

Provided
secondary  Other
health (explain)
data

Provided
secondary  Other
health  (explain)
data

Provided
secondary  Other
health  (explain)
data

Provided
secondary  Other
health  (explain)
data

Provided
secondary  Other
health  (explain)
data

Provided
secondary  Other
health (explain)
data

) O

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

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

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

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

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

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

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

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

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




Participated

Participated in
e (I)?’rerson POQ‘I{@T‘] or Member of Partlr;‘:qpated AdX':'Ed Participated in identifying  Provided
Organization Department CHNA  development CHNA 0 (FETR 'der?“fY'”g community - secondary Othe_r
was not does not Committee  of CHNA best data_ pliont feSouces health  (explain)
Involved exist process practices collection health lojgice data
needs health
needs

O a

Vice President of Population Health

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

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

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

Participated
- . Participated in
MR- :rerson Pogi{ﬁ)r-\ O G Paru(;]l']pated advised Participated in identifying ~ Provided
Organization Department CHNA  development CHNA " %nmary identifying  community secondary  Other
" ata priority resources health  (explain)
was not doesnot Committee  of CHNA best lecti health d
Involved exist process  practices cojecton S Joimees 22
needs health
needs
Q45. Section Il - CHNAs and Stakeholder Involvement Part 3 - Internal Hospital Community Benefit 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 - Sflf;lttwg Seltehcélng Determining Providin Allocating Evaluating
or Position or needs  initiatives how to fundin 9 budgets Delivering the Other
Organization Department thatwill  that will evaluate for CBQ for CB outcome (explain)
was not does not be be the impact activities individual initiatives of CB P
Involved exist targeted  supported of initiatives initiatives initiatives
CB/ Community Health/Population Health
Director (facility level) D D G
N/A - Person N/A - Sﬁfaclmg Sel;c;lng Determining Providin Allocating Evaluating
or Position or needs initiatives how to fundin 9 budgets Delivering the Other
Organization Department thatwill  that will evaluate e CBQ for CB outcome (explain)
was not does not be be the impact activities individual initiatives of CB P
Involved exist of initiatives initiatives initiatives
targeted supported

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

) ]

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

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

) ]

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

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

O a

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

Board of Directors or Board Committee

O a

(facility level)
N/A - Person N/A -
or Position or
Organization Department
was not does not
Involved exist
Board of Directors or Board Committee
(system level) d
N/A - Person N/A -
or Position or
Organization Department
was not does not
Involved exist

O g

Clinical Leadership (facility level)

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

a

Clinical Leadership (system level)

Selecting
health
needs

that will
be
targeted

Selecting
health
needs

that will
be
targeted

O

Selecting
health
needs

that will
be
targeted

Selecting
health
needs

that will
be
targeted

a

Selecting
health
needs

that will
be
targeted

a

Selecting
health
needs

that will
be
targeted

a

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

O

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will
be
supported

a

Determining
how to
evaluate
the impact
of initiatives

@]

Determining
how to
evaluate
the impact
of initiatives

Determining
how to
evaluate
the impact
of initiatives

@)

Determining
how to
evaluate
the impact
of initiatives

O

Determining
how to
evaluate
the impact
of initiatives

@)

Determining
how to
evaluate
the impact
of initiatives

a

Providing
funding
for CB

activities

Providing
funding
for CB

activities

@)

Providing
funding
for CB

activities

@)

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

a

O

Allocating
budgets
for
individual
initiatives

O

Allocating
budgets
for
individual
initiatives

O

Allocating
budgets
for
individual
initiatives

O

Allocating
budgets
for
individual
initiatives

O

Allocating
budgets
for
individual
initiatives

O

Allocating
budgets
for
individual
initiatives

O

a

Delivering
cB
initiatives

@)

Delivering
CcB

initiatives

@)

Delivering
CcB
initiatives

@)

Delivering
CcB
initiatives

O

Delivering
CcB

initiatives

O

Delivering
CB
initiatives

a

a

Evaluating
the
outcome
of CB
initiatives

a

Evaluating
the
outcome
of CB
initiatives

a

Evaluating
the
outcome
of CB
initiatives

O

Evaluating
the
outcome
of CB
initiatives

a

Evaluating
the
outcome
of CB
initiatives

a

Evaluating
the
outcome
of CB
initiatives

a

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

Other
(explain)

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

Other
(explain)

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

Other
(explain)

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

Other
(explain)

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

Other
(explain)

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

Other
(explain)

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

a




Population Health Staff (facility level)

Population Health Staff (system level)

Community Benefit staff (facility level)

Community Benefit staff (system level)

Physician(s)

Nurse(s)

Social Workers

Hospital Advisory Board

Other (specifv)

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

O

N/A - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

N/A -
Position or
Department
does not
exist

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

@]

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

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
health
needs

that will
be
targeted

O

Selecting
health
needs

that will
be
targeted

O

Selecting
health
needs

that will
be
targeted

a

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

O

Selecting
the
initiatives
that will

be
supported

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will
be
supported

@)

Selecting
the
initiatives
that will
be
supported

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

a

Determining
how to
evaluate
the impact
of initiatives

@]

Determining
how to
evaluate
the impact
of initiatives

@)

Determining
how to
evaluate
the impact
of initiatives

@)

Determining
how to
evaluate
the impact
of initiatives

O

Determining
how to
evaluate
the impact
of initiatives

@)

Determining
how to
evaluate
the impact
of initiatives

Providing
funding
for CB

activities

@)

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

Providing
funding
for CB

activities

Providing
funding
for CB

activities

@)

Providing
funding
for CB

activities

@)

Providing
funding
for CB

activities

@)

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

@)

Providing
funding
for CB

activities

Allocating
budgets
for
individual
initiatives

O

Allocating
budgets
for
individual
initiatives

O

Allocating
budgets
for
individual
initiatives

Allocating
budgets
for
individual
initiatives

Allocating
budgets
for
individual
initiatives

O

Allocating
budgets
for
individual
initiatives

O

Allocating
budgets
for
individual
initiatives

O

Allocating
budgets
for
individual
initiatives

O

Allocating
budgets
for
individual
initiatives

O

Allocating
budgets
for
individual
initiatives

Delivering
CcB
initiatives

@)

Delivering
CcB
initiatives

O

Delivering
CcB

initiatives

Delivering
CB
initiatives

a

Delivering
cB
initiatives

@]

Delivering
CcB

initiatives

@)

Delivering
CcB
initiatives

@)

Delivering
CcB

initiatives

O

Delivering
CcB
initiatives

@)

Delivering
CB
initiatives

oa7. Section 1l - CHNAs and Stakeholder Involvement Part 4 - Meaningful Engagement

Evaluating
the
outcome
of CB
initiatives

O

Evaluating
the
outcome
of CB
initiatives

a

Evaluating
the
outcome
of CB
initiatives

Evaluating
the
outcome
of CB
initiatives

a

Evaluating
the
outcome
of CB
initiatives

a

Evaluating
the
outcome
of CB
initiatives

a

Evaluating
the
outcome
of CB
initiatives

@]

Evaluating
the
outcome
of CB
initiatives

a

Evaluating
the
outcome
of CB
initiatives

a

Evaluating
the
outcome
of CB
initiatives

Q48. Community participation and meaningful engagement is an essential component to changing health system behavior, activating partnerships that improve

health outcomes and sustaining community ownership and investment in programs. Please use the table below to tell us about the external partners involved in your

most recent CHNA. In the first column, select and describe the external participants. In the second column, select the level of community engagement for each
participant. In the third column, select the recommended practices that each stakeholder was engaged in. The Maryland Hospital Association worked with the
HSCRC to develop this list of eight recommended practices for engaging patients and communities in the CHNA process.

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

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

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

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

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

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

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

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:



Refer to the FY 2023 Community Benefit Guidelines for more detail on MHA's recommended practices. Completion of this self-assessment is mandatory for FY

2023.

Other Hospitals -- Please list the hospitals
here:

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

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

Partnership for a Healthier Charles County

Maryland Department of Health

Other State Agencies -- Please list the
aaencies here:

Local Govt. Organizations -- Please list the
oraanizations here:
Charles County Government ‘

Informed - To
provide the
community

with balanced
& objective

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

]

Informed - To
provide the
community

with balanced
& objective

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

]

Informed - To
provide the
community

with balanced
& objective

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

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

Level of Community Engagement

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

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

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

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

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

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

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

]

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

]

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

@)

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

identification
of the
preferred
solution

@)

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

identification
of the
preferred
solution

O

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

identification
of the
preferred
solution

O

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

identification
of the
preferred
solution

@)

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

identification
of the
preferred
solution

@)

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

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

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

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

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

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

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

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

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

a

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

Recommended Practices

Collect Select

Identify & g?ggilnr:f and priority Docaunrgent Plan Implement Evaluate
Engage e 4 analyze community RIS Implementation Improvement Progress
Stakeholders ] the health e Strategies Plans
data issues
O O O O O O O O
Collect Select
Identify & g?ggilnr:f and priority Docaunrgent Plan Implement Evaluate
Engage e 4 analyze community RIS Implementation Improvement Progress
Stakeholders ] the health e Strategies Plans
data issues

Collect Select

Identify & g?g;ilnme and priority Docaunrgent Plan Implement Evaluate
Engage 4 analyze community RGeS Implementation Improvement LIS
Stakeholders ] the health i Strategies Plans 9
data issues
X Collect Select
Identify & giﬁpneulnhile and priority Docat:]n(;ent Plan Implement Evaluate
Engage B 4 analyze community RGeS Implementation Improvement EEIES
Stakeholders ] the health results Strategies lans 9
data issues

Collect Select

Identify & g?:;igi‘te and priority DD(;L:,]nJem Plan Implement Evaluate
Engage 4 analyze community . Implementation Improvement
communicate ; Progress
Stakeholders ] the health results Strategies ans
data issues

Collect Select

Identify & &?:;i;ki‘le and priority Doc;L:]ment Plan Implement Evaluate
Engage Y analyze community . Implementation Improvement
communicate ; Progress
Stakeholders e the health results Strategies lans
data issues
O O ) O O O



Faith-Based Organizations

School - K-12 -- Please list the schools here:
Charles County Public Schools

School - Colleges, Universities, Professional
Schooals -- Please list the schools here:
College of Southern Maryland

Behavioral Health Organizations -- Please
ist the oraanizations here:

Charles County Local Behavioral Health
Authority, Center for Children, Charles
County Department of Health's Substance
Use and Mental Health Clinics

Social Service Organizations -- Please list

Charles County Department of Social
Services Informed

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

Sagepoint, Fenwick Landing, The
Charleston Senior Community, Genesis,
Restore Health, Morningside, Hospice of
Charles County

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

Informed - To
provide the
community

with balanced
& objective

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

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

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

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

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

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

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

O

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

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

a

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

a

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

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

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

identification
of the
preferred
solution

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
community
in each
aspect of the
decision
including the
development
of
alternatives
&
identification
of the
preferred
solution

@]

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

identification
of the
preferred
solution

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

identification
of the
preferred
solution

@)

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

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

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

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

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

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

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

a

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

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

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

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

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

Collect Select

Identify & Eoer:\lrr:'leu:i‘; and priority DOZL::;‘E”I Plan Implement Evaluate
assessed results 9
data issues
O @ O O O @
. Collect Select
. Define the S Document
Identify & . and priority Plan Implement
community . and . Evaluate
assessed H results 9
data issues
Identify & Definejthe Cglrllzd ;fri%?ig DocUment Plan Implement
Engage comminty analyze community comn?unicate Implementation Improvement E:’;&‘rj:;
Stakeholders et the _health i Strategies Plans
data issues
Identify & gjer;i;imte Cglr:?jd psr(ieolfi(t:; DO::ﬁem Plan Implement Evaluate
Engage e Y analyze community communicate Implementation Improvement Progress
Stakeholders o] the health i Strategies Plans 9
data issues

. Collect Select
Identify & cDoerrf\Irr:fugi\te and priority Docali]ngent Plan Implement Evaluate
Engage Yy analyze community . Implementation Improvement
communicate ; Progress
Stakeholders Ferea] the health results Strategies Plans
data issues
O
X Collect Select
Identify & Define the and priority Document Plan Implement
E community g an ) Evaluate
ngage tobe ~ analyze community oo o Implementation Improvement ool o
Stakeholders ] the health i Strategies ans 9
data issues
a @) ) O a @)



Informed - To

provide the

community  Consulted -
with balanced  To obtain

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

and/or
solutions

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

Health Partners Inc, United Way of
Charles County, Lifelong Learning Center,
UM Extension, Lifestyles of Maryland,

Charles County Service and Advocacy

Council

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

Consumer/Public Advocacy Organizations --
Please list the oraanizations here:

a

Informed - To

provide the

community ~ Consulted -
with balanced  To obtain

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

and/or
solutions

Other -- If any other people or organizations
were involved. please list them here:

a

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

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

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

identification
of the
preferred
solution

@]

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

identification
of the
preferred
solution

O

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

identification
of the
preferred
solution

O

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

identification
of the
preferred
solution

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

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:\lr?'leu:i‘tey and priority DocaL::'j\ent Plan Implement Evaluate
assessed results 9
data issues
/] /] O
Identify & giﬂpneu:]hile o [?rieoler!i(t:;/ Docat:]n(;ent Plan Implement Evaluate
Engage 4 analyze community RGeS Implementation Improvement EEIEES
Stakeholders ] the health results Strategies Plans 9
data issues
Identify & g)imeu:i‘f Cglrizct [?rieclﬁi‘t:)t/ DD(;L:,]nJem Plan Implement Evaluate
Engage Y analyze community B Implementation Improvement
communicate ; Progress
Stakeholders R the health results Strategies ans
data issues
Identify & g)?‘i;eu:’i‘le Cglrizct pSrie:rei%t/ DD(;L:]I‘L\GHI Plan Implement Evaluate
Engage Y analyze community GO Implementation Improvement Progress
Stakeholders Ferea] the health results Strategies Plans 9
data issues

June 27, 2022

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

https:/iwww.umms.org/charles/community/assessment-implementation-plan

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



Health Improvement Plan 2021.pdf
8.2MB
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.

os7. Section Il - CHNAs and Stakeholder Involvement Part 6 - Initiatives

Q58. Were all the needs identified in your most recently completed CHNA addressed by an initiative of your hospital?

@ VYes
O No

Q59.
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.

Q60. Why were these needs unaddressed?

This question was not displayed to the respondent.

Q61. Please describe the hospital's efforts to track and reduce health disparities in the community it serves.

The University of Maryland Charles Regional Medical Center contracts with Amber Starn, an epidemiologist, to complete the Charles County Community Health Needs
Assessment every 3 years. All data is analyzed by demographic, racial, geographical, and ethnic populations when available. This data is used to select our health priorities,
to determine the locations most in need of health education programs, and to establish partners who can help us to reach the populations who are underserved and
disproportionately affected by those health conditions. Work plans with short- and long-term objectives are developed to track any changes in individual and population data.
Differences in population level data help us to determine if our efforts have led to a community impact.

Q62. 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

80

Regional Partnership Catalyst Grant Program

The Medicare Advantage Partnership Grant Program
The COVID-19 Long-Term Care Partnership Grant
The COVID-19 Community Vaccination Program

The Population Health Workforce Support for Disadvantaged Areas Program

0OO0000o

Q63. (Optional) If you wish, you may upload a document describing your community benefit initiatives in more detail.


https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_3CNJLsnwm8rqhMR&download=1

CharlesColnitiativesforFY23.docx
88.5KB

document

oe4. Section Il - CB Administration

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

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

() No

Q66. Please describe the third party audit process used.

Ernst and Young

Q67. Does your hospital conduct an internal audit of the community benefit narrative?

@ VYes
O No

Q68. Please describe the community benefit narrative audit process.

Albert Zanger, Chief Financial Officer (CF)) oversees all HSCRC and 990 Reporting. In this capacity he internally audits Community Benefit (CB) reports and allocates
resources for CB operations. The CFO reviews the report (narrative and spreadsheet) and presents the final report to the Finance Committee of the Board of Directors for
approval. The Finance Committee of the Board conducts the review and approval of the report, and a summary of key points are presented to the full Board. Craig Renner,
Director, Marketing and Community Health, administers CB reporting operations including plan implementation, collaboration with strategic community partners, oversees
data collection and reporting, provides management for LHIC, and compiles reports. Jim Clague, Decision Support Analyst, inputs financial data into the CB data collection
tool for reporting and assists with internal audits. Ruth Case, Revenue Integrity Analyst inputs salary data into CB data collection tool. Mary Levy, Community Health
Specialist implements community benefit qualifying activities and community outreach programs, collaborates with strategic community partners, trains departmental CB
reporters, manages data collection and provides LHIC management and support. Consultant and Epidemiologist, Amber Starn, MPH provides data and reporting for CB
planning, monitors and reports outcomes of the CB Strategic Plan and reports SHIP data to CCDOH and UM Charles Regional. Hospital system contracted staff: Amy
Gyau-Moyer, Senior Direction, Community Health provides the final audit for the hospital.

Q69. Does the hospital's board review and approve the annual community benefit financial spreadsheet?

@ Yes
O No

Q70. Please explain

This question was not displayed to the respondent

Q71. Does the hospital's board review and approve the annual community benefit narrative report?

@ Yes
O No

Q72. Please explain

This question was not displayed to the respondent.

Q73. Does your hospital include community benefit planning and investments in its internal strategic plan?

@ Yes
O No


https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_e5U6FjIapDpccw1&download=1

Q74. Please describe how community benefit planning and investments were included in your hospital's internal strategic plan during the fiscal year.

UM CRMC's current strategic plan, which covers fiscal years 2022 through 2024, includes significant investments in programs and initiatives that benefit members of our
community who are uninsured or underinsured. The plan outlines efforts for CRMC to work collaboratively with key community stakeholders such as Partners for a Healthier
Charles County to address chronic disease issues, mental health, substance abuse and access to care. Since many of the individuals who are targeted to benefit from
these initiatives are uninsured, UM Charles Regional and its partners absorb the costs of treatment. Our Mobile Integrated Health (MIH) visitation program is an example of
community benefits planning and investment. This program, which is geared to reduce readmissions and over-utilization of emergency services, is jointly funded by financial
support from UM Charles Regional and the Charles County Government. Further, the UM Charles Regional's annual budget includes approximately $1 million to cover the
cost of providing care that addresses local health needs. Our population health initiatives, which include health literacy, chronic care management, education and training for
our patients are additional examples that demonstrate our efforts at strategic community benefit planning.

Q75. If available, please provide a link to your hospital's strategic plan.

Q76. Do any of the hospital's community benefit operations/activities align with the Statewide Integrated Health Improvement Strategy (SIHIS)? Please select all that
apply and describe how your initiatives are targeting each SIHIS goal. More information about SIHIS may be found here.



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




Diabetes - Reduce the mean BMI for Maryland residents



Diabetes Prevention Program:
Number of workshops: 11
Average participants per workshop:
13.3

Number of participants: 146
Participants with attendance data:
145

DPRP-Attend-Qual. Participants: 42 of
145 (29%)

DPRP-Qual. Participants: 42 of 146
(29%)

Number who are caregivers: 0 of 0
Alc Count Pre Post

Decrease

No Alc 74
One Alc 69 6.0
Two Alc's 3 6.0 5.9
0.1
Age Count Percent
0-44 7 5%
44-49 10 7%

50-54 17 12%

55-59 29 20%

60-64 24 16%

65-69 29 20%

70-74 13 9%

75-79 10 7%
80-84 7 5%
Attended Group Session Count
Percent

1 137 94%

2 139 96%
3 140 97%
4 131 90%
5 128 88%
6 133 92%
7 130 90%
8 128 88%
9 122 84%
10 116 80%
11 116 80%
12 117 81%
13 116 80%
14 117 81%
15 114 79%
16 108 74%
17 78 54%
18 76 52%
19 75 52%
20 75 52%
21 59 41%
22 53 37%
23 40 28%
24 42 29%
25 36 25%
26 28 19%
27 17 12%
28+ 17 12%
Chronic Condition Count
Percent
Hypertension 80 99%
Diabetes 3 4%
Other 1 1%
Completers Count Percent
No 104 71%
Yes 42 29%
Condition Count Count Percent
One chronic condition 78 53%
One chronic condition 78 53%
No chronic conditions 65 45%
Multiple chronic conditions 3
2%

Disabilities Count Percent
Diff. walking or climbing stairs
11 8%

Diff. with errands 6 4%
Hearing impaired 6 4%

Diff. remembering 5 3%
Visually impaired 2 1%

Diff. dressing 1 1%
Disability Count Count
Percent

No disabilities 114 85%
One disability 13 10%
Multiple disabilities 7 5%
Unknown 12

Education Count Percent
Some College 58 41%
Completed College 56 40%
Completed High School 25 18%
Some High School 1 1%
Unknown 6

Ethnicity/Race Count Percent
Black or African American 94
66%

hite/Caucasian 45 32%
Hispanic/Latino 4 3%
Asian or Asian American 2 1%
Hawaiian Native or Pacific Islander
2 1%
American Indian or AK Native 1
1%

Indian 1 1%

Unknown 4
GDM Count Percent




No 126 86%

Yes 5 3%

Gender Count Percent
Female 131 90%

Male 14 10%

Unknown 1

How Did You Hear Count
Percent

Other: mail 21 17%

Media: poster/flyer, etc.
16%

Organization 20 16%
Friends or family 18 14%
Social media 8 6%
Doctor/Health Care Provider 6
5%

20

Media: TV, internet ad 3 2%
Media: radio, newspaper 3 2%
Other: community outreach events
3 2%

Health insurance 2 2%

Other: CDC-recognized org. 1

1%

Media: billboard 1 1%

Other 20 16%

Impacted by COVID-19 Count
Percent

No 49 100%

Unknown 97

Insurance Count Percent
Medicare 16 33%

Carefirst BlueCross BlueShield 11
23%

Aetna 6 12%

United Health Care 5 10%
BlueCross 4 8%

Medicare Part B ("Regular" Medicare)
3 6%

Medicaid HealthChoice (MCO) 3
6%

Priority Partners (HC MCO) 1
2%

Medstar Family Choice (HC MCO) 1
2%

Kaiser Permanente 1 2%
CareFirst BCBS Comm (HC MCO) 1
2%

Unknown 98

Last Group Session Attended Count
Percent

1 1%

0%

1%

1%

0%

1%

2%

3%

1%

2%

2%

1%

1%

2%

3%

32 22%

2 1%

3 2%

0 0%

16 11%

8 6%

12 8%

0 0%

7 5%

8 6%

26 11 8%

27 0 0%

28+ 17 12%

Minutes of Activity for DPRP-Qual.
Participants Count Percent
0-19 Minutes 0 0%

30-74 Minutes 3 7%

75-149 Minutes 29 69%

150+ Minutes 10 24%

Number of Group Sessions Attended
Count Percent

RPOWRORNOG

3
3
1
1
3
4

11 1%
2 0 0%
32 1%
4 2 1%
51 1%
6 2 1%
7 4 3%
8 6 4%
9 1 1%
10 4 3%
11 4 3%
12 3 2%
13 0 0%
14 5 3%
15 8 6%
16 24 17%
17 3 2%
18 2 1%
19 7 5%
270 15 10%




21 6 4%

22 11 8%

23 0 0%

24 4%

25 6%

26 3%

27 1%

28+ 0 0%

28 12 8%
Organization Count Percent
Charles County Department of Health
146 100%

Participant County Count
Percent
Charles, MD 146 100%
Participant Funding Count
Percent

Prevention Link 32 100%

None 114

Payment Source Count Percent
Not reported 146 100%

Percent Weight Change For DPRP-Qual.
Participants Count Percent
7.00%+ Loss 8 19%
5.00%-6.99% Loss 7 17%
.00%-4.99% Loss 9 21%
.00%-2.99% Loss 8 19%
.99% L0ss-0.99% Gain 8 19%
.00%-2.99% Gain 2 5%
.00%-4.99% Gain 0 0%
.00%-6.99% Gain 0 0%
.00%+ Gain 0 0%

Average Weight Loss Percent
4.03%

Prediabetes Count Percent

Yes 113 92%

No 10 8%

Unknown 23

Referral Result Count Percent
Enrolled 2 100%

Referring Entity Count

Percent

TLC-MD 2 100%

Served in Military Count
Percent

No 146 100%

Technology Used Count Percent
Zoom 14 10%

Type of Test Count Percent

A1C 74 51%

Risk Test 64 44%

Fasting Glucose 14 10%

Virtual Workshop Count

Percent

No 49 100%

Unknown 97

orkshop Funding Count

Percent

None 146

Diabetes Self-Management (DSMP)
FY23

Number of workshops: 1
Average participants per workshop:
12.0

Number of participants: 12
Participants with attendance data:
12

Completers: 7 of 12 (58%)
Number who are caregivers: 2 of 10
(20%)

Mar 7, 23-Waldorf Senior and
Recreational Center
Alc Count Pre Post

Decrease

No Alc 12

One Alc 0 0O

Two Alc's 0 0 0

(]
Age Count Percent Bar
60-64 3 27%

6
9
5
2

~NOWROR W

90+ 1 9% ..........

Unknown 1

Caregiver Count Percent Bar
No 8 80%

Unknown 2

Chronic Condition Count
Percent Bar

Diabetes 9 82%

Hypertension 9 82%




Cancer 1 9% ..........
Schizophrenia 1 9%
Completers Count Percent Bar
Yes 7 58%

Condition Count Count Percent Bar
Multiple chronic conditions 11
92%

Disabilities Count Percent Bar
Diff. walking or climbing stairs
3 25%

Diff. remembering 1 8%
Disability Count Count
Percent Bar

No disabilities 6 55%

Unknown 1
Education Count Percent Bar
Some College 8 73%

Unknown 1

Ethnicity/Race Count Percent Bar
Black or African American 8

73%

Unknown 1
GDM Count Percent Bar
No 8 67%

Gender Count Percent Bar
Female 8 73%

Unknown 1

Impacted by COVID-19 Count
Percent Bar

No 12 100%

Insurance Count Percent Bar
Medicare Part B ("Regular" Medicare)
8 73%




Other 1 9% ..........

Unknown 1

Lives Alone Count Percent Bar
No 7 64%

Unknown 1

Number of Group Sessions Attended
Count Percent Bar

1 3 25%

Organization Count Percent Bar
Charles County Department of
Community Services, Aging & Human
Services Division 12 100%

Participant County Count
Percent Bar

Charles 11 92%

Charles, MD, MD 1 8%
Participant Funding Count
Percent Bar

None 12

Payment Source Count Percent Bar
Not reported 12 100%
Referred Count Percent Bar
No 9 90%

Yes 1 10% ....ovvunnn
Unknown 2

Served in Military Count
Percent Bar

No 7 64%

Unknown 1

Virtual Workshop Count
Percent Bar

No 12 100%

orkshop Funding Count

Percent Bar

Other 12 100%

Felt welcomed Count Percent Bar
Strongly Agree (1) 4 57%

Average Value 1.7
Teaching was shared Count
Percent Bar

Strongly Agree (1) 4 57%

Average Value 1.7

Leaders were prepared Count
Percent Bar

Strongly Agree (1) 4 57%

Average Value 1.7

I have more self-confidence Count
Percent Bar

Strongly Agree (1) 5 71%

Agree (2) 1 14%




Average Value 1.6

Book was helpful Count
Percent Bar

Strongly Agree (1) 3 43%

Average Value 1.9

Learned action plans Count
Percent Bar

Strongly Agree (1) 5 71%

Average Value 1.6

Better manage symptoms Count
Percent Bar

Strongly Agree (1) 5 71%

Average Value 1.6

Site was conducive Count
Percent Bar

Strongly Agree (1) 5 71%

Average Value 1.6

Part. valued contributions Count
Opioid Use Disorder - Improve
oovveerrddoossee moorrttaalliittyy
Percent Bar

Strongly Agree (1) 4 57%

Average Value 1.7

Leaders managed group Count
Percent Bar

Strongly Agree (1) 4 57%

Average Value 1.7

Leaders valued contributions Count
Percent Bar

Strongly Agree (1) 4 57%

Average Value 1.7
Leaders got along Count
Percent Bar

Strongly Agree (1) 5 71%

Average Value 1.6

Valued break time Count
Percent Bar

Strongly Agree (1) 3 43%

Average Value 1.9

Noticed participants missing Count
Percent Bar

Strongly Agree (1) 2 29%




lAverage Value 2.6

Feel more motivated Count
Percent Bar

Strongly Agree (1) 5 71%
Agree (2) 1 14%

Strongly Disagree (4) 1 14%

/Average Value 1.6

() Opioid Use Disorder - Improve overdose mortality

Y

() Maternal and Child Health - Reduce severe maternal morbidity rate

Y

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

) None of the Above

Q77. (Optional) Did your hospital's initiatives during the fiscal year address other state health goals? If so, tell us about them below.

o7s. Section 1V - Physician Gaps & Subsidies

Q79. (Optional) Please attach any files containing further information and data justifying physician subsidies at your hospital.

(This year, all information on physician gap subsidies is collected on the financials. However, if you have additional information on these subsidies to report, you may
do so through attachments here.)

2023PhysicianWorl doc:
4amB

document

os0. Section V - Financial Assistance Policy (FAP)

Q81. Upload a copy of your hospital's financial assistance policy.

UMMS Financial Assistance Policy 070123 English.pdf
301KB
application/pdf

Q82. Provide the link to your hospital's financial assistance policy.

https://iwww.umms.org/patients-visitors/Tumms-financial-assistance



https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_qC9cdSBpceSc62J&download=1
https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_5c2MmLqpl1TZ9df&download=1

Q83. 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:]

Q84. Maryland acute care and chronic care 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 276
Poverty Level

Q85. Maryland acute care and chronic care 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 277

Highest FPL 414

Q86. Maryland acute care and chronic care hospitals are required under Health General §19-214.1(b)(2)(ii)) COMAR 10.37.10.26(A-2)(3)(a) 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 200

Highest FPL 414

Q87. Please select the threshold for medical debt as a percentage of family income above which qualifies as a financial hardship.

Debt as Percentage of
Income

0ss. Section VI - Tax Exemptions

Q89. 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)

os. Summary & Report Submission



Q91.

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: (41.6021, -93.6124)

Source: GeolP Estimation

iy
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mailto:hcbhelp@hilltop.umbc.edu
https://maps.google.com/?q=41.6021,-93.6124

The Community Benefit Service Area for the University of Maryland Charles Regional Medical Center is all
28 zip codes located within the borders of Charles County. This includes the seven zip codes identified
above as the Primary Service Area. The University of Maryland Charles Regional Medical Center is Charles
County’s only hospital and, as such, serves the residents of the entire county.

Geography
Charles County is located 23 miles south of Washington, D.C. It is one of five Maryland counties, which

are part of the Washington, DC-MD-VA metropolitan area. At 458 square miles, Charles County is the
eighth largest of Maryland’s twenty-four counties and accounts for about 5 percent of Maryland’s total
landmass. The northern part of the county is the “development district” where commercial, residential,
and business growth is focused. The major communities of Charles County are La Plata (the county seat),
Port Tobacco, Indian Head, and St Charles, and the main commercial cluster of Hughesville-Waldorf-White
Plains. Approximately 60 percent of the county’s residents live in the greater Waldorf-La Plata area. By
contrast, the southern (Cobb Neck area) and western (Nanjemoy, Indian Head, Marbury) areas of the
region remain very rural with smaller populations.

Population
Charles County has experienced rapid growth since 1970, expanding its population from 47,678 in 1970

to 170,102 in the 2022 Census population estimate. The magnitude of growth can be seen in the changes
in population density. The 1990 census showed that there were 219.4 individuals per square mile, which
increased to 261.5 individuals per square mile by 2000, an increase of 19.2%, and to 320.2 individuals per
square mile by 2010, an increase of 22.5%. it has further increased to 363.9 in 2020.

Source: 2000, 2010, and 2020 US Census Bureau’s Census, 2022 Census Population Estimate

Transportation
The percent change in the population growth for Charles County has been slightly greater than the change

seen in the Maryland population growth. This growth has created transportation issues for the

County, in particular for the “development district” in the northern part of the county where many
residents commute to Washington D.C. to work. The average work commute time for a Charles County
resident is 44.6 minutes which is higher than the Maryland average of 26.8 minutes (Source US Census
Bureau's 2017-2021 American Community Survey 5-year estimates). Public transportation consists of
commuter buses for out-of-county travel and the county-run Van Go bus service for in-county
transportation.

Source: 2017-2021 US Census Bureau’s American Community Survey 5 year estimates

Diversity

As the population of the county changes, the diversity of the county also increases. The African American
population has experienced the greatest increase. In 2000, African Americans made up 26% of the total
Charles County population; by 2022, they comprise 53.3% of the total county population. As of 2022,
minorities comprise roughly 67.1% of the Charles County population. The Hispanic community has also
seen increases over the past few years. They now comprise 7.5% of the total county population. This is
the one of the highest percentages among the 24 Maryland jurisdictions. Charles County also has one of
the largest American Indian/Native American populations in the state of Maryland at 0.8% of the total
county population.

The 2022 Charles County gender breakdown is approximately 50/50. Males make up 48.4% of the
population, and females make up 51.6% of the county population.



Source: 2022 US Census Bureau’s American Community Survey 1 year estimate

Economy
Employment and economicindicators for the county are fairly strong. The 2017-2021 US Census American

Community Survey estimates that 66.6% of the Charles County population is currently in the labor work
force. The 2017-2021 5-year estimate for Charles County found that approximately 6.7% of Charles County
individuals are living below the poverty level; however, this is lower than the Maryland rate of 11.5%. The
Charles County median household income was $107,808, well above the Maryland median household
income of $69,021. The diversity of the county is also represented in the business community with 46%
of all Charles County businesses being minority-owned firms. This is higher than the State of Maryland at
38%.

Source: 2017-2021 US Census Bureau’s American Community Survey 5-year estimates

Education

Charles County has a larger percentage of high school graduates than Maryland (93.7% vs. 88.9%);
however, Charles County has a smaller percentage than Maryland of individuals with a bachelor’s degree
or higher (31.1% vs. 33.9%).

Source: 2017-2021 US Census Bureau’s American Community Survey 5 year estimates

Housing
There is a high level of home ownership in Charles County (78.3%). There is a greater percentage of home

owners in Charles County than the percentage of homeowners for Maryland (78.3% vs. 64.6%). The
median value of a housing unit in Charles County is greater than the Maryland average ($339,000 vs.
$244,900). The average household size in Charles County is 2.81 persons.

Source: 2017-2021 US Census Bureau’s American Community Survey 5 year estimates

Life Expectancy
The life expectancy for a Charles County resident, as calculated for 2019-2021, was 77.2 years. This is

slightly below the state average life expectancy of 78.2 years. Life expectancy is higher for Non-Hispanic
Whites in Charles County (77.0 years) than it is for Non-Hispanic Blacks in Charles County (75.8 years).
This data is not available for other races due to small sample sizes and unreliable statistics.

Source: 2021 Maryland Vital Statistics Report

Births
There were 1,850 births in Charles County in 2021. Charles County represents 43.7% of the births in
Southern Maryland and 2.71% of the total births in Maryland for 2021.

Minorities made up over half of the babies born in Charles County in 2021 (70.4%).
Source: 2021 Maryland Vital Statistics Report

Health Disparities

Health topics where health disparities are seen for the minority population in Charles County:

Health Topic Indicator Rate Source




Heart Disease Rate of ED visits for | White: 100.1 Hypertension ED
Prevalence and | hypertension per Black: 133.5 Encounters Age-
Mortality 100,000 population | Other: 59.6 Adjusted Rate for 2022,
Asian: 56.1 CRISP Health Equity
All races: 111.6 Explorer
Heart Disease Mortality
Age-adjusted heart | White: 162.0 Rate 2018-2020 from
disease mortality Black: 196.7 Maryland Open Data
rate All races: 168.7 Source Portal and
Colon and Incidence Rates per | White: 40.9 2021 Cigarette
Rectal Cancer 100,000 Restitution Fund
Incidence Black: 41.1 Program Cancer Report
) (2014-2018 rates)
Mortality Rates per | All races: 40.1
Mortality 100,000 White: 14.7
Black: 17.5
All races: 15.8
Breast Cancer Incidence Rates per | White: 124.0 2021 Cigarette
Incidence 100,000 Restitution Fund
Black: 117.3 Program Cancer Report
All races: 118.9 (2014-2018 rates)
Mortality Mortality Rates per
100,000 .
White: 23.6
Black: 31.0
All races: 26.8
Prostate Incidence Rates per | White: 117.7 2021 Cigarette
Cancer 100,000 Restitution Fund
Black: 190.4 Program Cancer Report
Incidence ;
All races: 147.1 (2014-2018 rates)
Mortality Rates per
Mortality 100,000
White: 17.9
Black: 29.3
All races: 20.5
Diabetes Unadjusted White: 50.99 Diabetes ED Encounters
Prevalence Diabetes ED Visit Age-Adjusted Rate for
Black: 72.53

Rates by Race




Other: 38.05 2022, CRISP Health
Equity Explorer

Asian: 34.21

All races: 59.91

Obesity Age-adjusted % Overall: 44.2% Maryland 2021 BRFSS
Adults at Healthy
Weight White: 37.8%

Black: 51.4%

STD Rate of Chlamydia Overall: 597.8 Maryland STD
infection for all ages Prevention Program
per 100,000 (all Data not available by race and Level data 2020 from
ages) ethnicity Maryland Open Data

Asthma Rate of ED visits for | Overall: 14.67 Hypertension ED
asthma per 100,000 | White-9.75 Encounters Age-

Black-19.99 Adjusted Rate for 2022,
Other: 10.90 CRISP Health Equity
Asian: 3.47 Explorer

Infant Infant Mortality In 2021, there were only 9 infant | 2021 Maryland Infant

Mortality Rate per 1,000 deaths in Charles County. Rates Mortality Report, Vital
births could not be calculated. Statistics Admin.

However, among those 9 deaths,
7 were Black and 2 were Multi-
race.

1. 2022 Charles County Current Population Survey Data. United States Census Bureau. Available at:
https://www.census.gov/quickfacts/fact/table/charlescountymaryland,US/PST045222.

2. 2021 Maryland Vital Statistics Report. Charles County Demographic and Population Data. Maryland

Department of Health. Available at

https://health.maryland.gov/vsa/Documents/Reports%20and%20Data/Annual%20Reports/2021Annual

Report Final v1023.pdf.

3.2017-2021 US Census Bureau, American Community Survey 5-year estimates, Charles County and

Maryland. Available at

https://www.census.gov/quickfacts/fact/table/charlescountymaryland,US/PST045222.

4. CRISP Health Equity Explorer. 2022 Emergency Department Hospital Encounters for Hypertension,

Diabetes, and Asthma for Charles County for Calendar Year 2022. Available at:

https://reports.crisphealth.org.

5. 2021 Maryland Cigarette Restitution Fund Program’s Cancer Report. Maryland Department of Health.

Available at:

https://health.maryland.gov/phpa/cancer/Documents/2021%20CRF%20Cancer%20Report FINAL.pdf.

6. 2021 Adults with Healthy Weight by Race. Maryland Behavioral Risk Factor Surveillance System.
Maryland Department of Health. Available at: https://ibis.health.maryland.gov.



https://www.census.gov/quickfacts/fact/table/charlescountymaryland,US/PST045222
https://health.maryland.gov/vsa/Documents/Reports%20and%20Data/Annual%20Reports/2021AnnualReport_Final_v1023.pdf
https://health.maryland.gov/vsa/Documents/Reports%20and%20Data/Annual%20Reports/2021AnnualReport_Final_v1023.pdf
https://www.census.gov/quickfacts/fact/table/charlescountymaryland,US/PST045222
https://reports.crisphealth.org/
https://health.maryland.gov/phpa/cancer/Documents/2021%20CRF%20Cancer%20Report_FINAL.pdf
https://ibis.health.maryland.gov/

7.2020 Chlamydia Infection Rates by Race. Maryland Open Data Portal. Available at:
https://opendata.maryland.gov/Health-and-Human-Services/SHIP-Chlamydia-Infection-Rate-2008-

2020/kdp3-

kb9e/explore/query/SELECT%20%60jurisdiction%60%2C%20%60value%60%2C%20%60race ethnicity%6

0%2C%20%60year%60%2C%20%60measure%60%0A0ORDER%20BY%20%60year%60%20DESC%20NULL%

20FIRST/page/filter.

8. 2021 Maryland Infant Mortality Report. Maryland Vital Statistics Administration. Available at:
https://health.maryland.gov/vsa/Documents/Reports%20and%20Data/Annual%20Reports/2021Annual

Report Final v1023.pdf.

Service Area Demographic Characteristics and Social Determinants:

Demographic Characteristic

Description

Source

Zip Codes included in the organization's CBSA, indicating which
include geographic areas where the most vulnerable
populations reside.

The Community Benefit
Service Area for the
University of Maryland
Charles Regional
Medical Center is all 28
Zip codes located
within the borders of
Charles County. This
includes the seven zip
codes identified as the
Primary Service Area.
The University of
Maryland Charles
Regional Medical
Center is Charles
County’s only hospital
and, as such, serves the
residents of the entire
county. Heart
disparities and
vulnerable populations
reside in all regions of
the county as
evidenced by the data
below.

The 2019 heart disease
hospital encounters
rate per 1000 residents
was highest in the zip
codes:

2019
HSCRC
Hospital
Case-Mix
Data



https://opendata.maryland.gov/Health-and-Human-Services/SHIP-Chlamydia-Infection-Rate-2008-2020/kdp3-kb9e/explore/query/SELECT%20%60jurisdiction%60%2C%20%60value%60%2C%20%60race_ethnicity%60%2C%20%60year%60%2C%20%60measure%60%0AORDER%20BY%20%60year%60%20DESC%20NULL%20FIRST/page/filter
https://opendata.maryland.gov/Health-and-Human-Services/SHIP-Chlamydia-Infection-Rate-2008-2020/kdp3-kb9e/explore/query/SELECT%20%60jurisdiction%60%2C%20%60value%60%2C%20%60race_ethnicity%60%2C%20%60year%60%2C%20%60measure%60%0AORDER%20BY%20%60year%60%20DESC%20NULL%20FIRST/page/filter
https://opendata.maryland.gov/Health-and-Human-Services/SHIP-Chlamydia-Infection-Rate-2008-2020/kdp3-kb9e/explore/query/SELECT%20%60jurisdiction%60%2C%20%60value%60%2C%20%60race_ethnicity%60%2C%20%60year%60%2C%20%60measure%60%0AORDER%20BY%20%60year%60%20DESC%20NULL%20FIRST/page/filter
https://opendata.maryland.gov/Health-and-Human-Services/SHIP-Chlamydia-Infection-Rate-2008-2020/kdp3-kb9e/explore/query/SELECT%20%60jurisdiction%60%2C%20%60value%60%2C%20%60race_ethnicity%60%2C%20%60year%60%2C%20%60measure%60%0AORDER%20BY%20%60year%60%20DESC%20NULL%20FIRST/page/filter
https://opendata.maryland.gov/Health-and-Human-Services/SHIP-Chlamydia-Infection-Rate-2008-2020/kdp3-kb9e/explore/query/SELECT%20%60jurisdiction%60%2C%20%60value%60%2C%20%60race_ethnicity%60%2C%20%60year%60%2C%20%60measure%60%0AORDER%20BY%20%60year%60%20DESC%20NULL%20FIRST/page/filter
https://health.maryland.gov/vsa/Documents/Reports%20and%20Data/Annual%20Reports/2021AnnualReport_Final_v1023.pdf
https://health.maryland.gov/vsa/Documents/Reports%20and%20Data/Annual%20Reports/2021AnnualReport_Final_v1023.pdf
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estimate
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rvey/2009ACS.shtml
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e American Indian
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Charles County Health Needs
Assessment Executive Summary

From July 2020 to February 2021, the University of Maryland Charles Regional Medical Center
undertook a comprehensive assessment of the health needs of Charles County, Maryland.

To provide a comprehensive assessment of the health needs of the county, a plan was developed
which included five different sources of data: a long online survey of Charles County resident
perceptions of health and health behaviors, a short paper survey on health perceptions throughout
the county, a focus group with community stakeholders, key informant interviews of community
leaders and stakeholders, and a quantitative data analysis of secondary, published data.

Data collection occurred between July 2020 and December 2020.

The use of the multiple data collection methods strengthened the validity of the assessment’s
findings and ensured that Charles County residents had an opportunity to participate in the
assessment process and feel invested in its outcome.

Due to the COVID-19 pandemic and the limitations on in-person gatherings, only one small
focus group was conducted in December 2020. This focus group targeted individuals working
in healthcare and community roles focusing on access to care and chronic disease prevention
and management. A total of eight people participated in this focus group.

The biggest issues to emerge from the focus groups included:

* Mental health resources and services * Chronic disease management
* Substance use disorders » Obesity/overweight
e Transportation « COVID-19

561 Charles County residents completed the 27-question online survey that was created
using Survey Monkey. The link to the survey was available on the University of Maryland
Charles Regional Medical Center website and the Charles County Department of Health
website. The first section of the survey asked participants about their perception of health
and health services within the county. The second section asked them about their health
behaviors, in order to determine their risk for the development of certain health conditions.

Most of the respondents were from Charles County (90.6%). The second largest percentage

of respondents was from St. Mary’s County (4.1%). Only 1.7% reported living outside of

Southern Maryland (Charles, Calvert, St. Mary’s, or Prince George’s). Approximately 68.5%

of the respondents were between the ages of 45-74 years. The highest percentage was in the
65-74-year age group (27.1%). The overwhelming majority of the respondents were female
(77.4%). Minorities made up 26% of the total survey population. African Americans comprised
22.5% of the respondents. Approximately 3% of the survey respondents self-identified as Hispanic.
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Charles County Health Needs
Assessment Executive Summary

The survey participants were a highly educated group with 83.7% reporting having had any amount
of college education. Just under half of the group had completed an undergraduate degree or
higher (47.4%). Most of the participants were employed and working full-time. Individuals with a
household income less than $60,000 made up one-fifth of the 2020 survey (20.2%).

Nearly all of the survey participants (98.6%) reported having health insurance. The majority of
the participants also reported having dental insurance (78.6%) though this percentage is smaller
than those reporting health insurance. Many of the respondents also had vision insurance (64.3%).
Only 1.1% of the survey population reported having no type of insurance.

The biggest health problems that surfaced from the online survey included: crime,
overweight/obesity, infectious disease, drug/alcohol use, and affordable housing. The protective
health behaviors that Charles County residents were displaying included: always wearing a seat
belt, washing hands after using bathroom or making food, practicing safe sex, getting a flu shot,
and following road safety rules.

Some risk factors that Charles County residents possessed that may lead to chronic disease
included: not participating in physical activity each day, not eating enough fruits and vegetables,
not performing self exams for cancer, not getting enough sleep at night, and not using
sunscreen regularly.

The online survey participants were also asked about access to health care: 88.2% have had a
routine doctor’s visit in the past 12 months and 96.2% receive their routine health care in a
primary care physician or provider’s office.

Many residents (75.3%) were able to see a doctor when needed. If they were unable to see the
doctor when needed, the most common reasons were that there were no available appointments
(29.3%) or that it was too expensive, and they could not afford it (3.5%).

More than three-quarters of respondents (78%) travel outside of Charles County for medical care
at some point. Only 5.8% reported that they always travel outside the county for care. The most
common medical services that people receive outside of Charles County are specialist doctor
appointments (61.4%), dental appointments (22.2%), primary care doctor appointments (19.0%),
and surgeries (19.0%). The most common responses among participants were that the quality

is better elsewhere (37.1%) and services are not available in Charles County (23.6%).

A short five-question survey was distributed throughout the county regarding perceptions of
health within the county. A total of 755 short surveys were completed. Ongoing survey collection
was conducted at the Charles County Department of Health; the University of Maryland Charles
Regional Medical Center’s Diabetes Education Center, Wound Healing Center, and Outpatient
Rehabilitation. Short surveys were collected during blood drives at the University of Maryland
Charles Regional Medical Center (CRMC) and the La Plata American Legion.
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Charles County Health Needs
Assessment Executive Summary

CRMC also coordinated with the Charles County Public schools to survey individuals at the meal
distribution sites. The meal distribution sites included Indian Head Elementary (Indian Head),

JC Parks Elementary (Indian Head), Milton Somers Middle School (La Plata), and Mt. Hope/
Nanjemoy Elementary School (Nanjemoy). Particular emphasis was given to the western region
of the county that is more geographically isolated. The community was also surveyed at large
events such as Charles County Community Resource Day, United Way pop-up events, blood
drives, the Indian Head Farmer’s Market, and other community outreach events.

The biggest health problems identified by the short community survey included: obesity, drug
and alcohol use, mental health, diabetes, and high blood pressure/stroke.

The short survey also identified factors that prevent people from receiving the health care that
they need. The most commonly cited barriers to needed health care were lack of health insurance
(35.4%) and care is too expensive/can’t afford it (47.4%). Under “Other,” several people explained
that there is a shortage of county providers accepting Medicaid, current providers are not
accepting new patients, quality of providers is better elsewhere, fear of COVID-19 keeps people
from seeking care, lack of dental health coverage, lack of awareness of available services, no
Veterans Affairs clinic nearby, long wait times to see providers, people cannot take the time off
work for health care services, stigma surrounding mental health treatment, fear from past negative
experiences, provider stereotyping and stigmatizing patients with certain health conditions, lack
of providers in the western region of the county, and alternative treatments like acupuncture and
massage are not covered by insurance providers.

Short survey participants were asked if sufficient services are available to address the health
conditions in Charles County. Many of the respondents answered that they did not know or
they left it blank. This leads us to believe that additional outreach and awareness campaigns
are needed to educate people on available services in Charles County.

Access to care in rural Charles County received the greatest number of “many services available”
responses, followed by mental health and obesity. Mental health received the greatest number
of responses for “some services available” followed by infectious disease, access to food and
nutritious meals, dental health, and drug and alcohol use. High blood pressure received the
greatest number of responses in the “no services available” category.

Quantitative data was analyzed for various health topics including: mortality, population and
demographic data, natality, infant mortality, social determinants of health, heart disease, stroke,
hypertension, access to health care/health un-insurance, cancer, asthma, injuries, diabetes,
obesity, arthritis, dementia/Alzheimer’s disease, communicable disease, environmental health,
sexually transmitted diseases, HIV/AIDS, mental health, dental health, substance use, disabilities,
and tobacco use.
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Charles County Health Needs
Assessment Executive Summary

The current assessment findings are an update from the Fiscal Year 2018 community health
needs assessment report and health improvement plan. 38% of the objectives outlined in the
Charles County Health Improvement Plan reached their anticipated goals in the given time frame.

Thanks to the work of the Partnerships for a Healthier Charles County and its teams,
the Charles County Health Improvement Plan objectives have been met for:

* Preventable Hospital Stay Rate Decreased
* Number of County Providers Increased

» Percentage of Adults at a Healthy Weight Increased

Charles County Health Improvement Plan objectives that were not met include:
* Mental Health Emergency Department Visit Rate Increased

» Addictions-Related Emergency Department Visit Rate Increased

* Diabetes Emergency Department Visit Rate Stayed the Same

* Childhood Obesity Percentage Increased

* Hypertension Emergency Department Visit Rate Increased

The data from this community health needs assessment will be used to develop the next
Charles County Health Improvement Plan and subsequent action plans. These provide the
county with measurable outcomes and benchmarks for three-year program implementation.
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Focus Groups:

A critical part of the needs assessment process is to invite community members to express their
perceptions of health status. Qualitative data cumulated from this process is used in conjunction
with the quantitative health data to determine the most important health issues within the county.

Due to the COVID-19 pandemic and the limitations on in-person gatherings, only one small

focus group was conducted in December 2020. This focus group targeted individuals working in
healthcare and community roles focusing on access to care as well as chronic disease prevention
and management. A total of eight people participated in this focus group.

The focus group followed a pattern of health-related questioning. The questions included:
Question 1: What do you believe is the greatest health issue affecting Charles County?

Question 2: What do you perceive to the biggest health problems/issues affecting the community?
Question 3: What are challenges and problems of the community?

Question 4: Since the 2018 community health needs assessment, have you seen improves in
health in Charles County?

Question 5: What are the strengths of the community?
Question 6: Are there adequate resources to address health conditions in Charles County?
Question 7: What are your suggestions and recommendations to improve health locally?

In addition to the discussion questions, participants were given the opportunity to answer
multiple-choice, interactive questions. The answers to those questions lead into the
discussion questions.

Interactive Question 1: What do you believe is the greatest health issue affecting
Charles County?

Obesity and Behavioral Health were the most commonly reported health conditions for Interactive
Question 1. Approximately 87.5% of the focus group participants felt that behavioral health was
the greatest health problem in Charles County. This is an increase from the last needs assessment
where 60% chose behavioral health as the greatest health problem in the county. Obesity was the
second most common choice with 12.5%. The choices of cancer, heart disease, and other were not
chosen by the focus group participants as the greatest health issues for Charles County.



Focus Group Interactive Question 1; Greatest
Health Issue in Charles County
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Hehavioral Health Dbty Cancer Heart Disease Other

Interactive Question 2: Since the 2018 community health needs assessment, have you seen
improvements in health in Charles County?

Most of the focus group participants felt that improvements have been made in terms of health

in Charles County since the last needs assessment report. They acknowledged that there is more
recognition of services. They also expressed that their answers differed pre- and post-COVID-19
pandemic. Pre-pandemic, there were more providers and more access to transportation. Post
pandemic, those providers can pick whether to see patients in person or through telehealth. Some
of the providers and practices have been temporarily closed when the providers themselves ended
up sick.

Participants acknowledged that overall health has improved in the county; however, they did not
feel that mental health has gotten better in Charles County. There are difficulties in getting care
and getting it in a timely manner. Providers do not take every form of health insurance.

In terms of access to services addressing substance use disorders, the participants felt that
improvements had been made in the last three years. The increased presence of peer recovery
specialists is cited as a milestone for the county. Peer recovery specialists are able to engage
those who have experienced an overdose and support them in finding options for treatment
and/or harm reduction.



Since the 2018 needs Count (#) Percent (%)
assessment, has health
improved in Charles County?

| Improved IG | 75%
| Stayed the same F | 25%
' Worse 0 | 0%
| I don’t know I 0%

Interactive Question 3: Are there adequate resources to address health conditions in
Charles County?

All of the respondents felt that more resources are needed to address health conditions in
Charles County. There is not a place to advertise programs and services. People are not going
to know about the evidence-based programs and services in the county unless we find more
ways to get information out about them. The participants recognized that there is always room
to do more and improve on current processes.

Discussion questions:

1. What do you perceive to be the health problems/issues of the local community?

Behavioral Health was identified as a health issue for the local community, especially during the
time of COVID-19 due to socialization, isolation, and fear. The behavioral health issues that were
already there have been amplified during this time of crisis. Resources for behavioral health

are limited, and it is hard to get an appointment with a provider in a timely fashion. During the
pandemic, there has been a rise in depression and domestic violence. All ages are dealing with
issues of mental health and isolation. One respondent described how it controls how you think and
how you react. You may engage in other unhealthy behaviors such as carb loading or substance
and alcohol use. Financial stress is also having an impact on households due to the loss of income
during the pandemic.

Obesity was also highlighted as an issue in Charles County. Obesity contributes to all other health
conditions. It makes co-morbid conditions such as heart disease, hypertension, diabetes, and
depression worse. People are eating more fast food. During the pandemic, many restaurants
created new options for delivery. Participants cited how it is cheaper and more affordable to eat
bad than good.

Participants were concerned about cancer in the county. They felt that people may delay
preventative care, testing, and symptoms checks due to the fear of COVID-19 exposure in a clinical
setting. This may lead to an increase in cancer diagnoses at a later stage.

Unnecessary hospital emergency department utilization was also cited as a health issue in the
county. Some individuals in the local community use the hospital emergency department instead



of community resources. It is part of the culture. The emergency department is the catch all.
People think that this is the solution to take care of it quickly. They also know that the emergency
department will not turn them away, even if they do not have health insurance. They do not know
what else exists in the community. Additional health education is needed.

2. Are there barriers and gaps in services affecting health?

Access to Behavioral Health Services: There are insurance restrictions. They dictate where, when,
and why. If local providers won’t take a certain insurance then those individuals end up in the
emergency department. Some insurance providers, like Kaiser Permanente, have limited resources
in the area. Transportation was also stated as a barrier to accessing behavioral health services.

Health Literacy: Many people do not understand the instructions given at hospital discharge or
the instructions given by their provider. They will not reach out for clarification unless the provider
reaches out to them. There are people in the community who cannot read or write. Others have
difficulty with math skills and determining when to take medications. One participant talked about
how a person is not able to listen well when they do not feel well.

Insurance literacy is another component and whether people understand what is covered by their
insurance. One solution is advocacy. Community members need advocates to address the real
health issues they are having. There is a lack of communication and understanding between health
care consumers and providers.

Understanding of disease processes: Once people are diagnosed with a health condition, such as
diabetes, they struggle with how to adapt in real life. They do not always know how to implement
behavioral changes in their world. For example, those with pre-diabetes may need assistance in
learning how to cook for themselves in order to eat healthier. Previously, they may have relied on
foods that were cheap and easy to acquire. If they do not have money or transportation to shop at
the grocery store, they will get the cheap food that is convenient.

Access to grocery stores: Some parts of the county, including Indian Head, Nanjemoy, and
Marbury, do not have access to large grocery stores. Some individuals, including seniors, do not
shop every week so they buy up non-perishable foods that will keep. If transportation is an issue,
they may shop at the dollar store where items are not the healthiest.

Healthcare Workforce: Some healthcare agencies have difficulty in finding people who want to
stay at the agency and want to stay in the region. They know that they can make more money
someplace else like Washington, D.C. or Baltimore.

Lack of technology for telehealth services: Virtual telehealth appointments only work if individuals
have access to reliable internet and the equipment to connect. There is a large portion of seniors
who do not want to set up the virtual meetings for telehealth. Participants proposed a hybrid
system where residents have access to health education classes in person or virtual. The group
also acknowledged that technology has many positive aspects including the potential to show
needed health services and screenings as well as benchmarks for health.

3. What are the strengths of the community?

Charles County is known for its ability to collaborate. Agencies communicate well and are willing
to move outside of their silos to work together to address issues. All partners are “at the table.”
The county hospital is partnering with other hospitals to address common issues that span beyond
the county lines. The people involved in the health projects have the drive to continue to improve
the county.
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There are many new educational programs in the county to address chronic conditions. The
county now offers outpatient diabetes education, chronic disease self management classes,
mobile integrated health care, and a diabetes prevention program. There is also work to move
outside of traditional settings to address chronic conditions such as encouraging blood pressure
screenings in dental practices.

4. What key changes could the community implement to improve health locally?

Communication was the theme to come out of this discussion. The county physicians and
providers need to work on communication with their patients, with the hospital, and with
community services and programming. Communication to county residents on available services
and how to access them was repeated in each group.

Funding is always a barrier that needs to be overcome in order to effectively implement needed
strategies for change.

Some participants offered new and innovative strategies to improve health locally such as
telehealth and alternative means of transportation.

The biggest issues to emerge from the focus groups included:
* Mental health resources and services

» Substance use disorders

e Transportation

* Chronic disease management

* Obesity/overweight

*« COVID-19

Qualitative data from the focus groups on specific health topics has been incorporated into those
particular sections of the needs assessment report.
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Key Informant Interviews:

Due to the COVID-19 pandemic, in-person focus groups could not be safely conducted with
county residents and community stakeholders to gather qualitative information and data on
people’s perceptions and opinions regarding the health status of the county. Therefore, focus
groups were substituted with online key informant interviews. Survey Monkey was used to ask
residents, partners, and stakeholders the same set of questions that were previously asked during
focus groups.

A total of 51 key informant interviews were completed between July 2020 and January 2021.
The results of those interviews are presented below.

Interactive Question 1: What do you think is the health condition most affecting
Charles County?

Behavioral Health and Obesity were the most commonly reported health conditions for Interactive
Question 1. Approximately 45.1% of the participants felt that behavioral health was the health
condition most affecting Charles County. Obesity was the second most popular response among
participants with 27.5% of responses. This is an increase from the last needs assessment where
only 22% of participants felt obesity was the health condition most affecting Charles County.

Almost half of participants reported a chronic disease as the most affecting health condition
in Charles County.

Infectious Disease was added to the response options for the 2020 health needs assessment,
and almost 6% of participants felt it was the health condition most affecting Charles County.

What do you think is the health condition most affecting Charles County?
Obesity 2.0%
) Cancef
= Heart Disease
Diabetes

B Behavioral Health (dubsthnis wis
and mental headth condmions)

m Infectious diseases like COVID-19
ar Influgnza

B Other
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Interactive Question 2: Since the 2017-2018 Charles County community health needs
assessment, do you feel?

The largest percentage of participants reported that health has stayed the same in the county,
with 48.9% of participants. The second most popular response amongst participants was that
health has gotten worse in the county, with 29.8% of responses. This is an increase from the 2018
community health needs assessment where only 8% of participants felt that the health was worse

in the county from the previous assessment. 21.3% of participants felt health improvements have
been made in the county.

Simce the 2017-2018 Charles County Community Health Needs
Assessment, do you feel?

| Health improvements have
been made in the county

m Health has stayed the same
in the county

# Health has gotten worse in
the county
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Interactive Question 3: Do you feel there are adequate resources to address access to
healthcare in Charles County?

Almost half of focus group participants felt that there are not adequate resources to address
access to healthcare in Charles County.

Of participants who chose “Other,” few felt indifferent and believe resources improved, but gaps
still exist.

Do wou feel there are adequate resources to address acoess 1o
healthcare in Charles County?

S 31.4%

Open-ended questions:

1. What do you perceive to be the health problems/issues of the local community?

The open-ended responses from participants were analyzed and categorized by various health
problems/issues. Many participants listed numerous health problems, which could fall into multiple
categories that were created. The results from this question are as follows:

Chronic Disease

Chronic disease was the most popular response among participants. Open-ended responses
that fell into this category included obesity, diabetes, cancer, heart disease, hypertension, heart
disease, congestive heart failure, and COPD. Along with chronic disease, some participants were
concerned about the impact of COVID-19 on individuals with these pre-existing conditions.

Resources to help manage chronic diseases, such as health care providers, were also a concern
for participants.

Mental Health

Mental health was the second most common response among participants. Responses from
participants related to mental health included stress, anxiety, substance use, lack of mental health
resources, and access to mental health services.

14



Access to mental health services for children and the impact COVID-19 may have on the
mental health of children and adults in the community were seen as current health issues
in Charles County.

Behavioral Health

Behavioral health was the third most popular response among participants. Participants

whose responses fell into this health issue category included concerns about poor lifestyle habits
and risky behaviors among community members. Particular examples of poor lifestyle choices
that participants provided included smoking, unhealthy eating habits, unsafe driving, and
substance use.

Access to Care

Access to care was another health issue participants perceived as affecting the local community.
Issues related to access to care that were reported include: lack of specialty services and local
providers, limited resources, limited access due to COVID-19, access to preventative care, and
access to care for low-income individuals.

Other health issues reported by participants included COVID-19, elderly patient care,
transportation, and quality of care.

2. Are there barriers or gaps in services affecting health of the county?

Perceived barriers and gaps reported by participants in open-ended question number two
reflect the answers to the previous question. Similar to the previous question, many participants
listed multiple barriers they perceived exist in Charles County. The responses were analyzed
and categorized.

Access to Care

Based on participant responses, the most significant barriers or gaps in health services in

the county are those related to access to care. Barriers and gaps reported by participants
included access to providers, specifically specialists, access to mental health care, lack of
transportation, long wait times, access for children, and the lack of health resources in the
community. Many participants also reported barriers for low income individuals and minorities
in the county. Reported barriers for these population groups include transportation, health
care costs, geographic location of services, and lack of knowledge about health care resources
in the community.

Mental Health

Barriers or gaps in services related to mental health was another popular response among
participants. Many participants reported that the county lacks mental health providers. Child
mental health services were also a concern among participants, who reported there is a shortage
of child psychiatrists. The cost of mental health services was perceived as a barrier in the county
as well.

Other Health Barriers or Gaps

Other barriers or gaps participants reported included health education/low health literacy, elderly
patient care, COVID-19, cost of healthy food options, lack of trust in the health care system, and
inequality/racism.
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3. What are the strengths of the community?

Partnerships within the community were identified as a strength among majority of the
participants. Partnerships between both public and private organizations were mentioned and
highly praised among participants. Other strengths mentioned included Health Department
programs and community collaboration around health issues, including COVID-19.

4. What key changes could the community implement to improve health locally?

Access to care was a key change that many focus group participants reported they would like to
see in the community to improve health. This includes access to care for low income individuals,
access to mental health services, an increase in specialty providers in the county, access to health
services in rural areas, pediatric health care, and an overall increase in health care providers in
Charles County.

Along with access to care, the addition of more health services that target preventative care was
a change that participants hope to see in the county. These services include nutrition and fitness
programs, community clinics, weight loss programs, and preventative care education. With many
participants reporting a concern for chronic disease in the community, preventative care initiatives
may be a strategy to tackle the burden.

Lastly, collaboration and communication among organizations in the community was

another key change participants believed could improve health. This includes better alignment
among community organizations and stakeholders, engagement from community members,
and partnerships.

Other key changes that were mentioned included elderly care, increased transportation
throughout the community, COVID-19 safety practices, and more focus on low income health
in the county.
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Long Survey Results:

Introduction:

A 27-question online survey was developed in the summer of 2020. Some of the questions
had several components. It was designed using Survey Monkey, and a link was provided on
the University of Maryland Charles Regional Medical Center website and the Charles County
Department of Health website. The first set of questions gathered demographic information
for all participants. A second set of questions asked people about their own health status and
their access to needed health care. A third set of questions asked participants about their risk
factors for health conditions (example, fruit and vegetable intake, physical activity level,
alcohol/tobacco use) to determine if they are at risk for certain health conditions and chronic
diseases. The fourth set of questions asked participants about their perceptions of the state of
health and health conditions within Charles County. A fifth set of questions asked participants
perceptions of improvements within the county to improve health. Lastly, survey respondents
were given the opportunity to comment on the state of health in the county and provide
suggestions on how to improve the health status of Charles County.

There was a total of 561 participants who took the survey. Some questions were not completed
by all survey participants. Not every question was applicable to every participant. Some questions
were skipped. Data for each question was compiled and analyzed.

Demographic Information:

A majority of the survey participants were residents of Charles County (90.6%). The second
largest population was from neighboring St. Mary’s County (4.1%). Residents of neighboring
counties were included in the analysis since there is a lot of movement between the counties.
A large portion of individuals work or spend time in Charles County.

County of Residence
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Survey participants varied among all age groups, with a majority of participants being over the
age of 35 years. The largest percentage of survey participants were from the 65-74 age group
with 27.1% of total participants.

Age Group

ssoves N 7%
sssoves ] 11
—

15-2ayears [ 13%

The majority of the long survey participants were female (77.4%). We worked very hard to increase
participation among Charles County males and managed to increase from 20% in the 2018 survey
to 22.6% in the 2020 survey.

Gender
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Minorities made up about 26% of all survey participants. Black or African American comprised
22.45% of survey participants, followed by two or more races (2.41%) and Asian (1.11%).

Race/Ethnicity

Participants were asked to give their ethnicity. Approximately 3% of the survey respondent’s
self-identified as Hispanic. This percentage is lower from the 2018 survey, where 4% of
participants identified as Hispanic. The county’s overall Hispanic population is about 5.8%
(U.S. Census Bureau).

Race/Ethnicity
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Survey participants were also asked to identify their educational attainment level. The majority
of participants were highly educated with 83.7% having at least some type of college education.
The largest participant group had some college education, an associate degree or trade school
education with 36.3% of total respondents. The second largest group were participants with a
postgraduate degree, with 26.0%.

Educational Attainmemnt

Along with educational attainment level, participants were also asked their employment status.
Most survey participants reported being employed full time, with 44.9% of total responses.

The second largest group were those who reported as being Retired, with 39.7% of total survey
responses. It should be noted that this large employment status group may be related to the large
amount of survey participants who were in the 65-74 age range group. Participants were asked

to check all labels that were applicable. For example, they may be a full-time student who is also
employed part-time.

Employment S5tatus
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Participants were asked to report their household income. Unlike previous years, “Prefer not to
answer” was the most common response for survey respondents, with 21.3% of total responses.
This is a significant increase from the 2018 survey, that reported only 8.8% of survey respondents
preferred not to answer the household income question. The second largest response was a
household income of $60,000-$89,999 per year (15.5%), followed by $30,000-$59,999 (15.0%).

Household Income

The participants were asked to report all types of health insurance that they currently have.
Nearly all the survey participants (98.6%) reported having health insurance. Majority of the
participants also reported having dental insurance (78.6%), although this percentage is lower
than the 2018 survey where 85.92% of participants reported having dental insurance. A large
number of participants also reported having vision insurance (64.3%). Only 1.1% of survey
participants reported having no forms of insurance.

nsurance
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Among those having health insurance, Private insurance, Managed Care (HMO, PPO), and
Medicare were the most common among survey participants with 37.2%, 34.9%, and 37.8%
of total participants, respectively. Only 0.7% reported that they do not have health insurance.

Current Type of Health Insurance

Health Status:

Participants were asked to rate their current health status as poor, fair, good, very good, or
excellent. The most common answers were “Good” (41.5%) and “Very Good” (36.6%). 14.0%
reported that they were in fair to poor health. That is an increase from the 2018 survey where
only 12.4% reported being in fair to poor health, and an increase from the 2015 survey where
only 8% reported that they were in fair to poor health. From 2015 to 2020, there has been a
6% increase in survey participants reporting their health being fair or poor.

Health Status
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Participants were asked how many days in the past month they were too sick to work or do
activities. Two-thirds of the respondents reported that there were no days in the past month
that sickness prevented them from work or activities (62.9%). Among those reporting sick days,
most reported having been prevented from work or activities 1-2 days in the past month (18.7%).
Ten or more days in the past month was the second most common response among those who
reported sick days (8.4%). This percentage is up 3.8% from the 2018 survey.

Days too sick to work/do activities

———

Access to Care

Most of the survey participants reported having a routine doctor’s visit in the last 12 months
(88.2%). This percentage is up from the 2018 survey where 84.8% of participants reported
having a routine doctor’s visit in the last 12 months. Only 0.2% reported that they have never
had a routine doctor’s visit.

Time since last doctor’s visit
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Most of the survey participants received their routine health care by a primary care physician
or in a provider office (96.2%). In addition to routine medical care, 37.4% went to a dentist,
35.1% went to an eye doctor, and 21.4% went to an OB/GYN.

There was also a large population who reported that they get their routine care at an urgent
care center (13.0%). However, this percentage is down from the 2018 survey where 15.6% of
survey participants reported receiving their routine care at an urgent care center.

Of the survey respondents, 4.2% reported that they received their routine care at a hospital
emergency department. This percentage is up from the 2018 survey where 2.4% of survey
participants reported receiving their routine care at a hospital emergency department.

It is believed that the routine care by the listed specialists (dentist, eye doctor) was underreported.
Participants were asked to check all locations that applied; however, it is theorized that they did
not read all the responses and checked only primary care physician/provider office even if they
also routinely see the dentist.

Where participants received routine care
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Majority of the survey participants were able to see the doctor when needed (75.3%). Just under
2% of survey participants reported that they were seldom or never able to see a doctor when
needed. If they were unable to see the doctor when needed, the most common reasons were that
there were no available appointments (29.3%) or that it was too expensive, and they could not
afford it (3.5%). These reasons for not seeing a doctor are similar to the 2018 survey responses.

Able to see a doctor when needed

F53%

22 %

15% 0.4%

B Ahways B Sometimes O Seldom W Never

Reasons for not seeing a doctor

g
-
Dextor/Provider is tooo faraway [l 1.7%
Lack of Trans portation . 1.7%
Haree mt et diedioctible for year I 1.7%
Too expensive/coukd not atford it | 3.5%

o health insurance I 1.0%
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When asked if they receive medical care outside of Charles County, 22.0% of participants
responded that they never received care outside the county. This is an increase from the 2018
survey where 15.9% of participants responded that they never receive care outside Charles County.
Over half of the participants (52.3%) claimed that they sometimes receive medical care outside
Charles County. This percentage is up over 2% from the 2018 survey.

Receive Meadical Care Outside of Charles county
1.8%
—
5. 0%
22.0%
mN
17.1% 52.3%

Participants were asked what medical services they received outside of Charles County. They were
asked to check all services that were applicable. The most common medical services that people
receive outside of Charles County are specialist doctor appointments (61.4%), dental appointments
(22.2%), primary care doctor appointments (19.0%), and surgeries (19.0%).

The percentage of participants who receive medical services from a specialist provider increased
from 58.6% to 61.4% from 2018 to 2020. Dental appointments received outside of Charles County
also increased from 2018 to 2020, from 18.5% to 22.2%. The percentage of participants who receive
primary care doctor care outside the county decreased from 24.4% in 2018 to 19.0% in 2020.

Services Received Outside of Charles County
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Participants were also asked why they chose to receive those medical services outside of
Charles County. The most common responses among participants were that the quality is better
elsewhere (37.1%) and services are not available in Charles County (23.6%). Of the participants,
27.6% indicated that this question was not applicable to them.

Why do you travel outside of Charles County for care?

Primary Care doctors/providers and the Internet are highly used methods for receiving health
information among survey participants. This particular question stresses the importance of
educating local health care providers and emphasizes the need for accurate medical information

on the Internet and for employee wellness programming.

Where do you get your health information?
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Behavioral Risk Factors:

The Top Protective Factors (greatest percentage reporting that they consistently do

these activities) include:

* Always wear seat belt (97.1%)

» Always wash hands after using bathroom or before making food (85.9%)

* Always get a flu shot each year (66.7%)

» Always follow road safety rules (63.5%)

* Never misuse prescription opioids or use heroine (80.0%)

* Never use other illegal drugs (80.1%)

* Never use smokeless tobacco (chew, snuff, dip) (78.1%)

* Never smoke e-cigarettes (77.2%)

* Never use marijuana (73.0%)

* Never smoke cigarettes, cigars, pipes, cigarillos (67.0%)

* Never drink more than 5 alcoholic beverages in one sitting (67.6%)
* Never drink more than 3 alcoholic beverages per day (64.6%)

* Never get exposed to second hand smoke at home or work (61.1%)

» Always take a vitamin or supplement daily (58.6%)

The Top Risk Factors that increase the chances of chronic/infectious disease or injury
(lowest percentage reporting that they always do these activities) include:

 Participate in 30 minutes of physical activity each day (14.6%)
* Eat 5 servings of fruit and vegetables a day (8.8%)

» Perform self-exams for cancer (10.8%)

» Get 7-9 hours of sleep each night (21.5%)

» Use sunscreen regularly (22.0%)

* Practice safe sex (ex. Use a condom, get tested) (37.0%)
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Risk and Beh ral F

Use a seatbelt

Wear a helmet while riding a bicycle

Wear a helmet while riding a scooter,

ATV, or motorcycle
Eat 5 or more servings of fruits
and vegetables each day

Eat fast food more than once a week?

Drink mare than 5 alcohalic
beverages in one sitting?

Drink more than three alcoholic
beverages per day?

Smoke cigarettes, cigars, pipes,
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Smoke e-cigarettes?

Use smokeless tabacco
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Get exposed to second hand smoke
at home or work?

Use marijuana?

Misuse prescription oploids or
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Use other illegal drugs?
Perform self-exams for cancer?

Wash hands after using the
bathroom or before making food?
Use sunscreen regularly?

Get a flu shot every year?

Practice safe sex [ex. use a condom,
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Health Issues:

Participants were given a list of 33 different health issues and conditions that affect Charles
County residents. They were asked their perceptions of health by rating what problem level these
particular issues present to the community: not a problem, slight problem, a moderate problem,
a serious problem, or not sure.

24. How serious are these health problems/conditions in Charles County?

Argwer Dptions Serious hioderate Slight Mat a Mat Tatal
Problem Problem Problem Frablem surefDon't
Know

Drug Use 198 115 14 F.F 147 42896
Obesity/Overweight 181 138 41 14 117 491
Affordable housing 17 b LiFs S0 X 134 492
Crime 151 ir 62 16 86 456
Infectious Dim{LL COVID-19) 130 136 T FiH T 493
Mental health 148 112 46 3 162 491
High Blood Prestune 146 128 Fr 19 174 494
Hamelessness 146 133 54 a5 148 488
Affordable health care 143 126 ¥ 12 163 491
Alcohol Use 142 146 24 27 155 494
Diabetes/Sugar 140 127 0 167 403
Tobacco Use 138 123 43 23 165 492
Public Transportation 133 a7 M £ 1 151 450
Highway Safety/Traffic Accidents 132 139 0 26 126 493
Cancer 1x 116 28 1 158 493
Health Insurance 123 L0 ad 15 181 485
Heart Disease 114 137 24 19 200 484
Domestic Vielence 108 135 33 23 188 491
Dental health ar 1349 53 10 i I 4865
Stroke 93 112 S0 17 121 453
Access to health care a1 135 i 45 153 493
Veberan Health E5 i) 51 28 32 489
Child Abasse and Neglect ER 117 41 F.i £25 495
After school programs for kids Fi] &5 (7] 36 217 450
Disability Services TG 110 54 25 224 488
Asthma and lung diseases ] 128 a1 0 236 493
Suicide 7] 6 Gl 5 242 404
Environmental Health/air Quality 51 L0 99 43 191 490
Injuries 43 103 T8 21 236 481
Flu/Preumaonia 43 10 g3 35 221 486
Prenatal and Infant health E 2] 101 &1 iz Fl ¥4 490
Traumatic Brain Injuries and Concussions ) [ &l ] 295 480G
Sexually transmitted diseases £} | 76 av 30 06 450
HIV/AIDS 4 5B 5 15 114 487
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The top five health issues seen as a problem at any level were: crime, overweight/obesity,
infectious disease, highway safety/traffic accidents, and affordable housing.

The top five most seriously viewed health issues were: drug use, overweight/obesity,
affordable housing, crime, and infectious disease.

The top five health issues seen as a moderate problem were: crime, alcohol use,
highway safety/traffic accidents, domestic violence, and obesity/overweight.

The top five health issues seen as a slight problem were: environmental health/air quality,
flu/pneumonia, injuries, infectious diseases, and public transportation.

The top five health issues not seen as a problem in Charles County were: Access to health care,
environmental Health, public transportation, after school programs for kids, and Flu/Pneumonia.

Health Improvements in Charles County:

Of the survey participants, 26.2% claimed they have seen health improvements in Charles County.
This percentage has decreased from the 2018 survey, where one-third (33%) of participants
claimed they saw health improvements in Charles County.

Health improvements being made in the county?
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The top five health issues where participants have seen improvements include: access to health
care, infectious diseases, diabetes, cancer, and tobacco use. 44.7% of the respondents have seen
improvements to increase access to health care within the county. This percentage is down from
the 58% of participants who saw improvements in access to health care in 2018.

Health Issues where improvements have been seen

Additional Long Survey Results: Most Serious Health Issues among Various Populations

Long survey data was stratified to determine the most serious health issues reported among
different county populations. Only groups with a sample size greater than 50 participants were
included to maintain data validity. The groups included in this analysis were: men, women,
minorities, households with an income less than $60,000, individuals with a low education level
(high school diploma or less), and individuals with a high education level (some college or greater).

Data was first analyzed by those participants who reported health issues/conditions as a “serious
problem.” The top five most serious health issues vary among the populations analyzed. Drug use
was seen as the most serious health issue among three out of the six population groups. These
populations included women, individuals with a low education level, and individuals with a high
education level. Affordable housing ranked in the top five serious health issues for five out of the
six groups, and ranked number one for minorities.

Obesity was also seen as a top 5 serious health issue among five of the population groups,
and was ranked number one among men.

Among the top ranked serious health issues by population, four are health issues related to
substance use disorders.
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Table 1: Top five most serious health issues, by population. The health issues/conditions
were ranked by those that had the largest sum of participants who reported these issues as
a “serious problem.”

Data was also analyzed by those participants who saw a health issue/condition as a problem
on any level. This included participants who ranked a health issue as a “serious problem,”
“moderate problem,” or “slight problem.”

Crime was seen as the number one health issue among five out of the six population groups.
These groups included men, women, minorities, individuals with a low education level, and
individuals with a high education level. Crime was ranked second among low-income participants,
following affordable housing.

Obesity was ranked second among a majority of the population groups. These population groups
included men, women, minorities, and individuals with a high education level. Obesity was ranked
third among low-income individuals and individuals with a low education level.

Infectious disease ranked in the top five health issues among men, women, minorities, individuals
with a low education level, and individuals with a high education level.

Highway safety/traffic accidents were seen as a top five health issue for four out of the six
population groups.

Men, women, minorities, and individuals with a high education level reported the same top three
health issues within Charles County. These issues were crime, obesity/overweight, and infectious
diseases, respectively.

Women and individuals with a high education level had the same top five health issues ranking.
It should be noted that this may be because majority of participants who reported having a high
education level were women.
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Table 2: Top five health issues seen as a problem on any level, by population. The health
issues/conditions were ranked by those that had the largest combined sum of participants

who reported these issues as a “serious problem,

LEINTS

moderate problem,” or “slight problem.”
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Short Survey Results:

Introduction:

A short five-question survey was developed to distribute throughout the county for additional
gualitative data from July 1, 2020 through January 15, 2021. A total of 755 surveys were completed
throughout the community. Short survey data collection was particularly difficult during a
pandemic since many of the community events were canceled including the Charles County Fair
and Mission of Mercy.

Particular emphasis was given to the collection of data among the county’s vulnerable populations
including the medically underserved, the homeless, and the geographically isolated. Ongoing
survey collection was conducted at the Charles County Department of Health; the University of
Maryland Charles Regional Medical Center’s Diabetes Education Center, Wound Healing Center,
and Outpatient Rehabilitation. Short surveys were collected during blood drives at the University
of Maryland Charles Regional Medical Center (CRMC) and the La Plata American Legion. CRMC
also coordinated with Charles County Public Schools to survey individuals at the meal distribution
sites. The meal distribution sites included Indian Head Elementary (Indian Head), J.C. Parks
Elementary (Indian Head), Milton Somers Middle School (La Plata), and Mt. Hope/Nanjemoy
Elementary School (Nanjemoy). Particular emphasis was given to the western region of the county
that is more geographically isolated. The community was also surveyed at large events such as
Charles County Community Resource Day, United Way pop-up events, blood drives, the Indian
Head Farmer’s Market, and other community outreach events.

From August 17-23, 2020, NCR Health was contracted by CRMC to conduct an online version
of the short survey. An invitation was sent to recipients who met the criteria established by
CRMC. All recipients were given the option to opt out of the survey. A total of 275 surveys
were completed online by NCR Health. The results of those short surveys have been
combined with the paper short surveys for a total of 755 completed short surveys.

The results of all the surveys combined are presented below.
All accumulated surveys:
Question 1: County of residence?

The majority of the short survey respondents were residents of Charles County (86.4%).

There were individuals from Calvert, St. Mary’s, and Prince George’s counties and individuals
from King George, Virginia and Washington, D.C. Their answers were included since individuals
may work, spend time, or access medical care in Charles County.
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County of residence Count
Charles County 652
St. Mary's County 33
Calvert County 8
Prince George's County 43
Other Maryland County 9
King George County, Virginia 3
Other 7

Short Survey: County of residence

B King George,
Ilr-ﬂ.d'!ﬁ
B Other MDCo, |
1.2% _."

Iln' ~ B Other, 0.9%
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Question 2: What do you believe to be the biggest health problems in Charles County today?

Half of the respondents (50.3%) felt that obesity is the biggest health issue in Charles County.
It was the most commonly marked answer to Question 2. The second health issue most commonly
cited by survey respondents was diabetes (47.7%).

Other health conditions that ranked high as major health problems include: alcohol and drug use
(46.1%), mental health (44.0%), and high blood pressure/stroke (41.3%).

Issues that participants rarely reported as significant health problems included injuries (6%),
asthma (18.4%), and traffic accidents and highway safety (17.7%).

Percentages will not equal 100% since short survey participants were permitted to check as
many health conditions that applied.

Biggest Health Problems: Response Count Response Percent
Access to Care/No Health Insurance 185 25%
Alcohol and Drug Use 348 46.1%
Asthma/Lung Diseases 139 18.4%
Cancer 257 34%
Dental Health 146 19.3%
Diagbetes 360 47.7%
High Blood Pressure/Stroke 312 41.3%
Heart Disease 263 34.8%
Injuries a5 6%
Mental Health 332 44%
Other 43 5.7%
Overweight/Obesity 380 50.3%
Tobacco/Smoking 231 30.6%
Traffic Accidents/Highway Safety 134 17.7%

Write-ins included sexually transmitted infections, HIV/AIDS, affordable housing, COVID-19,
domestic violence, childhood and adolescent trauma, gastrointestinal disorders, MRSA,
medical marijuana, racism, access to quality care, seizures, overcrowding, and dialysis.

37



Question 3: What do you think are the problems that keep you or other Charles County
residents from getting the health care they need?

The most commonly cited barriers to needed health care was lack of health insurance (35.4%)

and care is too expensive/can’t afford it (47.4%). Under “Other,” several people explained that
there is a shortage of county providers accepting Medicaid, current providers are not accepting
new patients, quality of providers is better elsewhere, fear of COVID-19 keeps people from seeking
care, lack of dental health coverage, lack of awareness of available services, no Veterans Affairs
clinic nearby, long wait times to see providers, people cannot take the time off work for health
care services, stigma surrounding mental health treatment, fear from past negative experiences,
provider stereotyping and stigmatizing patients with certain health conditions, lack of providers

in the western region of the county, and alternative treatments like acupuncture and massage

are not covered by insurance providers.

Barriers to getting health care: | Response Count | Response Percent
Couldn’t get an appointment with my doctor 145 19.2%
Doctor is too far away from my home 108 14.3%
Local doctors are not on insurance plan 168 22.4%
No health insurance 268 35.4%
No transportation 150 19.9%
Service is not available in my own county 113 15.00%
Too expensive/Can’t afford it 358 47.4%
Other 122 16.2%

Question 4: Do you have any ideas or recommendations to help decrease the health problems
in the county or to solve the problems with access to health service?

Commonly cited Ideas and recommendations for improving the status of health in
Charles County included:

» Access to providers within the county: faster access, recruitment to the county,
particularly specialists

* Health insurance: availability and acceptance of all types of insurance, particularly Medicaid,
by local physicians

* Lower cost of health services and medications
* Eating healthier
* Exercising more

» Better and increased communication and health education through health fairs, free screenings,
information seminars, public service announcements

* Transportation to medical services, assistance for county seniors
* Free and low-cost fitness and recreational opportunities including rec centers and walking paths

* Expansion of community outreach programs, i.e., mobile van
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Question 5: Are sufficient services and resources available in Charles County to address these

health issues/conditions?

Responses varied for every health condition listed. Many of the respondents answered that they
did not know or they left it blank. This leads us to believe that additional outreach and awareness

campaigns are needed to educate people on available services in Charles County.

There weren’t many respondents that felt like there are “many services available” for any of the
listed health conditions. Access to care in rural Charles County received the greatest number of
“many services available” responses, followed by mental health and obesity.

Respondents were given the option of “some services available” in Charles County to address
this issue. Mental health received the greatest number of responses for some services available
followed by infectious disease, access to food and nutritious meals, dental health, and drug and

alcohol use.

High blood pressure received the greatest number of responses in the “no services available”
category. This was followed closely by services for diabetes, access to food and nutritious meals,

and dental health.

Resource Availability: Many services | Some services | Mo services | |don't | Blank
available available available know
Heart Disease 6 116 83 157 393
Cancer 9 115 72 158 | am
Digbetes B 129 96 128 3586
Asthma 9 118 76 142 410
Smoking/Tobacco Use 10 111 59 188 | 417
Drugs and Alcohal Use 11 133 79 122 410
Stroke 10 100 72 155 418
High Blood Pressure 8 106 106 ‘128 | 407
Traffic/Highway Safety 19 96 58 170 412
Overweight/Obesity 22 123 54 144 412
Access to care for children ond odults | 14 126 a0 | 117 | 408
Mental Health 29 154 53 117 402
Dental Health 20 136 92 106 | 401
Access to care in rural Charles County | 39 107 49 150 410
Access to needed prescriptions 12 123 88 127 405
Access to food and nutritious meals | 16 143 97 ‘108 | 395
Infectious Diseases/COVID-19 13 141 65 135 401
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Location:

The location of data collection was recorded to ensure that all county populations have had a
chance to voice their opinions on health in the county. The medically underserved population
was surveyed at the Charles County Department of Health clinics and Community Resource Day.
The elderly was surveyed at the hospital outpatient clinics and centers. The western and rural
region of the county was surveyed at the school meal distribution sites and the farmer’s market.
Families were surveyed at the health department and the University of Maryland Charles
Regional Medical Center. Surveys were also available in Spanish and made available at the health
department and community events. Only seven surveys were completed using the Spanish form.

Location of Data Collection: Count
CRMC Blood Drive 42
United Way Pop-Up Events 140
Charles County Department of Health 19
American Legion La Plata Blood Drive 63
CRMC Diabetes Education Center b
CARMC Wound Healing Center 9
Indian Head Elementary Meal Distribution 5ite 9
Indian Head Farmer’s Market 34
JC Parks Elementary Meal Distribution Site 40
Milton Somers Middle School Meal Distribution Site 12
Mt Hope/Nanjemoy Elementary Meal Distribution Site 16
CRMC Birthing Center 10
CRMC Qutpatient Rehabilitation 16
Community Resource Day 60
NCR Health Online Survey 275
Chronic Disease Self-Management Program 4

Conclusions of Short Survey Analysis:

Over half of the respondents (50.3%) felt that obesity is the biggest health issue in Charles County.
[t was the most commonly marked answer to Question 2. The second health issue most commonly
cited by survey respondents was diabetes (47.7%). The most commonly cited barriers to needed
health care was lack of health insurance (35.4%) and care is too expensive/can’t afford it (47.4%).

Charles County residents felt that there were no services in the county for diabetes, access to
food and nutritious meals, and dental health. Many of the suggestions and ideas presented by
survey respondents focused around the availability of low-cost or free health and dental services,
more providers in the county, more education and awareness of county resources, and community
outreach and education.
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Charles County Geographic and Demographic Profile:

Charles County is a largely rural jurisdiction located approximately 23 miles south of

Washington, D.C. It is one of five Maryland counties that are part of the Washington, DC-MD-VA
metropolitan area. At 458 square miles, Charles County is the eighth largest of Maryland’s 24
counties and accounts for about 5%of Maryland’s total landmass. The northern part of the county
is the “development district” where commercial, residential, and business growth is focused.

The major communities of Charles County are La Plata, the county seat; Port Tobacco, Indian
Head, and St. Charles; and the main commercial cluster of Hughesville-Waldorf-White Plains.
Approximately 60%of the county’s residents live in the greater Waldorf-La Plata area. Charles
County has experienced rapid growth since 1970, expanding its population from 47,678 to 146,
551in the 2010 census.

The 2019 Charles County population estimate was 163,257. The magnitude of growth can be seen
in the changes in population density. The 2000 census showed that there were 219.4 individuals
per square mile; by the 2010 census, this estimate rose to 320.2 individuals per square mile.

The percent change in the population growth for Charles County from 2010 to 2019 was greater
than the change seen in the Maryland state population growth (11.4% vs. 4.7%).

As the population of the county changes, the diversity of the county also increases. The African
American population has experienced the greatest increase. In 2000, African Americans made
up 26% of the total Charles County population; by 2019, they comprise 50.1% of the total county
population. As of 2019, minorities make up roughly 58.4% of the Charles County population.
The Hispanic community has also seen increases over the past few years. They now comprise
6.3% of the total county population. This is one of the highest percentages among the 24
Maryland jurisdictions. Charles County also has one of the largest American Indian/Native
American populations in the state of Maryland at 0.8% of the total county population.

2019 Racial Breakdown for Charles County and Maryland
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The 2019 Charles County gender breakdown is approximately 50/50. Males make up 48.2%
of the population, and females make up 51.8% of the county population.

The age breakdown of the Charles County population shows a young population between the
ages of 18-44 years (34.5%). The juvenile population (under 17 years) makes up 24.0% of the
Charles County population. The 65+ age group has increased from 9% in 2010 to 12.4% in 2018.
The age group 45-64 years has also seen increases from 27% in 2013 to 29.1% in 2018.

Charles County Age Breakdown, 2019
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Source: Maryland Department of Health and Mental Hygiene. 2018 MD Vital Statistics Report.

Transportation

The percent change in the population growth for Charles County has been slightly greater than

the change seen in the Maryland population growth. This growth has created transportation issues

for the County, in particular for the “development district” in the northern part of the county
where many residents commute to Washington, D.C., to work. The average work commute time
for a Charles County resident is 45 minutes which is higher than the Maryland average of

33.2 minutes (Source U.S. Census Bureau’s 2015-2019 American Community Survey five-year
estimates). Public transportation consists of commuter buses for out-of-county travel and the
county-run VanGo bus service for in-county transportation.

Source: 2015-2019 US Census Bureau’s American Community Survey 5-year estimates
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Economy

Employment and economic indicators for the county are fairly strong. The 2015-2019 U.S.
Census American Community Survey estimates that 66.6% of the Charles County population is
currently in the labor work force. The 2015-2019 five-year estimate for Charles County found that
approximately 6.4% of Charles County individuals are living below the poverty level; however,
this is lower than the Maryland rate of 9%. The Charles County median household income was
$100,003, well above the Maryland median household income of $84,805. The diversity of the
county is also represented in the business community with 46% of all Charles County businesses
being minority-owned firms. This is higher than the state of Maryland at 38%.

Source: 2015-2019 U.S. Census Bureau’s American Community Survey five-year estimates
Education

Charles County has a larger percentage of high school graduates than Maryland (93.2% vs. 90.2%);
however, Charles County has a smaller percentage than Maryland of individuals with a bachelor’s
degree or higher (28.9% vs. 40.2%).

Source: 2015-2019 U.S. Census Bureau’s American Community Survey five-year estimates
Housing

There is a high level of home ownership in Charles County (76.9%). There is a greater percentage
of home owners in Charles County than the percentage of homeowners for Maryland (76.9% vs.
66.9%). The median value of a housing unit in Charles County is similar to the Maryland average
($313,300 vs. $314,800). The average household size in Charles County is 2.78 persons.

Source: 2015-2019 U.S. Census Bureau’s American Community Survey five-year estimates

Social, Economic, and Housing Factors: Charles County Maryland
Livimg in same house 1 year ago, pot 1 yr old & over, 2015-2019 BO.2% 26.4%
Foreign born persons, percent, 2015-2019 B.3% 15.2%
Language other than English spoken at home, pct age 5+, 2015-2019 B.2% 19.0%
High school graduates, percent of persons age 25+, 2015-2019 53.2% 80.2%
Bachelor's degree or highar, pcl of parsons age 25+, 2015-2019 28.9% 40.2%
Veterans, 2015-2019 16,132 365,356
Currently in labor force, 16+ years, 2015-2018 66.6% 67.1%
Mean travel ime to work [minules), workers age 16+, 2015-2019 45.0 33.2
Housing units, 2019 61,838 2,470,316
Homeownership rate, 2015-2019 76.9% B6.9%
Median gross rent, 2015-2019 $1682 $1392
Median value of owner-occupied housing units, 2015-2019 313,300 £314,800
Households, 2015-2019 56,520 2,205,204
Parsons per household, 2015-2019 2.78 267

Per capita money income in past 12 months (2019 dollars) 2015-2019 M7 342122
Median household income, 2015-2019 $100,003 $84,805
Persons below poverty level, percent, 2015-2019 B.4% 89.0%

Source: 2015-2019 U.S. Census Bureau, American Community Survey five year estimates, Charles County and Maryland 43



Life Expectancy

The life expectancy for a Charles County resident, as calculated for 2018, was 78.5 years.
This is slightly below the state average life expectancy of 79.2 years.
Source: 2018 Maryland Vital Statistics Report

Births

There were 1,867 births in Charles County in 2018. Charles County represents 46% of the births
in Southern Maryland and 2.6% of the total births in Maryland for 2018. Minorities made up over
half of the babies born in Charles County in 2018 (66%).

Source: 2018 Maryland Vital Statistics Report

Asian/Pl W Hispanic
39% ., 10.1%

N

= Arnerican Indian,
0.5%

2018 Charles County Births by Race

Source: 2018 Maryland Vital Statistics Report

In Charles County, birth rates were highest among the Hispanic population at 19.4 per
1,000 county population, compared to 11.9 for Blacks and 9.8 for Whites.

For all Charles County births and for Charles County non-Hispanic White, non-Hispanic Black,
and Hispanic births, the most common age group for the mother was between 25-29 years.
In 2018, there were no mothers less than 15 years and one mother greater than 49 years.

The birth rate for Charles County mothers aged 25-29 was 106.5. This is higher than the general
fertility rate of 58.1 total births per 1,000 Charles County women aged 15-44 years. It is also higher
than any other age group in Charles County.
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| 2018 Births: Total | Under | 15-17 | 18-19 | 20-24 | 25-29 | 30-34  35-39 | 40-44 | 45-49 | 50+ | Not

| Age of Mother | 15 | . | | | Stated |
Charles County | 1867 | 0 16 59 308 |S63 |S61 | 283 |75 1 1 0
Taotal

| White 795 |0 8 |3 121|244 (270 (104 |26 1 0 |0

| Black 371 |0 B |34 176|291 | 254 | 163 | 44 0 1 |0

| Hispanic 189 |0 7 |9 33 |66 |45 |32 |7 1 0o |0

pier 1,000 births 1%
Charles County | 58.1 | ** 140 | 46 311 | 63.1 | 1065 | 1035 | 50.7 | 135 | **
All races

**Rates based on less than 5 events are not calculated because rate instability.

Over one-third of the babies born in Charles County in 2018 were the first birth order (37.2%).
Only a small percentage was the fifth or greater (4.2%).

2018 Birth Rates | Owerall | Under | 15-19 | 15-17 | 18-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49

. Birth Order . 1st . 2 3rd ath 5 or more . Mat stated | Tatal
| Charles County | 695 (37.2%) | 608 (32.6%) | 336(18.0%) | 150 (B.0%) | 78(4.2%) | O | 1867

Of all live births in 2018, 43.5% were to unmarried mothers. Of the unmarried mothers,
64.5% were African American.

Unmarried All races White Black American Asian/PI Hispanic

Mothers | | | Indian |

Charles County | 814 (43.5% of | 190(23.3%) | 525 (64.5%) 6 (0.7%) 6 (0.7%) 84 (10.3%)
| all live births)

The percentage of women in Charles County receiving first trimester prenatal care was 62.2%,
which was below the Maryland state average percentage of 66.7%. Charles County percentages
for Whites, American Indians, Asians/Pacific Islanders, and Hispanics were below the Maryland
state average percentages. Charles County percentage for Black/African American was similar
to the Maryland state average percentages (60.4% vs. 60.8%). The largest disparity was seen

in the American Indian population (60.0% for Charles County and 69.8% for Maryland).

In Charles County, Hispanic mothers received the least amount of first trimester prenatal care
(45.5%). The highest percentages of women receiving first trimester prenatal care were seen
in the White population (68.0%) and Asian/Pacific Islander population (68.9%).
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Receiving 1% All races White Black American | Asian/Pl | Hispanic

Trimester Indian

Prenatal Care | |

Charles County | 1161 (62.2%) | 431(68.0%) | 577(60.8%) | 6(60.0%) | 51(68.9%) | 86({45.5%)
Maryland 47,378 [66.7%) | 23,312 (77%) | 13,709 [60.4%) | B8 [69.8%) | 3632 (F0.5%) | 6455 [51.8%)

In Charles County, American Indians reported the largest percentage of late or no prenatal care
(20%). This may be due to the small case counts on a county level. Small changes can impact the
percentage. Charles County in general had a higher percentage of mothers with late or no prenatal
care than Maryland mothers overall and for most races.

Receiving late or All races White Black American Asian/Pl Hispanic
no Prenatal Care Indian
Charles County 166 (8.9%) 49 |7.7%) 93 (9.8%) 2 [200%) 4 [5.4%) 18 (9.5%)
| Maryland 4905 (6.9%) | 1301 (4.3%) | 2086 (9.2%) 12 (9.5%) 282 (5.5%) 1189 [9.5%) ]

Low birth weight means that a baby is born weighing less than 2500 grams. Of the births in
Charles County, 10% were low birth weight in 2018. The highest percentage of low-birth-weight
babies was among Charles County Blacks at 13.6%.

" Low Birth All races White | Black American Asian/PI Hispanic
Weight Indian
Charles County | 187 (10.0%) | 40(6.3%) 129 (13.6%) 0 4 [5.4%) 10 (5.3%)
Maryland 6292 (B.9%) | 2502 (8.3%) | 2848 (12.5%) | 15(11.9%) | 478 (9.3%) 864 (6.9%)

Very low birth weight is defined as a baby weighing less than 1,500 grams at birth.
For Charles County, the largest percentage of very low birth weight babies is among
the Black population (2.7%). This is also true for Maryland Blacks.

Very Low All races White Black American Asian/Pl Hispanic
Birth Weight Indian

Charles County | 37 (2.0%) 9 (1.4%) 26 (2.7%) 0 1 (1.4%) 1(0.5%)
Maryland 1205 (1.7%) | 327 (1.1%) | 650 (2.9%) | 2 (1.6%) 74 (1.4%) 148 (1.2%)
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The percentage of births leading to cesarean section in Charles County in 2018 was 33.3%.

The largest percentage was seen among Charles County American Indians with 60% of babies
delivered by c-section. All Charles County percentages, overall and by race, are lower than state
percentages, except Charles County American Indian. This may be due to the small case counts
for this small population.

Cesarean All races White Black Ammerican Asian/Pl Hispanic

‘ Section Delivery Indian
Charles County | 622 (33.3%) 179 (28.2%) | 364 (3B.4%) | 6(60%) 22 (29.7%) 48 (25.4%) |
Maryland 24043 (33.8%) | 9685 (32%) | BEEYV (30.1%) 46 (36.5%) | 1789 (34.7%) | 3537 (28.4%) |

In 2018, 1,549 out of 1,867 Charles County babies were born in the state of Maryland (83.0%).
However, only 694 of those babies were born in Charles County (37.2%). This is much lower than
the percentage for other surrounding jurisdictions. Half (50%) of Calvert County babies were
born in Calvert County, and 73.2% of St. Mary’s County babies are born in St. Mary’s County.
Over half of Charles County babies (1,173 or 62.8%) were born in another Maryland county.

|' Place of Birth | All Births | State Total | MD Co.same | MD Co other [oc | Other State
| | | | as residence | than residence | |
| Charles County | 1857 | 1549 | 694 | 855 | 124 | 194 |

Demographic Data by Charles County ZIP code:

There is much variation in demographic structure among the Charles County ZIP codes. The larger
ZIP codes located in the eastern and northern regions of the county display wide diversity in race
and ethnicity. The smaller ZIP codes, particularly those in the southern and western regions, are
less diverse, less populated, and comprised mostly of individuals identifying as White alone.

The ZIP codes with the largest percentages of White alone were 20625 (Cobb Island) at 90% and
20645 (Issue) at 87.8%. Both ZIP codes are small and geographically isolated at the southern tip
of Charles County.

The ZIP codes with the largest percentages of Black or African American alone were 20603
(Waldorf) at 57.1% and 20607 (Accokeek) at 66%. Accokeek and the Waldorf ZIP code of 20601
were the ZIP codes with the highest percentages of “Some Other Race” at 1.7 and 1.5%. All three
ZIP codes are large and located in the northern, populated region of the county that borders
Prince George’s County.

The ZIP codes with the largest percentages of American Indian/Alaskan Native alone were
20693 (Welcome) at 8.3% and 20675 (Pomfret) at 3.5%. Both ZIP codes are small, rural,
and located centrally within Charles County.

The ZIP codes with the largest percentages of individuals with 2 or more races were 20612
(Benedict) at 17.8% and 20617 (Bryantown) at 12.4%. Both ZIP codes are small and located
in the eastern region of the county.
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The ZIP codes with the largest Hispanic percentages were 20632 (Faulkner) at 10.8% and
20616 (Bryans Road) at 9.1%. These ZIP codes are located in very different regions of the county.
Faulkner is in the southern region, whereas, Bryans Road is in the northern region.

7IP code Racial White | Black | Amene" Asian/ Pacific | Some Zormore |
Composition 20 Rap. Alone Alone :,:':::‘f ::::*“ klander Other Race | races Lo s
20601, Waldorf 255938 V6% | 497% | 0.2% 3.5% 1.7% 5.4% 7.1%
20602, Waldorf 26345 294% | 544% | 1.0% 3.7% 0.1% 4.8% 6.7%
20603, Waldort 30949 2773% | 57.1% | 0.4% 4.5% 0.1% 45% 5.6%
20607, Accokeek 10744 160% | 660% | 0.8% 1.7% 13% 5.2% 1%
20611, Bel Alton 1499 716% | 194% | 1.0% 0.9% 0% 4.5% 2.5%
20612, Benedict 422 82.2% | 0% 0% 0% 0% 17.8% | 0%
20613, Brandywine | 14116 59% | 59.8% | 1.5% 1.7% 0.2% 31% 7.7%
H0616, Bryans Road 5221 25.4% 534% 0.5% 4. 5% 0.5% B.E6% 9.1%
20617, Bryantown 748 81% 66% | 0% 0% 0% 12.4% 0%
20622, Charlotte Hall | 6309 725% |176% | 0.8% 1.2% 0.1% 4.8% ' 3.0%
20625, Cobb lsland | 657 90% 84% | 0% 1.7% 0% 0% 0%
20632, Faulkner ETTY 26.9% | 0% o% o lom 24% | 10.8%
H]ET.FI I-]u,ghewille 207 T1.3% 15.8% 0o 2.7% 0.4% 5, 2% AT
20640, Indian Head 10611 41.3% 44.2% 0. 7% 3,03 0% 6.0% 4.B%
e T e = s —
20646, La Plata 20351 69.7% | 200% | 05% 3.1% 0% 3.6% 3.0%
20658, Marbury 965 S44% | 216% | 1.9% 2.5% 0% 10.9% 8.8%
20659, Mechanicsville | 23484 249% | 96% | 0% 1% 0% 18% | 25%
20662, Nanjemoy 2895 STT% | 316% | 0.3% 0% 0% 10.4% 0%
20664, Newburg 3489 73.5% | 203% | 0.6% 2.1% 0% 1.3% 2.1%
20675, Pornfret 1924 705% | 155% | 3.5% 1.4% 0% 6.9% 2.1%
20677, Port Tobacco | 2544 755N | 226% | O% 0% 0% 1.9% 0%
20693, Welcome 1006 75.1% | 6.9% | 8.3% 0% 0% BA% 0.9%
20695, White Plains | 7860 I74% | S36% | 0% 1.8% 0% 21% 5.1%

Age data by ZIP code:

In 2017, the median age in Charles County was 38.1 years. When comparing by ZIP code,

the median age is the highest in the southeastern region of the county in the small, rural ZIP codes
of 20612 (Benedict) at 65.9 years and 20617 (Bryantown) at 50.2 years. The median age is lowest
in the more populated ZIP codes of Waldorf (20601 and 20602) and in Indian Head (20640)

and Newburg (20664) which are located in the western region of the county. This may be due

to the influx of young professionals living in the suburban areas of Waldorf and Indian Head and
commuting each day into Washington, D.C., and Northern Virginia.
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The ZIP codes with the largest Hispanic percentages were 20632 (Faulkner) at 10.8% and
20616 (Bryans Road) at 9.1%. These ZIP codes are located in very different regions of the county.
Faulkner is in the southern region, whereas, Bryans Road is in the northern region.

2013-2017 Avg Median Age by ZIP code Median Age (in years)
20601, Waldorf 37.3
20602, Waldorf 35.2
20603, Waldorf 35.7
20607, Accokeek 43.3
20611, Bel Alton 39.3
20612, Benedict 65.9
20613, Brandywine 42.7
20616, Bryans Road 35.9
20617, Bryantown 50.2
20622, Charlotte Hall 36.8
20625, Cobb Island 45.6
20632, Faulkner 41.1
20637, Hughesville 44.8
20640, Indian Head 34.7
20645, Issue 43.1
20646, La Plata 41.7
20658, Marbury 38.3
20659, Mechanicsville 40.1
20662, Nanjemoy 44.5
20664, Newburg 35.0
20675, Pomfret 47.3
20677, Port Tobacco 43.3
20693, Welcome 45.7
20695, White Plains 43.4
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Geographic and Demographic Profile References:

1. 2019 Charles County Current Population Survey Data. United States Census Bureau.
Available at: https://www.census.gov/quickfacts/fact/table/US/PST045219.

2. 2018 Maryland Vital Statistics Report. Charles County Demographic and Population Data.
Maryland Department of Health. Available at https://health.maryland.gov/vsa/Documents/
Reports%20and%20Data/Annual%20Reports/REV_2018annual.pdf.

3. 2015-2019 U.S. Census Bureau, American Community Survey five-year estimates,
Charles County and Maryland. Available at https://www.census.gov/quickfacts/fact/table/US/
PST045219.

4. Charles County Demographic and Population Data, County and ZIP code Level.
2013-2017 average and 2017 American Community Survey. United States Census Bureau.
American FactFinder. Available at www.census.gov.

Qualitative Data Specific to the Geographic and Demographic Profile:

The focus group discussed the commuter population in Charles County. Due to its proximity

to Washington, D.C., and Baltimore, many individuals who live in the county have long daily
commutes for work. Participants expressed the need to get those commuting individuals involved
in the community and make them aware of the health services that are available. They were
concerned regarding their health status since many of them are sitting all day long. They are tired
when they get home and are tempted to use fast food to feed their families. Programs on healthy
eating options may be needed to educate this working population. It is also important to have

a centralized location for health education resources where all citizens can go for information.
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Charles County Vital Statistics Profile:

Marriage and Divorce:

A total of 822 marriage ceremonies were conducted in Charles County in 2018. Most of those
marriages were Maryland residents (767).

Marriage | Total Marriages | Maryland Residents® | Non-MD Residents i % to non-MD residents
Charles County | 822 | 767 (93.3%) 55 | 6.7%

*One or both of the partners are residents of Maryland.

Data on the age of the bride and groom and previous marital status are not available on a county
level. In 2018, there were 59 divorces in Charles County. When examining the numbers of years
of marriage at the time of their divorce, the most common response was 10-14 years.

Divorce and years of 'Total <2 |23 (45 |67 |89 |10-14 1519 | 20-24 | 25+ | Mot

marriage at time of divorce | Divorces | years | years years years | years years | years | years | years | stated
| Charles County | 58 [T [7 (& |3 |a |14 J1z (s [& o
Mortality:

Death Rates:
There were a total of 1,150 deaths in Charles County in 2018.

The 2016-2018 Charles County all-cause mortality rate was 745.7 per 100,000 population.
This rate is higher than the Maryland state all-cause mortality rate of 717.5 per 100,000 population.

The number one cause of death for the time period 2018 and for the time period 2016-2018 was
heart disease. The 2016-2018 Charles County heart disease death rate was 166.7 per 100,000.
This is also higher than the Maryland state rate of 163.8 per 100,000.

Charles County had higher 2016-2018 mortality rates than Maryland for cancer, accidents,
chronic lower respiratory disease, and diabetes mellitus.
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2016-2018 Ten Leading Causes of Death by Count and Rate, Charles County and Maryland

Cause of Death Charles County Charles County Maryland Maryland Rate
Number, 2018 Rate, 2016-2018* Number, 2018 | 2016-2018*

All Causes 1150 | 745.7 | 50668 | 717.5

' Diseases of the Heart 256 | 166.7 | 11697 1638

 Cancer 288 | 165.4 | 10936 | 152.6
Chronic Lower Respiratory Disease | 53 3.4 2235 30.5

 Accidents 50 388 2320 6.0

_ Digbetes Mellitus 47 | 26.3 | 1421 | 19.8
Cerebrovasculor Disegses 45 31.2 2884 40.1
Alzheimer’s Disease 23 [eea "1126 | 16.8
Influenza and Preumonio 21 - 974 14.3
Intentional Self-Harm [Suicide) 18 j - | 652 | 9.8
Essential Hypertension and 16 oy 622

Hypertensive Renal Disease

*Per 100,000 population

*** Age-adjusted death rates not calculated for jurisdictions with fewer than 20 deaths.

All Cause Deaths by Race:

Whites make up 57.2% of the deaths in Charles County. African Americans make up the second
highest at 38.9% of the total deaths.

The rate among the White population is greater than the other races because they make up
the majority of the aging population in the county. Almost two-thirds of the 65+ population
in Charles County (60.2%) are White. The minority populations are moving into Charles County
and are a younger population; therefore, they have lower mortality rates. The median age in

Charles County is 34 years.
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2018 Charles County Deaths by Race

B American Indian, a
060% | e

B Hispanic
1.6%
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When comparing by 2018 calculated crude death rates, the rate is much higher in the White
population. The 2018 Charles County White death rate was 1,022.2 per 100,000. This is much
higher than the Charles County total 2018 crude death rate of 712.1 per 100,000 and higher than
the death rates for Blacks (560.0), for Asians and Pacific Islanders (276.1), American Indian (575.7),
and for Hispanics (184.5).

2018 Crude Death Rates: | AllRaces | White Black | American Indian | Asian/PI | Hispanic
Charles County 7121 | 1022.2 560.0 | 575.7 | 276.1 | 1845

All Cause Deaths by Age:

The number of reported deaths increased with age. The greatest number of deaths was seen
in the 75-84 years age group. This age group accounted for one-quarter of the total county
deaths for 2018.

| DeathsbyAge | Allages | <lyr 1.4 | 5-14 | 15-24 | 25-34 | 35-44 | 45-54 | 55-64  65-74 | 75-84 | B85+
Charles County [ 1150 |10 |3 |2 |16 |40 |33 |9 [156 237 |200 |272

In 2018, there were 23 deaths in Charles County for children and adolescents ages 0-21 years.

| Child Deaths | 0-21yrs  <lyr  1-4yrs  59yrs  10-14yrs  15-17yrs  18-19yrs | 20-21yrs
Charles County | 23 |10 |3 0 | 2 | 4 |3 |1

Adolescent Violent Deaths:

There were four violent deaths to adolescents in Charles County in 2018. There were two
accidents, and one suicide, and one assault.

Deaths from Selected Causes:

The number of deaths in Charles County for selected causes is presented on the next page.
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All Causes of Death 1150
Tuberculosis 0
Septicemia 13
HIV Disease L
Total Malignant Neoplasms 288
Malignant Neoplasms of Stomach 2
Malignont Neoplasms of Rectum, Colon, and Anus 24
Malignant Neoplasms of Pancreas 22
Malignant Neoplosms of Trachea, Bronchus, and Lung 50
Malignant Neoplasms of Breast 29
Malignant Neoplasms of Cervix, Uteri, Corpus Uteri, and Ovary 21
Malignont Neoplosms of Prostate 15
Malignant Neoplasms of Urinary Tract 14
Non-Hodgkin's Lymphoma 8
Leukemia B
Other Malignont Neoplasms a7
Diabetes Mellitus 47
Alzheimer's Disease 23
Total Major Cardiovascular Diseases 332
Total Diseases of the Heart 256
Hypertensive Heart Disease 41
Ischemic Heart Disease 126
Other Diseases of the Heart 89
Essential Hypertension and Hypertensive Renal Disease 16
Cerebrovascular Diseases 45
Atherosclerosis 12
Other Diseases of the Circulatory System 3
Influenza and Pneumonia 21
Chronic Lower Respiratory Diseases 53
Peptic Ulcer 0
Chronic Liver Disease and Cirrhosis 13
Nephritis, Nephrotic Syndrome and Nephrosis 15
Pregnancy, Childbirth, and the Puerperium 0
Certain Conditions Originating in the Perinatal Period )
Congenital Abnormalities 5
Sudden Infant Death Syndrome 1
Symptoms, Signs, and Abnormal Clinical and lab findings 2
All other Disease [residual) 219
Total Accidents 50
Motor Vehicle Accidents 19
All Other Accidents 31
Intentional Self Harm (Suicide) 18
Assault (Homicide) 15
All Other External Causes 28
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Place of Death:

Of Charles County deaths, 20.9% occurred in a hospital, 11.8% occurred within a nursing home,
and 10.78% were in a hospice facility. The other county deaths occurred outside of an institution

such as a home.

Deaths in Number of Deaths | Number of Deaths Mumber of Deaths Number of Deaths

Hospitals Dceurring in Decurring in Hospitals: | Occurring in Hospitals: | Occurring in Hospitals:
Hospitals: All Races | White Black Hispanic

Charfes County | 241 128 | 109 1

Deaths in Mumber of Deaths Mumber of Deaths Number of Deaths | Number of Deaths

MNursing Homes | Occurring in Nursing | Occurring in Nursing | Occurring in Nursing | Occurring in Nursing

Homes: All Races Homes: White Homes: Black Homes: Hispanic

Charles County 136 71 60 2

Deaths in Number of Deaths | Number of Deaths Mumber of Deaths Number of Deaths

Hospices Ocourring in Dcecurring in Hospices: | Occurring in Hospices: | Occurring in Hospices:
Hospices: All Races | White Black Hispanic

Charles County | 124 76 | 42 4

Out of the 1,150 deaths to Charles County residents in 2018, 980 of those deaths occurred
in Maryland (85%). In addition, 785 (68%) of the Charles County deaths occurred within

Charles County.

Percent of All Deaths

Deaths in Percent of All Deaths Percent of All Deaths Percent of All Deaths

Institutions Oceurring in Hospitals, | Occurring in Hospitals, Oocurring in Hospitals, | Occurring in Hospitals,
Hosploe, and Mursing hosplce, and Nursing hospice, and Nursing Hosplce, and Mursing
Homes: All Races Hames: White Homes: Black Homes: Hispanic

Charles County | 43.5% 23.9% 18.3% 0.4%

Place of Death @ All Deaths Deaths within | Deaths within Deaths with DC | Deaths in other
Deaths | within Charles angther states or countries

Maryland | County Maryland county
Charles County | 1150 | 980 | 785 | 195 | 108 | 62
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Infant Mortality:

In 2018, the Charles County infant mortality rate was lower than the Maryland state rate.
When the Charles County infant mortality rates are compared by race, the rates appear
to be higher in the African American population than the general county population.

2008 Dot Charles County Number | Charles Coanty Rate Marvland Number Maryland Rate
Infant Mortality Rote (per 10 5.4 432 6.1

100 live births)
Meonatal Mostality Rates 7 a7 206 4.2
(e 1,000 birthe)

Puost neonatal Mortality 3 i 136 1.9

Rates (per 1,000 births)

Fetal desih rates (per 6 3.2 503 7.0
1,000 total deliveries: live

births and fetal deaths)

Perinatal Mortality Rates 9 48 445 6.2
(per 1,000 fetal deaths)

***Rates based on less than five events are not presented since such rates are not stable.

2018 Charles County Infant

and Fetal Death Rates and

Counts
Infant Mortality 10 (5.4) 2 E(8.4)
Neonatal Mortality 7(3.7) 1 6(6.3)
Post neonatal Mortality 3 1 2
Fetal Mortality 6(3.2) 1 4
Perinatal Mortality 3 (4.8) 1 7(7.2)

Mortality Rates per 1,000 live births are presented in parentheses when available.
Rates could not be calculated for cells with fewer than five deaths.
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Infant Mortality Definitions:

Infant death: Death occurring to a person under one year of age.

Neonatal death: Death occurring to an infant under 28 days of age.

Post neonatal death: Death occurring to an infant between 28 days and one year of age.

Fetal death: Death before the complete expulsion or extraction from its mother of a product
of human conception, irrespective of the duration of pregnancy.

Perinatal death: Death of a fetus of 28 or more weeks of gestation or of an infant less than
7 days of age.

Vital Statistics References:

1. 2018 Charles County Marriage, Divorce, Mortality and Infant Mortality Statistics. 2018
Maryland Vital Statistics Report. Maryland Department of Health and Mental Hygiene. Available
at https://health.maryland.gov/vsa/Documents/Reports%20and%20Data/Annual%20Reports/
REV 2018annual.pdf.
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Social Determinants of Health:

The social determinants of health are the conditions in which people are born, grow, live, work,
and age. These circumstances are shaped by the distribution of money, power, and resources
at global, national and local levels.

The places where we live, learn, work and play have a tremendous impact on our health. Receiving
proper medical care and regular physicians’ visits are essential for detecting and curing illness.
Access to health care can only account for 10 to 15 percent of preventable deaths. Social factors
such as housing, education, income, transportation, access to healthy affordable food, and
employment greatly influence the health and quality of life in communities. These social factors,
generally referred to as the social determinants of health, determine whether individuals have
parks and playgrounds to exercise, full-service supermarkets to buy fresh and affordable fruits
and vegetables, living-wage paying job opportunities to support their families, and other,
necessary resources that allow them to thrive. As public health advocates, educators, and leaders,
we must encourage people to make healthy choices, but must also remember that people can
only make healthy choices if they have healthy options. (Robert Wood Johnson Commission to
Build a Healthier America)

Data on the social determinants of health was extracted for each Charles County ZIP code using
the American Factfinder tool from the United States Census Bureau. Data is based on five-year
average estimates from 2013-2017 American Community Surveys. Data is aggregated for a
five-year period in order to increase the sample size and the validity of the statistics.

Disability:

Public health acknowledges that what defines individuals with disabilities, their abilities, and their
health outcomes is directly related to their community, including their social and environmental
circumstances. To be healthy, people of all abilities should have access to meaningful daily
activities that add to their growth, development, fulfillment, and community contribution.

Some ZIP codes in Charles County are disproportionately affected by disabilities and may need
additional individual and community supports in order to achieve health equity. The highest
percentage of people with disabilities is 41.7% and is found in the ZIP code 20612 (Benedict).
This is a very small, rural ZIP code that also has the highest median age of 65.9 years. This is
not surprising since the prevalence of disabilities increases with age.

The lowest prevalence of disabilities was 4.8% in 20617, Bryantown, followed by 5.9% in the
Waldorf ZIP code of 20603. This population has a much lower median age.
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2013 - 2017 Percent of Population
who are disabled

% of Total ZIP code
Population who are disabled

20601, Waldorf

8.3%

20602, Waldorf 10.0%
20603, Waldorf 5.9%
20607, Accokeek 8.0%
20611, Bel Alton 12.9%
20612, Benedict 41.7%
20613, Brandywine 11.4%
20616, Bryans Road 6.5%
20617, Bryantown 4.8%
20622, Charlotte Hall 8.5%
20625, Cobb Island 6.2%
20632, Faulkner 17.1%
20637, Hughesville 7.9%
20640, Indian Head 9.1%
20645, Issue 9.6%
20646, La Plata 9.2%
20658, Marbury 11.4%
20659, Mechanicsville 10.9%
20662, Nanjemoy 10.5%
20664, Newburg 10.3%
20675, Pomfret 15.3%
20677, Port Tobacco 10.1%
20693, Welcome 9.0%
20695, White Plains 12.0%
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Language:

Certain groups are at higher risk for having limited English language skills and low literacy,

such as individuals who do not speak English at home and immigrants. Limited language skills
and low literacy skills are associated with lower educational attainment and worse health
outcomes. Having limited English proficiency in the United States can be a barrier to accessing
health care services and understanding health information. For example, compared to older
individuals who only speak English, older individuals with limited English proficiency are more
likely to have no usual source of care, report lower self-rated health, and report feeling sad most
or all of the time.

Language other than English spoken at home:

The highest percentages of individuals reporting that they speak a language other than English
at home were in 20622, Charlotte Hall, and 20658, Marbury. Charlotte Hall is a large, rural ZIP
code that straddles Charles and St. Mary’s counties. This ZIP code is known for its large Amish
community, who often speak the Pennsylvania German language. The other ZIP code, 20658,
Marbury, is a very diverse, small, rural community on the western side of the county. This ZIP
code has a large Hispanic population who comprise 8.8% of the total ZIP code population.

Conversely, those ZIP codes with no individuals reporting a language other than English being
spoken at home are small, rural ZIP codes that are primarily composed of older Caucasians.
These include 20612, Benedict, and 20617, Bryantown.
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2013 - 2017 Language
Other than English

% of Total ZIP code Population reporting a

language other than English spoken at home

20601, Waldorf 8.7%
20602, Waldorf 9.1%
20603, Waldorf 9.6%
20607, Accokeek 9.6%
20611, Bel Alton 1.8%
20612, Benedict 0%
20613, Brandywine 8.1%
20616, Bryans Road 8.5%
20617, Bryantown 0%
20622, Charlotte Hall 10.3%
20625, Cobb Island 7.9%
20632, Faulkner 2.5%
20637, Hughesville 5.4%
20640, Indian Head 5.7%
20645, Issue 4.5%
20646, La Plata 7.9%
20658, Marbury 10.4%
20659, Mechanicsville 5.1%
20662, Nanjemoy 1.4%
20664, Newburg 4.0%
20675, Pomfret 5.3%
20677, Port Tobacco 3.1%
20693, Welcome 2.8%
20695, White Plains 4.9%
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Foreign born:

It is not surprising that the largest prevalence of foreign born individuals reside in the northern
part of the county in the Waldorf ZIP code of 20601 and in Accokeek, 20607. These ZIP codes
are more diverse in race and ethnicity and are located closer to the District and Prince
George’s County.

Conversely, those ZIP codes with low foreign-born populations are small, rural ZIP codes that
are primarily composed of older Caucasians. These include 20612, Benedict, 20645, Issue,
and 20617, Bryantown.

2013-2017 Percent Foreign Born | % of Total ZIP code Population
who are Foreign Born
20601, Waldorf 10.2%
20602, Waldorf 7.2%
20603, Waldorf 7.5%
20607, Accokeek 10.6%
20611, Bel Alton 0.9%
20612, Benedict 0%
20613, Brandywine 6.2%
20616, Bryans Road 5.5%
20617, Bryantown 0%
20622, Charlotte Hall 1.9%
20625, Cobb Island 7.6%
20632, Faulkner 0%
20637, Hughesville b.2%
20840, Indian Head 5.1%
20645, Issue 0%
20646, La Plata 5.3%
20658, Marbury 2.5%
20659, Mechanicsville 2.5%
206862, Nanjemoy 0.8%
20664, Newburg 3.0%
20675, Pomfret 5.6%
20677, Port Tobacco 3.2%
20693, Welcome 3.8%
20695, White Plains 4.8%
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Housing:

Housing quality refers to the physical condition of a person’s home as well as the quality of

the social and physical environment in which the home is located. Aspects of housing quality
include air quality, home safety, space per individual, and the presence of mold, asbestos, or

lead. Housing quality is affected by factors like a home’s design and age. Poor-quality housing is
associated with various negative health outcomes, including chronic disease and injury and poor
mental health. The quality of a home’s neighborhood is shaped in part by how well individual
homes are maintained, and widespread residential deterioration in a neighborhood can negatively
affect mental health.

Both home design and structure significantly influence housing quality and may affect mental
and physical health. Steps, balconies, and windows are features of home design that may
present a threat to safety, especially for individuals with physical disabilities. Breakable glass,
low windowsills, and poorly constructed stairs may increase the risk of injury from a fall.

Lack of housing maintenance may lead to poor housing conditions inside the home (e.g., damaged
appliances, exposed nails, or peeling paint) as well as poor housing conditions outside the home
(e.g., damage to stairs and windows). These conditions may harm health by increasing exposure
to hazards such as carbon monoxide, allergens, and lead in paint, pipes, and faucets. Carbon
monoxide has been shown to cause heart damage, neurological impairment, and death. Likewise,
even low levels of lead exposure can have serious effects on children’s health and behavior.

Inadequate plumbing and lack of air conditioning in homes may also impact health. Corroded
plumbing infrastructure (e.g., in Flint, Michigan) increases residents’ exposure to lead and their
risk of lead poisoning. Living in a home without air conditioning may increase the risk of
vector-borne diseases, like dengue fever, if people leave unscreened windows open for ventilation.

Low-income families may be more likely to live in poor-quality housing that can damage health.
These homes may be under-insulated, lack air conditioning, and cost more to heat, leaving

homes either too hot or too cold, which has been linked to poorer health outcomes. For example,
spending time in a cold home may raise blood pressure or even lead to a heart attack. In addition,
residents of overcrowded homes may be at risk for poor mental health, food insecurity, and
infectious diseases. Additionally, the homes of low-income families are more likely to have water
leaks; these leaks are associated with mold growth, which has been shown to affect respiratory
health and increase the likelihood of asthma, coughing, and wheezing.

Children and older adults with physical limitations may be especially susceptible to negative
health outcomes when living in poor quality housing. Inadequately vented appliances in the
home may result in increased exposure to carbon monoxide in utero, which may affect fetal
development or even result in fetal death. Children’s behaviors, such as hand-to-mouth activity,
may increase their exposure to home pollutants. Older adults may experience serious injury
from falls in the home, especially in homes with stairs, narrow doorways, or other obstacles.

Number of housing units available:

There are 76,304 housing units in Charles County. Just under half (41%) of those units are
available in the Waldorf ZIP codes of 20601, 20602, and 20603.

There are also many small ZIP codes with low numbers of housing units such as 20632,
Faulkner, with 125 housing units, 20612, Benedict, with 233 housing units, and 20632,
Bryantown, with 306 housing units.

64



2013-2017 Housing Units

Number of housing units available

20601, Waldorf 9314
20602, Waldorf 10595
20603, Waldorf 11417
20607, Accokeek 3778
20611, Bel Alton 513
20612, Benedict 233
20613, Brandywine 5193
20616, Bryans Road 2328
20617, Bryantown 306
20622, Charlotte Hall 1742
20625, Cobb Island 447
20632, Faulkner 125
20637, Hughesville 1783
20640, Indian Head 4241
20645, Issue 392
20646, La Plata 7356
20658, Marbury 384
20659, Mechanicsville 8366
20662, Nanjemoy 1202
20664, Newburg 1562
20675, Pomfret 782
20677, Port Tobacco 895
20693, Welcome 418
20695, White Plains 2932
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Household size:

The average household size in Charles County is 2.79 persons. The ZIP codes with the largest

household sizes include 3.24 in Charlotte Hall, 3.11 in Bel Alton, and 3.10 in Port Tobacco. The ZIP

codes with the smallest household sizes include 1.94 in Benedict and 2.44 in Bryantown. These

are small ZIP codes with an older population. It is expected that they will have smaller households.

2013-2017 Average Household Size

Average Household 5ize (# of persons)

20601, Waldorf

2.93

20602, Waldorf 2.63
20603, Waldorf 2.83
20607, Accokeek 2.89
20611, Bel Alton 3.11
20612, Benedict 1.94
20613, Brandywine 3.01
20616, Bryans Road 2.85
20617, Bryantown 2.44
20622, Charlotte Hall 3.24
20625, Cobb Island 2.5

20632, Faulkner 3.05
20637, Hughesville 2.96
20640, Indian Head 2.72
20645, Issue 2.91
20646, La Plata 2.77
20658, Marbury 2.71
20659, Mechanicsville 3.05
20662, Nanjemoy 2.74
20664, Newburg 2.69
20675, Pomfret 2.53
20677, Port Tobacco 3.10
20693, Welcome 2.73
20695, White Plains 2.97
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Home value:

The median home value in Charles County is $294,000. There is much variation in median
home values by ZIP code from $220,700 in Indian Head to $392,700 in Port Tobacco.

Charles County ZIP codes by Median Home Value Categories:

$200,000-$250,000: 20602, 20640

$250,000-$300,000: 20601, 20612, 20616, 20632, 20658, 20659, 20664
$300,000-%$350,000: 20603, 20611, 20613, 20622, 20625, 20662, 20675, 20695
$350,000-$400,000: 20607, 20617, 20637, 20645, 20646, 20677, 20693

2013-2017 Median Home Value Median Home Value (in dollars)
20601, Waldorf $275,500
20602, Waldorf $236,900
20603, Waldorf $303,800
20607, Accokeek $368,500
20611, Bel Alton $347,000
20612, Benedict $294,800
20613, Brandywine $349,800
20616, Bryans Road $263,100
20617, Bryantown $384,500
20622, Charlotte Hall $330,700
20625, Cobb Island 5301,500
20632, Faulkner 5268,500
20637, Hughesville $386,400
20640, Indian Head $220,700
20645, |ssue 5356,100
20646, La Plata $354,200
20658, Marbury $252,900
20659, Mechanicsville $296,700
20662, Nanjemoy %310,900
20664, Newburg 5285,200
20675, Pomfret $317,600
20677, Port Tobacco $392,700
20693, Welcome $367,200
20695, White Plains $321,200
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Home without indoor plumbing, phones, or kitchen facilities:

While the overwhelming majority of homes in Charles County have indoor plumbing, kitchen
facilities, and phones, there are pockets where people live in homes without these facilities.

For example, the ZIP code 20622, Charlotte Hall, has the highest percentage of homes without
indoor plumbing (5.5%) and the highest percentage of homes without a phone (8.8%). It can be

hypothesized that the Amish population living in that ZIP code accounts for the high percentage
of homes without these modern conveniences.

The ZIP code, 20662, Nanjemoy, also had a high percentage of homes without phones (5.2%)

and a high percentage of homes without kitchen facilities (1.4%).

2013-2017 5 Year Estimates, | Homaes Without Homs Without Harmes Withaut
Cengus Indoor Flumbing Kitchen Facilities Phona
20601, Waldorf 1.0% 0.27% 0.8%
20602, Waldorf 0.2% 1.5% 1.8%
20603, Waldorf 0% 0% 1.0%
20607, Accokealk 0.1% 0.3% 0.5%
20611, Belt Alton 05 % 1]
20612, Benedict 0 e 0%
20613, Brandywine 1.2% 1.0% 4.4%
20616, Bryans Road 15 k% 2.0%
20617, Bryantawn (124 % i
20622, Charlotte Hall 5.5% e 8.8%
20625, Cobb |sland 05 % %
20632, Faulkner (17 % %
20637, Hughesville 0% % 0.4%
20640, Indian Head 0.1% 0.1% 1.2%
20645, Issue 0% % 0%
20646, La Plata 17 0.4% 0.8%
20658, Marbury 0 % i
20659, Mechanicsville 0.7% 0.7% 3.0%
2DEEL, Manjemay 0.9% 1.4% 51%
20664, Newhurg 0 % 3a%
20675, Pomfret 0% % %
20ETT, Part Tabacca 0 % %
20693, Welcorme 0% 0% %
20655, White Flains 0% i 0.6%
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Income:

Public health has long recognized the link between poor health and poverty. Science consistently
shows that low incomes are a significant risk factor in disease incidence and severity as well as
life expectancy.

A study published in April 2016 in the Journal of the American Medical Association examined more
than 1 billion U.S. tax records from 1999 through 2014. They found that higher income was linked
with longer life, with differences in life expectancy across income groups increasing over time.

In particular, the study found that the gap in life expectancy between the richest 1%and

poorest 1%was more than 14 years for men and more than a decade for women. Inequality in life
expectancy increased as well, with men and women in the top 5%of income distribution gaining
about three years of life expectancy, while those in the bottom 5%gained virtually no additional
years of life.

Median Income:

Employment and economic indicators for the county are fairly strong. The median household
income in Charles County is $93,973. However, there is significant variation when examining this
data by ZIP code. The median household incomes among Charles County ZIP codes ranges from
$45,776 in 20601, Waldorf, to $130,313 in 20693, Welcome. Other ZIP codes with a lower median
household income include Bryantown, 20617, Indian Head 20640, and Faulkner, 20632.

2013-2017 Median Househald Income Median Household Income in Past 12 Months (in dollars)
20601, Waldorf 545,776
| 20602, Waldorf $87,545
20603, Waldaorf $108,384
20607, Accokeek 121,524
20611, Bel Alton 581,071
2061 2, Benedict Too few cases ta coOmpute ¢stimate
20613, Brandywine 111,931
20616, Bryans Road SE8,384
20617, Bryantown 569,100
| 20622, Charlotte Hall 591,458
20625, Cobb kland Too few caded ta compute etimate
| 20632, Faulkner 564,946
20637, Hughesville 5124806
20640, Indian Head £65,940
| 20645, Issue $122,083
20646, La Plata $08, 737
20658, Marbury $70,000
20659, Mechanicsville £96,003
206632, Nanjemay §75,638
| 20654, Newburg $79,375
20675, Pomiret 579,808
.EI:E-??, Port Tobacoo £109,125
20633, Welcome $130,313
20635, White Plains Sll:l‘l.,ilﬂ
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Income:

Public health has long recognized the link between poor health and poverty. Science consistently
shows that low incomes are a significant risk factor in disease incidence and severity as well
as life expectancy.

A study published in April 2016 in the Journal of the American Medical Association examined more
than 1 billion U.S. tax records from 1999 through 2014. They found that higher income was linked
with longer life, with differences in life expectancy across income groups increasing over time.

In particular, the study found that the gap in life expectancy between the richest 1%and

poorest 1%was more than 14 years for men and more than a decade for women. Inequality in life
expectancy increased as well, with men and women in the top 5%of income distribution gaining
about three years of life expectancy, while those in the bottom 5%gained virtually no additional
years of life.

Median Income:

Employment and economic indicators for the county are fairly strong. The median household
income in Charles County is $93,973. However, there is significant variation when examining this
data by ZIP code. The median household incomes among Charles County ZIP codes ranges from
$45,776 in 20601, Waldorf, to $130,313 in 20693, Welcome. Other ZIP codes with a lower median
household income include Bryantown, 20617, Indian Head 20640, and Faulkner, 20632.

2013-2017 Median Househald Income Median Household Income in Past 12 Months (in dollars)
20601, Waldorf 545,776
| 20602, Waldorf $87,545
20603, Waldaorf $108,384
20607, Accokeek 121,524
20611, Bel Alton 581,071
2061 2, Benedict Too few cases ta coOmpute ¢stimate
20613, Brandywine 111,931
20616, Bryans Road SE8,384
20617, Bryantown 569,100
| 20622, Charlotte Hall 591,458
20625, Cobb kland Too few caded ta compute etimate
| 20632, Faulkner 564,946
20637, Hughesville 5124806
20640, Indian Head £65,940
| 20645, Issue $122,083
20646, La Plata $08, 737
20658, Marbury $70,000
20659, Mechanicsville £96,003
206632, Nanjemay §75,638
| 20654, Newburg $79,375
20675, Pomiret 579,808
.EI:E-??, Port Tobacoo £109,125
20633, Welcome $130,313
20635, White Plains Sll:l‘l.,ilﬂ
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Adult and Child Poverty:

The highest rates of childhood poverty in Charles County were located in two ZIP codes in the
western side of the county: 20664, Newburg, at 24.2% of the population and 20640, Indian Head,
at 14.1% of the population.

The highest rate of adult poverty in Charles County were located in the ZIP codes, 20675,
Pomfret, at 13.3% and 20658, Marbury, at 10.6%. Adult poverty was also high in Nanjemoy (10.5%)
and Newburg (10.1%).

Another indicator for assessing income is to examine the percentage of people who are spending
greater than 35% of their income on gross rent. Gross rent is the contract rent plus the estimated
average monthly cost of utilities (electricity, gas, and water and sewer) and fuels (oil, coal,
kerosene, wood, etc.) if these are paid by the renter (or paid for the renter by someone else).
Gross rent eliminates the differences resulting from a variety of practices associated with utilities
and fuels as part of the rental payment. The estimated costs of water, sewer and fuels are reported
on a 12-month basis but are converted to monthly figures for the tabulations. The median gross
rent in Charles County is $1618. This is above the national average gross rent of $982.

When examining the percentage who are spending 35% of greater of their income on gross rent,
the ZIP codes with the highest percentages were 20645 Issue (81.1%), 20607 Accokeek (83.3%),
and 20637 Hughesville (67.0%). These ZIP codes are located in different parts of the county;
however, they have high median household incomes and high home values as stated above.
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2013-2017 Poverty levels | Child Poverty (% of total population) | Adult Poverty (% of total population)
20601, Waldorf 8.1% 5.3%
20602, Waldorf 12.1% 9.2%
20603, Waldorf 5.9% 3.94%
20607, Accokeek 5.1% 2.5%
20611, Bel Alton 5.1% 10.1%
20612, Benedict Too few cases to compute estimate | 3.3%
20613, Brandywine 6.6% 4.9%
20616, Bryans Road 10.1% 6.6%
20617, Bryantown 9.0% 7.3%
20622, Charlotte Hall 11.5% 74%
20625, Cobb Island 6.3% 9.0%
20632, Faulkner 0% 0%
20637, Hughesville 7.4% 5.7%
20640, Indian Head 14.1% 7.8%
20645, Issue 0% 1.7%
20646, La Plata T.0% 4.2%
20658, Marbury 11.2% 10.6%
20659, Mechanicsville 8.3% 5.8%
20662, Nanjemoy 5.8% 10.5%
20664, Newburg 24.2% 10.1%
20675, Pomfret 2.1% 13.3%
20677, Port Tobacco 5.2% 6. 7%
20693, Welcome 12.1% 2.4%
20655, White Plains 10.0% 3.9%
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2013-2017 Gross Rent as Percent of Income

35% or more (in percent)

20601, Waldorf 42.1%
20602, Waldorf 37.80%
20603, Waldorf 49.5%
20607, Accokeek 83.3%
20611, Bel Alton 26.7%
20612, Benedict 0%
20613, Brandywine 38.0%
20616, Bryans Road 29.3%
20617, Bryantown Too few samples to compute estimate
20622, Charlotte Hall 36.2%
20625, Cobb Island 50%
20632, Faulkner 0%
20637, Hughesville 67.0%
20640, Indian Head 57.8%
20645, Issue 81.1%
20646, La Plata 40.3%
20658, Marbury 33.0%
20659, Mechanicsville 46.4%
20662, Nanjemoy 26.8%
20664, Newburg 33.9%
20675, Pomfret 0%
20677, Port Tobacco 61.8%
20693, Welcome 18.0%
20695, White Plains 49.5%

73



Health Insurance Coverage:

One of the key components of access to health care is the availability of health insurance
coverage. According to the 2018 Charles County Community Health Needs Assessment Report,
cost is the number one reason why individuals in the county do not get the care that they need.

The ZIP codes with the highest uninsured rates include 20612, Benedict, and 20622, Charlotte Hall.

The large Amish community would account for the high rate in Charlotte Hall. Those individuals

tend to be self-pay and seek medical services only in emergencies.

Two ZIP codes were fully insured for health care: 20617, Bryantown, and 20632, Faulkner.
This may be due to the small size of those ZIP codes. There was a limited sample size for those

ZIP codes so the data may not be reliable.

2013-2017 Health Insuranoe Health Insurance Linirsured
20601, Waldorl §5.3% 4, 7%
20602, Waldarf . T il%
20603, Waldorf 56.4% 3.6%
20607, Accokeek §5.6% 445
20611, Bel Alton 83.4% Bb.6%
20612, Benadict Br.rk 12.3%
20613, Brandywine §4.1% 5.5%
20616, Bryans Road 53.8% B.2%
20617, Bryantown 100% s
20622, Charlotte Hall Bb. e 13.3%
20615, Cobb Island 5.0 F.0%
20632, Faullner 100% %
20637, Hughesville . 1% i9%
20640, Indian Head S B 5.2%
20645, lssue G 5% 1.5%
20648, La Plata 95.6% d.4%
20658, Marbury 9.0 E R
20659, Mechanicsville 93.5% 6.5%
20662, Nanjemay 97 6% 2.4%
20664, Mewburg S B% 5%
20675, Pormfret 92.6% 7%
20677, Port Tobatto i 7%
20693, Weloome R O 1.1%
20695, White Mains S7.5% 5%
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Internet Access:

In the digital age, many forms of health information and education have moved online.
Those with access to a computer and the internet can participate in online health education

or telehealth services.

The highest rates of computer access are in Waldorf and Accokeek where the majority of the
county population resides. This is a very suburban region of the county. The lowest rates of
computer access are in Benedict, 20612, and Cobb Island, 20625. Benedict is a rural area in the
eastern part of the county. Cobb Island is a rural area in the southwestern region of the county.

Access to broadband internet is lowest in rural ZIP codes of 20612, Benedict, 20625, Cobb Island,

20632, Faulkner, and 20662, Nanjemoy. The rates of broadband internet are highest

in the suburban ZIP codes of 20603, Waldorf, and 20607, Accokeek.

F0A3-201F Internet and Computer Aooess

Computer Acoess

Broadbard Internet

20640, Waldar! 53 4% .2%
20E02, Waldarf BS.3% B4.6%
0, Waldarf 05, 2% Ok 20%
JOE0T, Acakeek 97.6% 4%
F0E11, Bel Alton B1.0% BE.4%
J0612, Benadict a4, I3 37.8%
20613, Brandywine 00.6% BE A0
10616, Bryans Road 50.4% B.1%
F061T, Bryantawn 5% TL2%
2612, Charlotte Hall B3.9% T7.0%
20615, Cobb tsland 5614 6. 7%
206G, Favlkner TG.0% 52.0%
DOGEAT, Hug e dville B3.3% Bd.2%
J0B40, indian Head B5.1% Tr2%
J0645, Koue 9. 1% E9.2%
H0E46, La Plata BE. 7% B3.2%
20658, Marbury Ta.4% T2.50%
H0G59, Mechaniciville 00.3% BE.0%
J0G0E, Manpemory Fl.B% B8
D066, Mewbung 73.9% E3.6%
HEYE, Pomifret BT.E6% B4.6%
20677, Port Tobacco B7.3% B0
F0EY3, Welcome G240 Be. 7%
HESE, ‘White Plains 63 4% BE oK
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Education:

“Education is the single most important modifiable social determinant of health,” said Anthony
[ton, MD, JD, MPH, senior vice president for healthy communities at The California Endowment.
“Income and education are the two big ones that correlate most strongly with life expectancy
and most health status measures.”

Education is not just about what is learned in the classroom; it is also about the doors it unlocks
to future well-being. U.S. women who were aged 25 years in 2005 who never finished high school
could expect to live another 52 years, compared to another 57.3 years for women who completed
high school, according to a 2010 National Center for Health Statistics report. Men who never
finished high school could expect to live another 46.2 years, compared with 51.5 for those with
high school diplomas.

Because of the relationship between education and health, Healthy People 2020 set goals related
to education access. One of those goals, boosting the number of kids who graduate in four years
as of ninth grade, is a Leading Health Indicator, meaning it is a priority for U.S. health under
Healthy People 2020. Seventy-nine percent of public school students completed high school

in four years as of the 2010-2011 school year. The goal is to increase that to 87%by 2020.

The building blocks of good health have their foundation in social and emotional skills learned
during early childhood. “Early childhood programs such as preschool use games and social
interactions to expose children to the concepts of problem solving and thinking ahead, which
forces them to think about the consequences of their actions,” said W. Steven Barnett, PhD,
director of the National Institute for Early Education Research at Rutgers University. “That is a
practice carried into adulthood that may lead to better decision making about situations that
could impact health.”

Charles County has a larger percentage of high school graduates than Maryland (92.7% vs. 89.8%);
however, Charles County has a smaller percentage than Maryland of individuals with a bachelor’s
degree or higher (28.5% vs. 39.0%).

The ZIP codes with the greatest percentages of residents with a high school diploma or
higher include 20645, Issue, and 20658, Marbury. The ZIP codes with the lowest percentages
of residents with a high school diploma or higher include 20622, Charlotte Hall, and 20662,
Nanjemoy. Nanjemoy is a rural region of the county that is geographically isolated. It also

has a low percentage of people with a bachelor’s degree or higher (10.8%).

The ZIP codes with the greatest percentages of residents with a bachelor’s degree or higher
include 20607, Accokeek, 20617, Bryantown, and 20645, Issue. The ZIP codes with the lowest
percentages with a bachelor’s degree or higher include 20625, Cobb Island, 20632, Faulkner,
and 20662, Nanjemoy. All of the low ZIP codes are in rural regions of the county.
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2013-2017 Education High School Diploma or Higher | Bachelor's Degree or Higher
20601, Waldorf 93.0% 25.9%
20602, Waldorf 91.9% 24.8%
20603, Waldorf 94 5% 38.5%
20607, Accokeek 94.8% 44.0%
20611, Bel Alton 86.2% 17.8%
20612, Benedict 87.0% 26.5%
20613, Brandywine 93.8% 30.3%
20616, Bryans Road 93.5% 28.9%
20617, Bryantown 98.2% 42.4%
20622, Charlotte Hall 85.2% 17.6%
20625, Cobb Island 92.1% 10.3%
20632, Faulkner 94.9% 5.9%
20637, Hughesville 93.7% 29.5%
20640, Indian Head 91.6% 22.6%
20645, |ssue 98.1% 41.2%
20646, La Plata 92.2% 30.5%
20658, Marbury 98.5% 15.0%
20653, Mechanicsville 90.5% 21.6%
20662, Nanjemaoy B0.3% 10.8%
20664, Newburg 90.4% 14.6%
20675, Pomfret B7.0% 17.9%
20677, Port Tobacco 92.8% 35.8%
20693, Welcome 94.6% 31.2%
20695, White Plains 95.6% 30.4%
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Transportation:

Access to affordable, convenient transportation plays a crucial role in health. The cost and time
required for daily travel between home, work, school, day care, and groceries greatly impacts

the quality of life for us all. Those who can afford it live where getting around is easier. Those
who cannot afford it face long commutes, crowded buses, and often miss out on life-improving
opportunities that they simply cannot get to on a reliable basis. A robust, affordable, and reliable
transit system means better access to education and jobs, recreational and after-school activities,
healthier food options, health care facilities, as well as friends and family.

In Charles County, most households have access to at least one vehicle. Most ZIP codes in
Charles County have a no-vehicle rate of less than 5%. There are a few outliers such as 20612,
Benedict, that has a no-vehicle rate of 29% and Charlotte Hall at 7.7%. Charlotte Hall may be
explained by the presence of the Amish population who use carriages and bicycles as their
primary means of transportation.

As stated previously, the sample size for the ZIP code 20612, Benedict, is very small, so caution
should be taken before making any conclusions regarding the data. Even one change in response
can skew the percentage in a small community.
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2013-2017 Transportation Mo Vehicle
20601, Waldorf 0.3%
20602, Waldorf 1.2%
20603, Waldorf 1.7%
20607, Accokeek 1.4%
20611, Bel Alton 0%
20612, Benedict 29.0%
20613, Brandywine 2.5%
20616, Bryans Road 3.9%
20617, Bryantown 0%
20622, Charlotte Hall 7.7%
20625, Cobb Island 0
20632, Faulkner %%
20637, Hughesville 6.1%
20640, Indian Head 4.8%
20645, |ssue 2.5%
20646, La Plata 3.0%
20658, Marbury 3.1%
20659, Mechanicsville 4.5%
20662, Nanjemay 5.3%
20664, Newburg 1.8%
20675, Pomnfret 2.2%
20677, Port Tobacco 4.1%
20693, Welcome 0%
20635, White Plains 0.8%
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Mean time to work:

The mean travel time to work in Charles County is 43.9 minutes. This is longer than the state
average of 32.7 minutes. Those in 20645, Issue, and 20693, Welcome, have the longest mean
travel times to work. Those living in La Plata and Pomfret experience the smallest mean travel
times to work. La Plata is the county seat of the county and runs along the main U.S. 301 corridor
where the majority of commerce is located in the county.

2013-2017 Transportation Mean Travel Time to Work (in minutes)
20601, Waldorf 418
20602, Waldorf 44.7
20603, Waldorf 45.9
20607, Accokeek 412
20611, Bel Alton 381
20612, Benedict Number of cases are too small to compute
20613, Brandywine 44.7
20616, Bryans Road 46.7
20617, Bryantown 48.1
20622, Charlatte Hall 45.2
20625, Cobb Island 47.3
20632, Faulkner 41.1
20637, Hughesville 45.2
20640, Indian Head 44.0
20645, lssue 55.6
20646, La Plata iv.e
20658, Marbury 41.3
20659, Mechanicsville 41.1
20662, Nanjemoy 45.5
20664, Newburg 45.1
20675, Pomfret 35.9
20677, Port Tobacco 428
20693, Welcome 51.2
20695, White Plains 48 .4
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Employment:

Every day, many Americans are either working or looking for work. Multiple aspects
of employment—including job security, the work environment, financial compensation,
and job demands—may affect health.

Job benefits such as health insurance, paid sick leave, and parental leave can affect the health

of employed individuals. Two key functions of health insurance are access to affordable medical
care and financial protection from unexpected health care costs. Paid sick leave, another benefit
offered by some employers, allows employees to seek medical care for themselves or dependent
family members without losing wages. In addition, some employers offer maternity leave after
the birth of a child; this leave is frequently unpaid. Maternity leave has been associated with a
number of positive health outcomes for both women and children.

Unemployment can also have negative health consequences. Those who are unemployed
report feelings of depression, anxiety, low self-esteem, demoralization, worry, and physical
pain. Unemployed individuals tend to suffer more from stress-related illnesses such as high
blood pressure, stroke, heart attack, heart disease, and arthritis. In addition, experiences such
as perceived job insecurity, downsizing or workplace closure, and underemployment also have
implications for physical and mental health.

The highest rates of unemployment in Charles County were in the ZIP codes 20617, Bryantown,
at 8.3% and 20658, Marbury, at 12.7%. Marbury is a rural ZIP code in the western region of the
county. Bryantown is located in the southeastern region of the county. The lowest unemployment
rates were in the ZIP codes of 20612, Benedict (0%) and 20611, Bel Alton (1.8%). Both are small
ZIP codes. With small sample sizes in large community surveys, they may be misrepresented.
Caution should be taken before making any conclusions or assumptions on the data.
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2013-2017 Unemployment

Unemployment Rate

20601, Waldarf 3.7%
20602, Waldorf 5.8%
20603, Waldorf 3.4%
20607, Accokeek 5.7%
20611, Bel Alton 1.8%
20612, Benedict 0%
20613, Brandywine 5.4%
20616, Bryans Road 2.4%
20617, Bryantown 8.3%
20622, Charlotte Hall 3.0%
20625, Cobb Island 3.2
20632, Faulkner 7.6%
20637, Hughesville 4.1%
20640, Indian Head 7.1%
20645, Issue 5.8%
20646, La Plata 4.5%
20658, Marbury 12.7%
20659, Mechanicsville 2.7%
20662, Nanjemoy 8.4%
20664, Newburg 2.4%
20675, Pomfret 8.0%
20677, Port Tobacco 4.3%
20693, Welcome 3.1%
20695, White Plains 5.0%
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Social Determinants of Health References:

1. Social Determinants of Health ZIP code level data on Employment, Education, Income,

Transportation, Computer Access, Disability, Health Insurance, Poverty, Housing, Language.

2013-2017 average and 2017 American Community Survey. United States Census Bureau.
American FactFinder. Available at www.census.gov.

Qualitative Data Pertaining to Social Determinants of Health:

On the long survey, 53.7% of the respondents felt that transportation is a problem
in Charles County. 23.7% felt that transportation is a serious problem.
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The Burden of Heart Disease, Stroke, and Their Risk Factors:

Heart Disease:

Mortality:

Heart disease is the second leading cause of death in Charles County. In 2018, a total of
332 Charles County residents died from major cardiovascular diseases and 256 of those deaths
were from heart disease (77%). This constitutes a 2018 Charles County crude heart disease death

rate of 158.5 per 100,000. Deaths due to heart disease made up 22.2% of the total Charles County
deaths in 2018.

The 2016-2018 (three-year average) Charles County age-adjusted heart disease death rate

was 166.7 per 100,000. This was the highest rate for any cause of death in Charles County.

The Charles County heart disease death rate is slightly below the Maryland state average rate

of 163.8 per 100,000. However, this difference is not statistically significant. The Charles County
heart disease mortality is the 7th lowest among the Maryland jurisdictions. The 2016-2018

Charles County heart disease mortality rate is a small increase from the 2014-2016 Charles County
heart disease mortality rate of 166.7 per 100,000.

Charles County Heart Disease Mortality Rates, 2007-2009 to 2016-
2018
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Racial disparities exist on a county level for heart disease mortality. Charles County Whites have
a higher heart disease mortality rate than Charles County African Americans (183.5 vs. 153.3).
Due to small case counts, heart disease mortality rates cannot be calculated on a county level
for Hispanics and Asians.

The heart disease mortality rate for Charles County African Americans of 153.3 per 100,000 was
well below the Maryland African American rate of 193.8 per 100,000. The heart disease mortality
rate for Charles County Whites of 183.5 per 100,000 was, however, above the Maryland White
rate of 166.6 per 100,000.

2015-2017 3-Year Average Heart Disease Mortality Rates for
Charles County and Maryland
250

200 193.8
183 %
166.7 166.4 166.6
= 153.3
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=
—
&
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o
50
1]
Overall African Amerscan Whate
m Charles County  ® Maryland
Prevalence:

Estimates on the prevalence of coronary heart disease and angina in Charles County can be
calculated using the Maryland Behavioral Risk Factor Surveillance System or BRFSS. The BRFSS
also provides estimates on the number of Charles County residents who have suffered a heart
attack. 2019 BRFSS data is available with age-adjusted and weighted responses for the

Charles County population.

Heart Attack Prevalence:

2019 Charles County BRFSS participants were asked if they have ever had a heart attack.
Once weighted, it is estimated that 4.2% of Charles County residents have ever suffered a
heart attack. This is above the 3.1% reported for Maryland.
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Ever had a heart attack: weighted percentage
Charles County 4.2%
Maryland 3.1%

Angina and Coronary Heart Disease Prevalence:

When asked if a doctor or health professional has ever told them that they have angina or
coronary heart disease, 3.9% of Charles County residents reported having angina or coronary
heart disease. This is above the 2.6% reported for Maryland.

Ever have angina or coronary heart disease: weighted percentage
_ Charles County 3.9%
- Maryland 2.6%

Doctor Diagnosed Heart Disease:

When asked if a doctor or health professional has ever told them that they have heart disease
(angina, coronary heart disease, and/or heart attack), 5.4% of Charles County reported having
heart disease. This is above the 4.5% reported for Maryland.

Ever have heart disease: weighted percentage
~ Charles County 5.4%
. Maryland 4.5%

Doctor Diagnosed Cardiovascular Disease:

When asked if a doctor or health professional has ever told them that they have cardiovascular

disease (angina, coronary heart disease, stroke, and/or heart attack), 7.5% of Charles County
reported having cardiovascular disease. This is above the 6.4% reported for Maryland.

| Ever have cardiovascular disease: weighted percentage
Charles County 7.5%
Maryland 6.4%
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Stroke:

Mortality:

Stroke, or cerebrovascular disease, is the 6th leading cause of death in Charles County. In 2018,
a total of 45 Charles County residents died from a stroke. This constitutes a 2018 Charles County
crude stroke death rate of 27.9 per 100,000. Deaths due to stroke made up 3.9% of the total
Charles County deaths in 2016.

The 2016-2018 (three-year average) Charles County age-adjusted stroke death rate was 31.2
per 100,000. This was the 5th highest rate among causes of death in Charles County. The
Charles County stroke death rate is below the Maryland state average rate of 40.1 per 100,000.

Atherosclerosis is the build-up of cholesterol plague in the walls of arteries causing obstruction
of blood flow. Plagues may rupture causing acute occlusion of the artery by clot. In 2018, there
were a total of 12 deaths in Charles County due to atherosclerosis.

Prevalence:

Estimates on the prevalence of stroke in Charles County can be calculated using the Maryland
Behavioral Risk Factor Surveillance System or BRFSS. 2019 BRFSS age-adjusted and weighted
estimates were used for this analysis.

2019 Charles County BRFSS participants were asked if they have ever had a stroke. It is estimated
that 3.1% of Charles County residents have ever suffered a stroke. This is higher than the 2.8%
reported for Maryland for the same time period. The Charles County stroke prevalence of 3.1%

is down from 4.6% reported in 2014.

| Ever had a stroke: weighted percentage
| Charles County 3.1%
| Maryland 2.8%

Hypertension or High Blood Pressure:

Mortality:

Hypertension, or high blood pressure, is the 10th leading cause of death in Charles County.
In 2018, a total of 16 Charles County residents died from essential hypertension or hypertensive
renal disease. Hypertension deaths make up 1.3% of the total deaths in Charles County (2016).

Prevalence:

Maryland 2019 BRFSS data was used to determine Charles County’s hypertension prevalence
estimates. All percentage estimates are weighted to reflect the county population.

The 2019 BRFSS asked participants if they have ever been told by a health professional that
they have high blood pressure. 36.1% of Charles County residents reported that they have been
told by a health professional that they have high blood pressure. This is higher than the Maryland
percentage of 32.2%.
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Among those who reported that they have hypertension, 65.3% reported that they are currently
taking medication to control their high blood pressure. This percentage is higher than the
Maryland state average percentage of 61.7%.

Emergency Department Visit Rates for Hypertension:

The 2017 Charles County Emergency Department (ED) Visit Rate for Hypertension was 469.9
per 100,000 population. This rate was higher than the Maryland ED hypertension visit rate of
351.2. It was also an increase from the 2014 Charles County Hypertension ED visit rate of 347.7
per 100,000 population reported in the last needs assessment report. Charles County has seen
an increase in the hypertension ED visit rate each year starting from a rate of 201.4 per 100,000
in 2008 to 469.9 per 100,000 in 2017.

There are racial disparities in the hypertension ED visit rate in Charles County. Charles County
African Americans had a hypertension ED visit rate of 734.9 per 100,000 compared to 271.8
per 100,000 for Charles County Whites.

2017 Hypertension-Related Emergency Department Visit Rates
per 100,000 for Charles County and Maryland
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The Chesapeake Regional Information Sharing for our Patients (CRISP), is the health information
exchange for the state of Maryland. CRISP Reporting Services provides public health dashboards
with queries for emergency department and inpatient stays by demographics for many health
conditions, including hypertension.
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In 2019, there were 8,924 emergency department (ED) visits for Charles County residents
related to hypertension. 77% of those ED visits were at the University of Maryland Charles
Regional Medical Center. The next highest facility was MedStar Southern Maryland Hospital
with 7% of the ED visits. In Charles County, females have more hypertension-related ED visits
than males (5,078 vs. 3,846).

Charles County African Americans are disproportionately affected by hypertension-related ED

visits and make up 59% of the total hypertension-related ED visits for Charles County residents.

2019 CHARLES COUNTY HYPERTENSION-RELATED ED VISITS BY RACE

Asian/Pacific : ) Other
Islander/MNative Hawallan 3%
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African American
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When examining my payer source, the largest payer is Medicare followed by
Commercial/Other insurance.
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2019 CHARLES COUNTY HYPERTENSION-RELATED ED
VISITS BY PAYER

Self-Pay/Charity

Medicare

405
Commercial fOther

It

Medicaid
198G

The age group with the largest number of hypertension-related ED visits is the 55-59-year-old

age group who had 1,192 visits in 2019. They are followed closely by those aged 60-64 years and

those aged 50-54 years.
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2019 Charles County Hypertension-Related ED Visits by Age Group Count

U= yiars =11
2-0 years =11
10-14 years <11
15-17 years <11
18-24 years &2
25-29 years 172
30-34 years 273
35-39 years 443
40-44 years 575
45-49 years 782
U2 years 1053
3= YEars 1192
B0-54 years 1091
65-68 years 819
=74 years ri
75-14 years s
B0-84 years 493
B5+ years t2d

The same data source can be used to examine hypertension-related Inpatient visits for

Charles County for 2019. Females have more hypertension-related inpatients visits than males
(2,599 vs. 2,397). Charles County Whites and African Americans make up the majority of the
hypertension-related inpatient visits. Medicare is the largest payer source for hypertension-related
patient stays (66%). The age group with the most inpatient visits are those aged 75-79 years.
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2019 CHARLES COUNTY HYPERTENSION-RELATED
INPATIENT VISITS BY RACE

American Indian/Alaska Native Ot hir
- 3%

Aslan/Pacific
lander/Native
Hawaiian
2%
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5%

White
49%

2019 CHARLES COUNTY HYPERTENSION-RELATED
INPATIENT VISITS BY PAYER
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2019 Charles County Hypertension-Related ED Visits by Age Group Caunt

(-4 years <11
50 years <11
10-14 years <11
15-17 years <11
18-24 years b
25-29 years 172
30-34 years 273
35-39 years 348
40-44 years 375
45-49 years 782
50-54 years 1023
55-54 years 1194
BO0-B4 yoears 1091
B5-B9 years H1%9
J0-T4 years Frry
7579 years 707
80-84 years 498
85+ years 524

Heart Disease/Stroke/Hypertension References:
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by gender and race. 2018 Maryland Vital Statistics Report. Maryland Department of Health.
Available at: https://health.maryland.gov/vsa/Documents/Reports%20and%20Data/Annual%20
Reports/REV_2018annual.pdf.
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Qualitative Data Relating to Heart Disease, Stroke, and High Blood Pressure:

On the long community health survey, 26 health issues were listed and participants were asked
to rate the severity of those issues in Charles County. Over half of the participants (53.7%)
viewed high blood pressure as a health problem in the county. Approximately one-quarter of

the participants (26.0%) listed high blood pressure as a “serious problem.” On the same listing,
heart disease was listed as a health problem by 47.2% of the survey participants. One-fifth of the
participants (20.3%) felt that heart disease was a serious problem in the county. Stroke was listed
as a health problem by 45.5% of the respondents. 16.6% viewed stroke as a “serious problem.”

Long survey participants were asked if they have seen improvements in the county on any
of 13 listed health topics. 19.9% reported that they have seen improvements in the county
regarding heart disease, 15.5% reported that they have seen improvements in the county
regarding high blood pressure, and 10.6% reported that they have seen improvements in the
county regarding stroke.

Long survey participants were also asked a series of questions regarding risk factors that might
increase their chances for chronic disease such as high blood pressure/stroke and heart disease.
Some of the risk factors included physical activity, healthy eating, and stress levels. Only 8.8%
reported that they always eat five or more servings of fruits and vegetables each day; 14.6%
always get an hour of physical activity each day; 58.6% take a vitamin each day, and 7.3% never
feel stressed out.

Short survey participants were asked what the biggest health problems are in Charles County.
High blood pressure/stroke was the 5th most commonly answered health topics on the short
survey with 312 listed it as the one of the biggest health problems (41.3%). 263 people felt that
heart disease was one of the biggest health problems in Charles County (34.8%).

Short survey respondents recognized community resources to address heart disease, stroke,
and high blood pressure. 16.2% reported that the county had some or many resources for
heart disease. 14.7% reported that the county had some or many resources to address stroke.
15.1% felt that the county had some or many resources for high blood pressure.

Heart disease was cited by 7.8% of key informant interviews as the health condition most
affecting Charles County.
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Charles County Cancer Incidence and Mortality: A state and jurisdictional comparison

Introduction:
2018 Maryland Vital Statistics Report:

Cancer is the leading cause of death in Charles County. In 2018, a total of 288 deaths occurred
in Charles County from cancer (2018 Maryland Vital Statistics Report).

The 2018 Charles County all-cancer site crude death rate was 178.3 per 100,000 population.
This rate is lower than the Maryland state average cancer death rate of 181.0 per 100,000. This rate
is an increase from the 2016 Charles County all-cancer site crude death rate of 160.4 per 100,000.

The age-adjusted 2016-2018 Charles County all-cancer mortality rate was 165.4 per 100,000.
This was above the Maryland state average rate of 152.6 per 100,000. The Charles County
2016-2018 rate is an increase from the 2014-2016 Charles County all cause cancer mortality rate
of 158.3 reported in the last needs assessment report. Three-year periods are often combined
to increase sample size and therefore increase the validity of the mortality rates.

The greatest number of cancer deaths were from cancer of the lung, trachea, or bronchus
(50) and other sites (97). Lung, trachea, and bronchus cancer accounted for nearly one-fifth
of all 2018 cancer deaths (17.4%). This cancer site was followed by other cancer sites, breast,
and colon/rectum/anus.

Charles County Deaths by Cancer Site: | Number of Deaths

Stomach | 2

Colon/Rectum/Anus | 24

Pancreas | 22

Trachea, Lung, Bronchus | 50

Breast 29

Cervix, Uteri, Ovary 21

Prostate | 15 i

Urinary Tract 14 |

Non-Hodgkin's Lymphoma 8 i

Leukemia I '
| Other 97

2019 Maryland DHMH Cigarette Restitution Fund Program’s Cancer Reports:

Cancer incidence and mortality data for the time period 2012-2016 and for 2016 only are presented
below. Data was extracted from the Cigarette Restitution Fund Program’s 2019 Cancer Report.
Charles County rates for overall cancer rates, as well as site specific rates, were compared to the
United States and Maryland average rates as well as the rates for the neighboring jurisdictions of
Calvert and St. Mary’s counties.
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All Cancer Sites Incidence:

20716 Results:

For the year 2016, Charles County had a total of 756 new cases of cancer overall; this
corresponds to a 2016 all site incidence rate of 451.5 per 100,000 population. Charles County
had the 8th lowest all cancer site incidence rate among the 24 Maryland jurisdictions. This rate
is higher than the Maryland average rate, the U.S. national rate, the Calvert County rate, and the
St. Mary’s County rate.

When stratified by gender, Charles County males have generally higher cancer incidence rates
than Charles County females. The 2016 all cancer site incidence rate for Charles County males
was 524.9 versus 401.3 for Charles County females.

When stratified by race, rates are higher for the White population than the African American
population in Charles County. The white all site incidence rate was 490.5 compared to the black
all site rate of 397.6 and the other race all site rate of 325.6.

When compared with the Maryland state average rate for all cancer site incidences,

Charles County males have a higher rate than Maryland males. Charles County females have a
lower rate than Maryland females. Charles County African Americans have a lower incidence rate
to the rate for Maryland African American males. Charles County Whites have a higher rate than
Maryland Whites.

Number of New Cancer Cases for 2016: All Cancer Sites Combined

Total Male Female White Black | Other
Maryland | 31079 | 15307 | 15765 | 21021 | 8307 | 1295
Charles 756 387 369 454 266 26
County
Calvert 467 242 225 397 65 <6
County
St. Mary’s | 463 231 232 377 75 7
County

S: Case counts were suppressed to prevent disclosure of data in other cells.

2016 All Cancer Site Incidence Rates (per 100,000 population)

Total Male Female White Black Other
Maryland 443.6 481.6 419.1 453.0 430.4 286.1
Charles 451.5 524.9 401.3 430.5 397.6 325.6
County
Calvert 429 8 471.4 389.7 434.5 436.7 e
St. Mary's 378.8 382.7 376.0 370.2 456.8 g
County

** Rates are not calculated for case counts less than 15.
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All site cancer incidences rates were also examined for the Hispanic population in Maryland.

A total of 1,025 Hispanic Marylanders were diagnosed with cancer in 2016; this corresponds

to an all-site incidence rate of 292.2 per 100,000 population. For the Southern Maryland region,
there were 31 new cancer cases in the Hispanic population with an all-site incidence rate of 304.2
per 100,000. There were 18 cases from Charles County with an all-site incidence rate of 385.2.

20712-2016 Combined Results:

The 12-16 Charles County all site incidence rate was 438.5 per 100,000. This rate is less than the
Maryland state average rate of 443.9 and similar to the U.S. average rate of 435.1. The Charles
County rate is lower than the Calvert County rate of 455.0 but higher than the St. Mary’s County
rate of 418.7. For this time period, Charles County has the 6th lowest all cancer site incidence rate
among the 24 Maryland jurisdictions.

Disparities between the White and Black populations in Charles County are seen for the time
period 2012-2016. The all-site incidence rate for the white population was 467.1 which was higher
than the black all site incidence rate of 403.0. The Other Race all site incidence rate was much
lower at 239.9 per 100,000. This may be due to small numbers of people in the county who
represent the “Other Race” category. This population has been migrating into Charles County

in the last decade and tends to be younger. Therefore, they are a small portion of the county’s
overall deaths and cancer deaths each year.

Cancer still continues to disproportionately affect the male population. From 2012-2016,

the Charles County all site incidence rate for males was 510.9 compared to 385.0 for females.
Charles County males have a higher all site incidence rate compared to males in Calvert County,
St. Mary’s County, and Maryland. The Charles County female all cause incidence rate was the
3rd lowest for that category among the 24 Maryland jurisdictions; the Charles County male all
cause incidence rate is the 13th lowest in the state.

2012-2016 All Cancer Site Incidence Rates (per 100,000 population)

Total Male Female White Black Other
Maryland 443.9 483.1 | 418.4 453.6 437.8 260.4
Charles 4385 510.9 385.0 467.1 403.0 239.9
County
Calvert 455.0 490.3 429.8 460.2 454.4 172.1
County
St. Mary's 418.7 438.2 402.2 421.0 410.1 216.7
County ,

** Rates are not calculated for case counts less than 15.
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All Cancer Sites Mortality:

2016 Results:

In 2016, there were 252 deaths in Charles County attributed to cancer. This constitutes a mortality
rate of 158.0 per 100,000. Charles County had the 10th lowest all sites mortality rate among the

Maryland jurisdictions for 2016. This rate is slightly higher than the Maryland state average rate
of 156.5 but lower than the St. Mary’s county rate (160.8) and the Calvert County rate (176.9).

On a county level, Charles County African Americans experienced slightly higher all site mortality
rates than Charles County Whites (156.8 for Whites and 171.3 for African Americans). A disparity

is also seen on a state level where African Americans have a higher all-site mortality rate than

Whites or Asian/Pacific Islander.

All site mortality rates by gender mirror the same trends as the incidence rates.

Males experienced greater all site mortality rates than females. This was true for Charles County,
Maryland, Calvert, and St. Mary’s County. In Charles County, the 2016 all site mortality rate

for males was 189.3 compared to 140.0 for females in the county.

Number of Deaths in 2016: All Cancer Site Combined

| Total . Male | Female White . Black Other
Maryland | 10911 | 5472 | 5439 7392 | 3174 345
Charles 252 126 126 145 5 <10
County | | | |
Calvert 184 99 85 158 25 <10
County _ _ _
St Mary's 186 102 24 151 5 <10
County
<10= Case counts were suppressed to prevent disclosure of data in other cells.
s = Death counts are suppressed to prevent disclosure of data in other cell(s)
Number of Deaths in 2016: All Cancer Site Combined
. Total . Male . Female White Black Other
Maryland | 156.5 | 183.2 138.4 154.7 176.2 23.0
Charles 158.0 189.3 140.0 156.8 171.3 s
County
Calvert 176.9 221.3 149.8 180.1 179.0 ok
County | | |
St. Mary's 160.8 186.5 138.1 157.0 195.0 g
County

** Rates are not calculated for case counts less than 15.
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2012-2016 Results:

For the time period 2012-2016, the Charles County all cancer site mortality rate was 167.2 per
100,000. Charles County had the highest rate among the three Southern Maryland jurisdictions.
Charles County’s rate is the 13th lowest all site mortality rate among the Maryland jurisdictions.
The Charles County rate falls between 10% below and 10% above the United States national rate
(161.0 per 100,000).

The 2012-2016 White all cancer sites mortality rate is higher than the Charles Black rate

(170.7 vs. 165.9). The Charles County White all site mortality rate was higher than the Maryland
White state average rate (170.7 vs. 158.6). The Charles County African American all site
mortality rate was below than the state average rate for African Americans (165.9 vs. 179.4).
The Charles County Other Race all site mortality rate was higher than the Maryland Other Race
state average rate (106.3 vs. 85.8).

From 2012-2016, males were more likely to die from cancer than females. Charles County males
had an all-site mortality rate of 199.3 versus 145.7 for Charles County females. The Charles County
rates for males and females were slightly higher than Maryland state average rates.

2012-2016 All Cancer Site Mortality Rates (per 100,000 population)

Total | Male | Female White . Black . Other
Maryland 160.3 190.0 140.1 158.6 179.4 85.8
Charles 167.2 199.3 145.7 170.7 1659 106.3
County
Calvert 166.3 196.8 146.2 165.2 190.6 e
County
5t Mary's 176.8 213.2 145.6 177.5 188.5 e
County

** Rates are not calculated for case counts less than 15.

Lung/Bronchus Cancer Incidence:

2016 Results:

The 2016 Charles County lung cancer incidence rate was 40.7 per 100,000 population. This is
the 5th lowest lung cancer incidence rate in the state of Maryland. The Charles County rate is
below the Maryland state average rate of 54.0 per 100,000.

A comparison of county rates by race found that rates for Whites exceeded the rates of African
Americans (48.4 vs. 33.3). If you compare White lung cancer incidence rates, Charles County
has a lower rate than the Maryland state average rate (48.4 vs. 57.0). Charles County African
Americans had a lower rate than the Maryland state average rate (33.3 vs. 50.4).

The incidence of lung cancer was also higher among men than women (58.3 vs. 26.8 in
Charles County). Charles County men have a lower rate (58.3) than the Maryland state
average rate of 59.9 for men.
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Number of New Cases 2016: Lung Cancer

Total Male Female White Black Other
 Maryland 3803 1858 1945 2728 941 120
Charles 69 44 25 48 5 <f
County
Calvert &0 23 37 54 (3] 0
County
St. Mary's 78 34 a4 65 13 0
County
S= Case counts were suppressed to prevent disclosure of data in other cells.
2016 Lung Cancer Incidence Rates
Total Male Female White Black Other
Maryland 54.0 59.9 49.6 57.0 50.4 28.7
Charles 40.7 58.3 26.8 48.4 333 o
County
Calvert 56.4 48.9 65.3 60.7 i 0
County I
St. Mary's 68.6 &60.6 75.0 68.8 e 0
County

** Rates are not calculated for case counts less than 15.

2012-2016 Results:

Between 2012-2016, the Charles County lung cancer incidence rate was 50.9 per 100,000
population. This rate is lower than the Maryland state average rate (55.6). This rate is lower

than the rates for the other Southern Maryland jurisdictions. It is also lower than the United States
average rate of 53.4 per 100,000 population.

The lung cancer incidence rate for this time period for African Americans in Charles County

is less than the rate for the Charles County white population (38.0 vs. 60.0). The African American
lung cancer incidence rate is lower than the Maryland state average rate (53.8). It is lower than
the Calvert County rate and the St. Mary’s County rate. The Charles County white lung cancer
incidence rate is higher than the Maryland state average rate (60.0 vs. 58.4) and is lower than

the rates in the other Southern Maryland jurisdictions.

The rate of lung cancer incidence in Charles County was much higher for men than women

(66.5 vs. 39.1). This difference is significant (p<.05). The rate among Charles County females

was lower than the state; the rate among males was slightly higher than the state. The highest
male lung cancer incidence rate in the Southern Maryland region was St. Mary’s County (69.3);

the highest female lung cancer incidence rate in the Southern Maryland region was Calvert County
and St. Mary’s County (both at 60.2).
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2012-2016 Lung Cancer Incidence Rates

Total Male Female White Black Other

Maryland 5.6 b2.8 50.4 8.4 53.8 26.0
Charles 50.9 66.5 39.1 60.0 38.0 e
County

Calvert &0.3 &0.3 &0.2 62.6 50.0 s
County

St. Mary's 64.6 £9.3 &0.2 67.3 56.5 s
County

** Rates are not calculated for case counts less than 15.

Lung/Bronchus Cancer Mortality:

20716 Results:

In 2016, the lung cancer mortality rate in Charles County was 34.6 per 100,000, which is lower
than the Maryland state average rate of 37.5 per 100,000. The Charles County 2016 lung cancer
mortality rate was lower than the Calvert County rate of 44.8 and lower than the St. Mary’s
County rate of 45.9.

For all jurisdictions analyzed, the lung cancer mortality rate for men was greater than the rate
for women. In Charles County, men were 1.7 times more likely to die from lung cancer in 2016
than women.

2016 lung cancer mortality rate for Blacks in Charles County was slightly higher than the
mortality rate for Charles County Whites (39.0 vs. 35.9).

Number of Lung Cancer Deaths, 2016

Total Male Female White Black Other

Maryland 2639 1375 1264 1889 B84 66
Charles G4 30 24 33 5 <10
County

Calvert 46 26 20 39 <10 <10
County

St. Mary's 54 27 27 40 5 <10
County

S= Case counts were suppressed to prevent disclosure of data in other cells.
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Lung Cancer Mortality Rates, 2016

Total Male Female White Black Other

Maryland 375 45.3 318 353 3.7 16.4
Charles 346 46.1 27.4 359 389.0 Wk
County
Calvert 44.8 53.9 36.2 44 .8 g b

. County
5t. Mary's 45.9 48.4 433 41.6 i3 b

. County

** Rates are not calculated for case counts less than 15.

20712-2016 Results:

The Charles County 2012-2016 lung cancer mortality rate was 39.8 per 100,000. This rate is
similar to the Maryland state average rate of 40.1. The Charles County rate is lower than the

other two Southern Maryland counties: 44.4 in Calvert and 50.0 in St. Mary’s. The Charles County
lung cancer mortality rate also falls 10% below and 10% above the United State national rate of
41.9 per 100,000.

The Charles County lung cancer mortality rates are higher for men than women. Charles County
men were 1.9 times more likely to die from lung cancer from 2012-2016 than Charles County
women. Charles County’s rate for men was higher than the state average rate (54.3 vs. 48.3).

When comparing rates by race, Whites in Charles County had a greater rate of lung cancer
mortality than African Americans (45.8 vs. 32.6). The lung cancer mortality rate among Charles
County whites was higher than the Maryland state average rate, and the lung cancer mortality
rate among Charles County African Americans was lower than the Maryland state average rate.

Lung Cancer Mortality Rates, 2012-2016

Total Male Female White Black Other
Maryland 40.1 48.3 34.2 41.6 40.5 17.8
Charles 39.8 54.3 289 45.8 326 o
County
Calvert 44.4 46.1 42.3 45.2 44.0 e
County
St. Mary's 50.0 62.3 39.0 49.6 S58.6 st
County

** Rates are not calculated for case counts less than 15.
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Colon and Rectal Incidence:

20716 Results:

For 2016, Charles County had a colon and rectal cancer incidence rate of 39.6 per 100,000.
This rate is higher than the Maryland state average rate of 35.4 per 100,000.

The colon and rectal cancer incidence rates for Charles County males is higher than Charles
County females for 2016 (50.9 vs. 33.1). The Charles County male colon and rectal cancer
incidence rate for 2016 was 50.9 per 100,000, which is higher than the Maryland state average
rate for males at 38.4. The Charles County female colon and rectal cancer rate is 33.1, similar
to the Maryland state rate of 32.9.

The 2016 Charles County White colon and rectal cancer incidence rate was higher than the
Charles County African American rate (43.9 vs. 37.4). The Charles County White colon and
rectal cancer incidence rate was higher than the Maryland state rate as well as the rates of
the other Southern Maryland counties. The 2016 Charles County African Americans colon and
rectal cancer incidence rate was higher than the Maryland African American colon and rectal
cancer incidence rate.

Number of New Colon and Rectal Cancer Cases, 2016

Total Male Female White Black Other
Maryland 2450 | 1205 1243 1621 | 679 112

Charles 64 34 30 41 21 <6
County

Calvert 41 25 16 34 7 0
County

5t. Mary's 31 15 16 23 [ <B
County

S= Case counts were suppressed to prevent disclosure of data in other cells.

2016 Colon and Rectal Cancer Incidence Rates

. Total Male Female White | Black Other
Maryland 35.4 38.4 32.9 35.2 36.3 24.7
Charles 39.6 50.9 331 439 7.4 oy
County
Calvert 37.0 45.9 28.7 36.5 i 0

- County |
St. Mary's 24.4 i 24.9 22.4 i o
County

** Rates are not calculated for case counts less than 15.
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Colon and Rectal Cancer Mortality:

20716 Results:

The Charles County colon and rectal cancer mortality rate for 2016 was 14.3 per 100,000.
This is slightly above the Maryland state average rate of 13.8. Rates for Calvert and St. Mary’s
are not available due to small case counts.

Gender and race comparison cannot be done since case counts were too few to calculate
mortality rates.

Number of Colon and Rectal Cancer Deaths, 2016

. | Total Male Female White Black Other
Maryland | 949 488 461 619 a0l 29
Charles 24 5 <10 12 5 <10
County
Calvert 15 <10 <10 14 <10 <10
County
St. Mary’s 17 5 <10 14 =10 <10
| County
S= Case counts were suppressed to prevent disclosure of data in other cells.
2016 Colon and Rectal Cancer Mortality Rates
Total Male Female White Black Other
Maryland 13.8 16.2 11.8 13.1 16.4 6.9
EI'I-EFIES- 14_3 L L] LR LR g
. County | |
':awert L] . L] L] LA ] L
County
St- MEII"'f‘S E LY (Y] E LY} EL ]
County

** Rates are not calculated for case counts less than 15.

2012-2016 Results:

The 2012-2016 Charles County colon and rectal cancer mortality rate of 16.4 per 100,000 is
higher than the Maryland state average rate of 14.1 and the other Southern Maryland counties
(14.0 for Calvert and 13.4 for St. Mary’s County).

Charles County males were more likely to die from colon and rectal cancer than Charles
County females (17.3 vs. 15.1). This trend was also seen for Maryland and the other Southern
Maryland counties.

2012-2016 Charles County colon and rectal cancer mortality rates for African Americans
were higher than the rates for Charles County Whites (19.4 vs. 14.5).
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2012-2016 Colon and Rectal Cancer Mortality Rates

Total Male Female White Black Other

Maryland 14.1 16.9 11.9 13.2 17.9 7.4
Charles 16.4 17.3 151 145 19.4 w
County

Calvert 14.0 16.2 12.3 14.5 o S
County

St. Mary's 13.4 18.3 8.9 13.2 e G
County

** Rates are not calculated for case counts less than 15.

Breast Cancer Incidence:

20716 Results:

The 2016 Charles County breast cancer incidence rate was 122.2, which was lower than the
Maryland state average rate of 128.9 per 100,000. The Charles County rate was higher than
the St. Mary’s County (106.2) and Calvert County, which had a rate of 106.7 per 100,000.

The Charles County White breast cancer incidence rate was 125.1 per 100,000, which was lower
than the Maryland state White average rate of 127.4. The Charles County Black breast cancer
incidence rate was 120.8 per 100,000, which was lower than the Maryland state average rate of
131.8. The Charles County White breast cancer incidence rate was higher than the Charles County
Black rate (125.1 vs. 120.8).

Number of New Breast Cancer Cases, 2016

S= Case counts were suppressed to prevent disclosure of data in other cells.

Total White Black Other
Maryland 4818 3053 1453 237
Charles 111 57 48 <b
County
Calvert b1 43 10 <b
County
St. Mary's 67 56 11 0
County
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2016 Breast Cancer Incidence Rates

[ | Total | White | Black | Other
' Maryland | 1289 | 127.4 | 131.8 | 92.9
| Charles County | 122.2 | 125.1 | 120.8 |

| Calvert County | 106.7 | 98.3 By B

St. Mary’s County | 106.2 | 108.7 [ L2

** Rates are not calculated for case counts less than 15.

2012-2016 Results:

From 2012-2016, Charles County had a breast cancer incidence rate of 123.1. This rate was lower
than the Maryland state average rate of 130.1 and the Calvert County rate of 137.7 and higher than
the St. Mary’s County rate of 110.4. It is 10% below to 10% above the US rate of 126.0 per 100,000.

The Charles County White breast cancer incidence rate was 130.7, which was less than the
Maryland White state average rate (131.1). The Charles County Black breast cancer incidence
rate was below to the Maryland state average rate for Blacks (117.4 vs. 130.6).

Charles County African Americans had a lower incidence of breast cancer (117.4) than
Charles County White women (130.7) from 2012-2016.

2012-2016 Breast Cancer Incidence Rates

Total White Black Other
Marylond 130.1 1131.1 130.6 85.7
Charles County 123.1 130.7 117.4 75.1
Calvert County 137.7 141.4 132.2 i
St. Mary's County | 110.4 | 112.7 108.4 o

** Rates are not calculated for case counts less than 15.

Breast Cancer Mortality:

20716 Results:

The 2016 Charles County breast cancer mortality rate was 31.7 per 100,000. This rate was

higher than Maryland state average rate of 21.3 per 100,000. This was the highest rate among
the Maryland jurisdictions with a calculated rate.

Breast cancer mortality rates could not be calculated by race or gender for 2016 due to small
case counts.
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Number of Breast Cancer Deaths, 2016

Total White Black Other
Maryland 829 498 302 29
Charles County 29 16 5 <10
Calvert County 14 13 =10 <10
3t Mary's County | 16 13 <10 <10

S= Case counts were suppressed to prevent disclosure of data in other cells.

2012-2016 Breast Cancer Incidence Rates

Total White Black Other
. Maryland | 213 | 19.0 278 12.0
Charles County 31.7 bt b 5
 Calvert County ", | = *x .
| 5t. Mary’s County | ** | 4 o .

** Rates are not calculated for case counts less than 15.

2012-2016 Results:

From 2012-2016, Charles County experienced a breast cancer mortality rate of 25.6 per 100,000.
The 2012-2016 Charles County rate is higher than the Maryland state average rate of 22.2 for the
same time period, though the difference is not statistically significant. The Charles County rate

is higher than the rate for St. Mary’s County (25.3) and lower than for Calvert County (26.3).

The Charles County breast cancer mortality rate is 10-25% above the United States breast cancer
mortality rate of 20.6 per 100,000.

The 12-16 Charles County African American breast cancer mortality rate was 28.2, which was
higher than the rate for Charles County Caucasians of 23.5 per 100,000. Rates by race could
not be calculated for the other Southern Maryland counties due to small case counts.

2012-2016 Breast Cancer Mortality Rates

Total White Black Other
Maryland 22.2 20.7 27.5 10.1
Charles County 25.6 23.5 28.2 i
Calvert County 26.3 25.9 e e
- 5t. Mary’s County | 25.3 25.3 e o

** Rates are not calculated for case counts less than 15.
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Prostate Cancer Incidence:

20716 Results:

The 2016 Charles County prostate cancer incidence rate was 161.8 per 100,000. This rate is higher
than the Maryland state average rate of 124.6. The Charles County incidence rate is higher than
the rates in the other Southern Maryland counties (113.8 in Calvert and 90.1 in St. Mary’s counties).

Disparities are seen for African Americans in terms of prostate cancer incidence. The 2016
Charles County African American prostate cancer incidence rate was 179.8, which was higher
than the rate for Charles County Caucasians of 142.3 per 100,000. This disparity is also seen on
the state level where Maryland African Americans had a rate of 181.8 and Maryland Whites had
a rate of 105.8 per 100,000.

Number of New Prostate Cancer Cases, 2016

Total White | Black Other
Maryland 4259 2480 1573 138
Charles County | 130 67 56 <6
Calvert County | 64 49 15 0
S5t. Mary's 55 41 12 <b
County

S= Case counts were suppressed to prevent disclosure of data in other cells.

2016 Prostate Cancer Incidence Rates

| | Total White Black Other
Maryland | 1246 105.8 181.8 65.5
Charles County | 161.8 142.3 179.8 "
Calvert County 1138 103.8 207.0 ]
St. Mary’s County | 90.1 80.4 - it

** Rates are not calculated for case counts less than 15.

2012-2016 Results:

The Charles County prostate cancer incidence rate for 2012-2016 was 143.1 per 100,000
population. This rate is higher than the Maryland state average rate of 120.3. Charles County

had the highest 2012-2016 prostate cancer incidence rate among the 24 Maryland jurisdictions.
The Charles County rate was also higher than the other Southern Maryland counties for this time
period (109.3 for Calvert and 85.9 for St. Mary’s). The Charles County rate is more than 25% above
the United States rate of 106.8 per 100,000.

Disparities are again visible for African Americans. The 2012-2016 Charles County African
American prostate cancer incidence rate was 194.3, which was significantly higher than the rate
for Charles County Caucasians of 115.5 per 100,000. This disparity is also seen on the state level
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where Maryland African Americans had a rate of 180.4 and Maryland Whites had a rate of 102.3.
The same disparities were also seen for Calvert and St. Mary’s counties.

The 2012-2016 Charles County African American prostate cancer incidence rate was higher than

the Maryland state average rate and the other Southern Maryland counties. It is the eighth highest
rate among the Maryland jurisdictions.

2012-2016 Prostate Cancer Incidence Rates
|

Total White Black Other
Maryland 120.3 102.3 180.4 55.4
Charles County 143.1 115.5 194.3 v
Calvert County 109.3 100.2 176.3 e
St. Mary’s County | 85.9 76.1 144.9 v

** Rates are not calculated for case counts less than 15

Prostate Cancer Mortality:

20716 Results:

For 2016, case counts for Charles, St. Mary’s, and Calvert counties were too small to calculate
prostate cancer mortality rates. The number of case counts is presented in the table below.

Number of Prostate Cancer Deaths, 2016

Total White Black Other
Maryland 558 | 315 s <10
Charles County 12 | <10 <10 <10
Calvert County 12 | <10 <10 <10
5t. Mary's County | <10 | <10 <10 <10

2012-2016 Results:

The 2012-2016 Charles County prostate cancer mortality rate was 21.7 per 100,000. This rate
is above the Maryland state average rate of 20.1. The Charles County rate is lower than the
Calvert County rate of 28.4 and higher than the St. Mary’s County rate of 20.6. The county
prostate cancer mortality rate is 10-25% above the United States rate of 19.2 per 100,000.

Disparities are seen for the African American population. Charles County African Americans
have a higher prostate cancer mortality rate of 34.9 compared to 17.9 for Charles County Whites.
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2012-2016 Prostate Cancer Mortality Rates

| Total White | Black | Other
Maryland | 20.1 | 16.5 | 36.7 | 5.9
Charles County | 21.7 I'17.9 | 34.9 IED
Calvert County | 28.4 | 245 = [+
St. Mary’s County | 20.6 18.5 [ . [i%e

** Rates are not calculated for case counts less than 15

Note: For three of the remaining cancer sites: oral, melanoma of the skin, and cervical,
only 2012-2016 incidence data will be presented. Case counts for 2016 alone were few,
and rate calculations could not be performed.

Oral Cancer Incidence:

The Charles County oral cancer incidence rate for 2012-2016 was 12.0 This rate is greater
than the Maryland state average rate of 10.8. The Charles County oral cancer incidence rate
is between 10% below and 10% above the United States rate of 11.3 per 100,000.

Charles County Whites had a higher oral cancer incidence rate than Charles County Blacks
(14.4 vs. 7.0).

Males are disproportionately affected by oral cancer compared to women. The 12-16
Charles County oral cancer incidence rate for males was 19.2, which is significantly higher
than the oral cancer incidence rate for women (5.7).

2012-2016 Oral Cancer Incidence Rates

. Total Male Female White Black Other

. Maryland 10.8 16.4 6.0 12.1 8.1 6.7
Charles 12.0 19.2 5.7 14.4 7.0 e
County
Calvert 13.9 21.1 7.1 13.5 ey 0
County

I 5t. Mary's 15.6 21.9 9.5 15.8 e e
County

** Rates are not calculated for case counts less than 15.

Note: For the remaining three cancer sites: oral, melanoma of the skin, and cervical, only 2012-2016
mortality data will be presented. Charles County case counts for 2016 alone were few, and rate
calculations could not be performed.

Oral Cancer Mortality:

For 2012-2016, the Charles County oral cancer mortality rate was 3.0 per 100,000. This is higher
than the Maryland state average rate of 2.4 per 100,000. The Charles County oral cancer mortality
for 2012-2016 was 10-25% above the U.S. average rate of 2.5 per 100,000.
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Even for a combined time period of 2012-2016, deaths due to oral cancer are few, and rate
calculations by race and gender were not possible.

2012-2016 Oral Cancer Mortality Rates

Total Male Female White Black Other

Mar}rfund 2.4 1.7 1.4 2.4 2.8 1.3
Ehﬂfrﬁ'f 3_{] L 1 3 L} ] E 3 L 3 3 k¥
County

-I':'ﬂ'.fl.-l'E.I".t L] ] L 3 ] L} ] L] L3 ] L] ]
County

St. Mu.r}."s e e LE ] L4 L 3 Lk ]
Coumnty

** Rates are not calculated for case counts less than 15.

Melanoma of the Skin Incidence:

2012-2016 Results:

For 2012-2016, the Charles County melanoma cancer incidence rate 21.5 was per 100,000.
This rate was less than the Maryland state average rate of 23.0 per 100,000, and it was less
than the rates in the other Southern Maryland counties (Calvert 30.4 and St. Mary’s 29.6).
The Charles County rate was between 10% below and 10% above the United States rate of
23.2 per 100,000.

The incidence rate for melanoma cancer is higher for Charles County males than females

(32.4 vs. 13.4). This rate difference is also seen on the state level for men and women
(30.7 vs. 17.4).

A comparison of incidence rates by race can’t be done due to small case counts for minorities.

However, it should be noted that Charles County Whites had a higher melanoma cancer incidence
rate (35.2) than Maryland Whites (33.6). On a state level, Maryland Whites were disproportionately
affected by melanoma cancer incidence compared to Maryland African Americans (33.6 vs. 1.0).

2012-2016 Melanoma Incidence Rates

Total Male Female White Black Other
Maryland | 23.0 30.7 174 33.6 1.0 15
Charles 21.5 324 13.4 35.2 sy 0
County
Calvert 30.4 36.6 26.0 35.7 g 0
County
st. Mary's 29.6 36.4 23.3 34.1 g 0
County

** Rates are not calculated for case counts less than 15
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Melanoma of the Skin Mortality:

Mortality rates on a county level are not available due to small case counts. For the state of
Maryland, the 2012-2016 melanoma of the skin cancer mortality rate was 2.2 per 100,000.
The rates were much higher for males than females (3.6 vs. 1.3), and the rates were much
higher for Whites than Blacks (3.1 vs. 0.4).

2012-2016 Melanoma of the Skin Mortality Rate

Total Male Female White Black Other

Maryland 2.2 3.6 1.3 31 0.4 -
“Charles Tex T T "y T T

County

Eﬂ'“"ﬁ'ﬂ' L1 LT LT LT ] LR

County

5t. Mary's - [ *» L * s i

County

** Rates are not calculated for case counts less than 15.

Cervical Cancer Incidence:

The 2012-2016 Charles County cervical cancer incidence rate was 5.4 per 100,000, which is
below the Maryland state average rate of 6.3. Rates could not be calculated for Calvert County
due to a small case count. St. Mary’s County had a rate of 6.3. The Charles County had a cervical
cancer incidence rate that was greater than 25% below the United States rate of 7.4 per 100,000.

A rate comparison by race is not included due to small case counts and the inability to calculate
race-specific rates on a county level.

2012-2016 Cervical Cancer Incidence Rates

Total White Black Other
Maryland 6.3 6.0 6.9 4.9
Charles County 5.4 *4 x% [ *=
Calvert County NE L e I
St. Mary’'s County | 6.3 b e [ ==

** Rates are not calculated for case counts less than 15.

Cervical Cancer Mortality:

Mortality rates on a county level are not available due to small case counts. For the state
of Maryland, the 2012-2016 cervical cancer mortality rate was 1.9 per 100,000. The rate was
double for Maryland African Americans compared to Maryland Whites (2.8 vs. 1.6).
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2010-2014 Cervical Cancer Mortality Rates

Total White Black Other
Maryland 1.9 . 1.6 2.8 . o
Charles County ek g aohs b
Calvert County s s ks o
St. Mary's County | ** i e e

** Rates are not calculated for case counts less than 15.

Cancer References:

1. 2018 Charles County and Maryland Cancer Mortality Statistics. 2018 Maryland Vital Statistics
Report. Maryland Department of Health. Available at: https://health.maryland.gov/vsa/
Documents/Reports%20and%20Data/Annual%20Reports/REV_2018annual.pdf.

2. 2012-2016 and 2016 Charles County and Maryland Cancer Mortality Rates by Site.
2019 Maryland DHMH Cigarette Restitution Fund Program’s Cancer Reports. Maryland
Department of Health. Available at: https://phpa.health.maryland.gov/cancer/SiteAssets/Pages/
surv_data-reports/2019%20CRF%20Cancer%20Report.pdf.

Qualitative Data Relating to Cancer:

On the long survey, Cancer had the 15th highest percentage of people reporting it as a serious
health problem. 48.7% felt that it was a health problem in Charles County on any level, and
23% reported it as a “serious problem.”

Of the long survey participants, 23.6% reported that they have seen improvements in Charles
County in terms of cancer. There are many long-standing programs for early screening, detection,
treatment, and support of cancer.

In regards to health behaviors and risk factors that could increase or decrease county residents’
chances of developing cancer, 9.6% smoke cigarettes or cigars, 18.4% are exposed to secondhand
smoke at home, 8.8% eat five or more servings of fruit and vegetables each day, 10% always
perform cancer self-exams, 20.5% report always using sunscreen, and 14.6% participate in physical
activity each day.

Over one-third of short survey participants (34%) felt that cancer is a big health problem
in Charles County. 16.6% of respondents believe that there are some or many resources available
in Charles County for cancer.

In the focus group, there was a discussion about the potential for an increase in late-stage cancer
diagnoses due to delays in preventative screenings during the pandemic. Participants stressed
the need for local providers and health agencies to educate the public on the need to continue
age-appropriate cancer screenings.
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Diabetes Mellitus:

Diabetes Prevalence:

The 2019 Maryland Behavioral Risk Factor Surveillance System (BRFSS) can be used to estimate
diabetes prevalence within Charles County and Maryland. Diabetes prevalence percentages have
been age-adjusted and weighted to reflect the Maryland and Charles County populations.

BRFSS participants were asked the question, “Have you ever been told by a doctor that you have
diabetes?” The estimated prevalence of diabetes in Charles County is 10.4%, similar to the state
diabetes prevalence of 10.0%. The county diabetes prevalence has decreased by 0.4% from the
10.8% reported in the 2019 community health needs assessment report. This is a positive trend
after seeing diabetes prevalence estimates rise slightly each year for several years.

2015 and 2019 Comparison of Diabetes Prevalence,
Charles County and Maryland
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Diabetes Mellitus Death Rates

According to the 2018 Maryland Vital Statistics Report, there were 47 deaths in Charles County
attributed to diabetes mellitus in 2018. When comparing the 2018 crude diabetes death rates
per 100,000 population, the Charles County rate of 29.1 per 100,000 was greater than the state
rate of 23.5 per 100,000 though the difference was not significant. The newest county diabetes
death rate is an increase from the rate of 23.5 reported in 2018 community health

needs assessment report.
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Number of Diabetes Deaths and
Crude Diabetes Death Rates, Charles
County vs. Maryland, 2018

Charles County a7 29.1

Maryland 1421 23.5

The age-adjusted death rate for diabetes mellitus for 2016-2018 in Charles County was 26.3
(per 100,000 populations). It was higher than the state diabetes death rate of 19.8 per 100,000,
though the difference is not statistically significant. The 2016-2018 Charles County diabetes
mortality rate is an increase from the 2014-2016 rate of 24.5 reported in the 2018 community
health needs assessment report.

Diabetes Emergency Department Visit Rates:

The 2017 Charles County Diabetes Emergency Department (ED) Visit Rate was 245.0 per 100,000.
This rate was similar to the Maryland state average rate of 243.7 per 100,000. Disparities can

be seen on a state and county level where African Americans have a much higher diabetes ED
visit rate than Whites. For Charles County, the African American diabetes ED visit rate was 336.2,
which was significantly higher than the White rate of 155.1 per 100,000.

2017 Diabetes Emergency Department Visit Rates per 100,000,
Charles County and Maryland
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Looking at trends over the past seven years, the Charles County diabetes ED visit rate has
increased from 139.4 in 2008 to 244.2 in 2014.

115



2008-2017 Charles County Diabetes ED Visit Rates per 100,000
Population
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The Chesapeake Regional Information Sharing for our Patients (CRISP) is the health information
exchange for the state of Maryland. CRISP Reporting Services provides public health dashboards
with queries for emergency department and inpatient stays by demographics for many health
conditions including diabetes.

In 2019, there were 4,148 emergency department (ED) visits for Charles County residents
related to diabetes and 80.5% of those ED visits were at the University of Maryland Charles
Regional Medical Center. The next highest facility was MedStar Southern Maryland Hospital
with 6% of the ED visits. In Charles County, females have more diabetes-related ED visits
than males (2,293 vs. 1,855).

Charles County African Americans are disproportionately affected by diabetes-related ED
visits and make up 61% of the total diabetes-related ED visits for Charles County residents.
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2019 CHARLES COUNTY DIABETES-RELATED ED VISITS
BY RACE

american Iingdian Alaska Native Other
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When examining my payer source, the largest payer is Medicare followed by
Commercial/Other insurance.
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2019 CHARLES COUNTY DIABETES-RELATED ED VISITS
BY PAYER

Self-Pay/Charity

Commercial/Other

EE Medicare

4%

Medicald
193

The age group with the largest number of diabetes-related ED visits is the 60-64-year-old
age group who had 562 visits in 2019. They are followed closely by those aged 55-59 years.
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2019 Charles County Diabetes-Related ED Visits by Age Group ' Count
0-4 years ' <]11
5-9 years | 12
10-14 years <11
15-17 years 13
18-24 years 57
25-29 years 89
30-34 years 76

| 35-39 years 189
40-44 years 220
45-49 years 369
50-54 years 478
55-59 years 538
60-64 years | 562
65-69 years 440
70-74 years - 405
75-79 years 330

| B0-84 years | 171
85+ years ' 186
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The same data source can be used to examine diabetes-related Inpatient visits for Charles County
for 2019. Females have more diabetes-related inpatients visits than males (1,312 vs. 1,275).

Charles County Whites and African Americans make up the majority of the diabetes-related
inpatient visits (95%). Medicare is the largest payer source for diabetes-related patient stays
(64%). The age group with the most inpatient visits are those aged 70-74 years.

2019 CHARLES COUNTY DIABETES-RELATED INPATIENT

. VISITS BY RACE
S Other
Aslan/Pacific e A%
Islander/Native
Hawaiian
1%

African American

White S0%

45

2019 CHARLES COUNTY DIABETES-RELATED INPATIENT
VISITS BY PAYER

Commercial/ Other
25%

Medicaid
12%

Medicare
5%
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2019 Charles County Diabetes-Related Inpatient Visits by Age Group = Count

0-17 years <11
18-24 years 23
25-29 years 29
30-34 years 23
35-39 years 47
A40-44 years 59
45-49 years 141
50-54 years 209
55-59 years 259
60-64 years 320
B5-69 years 310
70-74 years 351
75-79 years 342
B0-84 years 227
B5+ years 246

Pre-Diabetes:

The 2018 Maryland Behavioral Risk Factor Surveillance System asked respondents if they have
ever been diagnosed with pre-diabetes or borderline diabetes. 13% of Charles County adults
and 12.5% of Maryland adults reported that they have been diagnosed with pre-diabetes.
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Diabetes Care:

In 2017, the Maryland Behavioral Risk Factor Surveillance System asked respondents with diabetes
a series of questions regarding diabetes care. The percentages of Charles County adults reporting
that they engage in diabetes care activities were below the Maryland state average percentages.

* 30.3% of Charles County adults with diabetes and 47% of Maryland adults with diabetes ever
took a class or course to manage diabetes themselves

* 30.4% of Charles County adults with diabetes and 51.8% of Maryland adults with diabetes
reported frequent food checks

* 35.2% of Charles County adults with diabetes and 65.7% of Maryland adults with diabetes
reported frequent blood glucose checks

* 15.3% of Charles County adults with diabetes and 39.0% of Maryland adults with diabetes
use insulin

Diabetes References:

1. 2019 Charles County and Maryland Diabetes Prevalence Data. Maryland Behavioral Risk Factor
Surveillance System. Maryland Department of Health. Available at: https://ibis.health.maryland.

gov/.

2. 2018 and 2016-2018 Charles County Diabetes mellitus mortality counts and rates. 2018 Maryland
Vital Statistics Report. Maryland Department of Health. Available at: https://health.maryland.
gov/vsa/Documents/Reports%20and%20Data/Annual%20Reports/REV_2018annual.pdf.

3. 2008-2017 Charles County Diabetes Emergency Department Visit Rates. Maryland Health
Services Cost Review Commission. Accessed through the Maryland State Health Improvement
Process website. Available at https://pophealth.health.maryland.gov/Pages/SHIP-Lite-Home.
aspx.

4. 2019 Charles County Diabetes Emergency Department Visits and Inpatient Stays by
Demographic. CRISP Reporting Services. Public Health Dashboards. Chesapeake Regional
Information Sharing for our Patients (CRISP). Available at https://reports.crisphealth.org.

5. 2017 Charles County Diabetes Care data. Maryland Behavioral Risk Factor Surveillance System.
Maryland Department of Health. Available at: https://ibis.health.maryland.gov/.

Qualitative Data Relating to Diabetes:

Of the long survey participants, 54.5% felt that diabetes was a health problem in

Charles County. Approximately one-quarter (24.5%) felt that diabetes is a “serious problem”

in Charles County; 24.2% of long survey respondents reported that they have seen improvements
in Charles County in terms of Diabetes.

Some health behaviors exhibited by Charles County survey respondents that might affect their
chances of diabetes included: only 8.8% always eat five or more servings of fruits and vegetables
each day, 7.7% always or most of time eat fast food at least once a week, 58.6% always take

a vitamin, and 14.6% participate in physical activity each day.

Of the short survey participants, 47.7% felt that Diabetes is the greatest health problem in
Charles County. This was the second highest ranking health condition. Additionally, 17.9%
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of the respondents felt that there are “many” or “some” services available in Charles County
to address diabetes.

Of the key informant interview participants, 7.8% felt that diabetes is the greatest health issue
facing Charles County. This was the third highest ranking health condition.

Adult Diabetes:

Focus group and key informant interview participants expressed concern for diabetes and the
need for more prevention education, especially among those with pre-diabetes. Key informant
interviewees also felt that education campaigns and programs need to be in place for chronic
conditions, including diabetes.

The county has focused on diabetes since the last needs assessment and has put more programs
and services in place. The newly established Diabetes Education Center at the University of
Maryland Charles Regional Medical Center was seen as a strength and asset to the community.
Educational resources such as the Diabetes Prevention Program and diabetes support groups
were also seen as strengths of the community.
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Charles County Asthma Prevalence:

Adult Asthma Prevalence:

Asthma is an emerging health problem in the United States and in Maryland. The problems
associated with asthma have been felt at the local level as well. In 2019, approximately 14.9%
of adults in Maryland and 12.9% of adults in Charles County have ever been diagnosed with
asthma (2019 Maryland BRFSS). An estimated 9.2% of Maryland adults and 7.1% of Charles
County adults reported that they currently have asthma (2019 Maryland BRFSS).

Asthma Emergency Department and Hospitalization Rates:

This indicator shows the rate of emergency department (ED) visits due to asthma per 10,000
population in 2017. Asthma is a chronic health condition which causes very serious breathing
problems. When properly controlled through close outpatient medical supervision, individuals
and families can manage their asthma without costly emergency intervention. In Maryland,
there are nearly 50,000 emergency department visits related to asthma each year.

The 2017 Charles County asthma ED visit rate was 72.8 per 10,000 population. This rate is
slightly above the Maryland state asthma ED visit rate of 68.4 per 10,000. Racial disparities
are clearly seen on the state and county level. Charles County African Americans had a 2017
asthma ED visit rate of 90.5 per 10,000 population. This was significantly higher than the rate
for Charles County Whites (50.8).

The 2017 Charles County asthma ED visit rate of 72.8 per 10,000 is a small decrease from the
rate reported in the last needs assessment report of 69.4 per 10,000 for 2014. Additionally,
the 2017 Charles County asthma ED visit rate is the 8th highest among the Maryland jurisdictions.

2017 Asthma Emergency Department Visit Rate per 10,000,
Charles County vs. Maryland
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Charles County has seen a lot of fluctuation in the asthma-related ED visit rates from 2013-2017.
The 2013 Charles County asthma ED visit rate was 68.2 versus 73.7 in 2017. The Charles County
African American population have seen an increase from 88.2 in 2013 to 90.5 in 2017. Charles
County Whites have seen an increase from 34.5 in 2013 to 50.8 in 2017.

2013-2017 Charles County Asthma-Related Emergency
Department Visit Rates by Race
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The Chesapeake Regional Information Sharing for our Patients (CRISP), is the health information
exchange for the state of Maryland. CRISP Reporting Services provides public health dashboards

with queries for emergency department and inpatient stays by demographics for many health
conditions including asthma.

In 2019, there were 1,743 emergency department (ED) visits for Charles County residents related
to asthma. 69.4% of those ED visits were at the University of Maryland Charles Regional Medical
Center. In Charles County, females have more asthma-related ED visits than males (1115 vs. 628).

Charles County African Americans are disproportionately affected by asthma-related ED visits
and make up 67% of the total asthma-related ED visits for Charles County residents.
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2019 CHARLES COUNTY ASTHMA-RELATED ED VISITS
asian/Pacific  BY RACE
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When examining my payer source, the largest payer is Commercial/Other insurance followed
by Medicaid. When examining my payer source, the largest payer is Commercial/Other insurance
followed by Medicaid.
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The age group with the largest number of asthma-related ED visits is the 18-24-year-old age group
who had 216 visits in 2019. They are followed closely by those aged 30-34 years.

2019 Charles County Asthma-Related ED Visits by Age Group
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The same data source can be used to examine asthma-related Inpatient visits for Charles
County for 2019. There were 677 asthma-related inpatient visits in 2019. Females have more
asthma-related inpatients visits than males (486 vs. 191). Charles County Whites and African
Americans make up the majority of the asthma-related inpatient visits (95%). Commercial or
Other insurance is the largest payer source for asthma-related patient stays (39%). The age
group with the most inpatient visits are those aged 60-64 years.
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2019 CHARLES COUNTY ASTHMA-RELATED INPATIENT
VISITS BY RACE
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2019 Charles County Asthma-Related Inpatient Visits by Age Group
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Asthma Prevalence among Middle and High School Students:

In the 2018-2019 Maryland Youth Risk Behavior Survey for Middle and High School students,
participants are asked if they have ever been told by a doctor or nurse that they have asthma.
For the 2018-2019 school year, 21.5% of Charles County middle school students and 29.2% of
Charles County high school students report that they have been told by a doctor or a nurse
that they have asthma.

2018-2019 Middle and High School Asthma Prevalence
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COPD Prevalence:

The 2019 Maryland Behavioral Risk Factor Surveillance System provides estimates on the
prevalence of Chronic Obstructive Pulmonary Disease (COPD) in the community. The 2019
Charles County COPD prevalence was 5.1%. This is comparable to the 2019 Maryland state
average COPD prevalence of 4.9%.

Asthma References:

1. 2019 Charles County and Maryland Adult Asthma Prevalence. Maryland Behavioral Risk Factor
Surveillance System. Maryland Department of Health. Available at: https://ibis.health.maryland.

gov/.

2. 2014 Charles County and Maryland Asthma Emergency Department Visit rates. Maryland
Health Services Cost Review Commission. Accessed through the Maryland State Health
Improvement Process website. Available at: https://opendata.maryland.gov/Health-and-Human-
Services/SHIP-Emergency-Department-Visit-Rate-Due-To-Asthma/b5i6-2gym.

3. 2019 Charles County Asthma Emergency Department and Inpatient Visits by Demographics.
CRISP Reporting Services. Public Health Dashboards. Chesapeake Regional Information Sharing
for our Patients (CRISP). Available at https://reports.crisphealth.org.

4. 2018-2019 Middle and High School Asthma Prevalence for Charles County and Maryland.
2018-2019 Maryland Youth Risk Behavior Survey. Available at https://ibis.health.maryland.gov/
query/builder/yrbs/MS_AsthmaYN/Crude.html.

5. 2019 Charles County and Maryland Adult COPD Prevalence. Maryland Behavioral Risk Factor
Surveillance System. Maryland Department of Health. Available at: https://ibis.health.maryland.

gov/.

Qualitative Data Pertaining to Asthma:

Long survey and key informant interview participants mentioned the need for increased specialists
in Charles County including pulmonologists. They explained that many individuals have to wait up
to a month to be seen.

Short survey participants did not feel that asthma is a significant problem in Charles County.

Only 18.4% of short survey respondents felt that asthma was the biggest health problem in
Charles County. This was the third lowest percentage among the listed health conditions. 16.8% of
short survey respondents felt that the county has “many” or “some” services in regards to asthma.

On the long survey, 42.2% of respondents felt that asthma was a problem on some level in
Charles County. 10.7% thought that asthma is a serious problem in Charles County. 9.3% reported
that they have seen improvements in Charles County in regards to asthma.
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Charles County Obesity and Overweight Data:

2019 Charles County adult obesity and overweight prevalence:

The 2019 Maryland BRFSS data estimates that over two-thirds of Charles County adults are
either overweight or obese (71.9%). This percentage is a decrease from the 76.9% reported

in the previous needs assessment report. Obesity prevalence was determined by weighting
Charles County BRFSS BMI responses to reflect the county population. The 2019 results found
that 43.5% of Charles County adults are obese; and 28.4% are overweight. The Charles County
obesity prevalence is higher than the Maryland state average obesity prevalence (43.5% vs.
32.2%). The Charles County overweight prevalence is lower than the Maryland state average
overweight prevalence (28.4% vs. 34.4%).

BMI Status: Charles County | Healthy Weight , Overweight or Obese | Overweight Obese

|
| 2019 28.2% | 71.9% | 28.4% 43.5%
I

Previous CHNA | 23.1% | 76.9% | 44.9% | 32.0%
Childhood Obesity:

High School Students aged 15-18 years:

Childhood obesity statistics on a state and county level are limited. The 2018 Maryland Youth Risk

Behavior Survey (YRBS) found that Charles County high school students have a 14.6% obesity

prevalence and a 16.3% overweight prevalence. In Charles County, high school females were more

likely to be overweight than high school males; however, high school males were more likely to

be obese than high school females. The prevalence of overweight was highest in the 11th grade.
The prevalence of obesity was highest in 10th and 12th grades. Hispanic high school students had
a higher prevalence of overweight than any other racial or ethnic group. High school students of

multiple races had a higher prevalence of obesity than any other racial or ethnic group.
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Overweight Prevalence in Total High School Population (%) | Male (%) Female (%)
CC High School Students: 2018 YRBS
Total 16.3% 13.7% 15.1%
Age
15 and younger 15.6 14.3 17.0
16-17 17.6 13.9 216
18 and older - - -
Grade
oth 16.3 15.3 17.5
10th 15.0 135 16.7
11th 17.8 13.4 22.4
12th 16.0 12.6 19.7
Race/Ethnicity
Black 17.4 14.7 20.2
Hispanic 18.8 17.7 20.3
White 14.0 11.6 17.1
All Other Races 10.4 - -
Multiple Races 17.4 - 23.2
-- Percentages are not calculated due to less than 100 students in a subgroup.
Obesity Prevalence in Total High School Population (%) | Male (%) Female (%)
CC High School Students: 2018 YRBS
Total 14.6 15.8 133
Age
15 and younger 14.6 16.0 13.0
16-17 14.2 15.5 127
18 and older - - -
Grade
9th 14.2 16.3 11.8
10th 15.4 16.7 14.0
11th 12.5 14.1 10.8
12th 154 14.7 16.3
Race/Ethnicity
Black 14.3 14.5 14.2
Hispanic 16.2 16.4 16.0
White 13.7 149 121
All Other Races 9.5 - -
Multiple Races 18.2 - 7.6
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In addition, Charles County high school students were asked a number of questions regarding
their perceptions of their weight and questions regarding their diet and activities. All of these
factors could impact obesity and overweight.

* 26.7% consider themselves slightly or very overweight

* 22.0% did not eat fruit in the past week

* 10.7% did not eat vegetables in the past week

* 12.0% drank soda one or more times a day

* 34.5% were physically active for at least 60 minutes five times a week
» 23.4% watched television for three or more hours per day

* 45.2% played video games or played on computer three or more hours per day

These same questions were also asked of Charles County middle school students on the
2018 YRBS.

* 23.3% describe themselves as slightly or very overweight

* 43.3% are trying to lose weight

* 9.6% did not eat breakfast each day

» 47.3% were physically active at least 60 minutes five times a week

« 17.5% did not participate in physical activity at least one day a week
* 29.9% watched television for three or more hours per day

* 52.1% played video games or played computer for three or more hours a day

The State of Childhood Obesity report by the Robert Wood Johnson Foundation provides data
on low-income children 2-4 years of age in the WIC Program. The 2016 average obesity rate for
Maryland children 2-4 years was 15.6%. This is the 9th highest obesity rate in the United States.
However, the 2016 obesity rate of 15.6% is a drop from 16.5% reported in 2014.

The National Survey of Children’s Health (NSCH) provides data on youth aged 10-17. The 2018-19
average obesity rate for Maryland children 10-17 years was 17.6%. This is the 10th highest obesity
rate in the United States. This percentage is an increase from the 2017-18 report where the obesity
rate for Maryland children aged 10-17 was 14.5%.

Determinants of Health:

Physical Activity:

Sedentary lifestyle increases risk of obesity, heart disease, hypertension, diabetes, and other
chronic diseases and conditions. The Healthy People 2030 objective recommends engaging in
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moderate physical activity for at least 150 minutes/week, or at least 75 minutes/week of vigorous
intensity, for health benefits. Despite the benefits of physical activity, 2019 Maryland BRFSS data
found that 77.4% of Charles County residents report leisure time physical activity. This is slightly

higher than the Maryland state average percentage of 76.6%.

Leisure Time Physical Activity
2019 BRFS5

Charles County

Maryland

Daily Fruit and Vegetable
Consumption, 2019 BRF55

Charles County

Maryland

| Yes, leisure time physical activity

| 77.4%

| 76.6%

Percent who consume at least
1 fruit per day

58.1%

62.8%

| No leisure time physical activity

22.6%

23.4%

Percent who consume at least

1 vegetable per day

| 83.5%

| 78.7%

The 2020 Robert Wood Johnson Foundation’s County Health Rankings calculate a food
environment index based on factors that contribute to a good food environment. They calculate
a score for each county with zero being the worst and 10 being the best. For 2020, Charles
County’s food environment index was 8.3. This is a fairly strong score based on the fact that

5% of Charles County residents have limited access to healthy foods and 11% food insecurity

in Charles County. It is below the Maryland average score of 9.0.

Additionally, the Robert Wood Johnson Foundation calculates the percentage of Charles County
residents with access to exercise opportunities. In 2020, 77% of county residents had adequate
access to exercise opportunities. This is below the Maryland state percentage of 93%.

Community Support:

2017 BRFSS collected data on various community support indictors. These indicators may have
an effect on health behaviors within a community. When asked if there are sidewalks in their
neighborhood, 51.2% reported having sidewalks. Sidewalks in a community promote safe physical
activity such as walking or running.

The 2017 BRFSS captured data on the safety and promotion of bicycling in Charles County.
Residents were asked how many of the roads and streets in their neighborhood have shoulders
or lanes that are marked for bicycling: 76.2% of Charles County residents reported no shoulders
or lanes being marked for bicycling and14.2% reported some being marked.
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57.3% of Charles County residents described the lighting in their neighborhood as “poor” or
“very poor” for walking at night, and 30.9% of those residents described the street lighting in
their neighborhood as “very poor.”

Walking at night, 2017 BRF55 Percent

Very Good

Good 32.9%
Poor 26.4%
Very Poor 30.9%
Walking for Leisure, 2017 BRF55 Percent
1 day

2-7 days 38.0%
2-14 days 19.7%
15-29 days 12.7%
30 days or daily 3. 7%

When asked how often Charles County residents felt safe in their neighborhood, 66.7% said
they felt safe all the time; 29.7% reported feeling safe most of the time, and 3.4% felt safe some
of the time.

Obesity and Overweight References:

1. 2019 Charles County and Maryland Overweight and Obesity Estimates. Maryland Behavioral
Risk Factor Surveillance System. Maryland Department of Health. Available at https://ibis.health.
maryland.gov/.

2. 2018-2019 13-18 year old Charles County and Maryland overweight/obesity Estimates.
2018-2019 Maryland Youth Risk Behavior Survey. Maryland CRF Program. Maryland Department
of Health. Available at: https://phpa.health.maryland.gov/ccdpc/Reports/Pages/YRBS2018.aspx.
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3. 2016 2-4 year old and 2018-19 10-17 year old Maryland Obesity Estimates. The State of Obesity
Report. The Robert Wood Johnson Foundation. Available at: https://stateofchildhoodobesity.

org/.
4. 2019 Charles County Obesity Health Complication and Risk Factor Data. Maryland Behavioral

Risk Factor Surveillance System. Maryland Department of Health. Available at https://ibis.health.
maryland.gov/.

5. 2020 Charles County and Maryland Food Environment Indexes. Robert Wood Johnson
Foundation’s County Health Rankings. Available at: https://www.countyhealthrankings.org/app/

maryland/2020/measure/factors/133/map.

6. 2020 Charles County and Maryland Access to Exercise Opportunities Percentages.
Robert Wood Johnson Foundation’s County Health Rankings. Available at: https://www.
countyhealthrankings.org/app/maryland/2020/measure/factors/132/map.

7. Healthy People 2030. U.S. Department of Health and Human Services.
Available at: health.gov/healthypeople.

8. 2017 Charles County Community Support Estimates. Maryland Behavioral Risk Factor
Surveillance System. Maryland Department of Health. Available at https://ibis.health.maryland.

gov/.

Qualitative Data Relating to Obesity:

Overweight/obesity was seen as one of the biggest and most serious health issues in
Charles County on the long survey. The majority of the long survey participants viewed
overweight/obesity as a problem on some level (73.3%). It was also seen as a serious health
problem by 36.9% of long survey participants (second most common response).

Of the long survey respondents, 8.7% felt that improvements have been made in the county
towards combating obesity.

Risk factors reported by long survey participants increasing the rate of obesity include:

1. Only 8.8% always eat five or more servings of fruits and vegetables every day. 34.0%
reported that they eat five or more servings of fruits and vegetables most of the time.

2. 1.9% always eat fast food at least once a week.
3. 6.3% eat fast food at least once a week most of the time.

4. Only 14.6% always participate in physical activity each day. 65.1% reported that they
participate in daily physical activity sometimes or most of the time.

On the short survey, overweight and obesity were seen as the biggest health problems in
Charles County. Nearly half of the respondents (50.3%) felt that overweight and obesity are
big health issues in Charles County. When asked if services were available in Charles County
to address obesity and overweight, 42.3% of participants who answered reported that many
or some services were available in the county to address the issue.

When asked what they perceive to be the biggest health problem in Charles County,
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12.5% of focus group participants chose obesity. Obesity increases the likelihood of developing
other chronic health conditions such as diabetes, arthritis, heart disease, cancer, asthma, injury,
hypertension, and stroke. Discussions on obesity focused on unhealthy eating habits amongst
community members and the financial decision making that goes into choosing healthy food
over fast food and other unhealthy food options.

Focus group participants noted barriers in accessing grocery stores in many communities within
Charles County. Limited access to large grocery stores may force community members to choose
unhealthy food options like non-perishable items or fast food. Transportation was seen as another
barrier, which can lead to individuals choosing food options based on convenience. Community
members who do not have transportation to larger grocery stores may be limited to dollar stores
or other unhealthy food options.

Discussions on the connection between mental health and healthy decision making showed
concern for unhealthy habits that could affect one’s weight and nutritional status. Respondents
noted that mental health and isolation has the ability to control one’s actions, which can lead
to carb loading and substance and alcohol use. This was noted to be a concern related to the
current pandemic, which may cause individuals to feel isolated.

Childhood obesity and overweight were of the biggest issues to emerge from the focus
group discussion.

Improvements in educational programs that address chronic conditions were mentioned in the
discussion and seen as a strength in the community. It was mentioned that community members
have access to chronic disease self-management classes and mobile integrated health care, which
can help those individuals living with obesity or overweight.

Chronic disease prevention resources and programs have expanded in Charles County compared
to past years. Activities and community programs including Living Well Southern Maryland

and Walk Charles County promote chronic disease prevention and healthy lifestyles for adults
and children.

The Senior Nutrition Program in Charles County is another program aimed at focusing on
nutrition for community seniors. They provide nutritional services to Charles County residents
over the age of 60. Their programs include congregate meals at senior centers, meals on wheels,
nutrition education and counseling, and referrals for other programs including food pantries and
private-pay programs.!

Although chronic disease management programs have been added to the community,
chronic disease management was one of the biggest health issues to emerge from the focus
group discussion.

1. “Charles County, MD.” Nutrition Programs, www.charlescountymd.gov/services/aging-and-
senior-services/nutrition-services.
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Health of the Aging Population:

Life Expectancy:

The 2016-2018 average life expectancy at birth for a Charles County resident was 78.5 years.
The life expectancy is similar for Charles County Whites at 78.3 years and Charles County
African Americans at 79.2 years.

Alzheimer’s disease:
Mortality:

Alzheimer’s is the sixth-leading cause of death nationally and the only cause of death among the
top 10 in the United States that cannot be prevented cured or even slowed. In the United States,

1in 3 seniors will die with Alzheimer’s or another form of dementia. In 2018, there were 23 deaths
in Charles County and 1,126 deaths in Maryland attributed to Alzheimer’s disease.

The 2018 crude Alzheimer’s disease mortality rate for Charles County was 14.2 per 100,000.
This rate was slightly below the Maryland state average rate of 18.6 per 100,000.

The 2016-2018 average age-adjusted Alzheimer’s disease mortality rate for Southern Maryland
was 18.7 per 100,000. This three-year average rate is more reliable than the 2018 only rate.

The 2016-2018 Southern Maryland average rate was higher than the Maryland state average rate
of 16.8 per 100,000. A county level rate could not be calculated due to small case counts.

Hospitalizations for Alzheimer’s disease and Other Dementias:

In 2017, the Charles County hospitalization rate for Alzheimer’s disease and other dementias

was 457.2 per 100,000. This is slightly below the Maryland state average rate of 515.5 per
100,000. The Charles County rates are lower than the state overall, for African Americans, and for
Whites. Racial disparities are seen on a county level where Charles County African Americans have
a higher Alzheimer’s disease hospitalization rate than Charles County Whites (612.8 vs. 395.1).
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2017 Alzheimer's and Other Dementia Related Hospitalization
Rates by Race, Charles County and Maryland
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When looking at trends in the hospitalization rates from 2013 to 2017, increases can be seen
in the last two years of data for Charles County Overall, for Charles County African Americans,

and Charles County Whites. The disparity in rates between African Americans and Whites appears
to be widening.
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2013-2017 Charles County Alzheimer's and Other Dementia
Hospitalization Rates
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Arthritis:

It is estimated that 21.7% of Marylanders and 24.4% of Charles County residents are currently
living with arthritis (2019 Maryland BRFSS). The 2019 BRFSS contained a module with additional
guestions surrounding arthritis. Of Charles County residents with arthritis, 23% reported that
arthritis or joint symptoms have affected whether they can work, the type of work they do, or the
amount of work they do; and 90.4% of Charles County residents with arthritis also reported that
they have had joint pain in the past month. On a scale of 1-10 with 10 being the most severe pain,
most respondents said their pain was between 1-3 out of 10.

Among Charles County residents who reported having arthritis, the majority are not hindered
by their arthritis. Nearly 61.9% reported that they can do most things or everything and38.1%
reported having limited activities due to joint symptoms.

Disability and Health Impairment:

The 2019 Charles County BRFSS data estimates that approximately 22.4% of Charles County
residents reported having poor physical or mental health that kept them from their usual activities
at least one day in the last month.

The 2019 BRFSS included a module with seven questions regarding disabilities and health
impairment. 25.6% of Charles County residents reported at least one disability, compared to
22.4% for Maryland. The Charles County and Maryland breakdown for vision, cognitive, mobility,
self-care, independent living, and hearing are listed in the table below.
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2019 BRF55 Disability and Health Impairment, Charles County and Maryland Charkes County Maryland

Reported at least one disability 25 6% 22 4%
Vision Disability s 3.8%
Cognitivie Disability 12.3% 9.9%
Maobility Disability 10.0% 10.3%
Self-care Disability 2.2% 2.7%
Independent Living Disability 2.4% G B
Hearing Disability 3.7% 4.1%

** Case count was too small for a percent to be calculated and presented.

Chronic Lower Respiratory Disease Mortality:

In 2018, there was a total of 53 deaths in Charles County and 2235 deaths in Maryland attributed
to Chronic Lower Respiratory Disease. The 2016-2018 Charles County Chronic Lower Respiratory
Disease (COPD) mortality rate was 32.4 per 100,000. This is higher than the Maryland state
average rate of 30.5 and lower than the Southern Maryland regional rate of 35.5 per 100,000.

Aging Data References:

1. 2018 Charles County Life Expectancy and Alzheimer’s disease mortality. 2018 Maryland Vital
Statistics Report. Maryland Department of Health. Available at: https://health.maryland.gov/vsa/
Documents/Reports%20and%20Data/Annual%20Reports/REV_2018annual.pdf.

2. United States Alzheimer’s Disease Facts And Figures. National Alzheimer’s Association.
Available at: www.alz.org.

3. 2013-2017 and 2017 Charles County Alzheimer’s disease and other dementia hospitalization
rates. Maryland Health Services Cost Review Commission. Accessed through the Maryland State
Health Improvement Process website. Available at: https://pophealth.health.maryland.gov/
Pages/SHIP-Lite-Home.aspx.

4. 2019 Arthritis Prevalence, Severity, and Management. Maryland Behavioral Risk Factor
Surveillance System. Maryland Department of Health. Available at: https://ibis.health.maryland.

gov/.

5. 2019 Disability and Health Impairment Statistics. Maryland Behavioral Risk Factor Surveillance
System. Maryland Department of Health. Available at: https://ibis.health.maryland.gov/.

6. 2018 Charles County Chronic Lower Respiratory Disease Mortality Rates. 2018 Maryland Vital
Statistics Report. Maryland Department of Health. Available at: https://health.maryland.gov/
vsa/Documents/Reports%20and%20Data/Annual%20Reports/REV_2018annual.pdf.
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Qualitative Data Pertaining to the Aging:

The focus group participants held a discussion about the challenges of telehealth for seniors
and those in the aging population. Virtual telehealth appointments only work if individuals have
access to reliable internet and the equipment to connect. There is a large portion of seniors who
do not want to set up the virtual meetings for telehealth. Participants proposed a hybrid system
where residents have access to health education classes in person or virtual. The group also
acknowledged that technology has many positive aspects including the potential to show
needed health services and screenings as well as benchmarks for health.

On the long survey, participants were asked to rank the seriousness of each health condition
in Charles County. Of the respondents, 13.5% felt that disability services are a serious problem
in Charles County, and 42.4% felt that disability services are a problem on any level: serious,
moderate, or slight.
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Injury-Related Morbidity and Mortality Data Analysis

Injury-related Mortality:

There are various deaths recorded in the Maryland Vital Statistics Report related to accidental
and intentional injuries. Accidents were the third leading cause of death in Charles County and
the number one cause of death in individuals under the age of 24 years. In 2018, there were

50 deaths in Charles County and 2,320 deaths in Maryland due to accidents. Nineteen of the
Charles County accident deaths were due to motor vehicle accidents. There were also 31 deaths
due to other accidents, 18 deaths due to intentional self-harm or suicide, and 15 homicides.

The 2018 Charles County crude accident death rate was 31.0 per 100,000. This is slightly below
the Maryland state rate of 38.4 per 100,000.

The 2016-2018 age-adjusted Charles County accident death rate was 38.8 per 100,000 compared
to 36.0 for the state of Maryland. There is no significant difference in the county and state rates.

Injury-related Morbidity:

Child maltreatment:

The 2017 Charles County rate of children who were maltreated per 1,000 population under the age
of 18 years was 5.7. This is below the Maryland state average rate of 7.1 per 1,000 population under
the age of 18 years.

Pedestrian injury rate:

This indicator shows the rate of pedestrian injuries on public roads per 100,000 population.
Maintaining pedestrian safety is a key element in preventing motor vehicle injuries and fatalities.
Children are especially at risk for pedestrian injuries and fatalities.

The 2017 Charles County pedestrian injury rate on public roads was 26.9 per 100,000.
This is significantly lower than the Maryland state average rate of 53.5 per 100,000.

Charles County Pedestrian Injury Rate on Public Roads,
2009-2017
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Seat Belt Use:

According to the 2018 Maryland Behavioral Risk Factor Surveillance System (BRFSS),
approximately 93.8% of Charles County residents report that they are always compliant
with seat belt use. This is slightly above the Maryland state percentage of 90.1%.

Fall prevalence:

According to the 2018 Maryland BRFSS, 20.2% of Charles County residents and 22.2% of Maryland
residents over the age of 45 years have fallen sometime in the past year; 6.2% of Charles County
residents reported that their fall resulted in an injury, compared to 8.7% for Maryland.

Violent Crime:

The 2014-2016 Charles County violent crime offenses per 100,000 was 357. The Charles County
violent crime rate is below the Maryland average rate of 459 per 100,000.

Violent crime rate in Charles County, MD
County, State and National Trends
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Injury Death Rate:

The 2014-2018 rate of deaths due to injury per 100,000 in Charles County was 65 per 100,000.
There was a total of 517 injury-related deaths in Charles County from 2014-2018. The Charles
County injury death rate was lower than the Maryland state average rate of 76 per 100,000.
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Mumber of Injury-related Deaths by Race/Ethnicity, 2014-2018: Count
White 33
African American 47

Hispanic 40

Maryland Violence and Injury Prevention Data:

Maryland state level data was extracted from the 2016 Maryland Violence and Injury Prevention
Resource Guide for all-terrain vehicle safety, child abuse and neglect, distracted driving, home
fires, intimate partner violence, teen driver safety, motorcycle safety, and traumatic brain injury.

All-terrain Vehicle (ATV) Safety:
* From 1982-2011, AT V-related crashes accounted for 91 deaths in Maryland.

* From 2001-2006, more than 9,000 individuals were injured in off-road vehicle incidents
and required treatment at Maryland emergency departments.

* Approximately two-thirds of trauma patients in ATV-related incidents were not wearing a helmet.

Child Abuse and Neglect:

* In 2014, there were an estimated 31,469 referrals screened for investigation for child abuse
and neglect by Child Protective Services in Maryland.

» Of those screened reports, about 15,762 victims were indicated, at a rate of 11.7 per 1,000
children (1-17 years of age).

* In 2014, 11 children in Maryland died as the results of child abuse and neglect.

Distracted Driving:

* From 2009-2013, an average of 232 people were killed and 2,348 people were injured each year
in crashes involving a distracted driver.

» Distracted driving in Maryland in 2013 led to 182 deaths and 26,995 injuries.
Home Fires:

The 2010-2014 Charles County fire-related death rate was 0.4 per 100,000. This is below the
Maryland fire-related death rate of 1.1 per 100,000 for the same time period.
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Intimate Partner Violence:

* In 2010, 4.23 million of women in Maryland reported being a victim of rape, physical violence,
and/or stalking by an intimate partner in their lifetime.

* Maryland has the 6th highest lifetime rate of Intimate Partner Violence in the country

* In 2010, 2.97 million men in Maryland reported being a victim of rape, physical violence,
and/or stalking by an intimate partner in their lifetime.

* In 2010, 18 women and three men in Maryland were murdered as a result of Intimate
Partner Violence.

Teen Driver Safety:

* From 2008-2014, motor vehicle crashes were the leading cause of death for Maryland teenagers,
with 279 deaths and a rate of 13 per 100,000.

* In 2014, 26 teen drivers were killed in Maryland due to a motor vehicle crash.

Motorcycle Safety:

* In 2014, there were 69 motorcycle rider deaths in Maryland with a rate of 55 deaths per
100,000 registered drivers.

Traumatic Brain Injury:
* In 2013, approximately 43,600 Marylanders suffered from a traumatic brain injury (TBI).

* Most common causes of TBI-related hospitalizations in Maryland were falls and motor
vehicle crashes.

* |In 2013, TBI-related Emergency Department visits were highest in people aged 15-24 years.
Deaths due to TBI were highest among those 85 and older.

Injury References:

1. 2018 Charles County Injury/Motor Vehicle Accident Mortality Data. 2018 Maryland Vital Statistics
Report. Maryland Department of Health. Available at: https://health.maryland.gov/vsa/
Documents/Reports%20and%20Data/Annual%20Reports/REV_2018annual.pdf

2. 2017 Child maltreatment data. Maryland Department of Human Resources. Accessed through
the Maryland State Health Improvement Process website. Available at: https://pophealth.health.
maryland.gov/Pages/SHIP-Lite-Home.aspx.

3. 2009-2017 Pedestrian Injury Rate on public roads. Maryland State Highway Administration.
Accessed through the Maryland State Health Improvement Process website. Available at:
https://pophealth.health.maryland.gov/Pages/SHIP-Lite-Home.aspx.

6. 2018 Seat Belt Use Percentages for Charles County and Maryland. 2018 Maryland Behavioral
Risk Factor Surveillance System. Available at: https://ibis.health.maryland.gov/.

7. 2018 Fall Prevalence and Severity Data for Charles County and Maryland. 2018 Maryland
Behavioral Risk Factor Surveillance System. Available at: https://ibis.health.maryland.gov/.
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8. 2014-2016 Violent Crime Offenses Rates. Uniform Crime Reporting Program. Accessed through
the Robert Wood Johnson Foundation’s County Health Rankings. Available at: https:.//www.
countyhealthrankings.org/app/maryland/2020/rankings/charles/county/outcomes/overall/

snapshot.

9. 2014-2018 Injury related death rates per 100,000. Compressed Mortality File. Accessed through
the Robert Wood Johnson Foundation’s County Health Rankings. Available at: https://www.
countyhealthrankings.org/app/maryland/2020/rankings/charles/county/outcomes/overall/

snapshot.

10. Injury-related data on all-terrain vehicles, child abuse and neglect, distracted driving, home
fires, intimate partner violence, teen driver safety, motorcycle safety, traumatic brain injury.
2016 Maryland Violence and Injury Prevention Resource Guide. Maryland Department of Health
Violence and Injury Prevention Program. Available at: https://phpa.health.maryland.gov/
ohpetup/Pages/EIPResourceGuide.aspx.

Qualitative Data Relating to Traffic Safety and Injury:

On the long health survey, participants were asked the severity of several health issues in
Charles County. The community perceives crime as the problem in Charles County. Crime had
the highest percentage reporting it as a combined slight, moderate, and serious problem
(68.4%). Crime also had the fourth highest number of people who felt that it is a serious problem
in Charles County.

Traffic safety was also seen as a problem in Charles County. Traffic safety had the fourth highest
number of people who reported it as a problem on any level.

Health Issue/Condition: Percent Reporting Percent Reporting this as | Percent Reporting this
no Problem in county | a problem at any level as a serious problem
Injuries 3.7 | 39.9 7.7
" Highway Safety/Traffic Accidents | 4.6 60.8 235
Child Abuse and Neglect 4.6 | 43.5 15.3
Domestic Vielence 4.1 | 49.9 19.3
Traumatic brain infuny S5 | 28.3 5.7
Crime 4.6 | 6B.4 26.9

Survey participants reported improvements in traffic safety in Charles County (16.2%). This was
the ninth highest percentage among the health conditions. Injuries reported the lowest percentage
of people reporting any improvements (5.6%).

Health Issues where improvements have been seen Response Percent
Traffic Accidents | 16.2
Injuries | 5.6
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Long survey behavioral risk factor data related to Traffic Safety or Injury:
* 90.4% always wear a seat belt

» 58.6% always follow road safety rules

* 15.2% always wear a helmet when riding a bike

* 13.4% always wear a helmet when riding an ATV, scooter, or motorcycle

* 14.6% always participate in daily physical activity

Injuries and Traffic Safety scored low on the short survey when participants were asked to
choose the biggest health problems in Charles County. 6% felt that injuries were the biggest
health problem in Charles County. This was the lowest among the health conditions listed.
17.7% of the short survey participants chose Traffic Safety as the biggest health problem in
Charles County. This was the second lowest percentage among the health conditions listed.
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Charles County Communicable Disease and Environmental Health Data:

The table below shows the incidence for the 12 most commonly reported communicable diseases
in Charles County in 2018. Chlamydia had the highest incidence rate in Charles County for 2018.
The top two communicable diseases with the highest incident counts in 2018 in Charles County
were both sexually transmitted diseases.

Selected Motifiable Conditions Reported in Charles County, 2018 Case Counts  Incidence Rates per 100,000 population

Chlamydia 1,103 bH3.0
Gonarrhea 258 158.7
Animal Bites 2315 145.5
Invasive Strep Group B 20 124
Legionellasis 19 11.8
Mycobacteriosls, Other than TE & Leprosy 17 10.5
Salmonellosis- Other than Typhold Fever 17 10.5
Syphilis- Primary and Secondary 14 1.7
Invasive S5trep pRéumoniae 11 B
Campylobacteriosis 10 .2
Lyme Disease ] 5.0
Invasive H. influenzae T 4.3

Chlamydia and Gonorrhea incidence rates have had steady increases over the past four years
in Charles County. Chlamydia incidence rates are consistently higher than Gonorrhea incidence
rates over the past nine years, however, both have seen increases in recent years. The 2018
incidence rate for Chlamydia in Charles County was 683.0 per 100,000, compared to the 2015
incident rate of 462.3 per 100,000. The 2018 Gonorrhea incident rate in Charles County was
159.7 per 100,000, compared to the 2015 rate of 84.5 per 100,000.

Primary and Secondary Syphilis had an increase in incidence rates in 2018 as well.
The 2018 incidence rate was 8.7 per 100,000. This is compared to the 2015 incidence rate
of 5.8 per 100,000.

Increases in sexually transmitted disease cases are not only affecting Charles County, but the
entire United States. In 2018, there was a 19% increase in Chlamydia cases in the U.S. since 2014.
In 2018, Gonorrhea had a 63% increase in cases since 2014, and Primary and Secondary Syphilis
had a 71% increase in cases since 2014 (CDC).
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CHARLES COUNTY CHLAMYDIA AND GONORRHEA
INCIDENCE RATES, 2010-2018
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Rabies:

No human rabies cases were reported in Charles County from 2010-2020. Charles County has
seen a decline in animal rabies cases from 12 in 2010 to 6 in 2020. With such small case counts,
it is not uncommon to see fluctuation in counts from year to year. Raccoons and bats are
commonly reported animal rabies cases. Case counts from 2010 to 2020 are presented below
for overall animal rabies cases, bats, raccoons, and skunks.

2010-2020 Animal Rabies Case 2010 2011 2012 2003 2014 2015 2016 2007 2018 2009 2020
Counts for Charles County

Total Animal Robies Cases 12 14 14 9 11 3 7 ] B T 7]
Bot Rables Coses 1 i F) 1 1 i 1 3 0 1 1
Roccoon Robies Cases 7 B [ 3 5 1 1 3 a 4 3
Skunk Raobies Coses 1 1 1 i) 3 1 3 ] 2 i 1]
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Vaccinations:

Influenza/Flu

In 2019, 45.6% of Charles County adults received the flu vaccine. This is an increase from the
2018 percentage of 29.8%; however, this percentage is still below the Maryland state average
percentage of 49.6%. Charles County Whites had a higher rate of flu vaccination coverage
than Charles County African Americans (50.6% vs. 27.9%).
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Pneumonia

In 2019, 37.0% of Charles County adults received the pneumonia shot at some point.
This percentage is an increase from the 2018 percentage of 28.1%. The Maryland state
average percentage in 2019 for adults who received the pneumonia shot was 36.9%.

Tetanus

The BRFSS captured data on the percentage of adults who received a tetanus shot in the past
10 years. In 2019, 63.2% of Charles County adults reported receiving a tetanus shot of some kind,;
36.7% reported not receiving a tetanus shot in the past 10 years. This data is also broken down
into whether individuals received Tdap specifically.
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PERCENTAGE OF CHARLES COUNTY ADULTS WHO HAVE RECEIVED
A TETANUS SHOT IN THE PAST 10 YEARS, 2015

Yes, received Tdap  [SRINRNMRINININOUNINUUNININIIN 22.0%

Yo, received tetanus shot, but not Tdap [N &.7%

Yos, receivd tetanus shot but not sure what type | 000 BREE O AR B

(TMTIMITINNNII - 30.5%

Ne, did nat receive tetanus shot in the past 10 years  [NNINIUNRUNIUNINURMMUAMIMMIUIMMMUIMIUTIEMII00 5. 7

The Maryland state average percent of adults who received a tetanus shot in the past 10 years
was 72.7% in 2019 while 27.2% of Maryland adults reported not receiving a tetanus shot in the
past 10 years.

Childhood Recommended Vaccines

In 2017, the Maryland state average percent of children (19-35 months) who received
recommended vaccines was 75.2%.

Salmonella:

The 2018 Charles County case rate for Salmonella was 10.5 per 100,000. This is slightly lower than
the 2017 rate of 10.6 per 100,000. The Charles County case rate does fall below the Maryland state
average case rate of 16.0 per 100,000 for 2018. The Charles County case rate for Salmonella has
continued to show a downward trend since 2010 with spikes in 2012 and 2014. Case rates from
2015-2018 have been steady.

SALMONELLA CASE RATES, 2010-201E
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Coronavirus Disease 2019 (COVID-19):

COVID-19 is the new coronavirus disease that has been the most prominent infectious disease
in the United States and the world from late 2019 until the present. First identified in 2019,
COVID-19 is transmitted person-to-person and can cause individuals infected to experience
respiratory illness.

In Charles County, COVID-19 cases did not begin to emerge until mid-March 2020. Once the first
cases were identified in the county, there were large spikes in both the percent positivity and case
rates. The highest percent positivity recorded for Charles County was in the beginning of the event
where it reached 23.08%. The increase in percent positivity and case rate during the beginning

of the pandemic in Charles County can be accredited to the nursing home outbreaks the county
experienced during that time.

COVID-19 deaths in Charles County were not recorded until April 2020, due to death count being
a lagging statistic, however, April would record the largest number of deaths for Charles County
for the entire event to date.

After the first initial outbreaks and rise in case rate and percent positivity, Charles County
experienced a decline in both measures around late spring and early summer, although these
declines did not last long. Cases began to rise again around July and August 2020. By October
2020, COVID-19 cases were on the rise again, and would eventually record the highest case
rates for Charles County for the entire event. Throughout the end of 2020 and beginning of
2021, COVID-19 cases continued to rise, which lead to an increase in both case rate and percent
positivity. The highest case rate for Charles County was recorded in January 2021 when it
reached 44.71 per 100,000. The increase in COVID-19 cases during the winter months of 2020
and beginning of 2021 may be related to the holidays and travel during that time of year.

After the initial peak in deaths, Charles County experienced a drastic decline in COVID-19
deaths until September 2020 when the death count rose again, due to the increase in cases
during July and August. December 2020 and January 2021 recorded another increase in deaths
due to COVID-19.

Charles County F-gday Average COVID-19 Fercent Positiity Rate

Poud

Positivity

Pereant

pd S

3-Mar  23-Apr  23-May  23-Jun 23-Jul  23-Aug  23-5ep  23-0ct 23-Mow 23Dex  23-Jan 23-Feb



Case Rate per 100,000 population

Mumber of Deaths

Charles County 7-day Average COVID-19 Case Rate per 100,000

45
40
35
0
25
il
15
10

5

L]
23-Mar  33-Apr FMay  33Jun 23eJul 23Awg 23Gep 23300t 23-Nov  23-Dec  23Jam 23-Fab

Charles County COVID-19 Related Deaths by Month
March 2020-February 2021

April Mary June July Aupust Seplembsr October Mowember December lanuary  February
1021 o
Date

154



Environmental Health:

Blood Lead Levels:

This indicator reflects the percentage of children (aged 12-35 months) enrolled in Medicaid

(90+ days) screened for lead in their blood. Each pediatric Medicaid enrollee should be screened
for blood lead during their 12 and 24 month well-child visit. Common sources of pediatric lead
exposure include dust and paint chips from chipping or peeling lead paint, as well as lead
contaminated soil, toys, water, cosmetics, and folk medicines.

In 2017, 65.7% of Charles County children enrolled in Medicaid had a blood lead screening.
This is equal to the state percentage of 65.7%. Blood lead screenings were highest

in Charles County Asians (71.0%) and lowest in Charles County Hispanics and Charles
County Whites (66.7%).

The Charles County blood lead screening percentage has increased from 61.6% of Medicaid
children in 2016 to 65.7% in 2017.

017 CHARLES COUNTY BLOODD LEAD SCREEMNING
PERCENTAGES FOR CHILDREN

==l
-
=]
E

: 3 % 67.4% :

65, T3 b, M £3.9% bh, "N G
P b ] P
=== — = —
——i e B 410% et
I o ] L
— = ] .
= = = =
== === = L=
| | b a— | | ——

A LEa White Hid pd i African Armerican
m Charbes County Maryland

In 2017, among those screened for blood lead, 0.1% of Charles County children had a blood lead
levels greater than 10 mg/dL. This is lower than the Maryland state percentage of 0.3%.

Air pollution: Particulate matter

The 2014 average daily density of fine particulate matter in micrograms per cubic meter in
Charles County was 9.3. The county measure has seen a very slight increase from 2012 where
the average daily density was 9.2. Trends from 2010 show a decrease in particulate matter for
both Charles County and the state of Maryland.
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Air pollution - particulate matter in Charles County, MD
Average Density of Fine Pariculate Matter: Counly, State and Mational Trends
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Qualitative Data Relating to Communicable Disease:

Of the long survey participants, 73.03% believed Infectious Disease (i.e. COVID-19) was a problem
on some level in Charles County, and 30.43% of participants believed Infectious Disease was a
serious problem in Charles County.

Protective factors that can reduce transmission of infectious diseases:

1. 85.90% of participants report always washing their hands after using the bathroom
or before making food

2. 66.67% of participants report always receiving a flu shot every year

Risk factors that can increase transmission of infectious diseases:

1. 37.04% of participants report always practicing safe sex (ex. use a condom, get tested)

Few short survey participants reported COVID-19 and sexually transmitted diseases as some
of the biggest health problems in Charles County. When asked if there are sufficient services
and resources available in Charles County for infectious disease specifically, 141 participants
reported some services are available and 65 reported no services are available.

5.88% of key informant survey participants believed infectious disease was the biggest health
issue affecting Charles County.
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COVID-19 concerns were a common theme on the key informant survey. Many participants were
concerned about the impact of COVID-19 on other major health issues in the community. Concerns
about the impact of COVID-19 on mental health, chronic disease, and access to care were all
mentioned. COVID-19 was also seen as a health barrier in the Charles County by some participants.

Communicable Disease and Environmental Health References:

1. 2010-2019 Charles County Reportable Communicable Disease Data. Infectious Disease Bureau.

Maryland Department of Health. Available at: https://phpa.health.maryland.gov/Pages/
infectious_disease.aspx.

2. 2010-2020 Charles County and Maryland Rabies Data. Infectious Disease Bureau. Maryland

Department of Health. Available at: http://phpa.dhmh.maryland.gov/Pages/infectious_disease.
aspx.

3. 2017 Charles County and Maryland Influenza Vaccination Rates. Maryland Behavioral Risk
Factor Surveillance System and the National Immunization Survey Estimates. Accessed through
the Maryland State Health Improvement Process website (Under Quality Preventative Care).
Available at: https://pophealth.health.maryland.gov/Pages/SHIP-Lite-Home.aspx

4. SHIP Children (19-35 Months Old) Who Receive Recommended Vaccines 2008-2017. Maryland
Behavioral Risk Factor Surveillance System and the National Immunization Survey Estimates.
Accessed through the Maryland State Health Improvement Process website (Under Quality

Preventative Care). Available at: https://pophealth.health.maryland.gov/Pages/SHIP-Lite-Home.
aspx

5. 2011-2017 Charles County Blood Screening (Under Healthy Beginnings) and 2009-2017
elevated blood lead Percentages in Medicaid enrolled children (Under Healthy Communities).
2016 Maryland Medicaid Service Utilization data. Accessed through the Maryland State Health

Improvement Process website. Available at: https://pophealth.health.maryland.gov/Pages/SHIP-
Lite-Home.aspx

6. 2014 Air pollution data for Charles County and Maryland. Robert Wood Johnson Foundation’s
County Health Rankings. Available at: countyhealthrankings.org.

7. Sexually Transmitted Disease Surveillance 2018. Centers for Disease Control and Prevention.
Available at: https://www.cdc.gov/std/stats18/default.htm
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HIV/AIDS and STI’s:

Sexually Transmitted Infections:

The incidence of sexually transmitted infections in Charles County continues to increase each
year. According to the Robert Wood Johnson Foundation County Health Rankings, the 2017
Charles County chlamydia incidence rate per 100,000 was 631.8 per 100,000 compared to
552.1 for Maryland and 525 for the United States.

Sexually transmitted infections in Charles County, MD
County, State and National Trends
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Chlamydia:

The STl incidence rates for chlamydia, gonorrhea, and syphilis have all seen increases on the
national, state, and local level. The 2019 Charles County chlamydia incidence rate was 704.6,
which is higher than the 2019 Maryland Chlamydia incidence rate of 625.2 per 100,000. The
2019 Charles County chlamydia incidence rate is an increase from the 2016 rate of 527.1 reported
in the last needs assessment report.

Chlamydia - Reported Cases and Rates by Jurisdiction,
Maryland, 2019
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Source: Maryland Department of Health. 2016 Epidemiology and Disease Control Programs.

Examining chlamydia rates by ZIP code, the highest rates are in the northern parts of county
in the ZIP codes of Waldorf, Bryans Road, and Indian Head. This is the region where the majority
of the county population resides.
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Chlamydia in Marvland
Ineidence Rates by ZIP Code, 2018
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Gonorrhea:

The 2019 Charles County gonorrhea incidence rate was 169.0, which was slightly below the
2019 Maryland gonorrhea incidence rate of 191.9 per 100,000. The 2019 Charles County
gonorrhea incidence rate is an increase from the 2016 county rate of 104.0 reported in the

last needs assessment report.

Gonorrhea - Reported Cases and Rates by Jurisdiction,
Maryland, 2019
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Like Chlamydia, the greatest rates of gonorrhea in Charles County are located in the northern part
of the county. This is the region where the majority of the county population resides

Gonorrhes in M
Incidence Rates by ZIP Code, 2018

2018 Gonorrhea Rabes
{per 106,000 Population)
= 0-19

B 20-100

= 101-200

w 308500

w Mape than 500

Source: Maryland Department of Health. 2018 Epidemiology and Disease Control Programs.
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Syphilis:

The 2019 Charles County primary and secondary syphilis incidence rate was 8.7; the 2019
Maryland state syphilis incidence rate was higher at 14.4 per 100,000. The Charles County

2019 syphilis incidence rate is an increase from the 2013 rate of 3.8 reported in the last needs

assessment report. Caution should be taken when making comparisons since case counts

for syphilis are small and can cause large increases in the case rates

Primary and Secondary Syphilis - Reported Cases and

Rates by Jurisdiction,
Maryland, 2019
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Like chlamydia, the greatest rates of syphilis in Charles County are located in the northern part

of the county. This is the region where most of the county population resides
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Primary and Secondary Syphilis in Maryland
Incidence Rates by ZIP Code, 2018
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HIV Incidence:

This indicator shows the rate of adult/adolescent cases (age 13+) diagnosed with HIV (per 100,000
population). HIV is a significant and preventable public health problem. An estimated 16% of
people with HIV in Maryland are undiagnosed. We have the knowledge and tools needed to slow
the spread of HIV infection and improve the health of people living with HIV.

The 2017 Charles County HIV Incidence rate was 18.1 per 100,000. This is below the Maryland
state average rate of 20.4 per 100,000. The Charles County HIV Incidence rate is the sixth highest
among the Maryland jurisdictions.

The Charles County HIV incidence rate has decreased each year from 31.7 in 2014 to 18.1in 2017.

In 2019, there were 35 adult/adolescent (age 13+) HIV cases diagnosed in Charles County. Of the
616 living adult/adolescent cases in Charles County at the end of 2019, 67.2% were male, 29.4%
were among adults aged 50-59 years old, and 21.3% were among adults aged 40-49 years old.
Non-Hispanic (NH) Blacks made up the majority (78.1%) of living adult/adolescent cases. Among
living adult/adolescent cases, the most common estimated or reported exposure category was
men who have sex with men (MSM) (46.8%), followed by heterosexual exposure (HET) (41.5%),
and injection drug use (IDU) (8.3%).
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HIV/AIDS/STI References:

1. 2007-2017 Chlamydia Rates for Charles County, Maryland, and United States. Robert Wood
Johnson Foundation County Health Rankings. Available at: https://www.countyhealthrankings.
org/app/maryland/2020/measure/factors/45/map.

2. 2019 Charles County and Maryland Chlamydia, Gonorrhea, and Syphilis Rates. Sexually
Transmitted Infections 2019 Annual Report. Maryland Department of Health. Infectious Disease
Bureau. Available at: https://phpa.health.maryland.gov/OIDPCS/CSTIP/CSTIPDocuments/
Reports/ST1%202019%20ANnnual%20Report%20Maryland.pdf.

3. 2017 HIV Incidence Rates by Race for Charles County and Maryland. Maryland Department of
Health. Accessed through the Maryland State Health Improvement Process website. Available at:
https://pophealth.health.maryland.gov/Pages/SHIP-Lite-Home.aspx.

4. 2019 Charles County and Maryland HIV/AIDS Diagnoses and Living Cases. Maryland
Department of Health. Infectious Disease and Environmental Health Administration. Charles
County HIV Fact Sheet 2019. Available at: https://phpa.health.maryland.gov/OIDEOR/CHSE/

Pages/statistics.aspx.

Qualitative Data Relating to Sexually Transmitted Infections and HIV/AIDS:

One-quarter of the long survey participants reported that HIV/AIDS (24.6%) and sexually

transmitted diseases (27.5%) are a problem in Charles County on some level. Only 4.3% felt
that HIV/AIDS is a “serious problem, while 5.5% reported that sexually transmitted diseases
are a “serious problem” in the county.

Health Percent Reporting No | % Reporting this as a Percent Reporting this
Issue/Condition: Problem in county problem at any level as a serious problem
HIV/AIDS 6.2% 24.6% 4.3%

Sexually transmitted 5.3% 27.5% 5.5%

disegses

Behavioral risk factor data relating to STI’s, HIV/AIDS included:

* 33.9% always practice safe sex;

» 73.8% never use illegal drugs.

165



https://www.countyhealthrankings.org/app/maryland/2020/measure/factors/45/map
https://www.countyhealthrankings.org/app/maryland/2020/measure/factors/45/map
https://phpa.health.maryland.gov/OIDPCS/CSTIP/CSTIPDocuments/Reports/STI%202019%20Annual%20Report%20Maryland.pdf
https://phpa.health.maryland.gov/OIDPCS/CSTIP/CSTIPDocuments/Reports/STI%202019%20Annual%20Report%20Maryland.pdf
https://pophealth.health.maryland.gov/Pages/SHIP-Lite-Home.aspx
https://phpa.health.maryland.gov/OIDEOR/CHSE/Pages/statistics.aspx
https://phpa.health.maryland.gov/OIDEOR/CHSE/Pages/statistics.aspx

Tobacco Statistics

Adult current tobacco use by product (any tobacco, cigarettes, cigars, smokeless, ESDs)
2012-2018

The Maryland Behavior Risk Factor Surveillance System is used to provide estimates for Maryland
and Charles County on smoking status. In 2018, approximately 18.4% of Charles County residents
reported use of any tobacco product. This is similar to the Maryland percentage of 18.2% of
Maryland residents who use any tobacco product. Charles County has seen a decrease in tobacco
product usage from 20.5% in 2012 to 18.4% in 2018. This same trend was seen on a state level.

Use of cigarettes in Charles County has decreased significantly from 19.3% in 2012 to 12.4% in 2018.
The 2018 cigarette percentage for Charles County is similar to the Maryland percentage of 12.5%.
2018 data is not available on a county level for cigar and smokeless tobacco usage. However, use
of both substances has remained stable over the last six years.

Lastly, the use of electronic smoking devices or ESD’s was available for Charles County in 2016
only. 4.0% of Charles County residents reported use of an ESD. This is slightly higher than the
percentage reported for Maryland overall (3.2%). 2018 data was not available on a county level
due to an insufficient sample size.

Maryland

CURRENT USE OF TOBACCO/ELECTRONIC SMOKING DEVICES (ESDs)

Em Interval rri"a'!:fJl 2012* 2014 2016 2018
Estimated Number (N] ¥CON  %ON  %CON %AW
Any Tobacco
19.4 19.5 17.9 18.2
iAny tobacoo ncludes cigorettes, ogars, smokeleis (182207} QE1209 (70168 (173193

tobaoee, and other toboceo products, and ESDs) 855 080 07475 g4 991 BES 335

(150-17.4)  (13.4159) (129145 (107-13.4)
T8 885 655824 608,816 569871

Cigars 4.3 45 3.7 46
{3.65.2) (3.65.4) [3.2432) (4052
169,763 192498 154,865 199.575
Smokeless Tobocro .0 L7 1.6 0
(1.52.4) (1327} (1315 {L7-24)
#6739 TE6RY To 410 93401
ESDs | Mo BRESS 32 32 43
Diata (253.8) (2837  (37-49)
Collecied 135,050 141.524 185.728
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Charles County

CURRENT USE OF TOBACCO/ELECTRONIC SMOKING DEVICES [ESDs)

Estimated Prevalence (%)

a
Confidence intervol (1) JO012 A4 016 J018
Estimated Number (N} HCOIN %¥CON % CIN ¥CON
Any Tobacoo 05 15,4 18,2 15.4
|Any bobocco includes cigareftes, cigers, smokeiess (13.5-27.4) {13.1-35.7) [14.1-22.3 (13.2-23.5)
tebaceo, and ather tobaceo products, and E50<) d7.840 L1966 IL8TY 21841
(11.3-26.3) [@.2-17.1) [2LB-16.5] (BE-16.2)
16,018 13572 15086 14953
Eﬁ_]e'.!r'i ERFSS Data ERFSS Data  BRFSS Data BEFYS Data
Mot Hot Haod Hot
Availuhle Anailable Aamilabrle Avvadlnbile
smokeless Tobocoo | BRFSSData  BARSS Data  DAFSS Data  BERFYS Data
ok et g ] Pt
Fyailabhe Availabie Aegailable Avpalable
EsDs N BRFSS BAFSS Dats 4.0 BRFSS Dats
Data NoT [L.7-8.3) ({211
Celectad Anailable 4485 A aalable

3. Adult current tobacco use by gender and race/ethnicity (White, AA/Black, Asian,
Hispanic/Latino, American Indian/Alaskan Native) 2012-2018

When examining current tobacco use by gender, males are more likely to report use than females.
For Charles County, 21.2% of men and 15.8% of women reported current tobacco use in 2018. The
percentage of Charles County men reporting current tobacco use decreased from 2012 to 2018
while the percentage of females reporting current tobacco use increased from 2012 to 2018. On

a state level, current tobacco usage for both males and females decreased from 2012 to 2018.

When analyzing rates by race and ethnicity, current tobacco use percentages are only available for
Whites, African Americans and all minority combined in Charles County. Due to small case counts,

percentages cannot be calculated for Asian, Hispanic, and American Indian/Alaskan Native.

Current tobacco use is higher for Charles County African Americans than Whites or All Minorities

Combined (20.1% vs. 18.5% and 18.5%). The same was true on a state level. The rate of current
tobacco use has fluctuated yearly for Whites, African Americans, and All Minorities Combined.
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Maryland

CURRENT TOBACCO USE — Gender and Race/Ethnicity

Estimated Prevalence ()

01 2084 FOE 2018
qu “,Emlﬁ % CIN $CIN  %CIN  %CIN
Female 16.1 15.0 136 135
(14.6=17.7) [13.8-15.6) [11.5=14.60 [1Z2.B-15.0)
383,016 33735 333,558 H|5.157
Male 35 24.5 226 22.9
(215356 [22.2-26.8) (21.1-24.1) (21.3-24.5)
507 205 534144 509,403 S19.099
White Z1.1 20L5 19.6 189
(186-12.6) [18.B-22.3) [154=-20.8) (17.7=D00.1]
BXTEL 513724 84 452 S57 .08
.I“fﬂ-'l.'ﬂ'ﬂ Aﬂﬂl’*mmt 0.2 2.4 18.0 0.7
(175228 (192-35%5) (16.1-198) (183-223)
260,115 LA 3933 I75.174
Asian | BRFSSData  BRFSS Dota 5.8 10.3
Hax Mot 13.4-8.2) (64142}
Bvailabde Availabile 17381 31.327
Hispanic/Latino 158 12.9 136 12.7
(100215  (B017.8) (104163 (9.3-160)
58,4861 49,841 57237 55505
American indian/Alaskon Native | BHFSS Data LE.4 Al 1.4
Hat [TL.8=41.00 [30.6-54.5) [12.1-30.5]
Avail abde 4,550 o263 2,852
**ptinority Combined [Race & Female 178 1.7 156 169
f ! (163-19.3) (160-19.3) [l4616.6 ([15.5-181)
590,081 E00LEED S4L50L 5771
Charles County
CURRENT TOBACCO USE — Gender and Face/Ethnicity
e G ”g_,"' 2012 2014 2016 2018
Estimated Nurnber [N) wON %O N MON N OON
Famake 56 18,3 LLT 15.8
[5.1-14.2) [6.3-20.4] [8.2-17.3] (55216}
G687 B336 £.071 1, 559
Muole 315 5.0 i .2
(19.5-435  (15.6-365) (17.2-311)  (1L&-29.8)
21446 14629 15806 12 482
White 231 0.8 M7 185
(14.3-3200  (14.2-274) (185305)  (1LO-26.0)
17618 1L78lL LI &5 G507
-"".f"'kﬂ" Mﬂm BHF 3% [hats BEFYS Dats LiE 20,1
Mot (i o18 [7.B-19.9) (11.4-28.E8)
Mo milabile Availabke 7005 1147
Asiary | BRFSSDwta  BRFSS Data  BRFSS Data  BRFSS Data
Faon Pt Mt Fion
A bllabde VR ETHES Al abde Auraiinde
Hispankﬂut'm BRF %5 [hala BREFYS Data ERFSS ara [BRFSS Dana
oL (518 ot (55
Ausilable Avrailabbe Avsilable Porailable
American Indian/Alaskan Native | BRESS Data  BRFSS Data BRFSS Dats  BRFSS Data
Mo Pt Mot Mo
A pllanie LURL T Al abke Amilanee
**Minority Combined [Race & Female) | 15.2 171 14.7 18.5
(1.5-22.5 [BUE-24.8) [104-18.51 (12.7-24.5)
14,964 15743 1574 1R 191
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4. Adult current tobacco use by education level (No HS diploma, HS diploma/GED, Some

College, 4-Yr. College Degree)
2012-2018

As the level of education increases, the rate of tobacco use decreases. Those without a high
school diploma are more likely to report tobacco use than those with a high school diploma

or some college. This is true for both Maryland and Charles County. The tobacco use rate among
those with a high school diploma/GED is higher in Charles County than Maryland (28.4% vs. 23.1%).
It was lower among those with college degree (CC 8.9% vs. MD 9.8%); however, Charles County
has seen some decreases in the rate of tobacco use among people with no high school diploma.
Charles County has seen fluctuation in the rate of tobacco use among individuals with a

high school diploma/GED and some college.

Maryland
2012 2014 2016 2018
Education
No High School L7 3.4 283 284
(26.5-36.8) [I7.2-308) (M4.1-324) (4.1-328)
173,072 183,917 149,219 143,879
High School or GED 25.1 25.5 239 4.6
(224-27.7) ([2152B5) (22.0-258) (215-265)
300,996 313,681 294,537 301876
Some College 21.9 19.6 19.2 20.3
19.4-2a.5 [17.1-22.2) (17.4-200) (1B4-I1.3)
277274 256,374 254,639 269,755
College Grad 8.2 9.9 2.0 89
[75-10.4) i8.4-11.3) (B.0-95) (79-99)
137121 151638 144,147 148,575
Charles County
2012 2014 2016 2018
Education
No High School BRF55 Data BRFSS Data  BEFSSData  BRFSS Data
Hat Mot Hiat hiot
Lsailable Available Awvallable Ayailable
High School or GED FEN 1.1 29.8 3.1
(11.1-35.2) [9.7-32.5) (20.5-38.8) [14.7-31.5)
11.935 8917 10.521 10,354
Some College | BRFSS Data 15.4 136 136
Hot [B.1-22.6) (T.E-15.4) [%.7-21.5)
Asailable 5712 6, 168 Seaibill
College Grod | BRFSSData  BRFSS Dats 10.9 9.8
Mot Mot (5.9-16.0) [4.5-14.8)
Awailable Avvailable 3,382 2891
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5. Adult current tobacco use by annual household income (<$15K, up to $25K, up to $50K,

up to $75K, >$75K) 2012-2018

The following tables demonstrate that the higher the income level, the lower the rate of tobacco

use among adults. Those earning more than $50,000 per year in Charles County are less likely

to report tobacco use than those who make less than $50,000 (14.4% vs. 32.6%). Charles County
has seen decreases in tobacco use among those who earn more than $50,000 a year. However,

the percentage of people who currently use tobacco has increased among those making less

than $50,000 per year.

Maryland
CURRENT TOBACCD USE — Incoma and Education
Estinated Prevalenoe (K] 2012* 2014 2016 2018
el ann s ¥CIN  %CON  %CON  %ON
Extimated Number (N)
Income
« $15k 36.7 e 155 194
(302433) (272424) (305405 (24.4-344)
113,594 94,091 100,177 18,821
$15k- < 525k g 3.2 M1 236
(207-290) (188-275) (209-274) (20.4-269)
139.763 135,538 118.233 113.890
$25k- « SS0k 238 25 206 223
(206-270) (198273 (182230) (195251)
202,585 181,569 150415 155.928
$SOk- < $75k 12.2 28 17.9 16,0
(141-202) (184-272) (153205 (163-218)
107,755 137,907 102.460 110,372
$75k + 141 14.0 13.6 142
(12.5-15.8) (12.3-158) [12.3-149) (12.8158)
223,886 236,187 236,119 157,634
Charles County
CURRENT TOBACCO USE — Income and Education
e Fm"“r (%) 2012* 2014 2016 2018
e fal ®CIN %S CIN ®¥CON ¥ON
Estimated Number (N)
Incame
< 550k 26.5 29.0 245 2.6
(148339 (125456 (145345 (187458
12.665 8123 6.392 8296
. 55{]-& 19.1 17.6 16.4 14.4
(9.1-29.00  (11.1-24.1)  (11621.2)  (9.0-19.8)
14.418 12.665 11.902 11.910
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6. Middle School Tobacco Use by product (any tobacco, cigarettes, cigars, smokeless, ESDs)
2013-2018

Of Charles County middle school students, 10.8% reported use of any tobacco product in 2018.
There has been a lot of fluctuation each year in the percentage reporting current use of a tobacco
product; however, the 2018 percentage is an increase from the 2016 percentage (10.8% vs. 9.1%).
The 2018 Charles County middle school tobacco use percentage is above the Maryland state
average percentage (10.8% vs. 9.0%). Cigarette usage (3.1% to 1.7%) and cigar usage (3.0% to
2.5%) have decreased among Charles County middle school students. The percentage of
Charles County middle school students reporting smokeless tobacco use has increased from
1.5% to 3.3% and is now greater than the Maryland percentage of 2.2%. Charles County saw a
decline in middle school students reporting use of electronic smoking devices (ESD’s) from 9.3%
in 2014 to 6.3% in 2018. The 2018 Charles County ESD percentage of 6.3% is still greater than the
Maryland percentage of 5.9%.

Maryland
CURRENT TOBACCO USE
Efmﬂﬂ:::::ﬁ: j?;:'j’ 2013 2014 2016 2018
Estimated Number (N} SCIN % CIN % CIN %SCIN
Middle school Students
Any Tobacco 5.6 11.1 76 4.0
(Any tobacco includes cigarettes, cigars, (5.2-6.7) (10.1-12.04 (6.9-8.2) {8.3-3.6)
smokeless tobacco, and ESDs) 9431 18,683 13,145 15,926
Cigareties 3.9 2.5 1.3 1.1
[3.5-4.3] (2.2-2.9) (1.1-1.6) (0.9-1.3)
6. 717 4.431 £.513 21538
Cigqars 4.2 3.6 2.5 LB
(3.8-4.6) {3.2-4.1) [2.2-29) (16-2.1)
1245 o416 4,743 482
Smokeless Tobocco 1.0 1.9 1.8 2.2
[26-3.5) (1022} (1.6=2.2) (1.9-2.5)
5.323 3.3449 3.545 4,065
ESDs Mo ESD Pl 7] 4.7 >4
Data {6.9-8.3) {4.35.2) (5.5-6.4)
Collected 13,318 8,396 10,799
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Charles County

CURRENT TOBACCO USE
Estimated Pr | Fa
;{;:}fd:m Lﬂ;’:ﬁé ;J 2013 2014 2016 2018
Estimoted Number {N) i L S ———
Middie Scheol Students
Any Tobacoco | 4.3 127 2.1 10.8
{Any tobacco includes cigarettes, cigars, (2.9-5.6) (9.7-13.6) (0./~11.3) (7.8-13.7)
smokeless tobacco, and E5Ds) 7 - ~i -
{jggrfiteg 31 28 L& 17
(1.1<.8) (1.8-4.2) (0.7=2.5) [D.7-2.7]
171 154 92 103
Cigars 3.0 3.2 27 1.5
{2.1-4.49) (2.2-.7) (16-3.7) (1.5-3.5)
167 181 153 146
Smokeless Tobacco L5 14 1.6 3.3
(0.9-2.4) (1.1-5.1) (14-3.8) [2.0-4.6)
#3 137 151 187
£sps | NoEsD 8.3 5.7 6.3
Data (7.3-113) 3975 (4387
Collected 508 303 350

7. Middle school current tobacco use by gender and race/ethnicity (White, AA/Black, Asian,
Hispanic/Latino, American Indian/Alaskan Native) 2013-2018

Charles County male middle school students were more likely to report tobacco use than

Charles County female middle school students (11.9% vs. 9.1%). The percentages of middle school
males and females using tobacco in Charles County have increased since 2013. The percentages
for both females and males in Charles County are higher than those reported for Maryland overall
(Males 11.9% vs. 9.2% and Females 9.1% vs. 8.4%).

On a county level, data is only available for White, African American, and Hispanic middle school
students in Charles County. The highest rate of current tobacco use is in the Hispanic/Latino
population at 15.8%. Currently, the Charles County African American middle school student
tobacco use percentage is higher than the Charles County White middle school student tobacco
use percentage (11.0% vs. 7.8%). The Charles County African American percentage and the
Charles County Hispanic percentage are above the state percentages for those populations.

The Charles County White percentage is below the state percentage (7.8% vs. 8.2%).
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Maryland

CURRENT TOBACCO USE — Gender and Race/Ethnicity

Extimuticd Frevaieno (A 2013 2014 2016 2018
Conpatnce lotervol [ O SCIN  %CIN  %CIN % CI N
Estimated Number (N)

Middle School Students
Middle School Female | 47 9.5 70 84
{4.2-5.3) {8.5-10.5) 63-7.7) 7.79.2)
3,869 8.001 £.013 7.361
Middle School Male 6.5 12.2 78 9.1
(5.871)  (11.1-134) (7085 (£.4-10.0)
5,414 10,526 6,772 8179
White 4,2 &5 5.3 8.2
{3.6-4.8) [7.49.6) 4567 (7.35.1)
2.941 5,737 3,589 5,334
African American/Black b.b 4.1 8.0 89
(5.874) (126158  (7.188) (7.7-10.0)
3,537 7,39 4,321 4,827
Asian 2.8 a3 32 44
{1.2-4.5) (2.6-6.1) (1846 {3.0-5.8)
282 405 245 485
Hispanic/Lating 85 13.8 11.3 11.1
(70:101) [120:4156)  (104-142)  (101-12.3)
1529 2,908 2,858 2,958
Americon Indian/Alaskan Native 10.7 16.6 114 129
(7.4-14.0) [12.7-20.6) [9.0-17_8) [9.1-15.6)
203 L1 | 260 254
Charles County
CURRENT TOBACCO USE — Gender and Race/Ethnicity
St st 2013 2014 2016 2018
e Y GCN  %CN  ECIN % CIN
Esfimated Mumber (N)
Middle School Students
Middle school Female 18 10.8 8.5 1
(23-6.1) (77-139)  (5.241L7)  (6.0-12.3)
99 278 209 186
Middle School Male 4.5 139 9.8 119
(3.2-6.4) (10.5-17.3) {6.8-12.8) (8.1-15.7)
123 384 263 317
White 2.0 1L5 7.8 7.8
{0.5-3.5) 84145  [36119)  [3.9117)
3l 173 101 102
African American/Block 4.6 1.8 8.8 1.0
(28-6.3) 85152  [58116)  (6.915.0)
128 3i2 231 315
Asion | YRBSDsta  YRBSData  YRBSDsts  YRES Date
[ Lo | Mot Mot {5
Avallable  Available Avallable Available
Hispanic/Lating YRES Data 15.0 YREBS Data 158
Mot {8.3-21.8) Mot (8.3-23.3)
Available 3 Available 57
American Indion/Alaskon Native | YRESDota  YRESDeta  YRBSDate  YRES Dete
Mot Hat Mot Mot
Available Available Available Awaalable
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8. High school tobacco use by product (any tobacco, cigarettes, cigars, smokeless, ESDs)

2013-2018

23.3% of Charles County high school students reported using any type of tobacco product in

2018. This is an increase from the percentages reported in both 2013 and 2014 (17.6% and 31.8%).
Charles County high school students have reported less use of cigarettes and cigars from 2013

to 2018. This same trend can be seen on a state level. The percentage of Charles County high
school students reporting use of smokeless tobacco has fluctuated and is currently lower than
the percentage reported in 2016 (5.4% vs. 7.4%). The Charles County tobacco use percentage

of 23.3% in 2018 is lower than the state percentage of 27.4%.

The reported use of ESD’s among Charles County high school students decreased from 23.1%

in 2014 to 17.7% in 2018. This may be due to extensive efforts of the local CRF tobacco program
to educate students on the dangers associated with use of ESD’s. The Charles County high school

ESD percentage is below the Maryland ESD percentage of 23.0%.

Maryland
2013 2014 2016 2018
High Schoo! Students
Any Tobacco 16.9 276 216 274
{Any tobocco includes cigarettes, cigars, [16.3-17.5) (26.9-28.4) [(20.7-22.4) (26.2-28.6)
Tmakelecs !‘abagmr Fa 1 07 | Eﬂ'ﬂs‘ll 38 966 B, 516 50,001 65038
[ﬁgﬂ;e[:[‘e; 119 8.7 82 L0
[11.49-1.2.4) [8.2-9.1] [7.8-B.6) (4.55.4)
21807 R LT H0.653 L2357
Cigars 1L5 10.3 9.0 6.0
(11.9-13.0) (9.9-10.8) [B59.5) (5.5-6.5)
30,820 35,460 21136 15.135
Smokeless Tobacco 4 »8 6.2 1.6
(7.0-7.8) [5.4-6.1) [5.8-6.6) (4.1-5.1)
18.438 13,769 15.22% 11.524
ESDs Mo ESD 20.0 13.3 3.0
Data 119.4-20.5) (12.7-13.9) (21.9-24.1)
Collected 47 542 30,026 53,920
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Charles County

013 2014 2016 2018
High S5chool Students
Any Tobacco 17.6 3lE 236 23.3
{Any tobacco includes cigarettes, cigars, | (15.9-19.5) (23.5-34.2) (21.4-25.9) (21.1-25.5)
smokeless tobocco, and ESDs) 1439 1,540 1809 1791
{'jgafg;:t,gg 127 a2 B.& 5.0
(11.1-14 4) (8.0-10.7) [(7.3-9.9) (4.0-8.0)
L0056 744 T 412
Cigars 13.6 10.5 9.2 6.0
12.1-15.2) 19.2-12.0) (7 .B-10.6) (4.59-7.1)
L1950 EB6 743 494
smokeless Tobacco 6.9 6.7 7.4 5.4
(5.8-8.3) [5.5-8.1) (6.2-8.7) {4.3-8.6)
613 a3 (10 449
E5SDs Na E5D 3.1 15.2 17.7
[rata [(Z1_%24 8) (15.9-17.0§ {15.8-19.6)
Collected 1.883 1.115 1.329

9. High school current tobacco use by gender and race/ethnicity (White, AA/Black, Asian,
Hispanic/Latino, American Indian/Alaskan Native) 2013-2018

Charles County high school males are more likely to report use of tobacco products than females
(25.8% vs. 18.9%). Tobacco use percentage for Charles County high school males and females
remain slightly lower than the Maryland state average percentages (Males 25.8% vs. 27.9% and
Females 18.9% vs. 26.0%). The percentages for Charles County males and females have been
decreasing since 2014.

When examining by race, Charles County Whites and Hispanic/Latinos have similar percentages
(34.1% and 31.3%) that are well above the percentage for Charles County African Americans
(14.9%) and Charles County Asians (13.3%). Charles County tobacco use percentage for Whites
has seen decreases from 2013 to 2018. Charles County African Americans and Hispanic/Latinos
have seen decreases in tobacco use from 2013 to 2016.
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Maryland

2013 2014 2016 2018
High 5choal Students
High School Femuale 13.6 0 18.% e
(121.8-12.3) [24.1-25.9) [17.6=1%.4) [24.6-27.3])
15,651 28 TOT . Ta3 29 BBG
Hi"g-h ool Male 9.7 .G 23.5 7.0
(1B 9=200.5) [2B.7=30.5) [X16=14.5) [26.5=-19.3)
22471 34,558 27 ABE 33,309
White 19.0 ol 228 35.3
(18 2-19.8) (2B.1-29.9) (Z1.B-23.9) [33.6-36.9)
19,256 28344 21,350 52281
African American/Black 14.1 4.5 8.2 9.2
13.2-12.9) (23.2-25.8) [16.9-19 &) [17.&-21.1])
10,742 1478 13,798 14,339
Asian B8 1.2 BE 14.3
(5.1-85) (10.2-148.1) {710-10.5) [11.4-17.3)
269 1557 1115 L1I7
Hispanic/Lating 189 1.4 23.9 5.7
17.520.2) [25.8-38.0) (22 8-28 ) (23 2-38 3]
4.328 8898 F.038 9, F92
American indign/Alaskan Notive 1.5 431 36,3 8.2
230319 [3E4-478) (31.4-21.3) [21.6-34 5]
353 A A9E 374
Charles County
2013 2014 2016 2018
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10. Adults receiving treatment for mental health conditions in state programs who smoke

cigarettes as of April 2019

Approximately one-third of Charles County adults receiving treatment for mental health conditions
in state programs report that they smoke cigarettes (29.9%). The percentage in Charles County

is slightly below the state percentage of 35.0%.

Over two-thirds of Charles County adults receiving treatment for a substance use disorder in

a state program report that they smoke cigarettes (68.9%). This is similar to the Maryland state
average percentage of 69.8% for this population.

CIGARETTE SMOKING AMONG THOSE RECEIVING MENTAL HEALTH AND/OR SUBSTANCE
USE DISORDER SERVICES (CURRENT AS OF 4/2019)
Maryland Dutcomes Measurement System Datamart (OMS)

Prevalence (%) 2014 J015 L0016 2mr 2018
Number (M) ¥ N YN BN SN %N

g .6 38.1 9.8 §1.6 5.4

Mertal Health Services (45) (542) (584] (508) (450}

; Hot 9.1 LT | Ll hE.9

Substance Use DNsorder Services Aveilable (366) (410) (558 (438)
Both e f5.0 £9.2 BALE [F X

O | avalisbie {104) {119) [150) [95)

11. Youth (14-17) receiving treatment for mental health conditions in state programs who smoke

cigarettes as of April 2019

In 2019, 3.2% of Charles County youth 14-17 years receiving treatment for mental health conditions
in state programs reported that they smoke cigarettes. This is below the state percentage of 4.3%.
The Charles County percentage decreased since 2015.

As of April 2019, 20.8% of Charles County aged 14-17 years who are receiving treatment for
substance use disorders reported that they smoke cigarettes. Cigarette smoking among this
group has been decreasing from 2015-2019. The county percentage is lower than the Maryland

state average percentage of 25.6%.

CIGARETTE SMOKING AMONG YOUTH (14-17) RECEIVING MENTAL HEALTH AND/OR
SUBSTANCE USE DISORDER SERVICES (CURRENT AS OF 4/2019)
Maryland Outcomes Measurement System Datamart (OMS)

Prevalence (%) 2015 2016 201r 2018
Number (M) %N %N %N ¥ N
Mental Health Services 3.6 5.9 5.2 3.2
(15) (16) (14) (9)
Substance Use Disorder Services 6.7 1.8 5.0 20.8
(E] (7 (6] 5]
Both 41.7 333 33.3 33.3
IS i4 (31 i3
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Charles County Substance Use Disorder Data:

Substance Use Disorder Hospitalization and Emergency Department Visit Rates:

This indicator shows the rate of emergency department visits related to substance abuse
disorders* (per 100,000 population). Substance abuse problems can place a heavy burden

on the healthcare system, particularly when people in crisis utilize emergency departments
instead of other sources of care when available. Diagnoses include alcohol-related disorders

and drug-related disorders. The 2017 Charles County emergency department visit rate for
addiction-related conditions was 1,341.4 per 100,000. This rate is below the state average rate

of 2,017 per 100,000. The county rate is highest among Non-Hispanic Whites with an ED visit rate
of 1,534.4 compared to 1263.5 for Charles County Blacks and 1,095.5 for Charles County Hispanics.
The 2017 addictions-related ED visit rate for Maryland Hispanics was not calculated or presented.

The Charles County addictions-related ED visit rate has continued to climb each year from
564.4 in 2008 to 1,341.4 in 2017. There has been a great deal of fluctuation in this yearly rate
with a large spike in the rate for 2015. The 2016 and 2017 rates have remained fairly consistent.

2017 Addictions-Related Conditions Emergency Department
Visit Rates for Charles County and Maryland

3500
30055
000
500
|
017
g 000
=]
'i 1534.4 15208
1500 1341.4
= 1263.5
o 101555
1000
500
]
All Rages Afrbcan American Hispanic White

®m Charles Cownty = Maryland

178



2008-2017 Charles County Addictions-related Conditions
Emergency Department Visit Rates
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Maryland State Epidemiological Outcomes Workgroup Data on Alcohol and
Drug-related Hospitalizations:

The Maryland Statewide Epidemiological Outcomes Workgroup (SEOW) analyzed the 2016,
2017, and 2018 Maryland Health Services and Cost Review Commission (HSCRC) data for
residents of Maryland. Among Charles County residents:

* On average, 54% of all alcohol- and drug-related hospitalizations involved a drug other
than alcohol only.

* On average, 26% of all alcohol- and drug-related hospitalizations involved opioids.

» Alcohol and opioids were the most common substances involved in alcohol-and drug-related
hospitalizations.

* 831 drug-related poisonings involved hospitalizations.

Between 2016 and 2018, the total number of inpatient and outpatient events decreased in the
state of Maryland by 270,685 (4.7%). The number of events in Charles County also decreased
by 5,889 (6.0%). (Figure 1)

The number of alcohol- and/or drug-related events increased in the state of Maryland during the
same time by 6,197 (2.3%). Charles County saw a decrease in alcohol- and/or drug-related events
by 532 (15%). By the year 2018, alcohol- and/or drug-related events accounted for 4.9% of all
inpatient and outpatient events across the state of Maryland and 3.3% in Charles County.
(Figures 2 and 3)
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All Inpatient and Outpatient Events
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Percentage of Alcohol- and/or Drug-
Related Events to All Events
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Approximately 1.2% of the total events involved Charles County residents, where 46% of events

involved only drugs, 46% involved only alcohol, and 8% involved both drugs and alcohol.
(Figure 4)

Alcohol- and/or Drug- Related Events
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Percentage of Alcohol- andior Drug- Related Events
to All Events by Sex
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Figure 5.

Between 2016 and 2018, Charles County residents differed in their patterns of alcohol- and/or
drug-related events based on age. Events involving alcohol were more common among older
residents. For example, among residents aged 45 to 64 years, 63% of alcohol and/or drug events
involved alcohol only. Events involving only drugs were more common among residents aged

25 to 44 years; 56% of alcohol and/or drug events among this age group involved only drugs

(Figure 6).
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Between 2016 and 2018, more than 40 Charles County residents lost their lives during
hospitalizations involving alcohol and/or drugs, accounting for approximately 1.8% of
these fatalities statewide (Figure 7).

Among Charles County residents, events involving only drugs accounted for a larger proportion
of alcohol- and/or drug-related fatalities compared to statewide (50% vs 46.8%, respectively).
Additionally, Charles County residents experienced more alcohol-only related fatalities than

the state as a whole (45.7% vs. 41.9%, respectively).

Alcohol- and/or Drug- Related
Hospital-Based Fatalities, 2016-2018
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Between 2016 and 2018, the number of alcohol- and/or drug-related events that involved
depressive mood disorders, as defined by ICD-10-CM diagnostic codes, were consistently
greater than anxiety, adjustment, and other mood disorders. Diagnoses of comorbid depressive
disorders were observed in 18.1% of alcohol- and/or drug- related events statewide and in
12.7% of such events in Charles County. In Charles County, anxiety diagnoses were observed

in 11% of alcohol- and/or drug-related events, less than the statewide

percentage for anxiety diagnoses among alcohol- and/or drug-related events during the
same interval (Figure 10).
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Number of Alcohol- and/or Drug- Related Events
invoiving Selected Mental Health Conditions, Maryland
L= (Kl
R H]
el T
e '“_"_' 41,0
[ —
§ & 000 a3
B 20000 ;a1 T —
! e o
10444 LA b
0,000
e
el T s
=—{uretand Dacge] ——Dfar Wood Dnorden —— Afmd ity TR0 o0 Ak sl [upo s

Number of Alcohol and/or Drug- Related Events
Invalving Selected Mental Health Conditions, Charles

County
L]
w0 arr
411
398 . N
B 20
m
fna | T —
- 14 T
| e ] —————— e ——
L
Fok 2007 X
| i e L G R Mol LR e 3 i wdl v TRl o Al aaread® Lol

184



Percentage of Alcohol- and/or Drug- Related
Events Involving Selected Mental Health
Conditions, 2016-2018
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Charles County Drug-Induced Death Data:

From 2010-2019, Charles County saw 229 deaths due to alcohol or drug intoxication.
Of those deaths, 188 were opiate-related. That represents 82% of the drug intoxication deaths
for the county.

There was a large jump in intoxication deaths from 22 in 2015 to 45 in 2016. The number

of drug- and alcohol-related intoxication deaths has declined since 2016 and was 31in 2019.

A large number of those deaths were due to heroin and fentanyl. Heroin deaths went from eight
in 2015 to 22 in 2016. Heroin deaths have since declined to 12 in 2019. Fentanyl went from four
deaths in 2015 to 24 deaths in 2019.

Charles ¢ Cl:l'l.lr'lf'p' Drua Intoxication Deaths 2010 | 2011 | 2012 | 2012 | 2014 | 201% | 2006 | 2017 | 2018 | 2019
2007-2016

| Total Drug and Alcohol Related Deaths 13 j11 (13 |9 | |22 (4 |32 |¥ 31

| Herain-Related Deaths 6 |6 s |5 Jw |8 [2 | |1 |12
Prescription Oplate Related Deaths 4 5 7 5 9 B 10 i1 B 7
Cocaine-Related Deaths 2 1 1 0 o |2 4 10 13 12

| Alcohol-Related Deaths 4 |3 2 |4 |5 Ja [12 |9 3 10
Fentanyl-Related Deaths a 1 1 3 1 4 17 26 14 24

The 2015-2017 average Charles County age-adjusted drug-induced death rate was 27.0 per
100,000 population. This rate is less than the Maryland state average rate of 30.9 per 100,000
population. The 2015-2017 Charles County White drug-induced death rate was 50.4 per 100,000
and was higher than the Maryland state average rate of 41.7 per 100,000. Rates for other races
were not calculated on a county level due to small case counts.

The Charles County drug-induced death has increased greatly since the previous needs
assessment. The 2014-2016 Charles County drug-induced death rate was 21.4 per 100,000
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and has now risen to 27 for 2015-2017. The Charles County White drug-induced death rate
also rose from 39.0 in 2014-2016 to 50.4 in 2015-2017.

2015-2017 Drug-Induced Death Rates by Race for Charles
County and Maryland
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Maryland Youth Risk Behavior Survey:

Charles County middle and high schools students participated in the 2018-2019 Maryland Youth
Risk Behavior Survey (YTRBS) to determine any changes in the percentage of children engaging
in high risk behaviors that can lead to chronic and infectious disease conditions. All responses
have been weighted to reflect the county’s school aged population.

Charles County middle and high school students were asked if they have ever tried substances
one or more times in their life. The most commonly used substances for both middle and high
school students were alcohol (21.4% middle and 56.4% high school) and marijuana (8.4% middle
and 31.6% high school).

Alcohol was the most commonly reported substance for high school students (56.4%).

Marijuana is the second most commonly reported substance for high school students (31.6%).
The lifetime usage percent increased for students in the 12th grade (43.0%) and those who
are of multiple races (38.8%).
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Substance Lifetime Lisage Rates,
2018-2019 Charles County YRBS

High School Percent
Reporting

Middle School
Percent Reporting

Alcohol 56.4 21.4
Marijuana 316 84
Synthetic marijuana 7.3 MA
Cocaine 6.6 3.7
Hergin 6.4 NA
Methamphetamine 5.8 MA
Ecstasy 7.2 MA
Prescription drugs without a prescription 16.5 9.2
Injectable illegal drugs 5.2 NA

NA: Not applicable. The question was not asked on the middle school survey.

In addition, Charles County high school students were asked if they have been sold or given illegal
drugs on school property in the last year: 22.2% reported that they have been sold or given illegal
drugs on school property in the last year. This percentage was highest among Hispanics (32.2%)

and 11th graders (24.7%).

One out of four Charles County high school students report using alcohol in the past 30 days
(24.1%). Charles County high school students were also asked a question regarding binge drinking.
They were asked if they have had five or more drinks of alcohol in a row within a couple of hours

on one or more of the past 30 days. 11.8% reported binge drinking in the past 30 days. Finally,

19% of high school students reported using marijuana in the past 30 days.

2018-2019 Charles County High School YRBS 30-day usage rates | Percentage Reporting
Alcohol 20.7

- ﬁ:;;ijuana | 18.0
Binge Drinking 9.8
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Maryland Behavioral Risk Factor Surveillance System Data:
Alcohol Use Data:

55.7% of Charles County adults reported that they have consumed alcohol in the past 30 days.
This is slightly above the Maryland state percentage of 53.6%.

For 2019, 14.1% of Charles County adults reported binge drinking in the last month. Binge drinking
was defined as males having more than five drinks and females having more than four drinks

on one occasion. Charles County binge drinking rates were similar to the Maryland rates for

this time period.

2019 Binge Drinking (Males having more than five drinks and females having more than four
drinks in one occasion in the last month), Charles County and Maryland

Binge Drinking 2019 | Yes | No
Charles County [ 14.1% | 85.9%
| |
Maryland | 14.8% | 85.2%
|

5.4% of Maryland BRFSS respondents reported that they are chronic drinkers. Chronic drinking
was defined as males having two or more drinks and females having one or more drinks every day.
A Charles County percentage could not be calculated due to the small sample size.

Driving deaths that were alcohol involved:

According to the County Health Rankings, 33% of driving deaths in Charles County from
2014-2018 were alcohol involved. This is greater than the Maryland average percentage of
29% for the same time period.
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Alcohol-impaired driving deaths in Charles County, MD
County, State and Mational Trends
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Substance Use Disorder References:

1. 2008-2017 Charles County and Maryland Addictions-Related Emergency Department Visit Rates
and Drug-Induced Deaths Rates. Maryland Health Services Cost Review Commission. Accessed
through the Maryland State Health Improvement Process website. Available at: https://opendata.
maryland.gov/Health-and-Human-Services/SHIP-Emergency-Department-Visits-For-Addictions-
Re/n4s3-z5pf/data.

2. 2016-2018 Charles County and Maryland Alcohol and Drug Related Hospitalizations. 2019
Maryland Epidemiological Profiles on Alcohol and Drug Related Hospitalizations: Jurisdiction
Profiles. Maryland Health Services Cost Review Commission. Accessed through the Maryland
Statewide Epidemiologic Outcomes Workgroup. Available at: https://www.pharmacy.umaryland.
edu/media/SOP/wwwpharmacyumarylandedu/programs/seow/PDF2019/maryland-hscrc-
jurisdiction-profiles 2019.pdf.

3. 2010-2019 Charles County and Maryland Drug Intoxication Deaths by Related Substance.
Drug and Alcohol Intoxication Deaths in Maryland 2019 Report. Maryland Vital Statistics
Administration. Available at: https://health.maryland.gov/vsa/Documents/Overdose/REV
Annual 2019 Drug_Intox_Report.pdf.

4. 2018-2019 Charles County Middle and High School Substance Use Lifetime and 30-Day Usage
Estimates. 2018-2019 Maryland Youth Risk Behavior Survey. Available at: https://phpa.health.
maryland.gov/ccdpc/Reports/Pages/YRBS2018.aspx#Charles.
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5. 2019 Charles County and Maryland Adult Binge and Chronic Drinking Estimates and Past
30-day consumption. Maryland Behavioral Risk Factor Surveillance System. Available at:
https://ibis.health.maryland.gov/query/selection/brfss/BRFSSSelection.html.

6. Alcohol driving death percentages for Charles County and Maryland. Robert Wood Johnson
Foundation’s County Health Rankings. Available at: https://www.countyhealthrankings.org/app/
maryland/2020/measure/factors/134/map.

Qualitative Data Relating to Substance Use and Tobacco:

On the long survey, drug use was seen as the most serious health problem in Charles County.
35% of respondents felt that Drug Use was a serious problem in Charles County, and 58.3%
of long survey respondents felt that drug use is a problem on some level in the county.

Of the long survey respondents, 25.3% felt that alcohol use is a serious problem in Charles County.
This was the tenth most serious health problem reported on the long survey. Additionally, 55.6%
of the long survey respondents felt that alcohol use is a problem on some level. Alcohol use was
the second most commonly cited health issue seen as a moderate problem.

Tobacco use was cited as a serious health problem by 24.6% of the long survey respondents.
54.2% of long survey respondents felt that tobacco use is a problem on some level in
Charles County.

When asked if they have seen improvements among many health issues, tobacco use was the
fifth most common answer, with 23% reporting they have seen improvements. 17.4% respondents
reported seeing improvements in terms of substance use disorders in Charles County.

When looking at behavioral risk factors applicable to substance use disorders and tobacco use:

* No respondents reported that they always or most of the time drink three or more alcoholic
beverages per day and 0.2% reported that they sometimes drink three or more alcoholic
beverages per day.

* 2.5% reported that they drink five or more drinks in one sitting always or most of the time.
15.7% reported that sometimes or rarely they drink five or more drinks in one sitting.

* 9.6% reported that they currently smoke cigarettes to some degree. This is a decrease from
the 12% reported in the last needs assessment. 3.4% reported that they always smoke cigarettes.

* 0.4% of the respondents reported using smokeless tobacco.
» 2.5% have used e-cigarettes.
* 18.4% reported that they are exposed to secondhand smoke at home or work to some degree.

* 0.2% misuse prescription drugs on some level whether it is always, most of the time, sometimes,
or rarely.

* 0.2% reported that they have used illegal drugs.

* 5.9% reported use of marijuana

On the short survey, 46.4% of total short survey respondents felt that drug and alcohol use was
the biggest health problem in Charles County. This was the third most commonly reported health
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issue on the short surveys. 30.6% of the short survey respondents felt that smoking and tobacco
use was the biggest health problem in Charles County. This was the eigth most commonly cited
health problem on the short surveys.

Behavioral health and substance use disorders were discussed heavily at the focus group. It can
be hard on families when someone is in need of intensive inpatient treatment for a substance
use disorder and must leave the county for care. They are separated from their families and their
support system. It can be difficult for the families to see them due to lack of transportation.
Participants also talked about the waiting lists to get into substance use treatment services in
the county. People can change their mindset in the weeks it takes to get into treatment.

One of the biggest themes to emerge out of discussions surrounding substance use disorders

is the impact on the entire family. It is not an illness that affects just the person. The effects from
drug use spread to the entire family. It is a crisis for all family members not just the one addicted.
They can be separated while they are in inpatient treatment. They can be affected financially due
to the inability to hold down a job or because the person addicted must steal from family to pay

for their drugs.

Focus group participants did feel that some improvements have been made in the county to
address substance use disorders. The emergency department now has a peer recovery specialist.
The health department has also increased the number of peer recovery specialists in the
community. Peer recovery specialists have been found to be very effective in assisting and
supporting individuals with a substance use disorder in finding and staying in treatment.

Approximately 45.1% of the key informant interview participants felt that behavioral health
(mental health and substance use) was the health condition most affecting Charles County.

When asked what they perceive to be the greatest health issue facing Charles County, behavioral
health was the third most popular response among participants. Participants whose responses fell
into this health issue category included concerns about poor lifestyles habits and risky behaviors
among community members. Particular examples of poor lifestyle choices that participants
provided included, smoking, unhealthy eating habits, unsafe driving, and substance use.
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Charles County Oral Health Statistics:

Routine Dental Health for Children:

In 2017, only 50.3% of Charles County children aged 0-20 years enrolled in Medicaid had a
dental visit in the past year. This is the lowest reported percentage in the state of Maryland.

It is much lower than the Maryland state average percentage of 63.7%. Rates were highest
among Charles County Hispanics at 71.4% and lowest among Charles County Whites at 50.4%.

2017 Percentages of children who have received a dental visit
in the last year by race, Charles County and Mar',rland
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Source: 2017 Maryland State Health Improvement Process

Routine Dental Care for Adults:

The 2018 Maryland Behavioral Risk Factor Surveillance System asked two questions regarding
oral health. The Charles County BRFSS data for 2018 has been evaluated below.

How long since you last visited a dentist for any reason?
The majority of the Charles County participants reported that they had seen a dentist in
the last year (66.6%). This is similar to the state average percentage of 66.3%.

Number of Permanent Teeth Removed:
Over half of the Charles County BRFSS participants have not had any of their permanent
teeth removed (57.4%).

Oral Cancer Statistics:

Oral Cancer Incidence:

The Charles County oral cancer incidence rate for 2012-2016 was 12.0 This rate is greater than
the Maryland state average rate of 10.8. The Charles County oral cancer incidence rate is between
10% below and 10% above the United States rate of 11.3 per 100,000.
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Charles County Whites had a higher oral cancer incidence rate than Charles County Blacks
(14.4 vs. 7.0).

Males are disproportionately affected by oral cancer compared to women. The 2012-2016
Charles County oral cancer incidence rate for males was 19.2, which is significantly higher than
the oral cancer incidence rate for women (5.7).

2012-2016 Oral Cancer Incidence Rates

Total Male Female White Black Other

. Maryland | 10.8 16.4 | 6.0 | 12.1 8.1 6.7

Charles 12.0 19.2 3.7 14.4 7.0 dic

County

Calvert 13.9 21.1 7.1 13.5 4 0

County

St. Mary’s 15.6 21.9 9.5 15.8 " -

County

** Rates are not calculated for case counts less than 15.

Oral Cancer Mortality:

For 2012-2016, the Charles County oral cancer mortality rate was 3.0 per 100,000. This is higher
than the Maryland state average rate of 2.4 per 100,000. The Charles County oral cancer mortality
for 2012-2016 was 10-25% above the U.S. average rate of 2.5 per 100,000.

Even for a combined time period of 2012-2016, deaths due to oral cancer are few, and rate
calculations by race and gender were not possible.

2012-2016 Oral Cancer Mortality Rates

Total Male . Female . White Black Other
Maryland 2.4 3.7 1.4 2.4 2.8 1.3
Charles 3.0 e T | e e e
County
ca"‘rer—t & - | LE 1 L e LR
County
St. Mary’s *s T T e - "
County

** Rates are not calculated for case counts less than 15.

Source: Maryland Department of Health: 2019 CRF Program’s Cancer Report
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2019 Maryland Oral Health Legislative Report:

The number of dentists in Southern Maryland participating in medical assistance has increased
over the last five years. Southern Maryland increased from 29 dentists in 2009 to 96 dentists in
2018 who are enrolled in the Maryland Healthy Smiles Dental Program (medical assistance and
MD Healthy Smiles Program). Of those dentists, 66 billed one or more services in calendar year
2018; 51 of the billing dentists billed more than $10,000 in 2018.

2017 Emergency Department Visit Rates for Dental Care:

The 2017 Charles County ED visit rate for dental care was 362.6 per 100,000. This is similar to the
Maryland state average rate of 362.7 per 100,000. For Charles County, the ED dental visit rate was
higher for Blacks than Whites (420.5 vs. 326.5). The dental ED visit rate for Charles County African
Americans is far below the rate for Maryland African Americans (420.5 vs. 609.4). The dental ED
visit rate for Charles County Whites is above the rate for Maryland Whites (326.5 vs. 247.6).

2017 Emergency Department Visit Rates for Dental Care by Race,
Charles County and Maryland
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The Charles County ED visit rate for dental care increased every year from 512 per 100,000
in 2009 to 769.4 in 2014. Since then, Charles County has seen a decline in ED visit rates for
dental care.
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2009-2017 Charles County Emergency Department Visit
Rates for Dental Care
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Rate of population to dentist:

The 2018 dentist ratio in Charles County was 1,380:1. This is greater than the Maryland population
to dentist ratio of 1,292:1 but less than the national ratio of 1,447:1. The Charles County dentist ratio

has been decreasing each year. This is a good indicator that there are more dentists who can share
the burden of patients in the county.
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Centists in Charles County, MD
County, State and National Trands
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Dental Health References:

1.

2017 Charles County Percentages of Children with Dental Visit in past year. Medicaid data 2017
for Maryland. Accessed through the Maryland State Health Improvement Process website.
Available at: https://opendata.maryland.gov/Health-and-Human-Services/SHIP-Children-
Receiving-Dental-Care-In-The-Last-Ye/972j-3f3c.

2018 Charles County Dental health data. Maryland Behavioral Risk Factor Surveillance
System. Maryland Department of Health and Mental Hygiene. Available at: https://ibis.health.
maryland.gov.

2012-2016 Charles County Oral Cancer Incidence and Mortality Rates. 2019 Maryland Cigarette
Restitution Fund Program’s Cancer Reports. Maryland Department of Health. Available at:
https://phpa.health.maryland.gov/cancer/SiteAssets/Pages/surv_data-reports/2019%20
CRF%20Cancer%20Report.pdf.

Charles County Medicaid dental provider data. 2019 Maryland Annual Oral Health Legislative
Report. Available at: https://www.mdac.us/file_download/inline/1c5ce2c3-1794-4960-8360-
9e205142e0ac.
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5. 2017 Charles County and Maryland Emergency Department Visit Rates for Dental Care.
Maryland Health Services Cost Review Commission Outpatient Discharge File. Accessed
through the Maryland State Health Improvement Process website. Available at: https://
opendata.maryland.gov/Health-and-Human-Services/SHIP-Emergency-Department-Visit-Rate-
For-Dental-Ca/uwst-7igm/data.

6. 2010-2018 Charles County dentist to population ratio. Area Health Resource File. Robert Wood
Johnson Foundation’s County Health Rankings. Available at: https://www.countyhealthrankings.

org/app/maryland/2020/measure/factors/88/map.

Qualitative Data Related to Dental Health:

Of the long survey participants, 78.6% reported that they have dental insurance, 37.4% receive
routine care from their dentist, and 22.2% reported that they travel outside of Charles County
for their dental appointments.

Of the long survey participants, 49.7% reported that dental health is a problem on some level
in Charles County, and 17.3% felt that it was a “serious problem” in the county.

19.3% of the short survey participants felt that dental health is one of the biggest health problems
in Charles County. When asked if services are available to address the issue, 20.7% felt that many
or some services are available in the county for dental health.

Focus group participants mentioned the fact that it is hard to find dentists who accept medical
assistance since it is not mandated that they accept that form of insurance. Therefore, people
must travel outside of the county to find providers who will accept medical assistance,
particularly for specialty procedures.
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Charles County Mental Health Statistics:

Maryland Behavioral Risk Factor Surveillance System:

The Maryland Behavioral Risk Factor Surveillance System (BRFSS) is an ongoing telephone
surveillance program designed to collect data on the behaviors and conditions that place
Marylanders at risk for chronic diseases, injuries, and preventable infectious diseases.

The data collected are used to characterize health behaviors, ascertain the prevalence of risk
factors, and target demographic groups with increased needs. Knowing the type and frequency
of health issues and risky behaviors enables the public health professionals to devise and
implement programs geared toward the prevention of chronic diseases, injury, and disability.

Charles County data has been extracted for questions pertaining to mental health, quality of life,
emotional and social support, and depression. Charles County BRFSS data is available for 2018
and 2019. When 2019 BRFSS was not available, the 2018 BRFSS database was queried for
Charles County level data. For example, in the 2018 BRFSS, a module was added that asked

a series of questions regarding adverse childhood experiences.

Has a doctor ever told you that you had a depressive disorder (including depression,
major depression, dysthymia, or minor depression)?

For 2018, approximately 14.9% of Charles County BRFSS respondents reported that they have
been diagnosed with depression.

Depressive disorders 2019 Yes No
Charles County 14.9% 85.1%
Maryland 16.3% 83.7%

Number of mental health days not good

The 2019 Charles County BRFSS results found that approximately one-third of county residents
(36.7%) had experienced days in the past month where their mental health status was not good.

'_ Mental health days not good 2015 | 1-2days | 3-7days | 8-29days  30days Mone
Charles County | B.2% 11.3% 12.4% 4.9% 69.5%
| Maryland | 9.7% | 131% | 11.5% | 5.1% 60.5%
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How many days did poor physical or mental health problems keep you from your activities?

The 2019 Charles County BRFSS results found that approximately 22.4% had at least one day
in the past month where physical or mental health problems kept them from their activities.

Question 5: Mental/physical health 1-2 days | 3-7 days | 8-29 days : 30 days | None
keep you from usual activities 2015 _ _ _ _ _
_Charles County | 4.6% | 10.0% | 5.1% | 27% | 77.6%
Maryland | 6.9% 182% | 6.3% 133% | 75.3%

Adverse Childhood Experiences:

Adverse childhood experiences, or ACEs, are potentially traumatic events that occur in childhood
(0-17 years). For example:

» experiencing violence, abuse, or neglect
* witnessing violence in the home or community
* having a family member attempt or die by suicide

Also included are aspects of the child’s environment that can undermine their sense of safety,
stability, and bonding such as growing up in a household with:

* substance misuse
* mental health problems
* instability due to parental separation or household members being in jail or prison

ACEs are common and are also preventable. ACEs are linked to chronic health problems,
mental illness, and substance misuse in adulthood. ACEs can also negatively impact education
and job opportunities.

An ACE score is a tally of different types of abuse, neglect, and other hallmarks of a rough
childhood. First developed in the 1990s, the 10 questions of the Adverse Childhood Experiences
test are designed to measure the occurrence of common traumatic experiences in early life.
Since higher numbers of ACEs often correlate to challenges later in life, including higher risk of
certain health problems, the quiz is intended as an indicator of how likely a person might be to
face these challenges.

According to the 2018 BRFSS, approximately 65.5% of Charles County report having at least
one ACE. This is higher than the Maryland state average percentage of 63.1%. Charles County
also had a higher percentage than Maryland of people who reported an ACE score of four or
more (16.6% vs. 14.5%).
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2018 BRF55: ACE Score Charles County Maryland

Zero 34.5% 36.9%
One 18.8% 24.5%
Two 21.1% 14.5%
Three 9.0% 9.6%

Four or more 16.6% 14.5%

The 2018 BRFSS looked at the prevalence of each ACE. The table below displays this data
for Charles County and Maryland. The most commonly reported ACEs in Charles County
included Parental Separation or Divorce (35.6%), Household Substance Abuse (26.0%),
and Emotional Abuse (42.9%).

2018 BRF55 ACE Prevalence Charles County Maryland
Household Substance Abuse 26.00% 25.4%
Sexual Abuse 14,5% 12.2%
Houwsehold Mental lliness 11.2% 16.3%
Incarcerated Household Member 15.5% B.6%
Parental Separation or Divorce 35,6% 30.6%
Intimate Partner Yiolence 18.6% 15.5%
Emational Abuse 42.9% 35.056
Physical Abuse 5.4% 14 9%
Suicide:

In 2016, there were a total of 18 suicides in Charles County and 652 suicides in the state of
Maryland. The 2016-2018 average Maryland Suicide rate was 9.8 per 100,000. The 2016-2018
Southern Maryland suicide rate was 10.9 per 100,000. A Charles County level suicide rate
could not be calculated due to small case counts. Rates less than 25 are unreliable.

Emergency Department Visit Rates for Mental Health Conditions:

This indicator shows the 2017 rate of emergency department visits related to mental health
disorders (per 100,000 population). Mental health problems can place a heavy burden on the
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healthcare system, particularly when persons in crisis utilize emergency departments instead
of other sources of care when available. Mental health disorder diagnoses include adjustment
disorders, anxiety disorders, attention deficit disorders, disruptive behavior disorders, mood
disorders, personality disorders, schizophrenia and other psychotic disorders, suicide and
intentional self-inflicted injury and miscellaneous mental disorders.

The 2017 Charles County Mental Health ED Visit Rate was 2,817.6 per 100,000. This is below the
Maryland state average mental health ED visit rate of 4,291.5 per 100,000. The Charles County
mental health ED visit rate is the fourth lowest rate in the state of Maryland. When examining
rates by race, Charles County Whites had a higher ED visit rate for mental health than Charles
County African Americans or Hispanics (3,293.7 vs. 2,391.5 and 1,111.4). All Charles County rates
are well below the state average rates.

2017 Mental Health Related Emergency Department Visit
Rates by Race, Charles County and Maryland
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The ED visit rate for mental health conditions in Charles County has fluctuated yearly since 2008.
The 2016 and 2017 rates have remained fairly stable.
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2008-2017 Charles County Mental Health Related Emergency
Department Visit Rates per 100,000
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Health Professional Shortage Areas (HPSA) for Mental Health Services in
Charles County, Maryland

As of October 28, 2017, Charles County is a federally designated health professional shortage area
(HPSA) for mental health services. The whole county is designated as a HPSA geographic area,
not just one population or facility within the county.

Geographic Areas must:
* Be a rational area for the delivery of mental health services
* Meet one of the following conditions:

* A population-to-core-mental-health-professional ratio greater than or equal to 6,000:1
and a population-to-psychiatrist ratio greater than or equal to 20,000:1 or

» A population-to-core professional ratio greater than or equal to 9,000:1 or
» A population-to-psychiatrist ratio greater than or equal to 30,000:1
* Have unusually high needs for mental health services, and

* A population-to-core-mental-health-professional ratio greater than or equal to 4,500:1
and a population-to-psychiatrist ratio greater than or equal to 15,000:1, or

* A population-to-core-professional ratio greater than or equal to 6,000:1, or
* A population-to-psychiatrist ratio greater than or equal to 20,0001

* Mental health professionals in contiguous areas are over-utilized, excessively distant
or inaccessible to residents of the area under consideration.

The Charles County HPSA score for mental health is nine. There is a shortage of 4.01 FTE mental
health providers. The National Health Services Corps uses a scaling system from 1-26 to determine
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priorities for assignment of mental health clinicians. The higher the score is the greater the priority.

Information on HPSA designations can be found on the U.S. Health Resources and Services
Administration’s HPSA website at: https://data.hrsa.gov/tools/shortage-area/hpsa-find.

Availability of Mental Health Providers:

The population to mental health provider ratio in Charles County is 640:1. This is well above
the Maryland state average ratio of 390:1. The Charles County ratio is the sixth worst ratio in
the state of Maryland.

Source: 2019 National Provider Identification Registry data from the 2020 Robert Wood Johnson Foundation’s County
Health Rankings

2018-2019 Maryland Youth Risk Behavior Survey:

The 2018-2019 Maryland Youth Tobacco and Risk Behavior Survey (YRBS) asked Charles
County middle school students and high school students questions regarding risk behaviors and
perceptions of harm. Questions regarding suicide and mental health were included in the survey.
Charles County results are presented below.

Suicide:

20.5% of Charles County high school students and 23.6% of Charles County middle school
students have considered attempting suicide, compared to 18.0% for Maryland high school
students and 22.9% for Maryland middle school students. For both middle and high school
students, females were more likely to report that they have considered suicide than males
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(high school: 23.8% vs. 16.8%).

Beyond considering suicide, 18.8% of Charles County high school students and 14.6% of
Charles County middle school students reported that during the past 12 months they have
made a plan about how they would attempt suicide.

9.9% of Charles County middle school students and 8.8% of Maryland middle school students
reported that they had attempted suicide ever.

Bullying:

On bullying, 17.7% of Charles County high school students and 35.7% of Charles County
middle school students reported that they have been bullied at school in the past 12 months.

For high school students, females are more likely to report being bullied than males

(18.7% vs. 16.1%). Younger students under 15 years of age (20.1%), Hispanics (28.4%), and

9th grade students (22.6%) had higher rates of bullying than older students in the other grades
in high school.

An additional question asked students if they have been electronically bullied in the past

12 months. 14.0% of Charles County high school students and 16.8% of Charles County middle
school students reported that they have been electronically bullied in the past 12 months.

For high school students, females were more likely to report being electronically bullied than
males (14.1% vs. 13.5%). Younger students under 15 years of age (15.5%), Hispanics (22.3%),
and 9th grade students (16.6%) had higher rates of electronic bullying than older students in
the other grades in high school.

Feeling of Hopelessness:

Emotionally, 36.3% of Charles County middle school students and 32.0% of Charles County

high school students felt so sad and hopeless almost every day for two weeks or more in a row
that they stopped doing some usual activities during the past 12 months. More females reported
feeling sad and hopeless than males (39.4% vs. 24.8%).

Talking:

» 75.5% felt comfortable seeking help from one or more adults besides their parents if they had
a question affecting their life.

Mental Health References:

1. 2019 Charles County and Maryland Depression Prevalence Estimates and 2018 Charles County
and Maryland Adverse Childhood Experiences Prevalence, Mental Health data. 2018 and 2019
Maryland Behavioral Risk Factor Surveillance System. Available at: https://ibis.health.maryland.

gov/query/selection/brfss/BRFSSSelection.html.

2. 2016-2018 Charles County and Maryland Suicide Counts and Rates. 2018 Maryland Vital
Statistics Report. Maryland Department of Health. Available at: https://health.maryland.gov/
vsa/Documents/Reports%20and%20Data/Annual%20Reports/REV_2018annual.pdf.

3. 2008-2017 Charles County and Maryland Emergency Department Visit Rates for Mental
Health Conditions. Maryland Health Services Cost Review Commission. Accessed through the
Maryland State Health Improvement Process website. Available at: https://pophealth.health.
maryland.gov/Pages/SHIP-Lite-Home.aspx.
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4. Charles County Health Professional Shortage Area Designation for Mental Health. US
Department of Health and Human Services: Health Resources and Services Administration.
October 28, 2017. Health Professional Shortage Area Update. Available at: https://data.hrsa.
gov/tools/shortage-area/hpsa-find.

5. 2019 Charles County Population to mental health provider ratio. Robert Wood Johnson
Foundation’s County Health Rankings. Available at: https://www.countyhealthrankings.org/
app/maryland/2020/measure/factors/62/map.

6. 2018-2019 Charles County and Maryland Youth Data on suicide, bullying, and mental health
status. 2018-2019 Maryland Youth Risk Behavior Survey. Maryland Department of Health.
Available at: https://phpa.health.maryland.gov/ccdpc/Reports/Pages/YRBS2018.aspx#Charles.

Qualitative Data Relating to Mental Health:

Long Survey Results related to Mental Health:

Of the long survey respondents, 2.9% reported that they travel outside of Charles County
to receive behavioral health services.

Respondents were also asked a series of risk and protective factor questions. One question

asked respondents if they feel stressed or overwhelmed: 6.2% reported that they always feel
stressed out or overwhelmed, and 82.5% reported that they are stressed always, most of the time,
sometimes, or rarely. The greatest group of respondents (41.7%) reported that they feel stressed
out or overwhelmed sometimes.

Of the long survey respondents, 26.4% felt that mental health is a serious health issue in
Charles County, and 54.5% felt that mental health is a health problem on some level (serious,
moderate, and slight). This is a decrease from the 75% reported in the last needs assessment.

16.2% of the long survey respondents felt that improvements have been made in Charles County
to address mental health services and access.

Short Survey Results related to Mental Health:

44% of the short survey respondents reported Mental Health as one of the biggest health
problems in Charles County. This is an increase from the 34% reported in the last needs
assessment report.

24.2% of the short survey participants felt that many or some services are available in the county
to address mental health. 7% reported that there were no services available in Charles County
for mental health. The most common answer was that “some” services are available.

Focus Groups:

Mental health and access to behavioral health services were major discussion topics at the
focus group. Focus group participants saw mental health as a serious health issue in Charles
County. The difficulty in finding mental health services for individuals, particularly children,
with private or military insurance was highlighted. The increase in mental health conditions
and the exacerbation of symptoms during the COVID-19 pandemic was a major topic of
discussion. Isolation, fear, and uncertainty has led to depression and anxiety in all age groups
and demographics.
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Key Informant Interviews:

Approximately 45.1% of the key informant interview participants felt that behavioral health
(mental health and substance use) was the health condition most affecting Charles County.

When asked what they perceive to be the greatest health conditions affecting Charles County,
mental health was the second most common response among participants. Responses from
participants related to mental health included stress, anxiety, substance use, lack of mental
health resources, and access to mental health services. Access to mental health services for
children was seen as a current health issue in Charles County, and the impact COVID-19 may
have on the mental health of children and adults in the community.

Barriers or gaps in services related to mental health were other popular responses among
participants. Many participants reported that the county lacks mental health providers. Child
mental health services was also a concern among participants, reporting there is a shortage
of child psychiatrists. The cost of mental health services was perceived as a barrier in the
county as well.
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Access to Care:

Access to Routine Exams:

From 2019, 78.7% of Charles County Behavioral Risk Factor Surveillance System (BRFSS)
respondents reported that they had been to a doctor for a routine checkup in the last year.

Time since last routine checkup <1 year 1-2 years 2+ years
Charles County 78.7% 12.9% 8.4%

2019 Charles County BRFSS respondents were also asked if there was a time in the past

12 months when they were unable to see a doctor when needed due to cost: 8.6% of Charles
County residents reported that there was time in the past 12 months when they were unable
to see a doctor due to cost. This is below the Maryland state average percentage of 11.4%.

Charles County BRFSS respondents were asked if they have one or more people that they
think of as their personal doctor or health care provider. The majority of those surveyed
(77.3%) reported that they do have a personal doctor or health care provider. This was below
the Maryland percentage of 83.3%.

Health Status:

2019 Charles County BRFSS data indicates that the health status of most county residents is
positive. Most county residents report themselves in good, very good to excellent health (88.6%).
A small portion considers their health to be fair to poor (11.4%).

There was an increase from the last needs assessment in the percentage reporting that they are
in fair or poor Health (9.4% to 11.4%).

Health Status: Good, Very Good, or Excellent Fair or Poor
Charles County 88.6% 11.4%
Maryland 84.5% 15.5%

Health Insurance:

The 2019 Charles County BRFSS estimates that 7.2% of county residents do not have health
insurance coverage of any kind. This is lower than the 10.4% estimated for the state of Maryland.
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Health Insurance Coverage: No Yes
Charles County 7.2% 92.8%
Maryland 10.4% 89.6%

The 2017 Charles County health uninsured estimate as determined by the US Census Bureau’s
Current Population Survey is 5%. The data were accessed through the Robert Wood Johnson
Foundation’s County Health Rankings. This is identical to the 2015 Charles County health uninsured
rate of 5% that was reported in the previous needs assessment report. The 2015 Charles County

estimate is below the Maryland state health uninsured estimate of 7% for 2017. The Charles County
estimate has remained consistent for the last 3 years.

Uninsured in Charles County, MD
County, State and Mational Trends
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The percent of the population who are uninsured is also broken down by adults and children:

6% of Charles County adults are uninsured, compared to 8% for Maryland, and 3% of Charles
County children are uninsured, compared to 4% for Maryland.
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Uninsured adults in Charles County, MD
County, State and Mational Trends
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Uninsured children in Charles County, MD
County, State and Mational Trends
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Uninsured Emergency Department (ED) visits:

The Maryland State Health Improvement Process measure for the percent of persons without
health insurance is based on outpatient claims data provided by the Maryland Health Services
Cost Review Commission. The percent of emergency department visits that were uninsured

in Charles County was 7.6% for 2017. This is below the Maryland state average percentage of
8.6%. From 2013-2017, Charles County saw decreases in the percentage of people seeking care

in ED who were uninsured.
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2013-2017 Percentage of People Seeking Care at the
Emergency Department who are Uninsured, Charles
County and Maryland
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Medicaid Enroliment Rates:

For the past decade, Charles County has seen an increase in the number of persons both eligible
for and enrolled in Medicaid. The biggest increases are seen from 2013 to 2014 when Medicaid
was expanded in the state of Maryland.

" Charles County Medicaid Enrollment and Eligibility | Medicaid Enroliment Medicaid Eligible
June 2020 29903 34292
June 2019 | 27964 32686
June 2018 27046 | 32224
June 2017 | 26826 31572
June 2016 24542 29724
June 2015 22536 28780
June 2014 23844 28962
June 2013 17083 23108
June 2012 15655 21354
June 2011 14874 19679

Screening Practices:

The Robert Wood Johnson Foundation’s County Health Rankings provide roadmaps for each
state and its jurisdictions for data measures relating to health outcomes and social determinants
of health. One of the health outcomes is access to mammogram health screenings for women
aged 65-74 currently enrolled in Medicare. 37% of Charles County women aged 65-74 years
enrolled in Medicare received a mammography screening in 2017. The county percentage is lower
than the Maryland state percentage of 41%. The Charles County rate of mammography screening
has remained fairly consistent from 2012-2017.
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Mammography screening in Charles County, MD
County, State and Mational Trends
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Health Professional Shortage Areas/ Medically Underserved Populations and Areas:

Health Professional Shortage Areas (HPSA):

There is one federally designated health professional shortage area in Charles County for
dental health. The dental health HPSA is for Greater Baden Medical Services in Brandywine
and La Plata. This HPSA was updated on September 3, 2019. The HPSA score is 26, the highest
score you can get for dental health. Scores range from 1to 26 for dental. The higher the score,
the greater the priority.

There is a federally designated mental health professional shortage area for the entire county.
This was last updated on October 28, 2017. Charles County received a score of 9 out of 25.

HPSA Scores are developed for use by the National Health Service Corps in determining priorities
for assignment of clinicians. Scores range from 1to 25 for primary care and mental health, 1 to

26 for dental. The higher the score is, the greater the priority. An additional HPSA was identified
for Greater Baden Medical Services located in Brandywine and La Plata. The Greater Baden HPSA
score is 23 for mental health.

There is a federally designated primary care professional shortage area for Southern Charles
County. This was last updated on October 28, 2017. They report that there is one full-time
equivalent primary care professional providing ambulatory patient care in the designated area.
The Southern Charles County census tracts of 8511, 8512, 8513.01, and 8513.02 are included in
the designated HPSA area. Charles County received a score of 13 out of 25. HPSA Scores are
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developed for use by the National Health Service Corps in determining priorities for assignment
of clinicians. Scores range from 1to 25 for primary care and mental health, 1to 26 for dental.
The higher the score, the greater the priority.

Medlically Underserved Populations and Areas:

Medically Underserved Areas/Populations (MUA/MUP) are areas or populations designated
by HRSA as having: too few primary care providers, high infant mortality, high poverty and/or
high elderly population.

There are six population/areas in Charles County with MUA/MUP designation.

There is one medically underserved population (MUP) in Charles County. An MUP is a group

of people who face economic, cultural, or linguistic barriers to health care. In Charles County,
the MUP is located in the Brandywine Service Area. This population is a government MUP,

which means it was designated at the request of a state governor based on documented unusual
local conditions and barriers to accessing personal health services.

The Index of Medical Underservice (IMU) score. The lowest score (highest need) is O; and the
highest score (lowest need) is 100. The Brandywine MUP received a O IMU score. That means
the need for medical services in this region is of the highest priority.

In addition to the MUP, there are five medically underserved areas (MUA) in Charles County.
Medically Underserved Areas may be a whole county or a group of contiguous counties, groups
of county or civil divisions or a group of urban census tracts in which residents have a shortage
of personal health services. Those areas include:

* Medically Underserved Area (MUA): Score 51.97
* District 4, Allens Fresh

e District 5, Thompkinsville

e District 9, Hughesville

* Medically Underserved Area: Score 61.25

* District 10, Marbury

* District 3, Nanjemoy

The IMU scale for Medically Underserved Areas is from O to 100, where O represents completely
underserved and 100 represents best served or least underserved. Under the established criteria,
each service area found to have an IMU of 62.0 or less qualifies for designation as an MUA.

The IMU involves four variables: ratio of primary medical care physicians per 1,000 population,
infant mortality rate, percentage of the population with incomes below the poverty level, and
percentage of the population age 65 or over. The value of each of these variables for the service
area is converted to a weighted value, according to established criteria. The four values are
summed to obtain the area’s IMU score.

The Allens Fresh/Thompkinsville/Hughesville areas received an IMU score of 51.97.
The Marbury/Nanjemoy areas received an IMU score of 61.25, which is close to the 62 cut off
for MUA designation.
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Maryland Medically Underserved Area/Population Designation (MUA/Ps)
and Federally Qualified Health Centers (FQHCs) as of 12/31/2015
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Rural Health Designation:

Charles County no longer holds a federal designation as a rural area. All Southern Maryland
counties have lost their rural designation.
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Availability of Health Services:

Maryland Primary Care Needs Assessment 2016:

The 2016 Maryland Primary Care Office Needs Assessment was based on the integration
of two health data tracking methods: Prevention Quality Indicators (PQls) and the State
Health Improvement Process (SHIP) measures. These data identified the following:

» Causes of preventable PQls;
» Key barriers to access to health care;

» Areas that lack access to preventive and primary care services and demonstrates the highest
need for intervention due to social determinants; and

» Areas that experience a shortage of primary care, mental health, and dental providers.

A quartile ranking was used to order the PQI and SHIP indicator results by Maryland jurisdiction.
The information in this matrix was compiled from data from the Maryland Vital Statistics
Administration, the State Health Improvement Process. The matrix focused on 54 indicators and
ranked those indicators at the jurisdictional level. The jurisdictions were ranked for each indicator
using an ordinal/quartile based ranking system. Based on these summations, the jurisdictions were
given an overall ordinal ranking. Charles County was ranked 16th out of 24 jurisdictions and was
placed in the third quartile.
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Jurisdictions Indicator Score

Montgomery

Howard

Queen Amne's

Carroll

Frederick

Hartord

Calvert 527

Garrett 532

Anne Arundel 554

Worcester 596 Second Quartile

Talbot 598

Cecil 633

_ Prince George's 640
Saint Mary's 647

Caroline 651

Charles 689 i Umartie

Somerset

Baltimore County

Kent

Washington

Allegany
Wicomico

Dorchester

Baltimore City
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Maryland Health Workforce Study Phase 2 Report, January 2014

In January 2014, the Maryland Health Care Commission (MHCC) released a second report
detailing Phase 2 of the Maryland Health Workforce Study. This study assessed health workforce
distribution and the adequacy of supply. Using funding from the Robert Wood Johnson
Foundation, the MHCC was able to study the Maryland health care workforce on the state

and jurisdictional level. Phase 2 presents estimates of current supply and demand for health
professions designated by MHCC has high priority in supporting Maryland’s transition to health
reform, and for which data were readily available for estimating supply and demand. These
professions included primary care specialties and psychiatrists. Current supply estimates were
also presented for psychologists, social workers, counselors, physician assistants, pharmacists,
registered nurses, and dentists.

Demand modeling: Estimates of the current demand for health care providers were developed
using the IHS Healthcare Demand Micro-simulation Model. The major components of this model
include: 1. A population database that contains characteristics and health risk factors for a
representative sample of the population in each Maryland count; 2. Equations that relate a
person’s characteristics to his or her demand for health care services by care delivery setting;
and 3. Staffing patterns that convert demand for health care services to demand for full time
equivalent (FTE) providers.

This report has not been updated since 2014.

In Charles County, the primary care FTE demand is greater than the primary care FTE supply
(7.4 vs. 6.1). There is an 18% shortfall in the demand for primary care services. Charles County
falls in the up to 20% shortage area for primary care physician supply.

Map 1: Maryland County-Level Adequacy of FTE Primary Care Physician Supply

Shortage of Full Tirme Equivalent,
Primary Care Physiclans

- m-ﬁ-mm-m v, haortage [ ] Upia 20% Shadage [ag] e i 20% Surpiun [ - 7% Semia
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Exhibit 3: Adequacy of Supply for Primary Care Physicians by County, 2012

Tatal FTEs FTEs/10,000 Population
FTE FTE Supply - FTE

County Demand | Supply Demand Demand | FTE Sapply
Allcgany 57 i3 fl_ 7.6 8.5
Anne Arundel 407 379 (28) 7.4 6.9
Raltimare City 464 817 | 353 1.5 13.1
Baltimore County 621 TRR 167 1.6 9.6
Calvert T 36 (10) 1.5 6.2
Carulin; 25 14 (1) 1.5 4.2
Carroll 125 103 (22) 1.5 6.2
Ceeil 75 60 (15) 1.5 5.9
Charles 111 91 (20) 7.4 6.1
Dorchester 25 14 (1) 1.9 4.1
Frederick 176 140 (36) 74 5.8
Carret 23 20 (3) 7.7 6.6
;lnrfnn:l 186 142 (44) 1.5 5.7
Howard 218 197 (21) 1.3 6.6
Kemt 16 16 0 3.0 79
Montgomery 729 833 104 7.2 83
Prince George's 637 ) | (166) 7.2 53
Queen Anne's i7 25 (12) 1.6 a1
St. Mary's 80 53 (27) 7.3 4.9
Somerset 19 8 (1) 1.3 29
Talbot 31 42 11 8.1 11.0
Washington 112 111 (1) 15 74
Wicomico 75 81 6 | 1.5 8.0
Woroester 42 a1 (D) 8.0 79
Total 4,357 4,565 208 74 7.8

Mote: Primary care specialties include general and family practice, general inlornal medicine,
geriatrics, and gpeneral pedialrics.
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The supply versus demand for pediatric services in Charles County is similar.

Exhibit 4: Adequacy of Supply for Pediatridans by County, 2012

Tatal FTE=s FTEs/ 10,000 Children
FTE FTE | Supply -

County Demand Supply Demand FTE Demand | FTE Supply
Allegany 10 1 i 7.0 7.9
Anne Arundel 87 85 2 7.1 6.9
Baltimore County 125 185 60 7.1 104
Raltimore City 99 168 09 713 12.3
Calvert E 13 (2) 7.0 6.1
Carvline fr 1 (5) 10 0.9
Carrull 26 21 (5) 6.9 54
el 16 ) (7 7.0 39

Charles 26 26 0 7.1 7.0
Dorchester 5 1 @ 7.1 1.9
Frederick 40 34 (6} 7.0 59
Carrett 4 . () 6.9 4
Harford 40 40 0| 7.0 0
Howed 51 52 ! 7.1 72
Kent 2 1 (1} 7.0 2.6
Montgomery 163 234 " 7.1 10.1
Prince George's 148 104 (44) 72 5.1
Queen Annc's 7 6 (1) 6.9 57
S Marv's 19 12 (7 7.0 4.3
Somersel 3 2 (n 7.1 16
Talbot 5 9 4 7.0 134
Washinglon 23 21 - (2) 7.0 | 6.5
Wicomico 16 26 10 71 11.1
Worcester 7 - "N 7.0 -
Total 943 1,061 118 7.1 8.0
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The FTE per 10,000 supply rates for professional counselors, social workers, and psychologists
in Charles County is much lower than the rates for Maryland. The Charles County FTE rate for
physician assistants is the only rate that came close to the Maryland state supply rate.

Exhibit 6: Supply of Selected Health Professions by County, 2012

Professional | Physician
Counselors Social Workers Pavchologists Assistanits
FTE/ FTE! FTE/ FTE/
County FIFs | 10000 | FTEs | 10,000 | FTEs | 10,000 | FTEs | 10,000
Allegany 267 36.1 222 209 7 16 27 346
Y 684 124 833 EY - 162 29
Ballimore City 2,132 343 4030 649 4s ss| 5m 93
Baliimore Counyy | 12%4|  158] 2124 60| 357 44| 330 40
Calvert 118 132 128 14.2 £ 0.8 20 2.2
Caroline 17 5[ 8.6 - - 1 03
Carroll 277 6.5 k] . 158 48 2.9 32 Al
| Ceil 97 95| 175 17z = 24 Px 23
Charles 193 128 126 B4 I 14 0.9 44 3.2
 Dorchester 7 243 150 459 5 1.4 3 0.8
Froderick 320 33| 0| 21| 36 1 &2 16
Garmit a3 176 73 24.3 1 0.2 3 1.5
Harfioed 351 141 355 143 46 19 63 35
Horward 407 136 667 23| 18 6.0 an 13
" 4l 01| %2 255 B 37 3 15
Monigomery 1,200 1.9 2,927 9.1 T 75 30K 0
Prince George's 833 94| 913 Al 129 L5 154 17
Oucen Annc's Fal 3.9 T 14.4 9 1.7 3 0.3
St. Mary's oS o B 16 22 54
Somensct a5 T 7. - - 2 03
Talbot 62 163] 167 438 7 g I 28
Washinglon 273 183|435 9. 18 12 65 44
Wicomico 193 CXR T EERY T T 72 7
Worcester 67 1ze| 106 206 3 0.9 i X
Total 9,131 155 | 14,982 58| 2278 39 2445 is

Mate: These are professions for which only FTE supply analysis was possible at this time.
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The demand for psychiatrists in Charles County is much higher than the county supply for
psychiatry. Charles County has a shortage between 50-75% of full-time equivalent psychiatrists.

Exhibit 5: Adequacy of Supply for Psychiatrists by County, 2012

Total FTEs FTEs/10,000 Population
FTE FTE Supply - FIE
County | Demand | Supply Demand Demand | FTE Supply |
Allegany 10 10 o] 1.3 1.4
Anne Arundel 74 41 (33) 1.3 0.7
Baltimore City ad 233 139 1.5 3.7
Baltimore County 113 242 129 1.4 v
Calvert 12 6 (6) 1.3 0.7
Caroline 4 . ) 1.3 ;
Carroll 22 6 4 1.3 1.6
Cecil 13 6 ] 1.3 0.6
Charles 22 & (16) 15 0.4
Nurchester 3 & 3 1.4 25
Frederick 32 I8 (14) 13 0.8
Garrett 4 - (2) 1.3 0.5
[Harford 33 15 (18) 1.3 0.6
Howard 40 Gd 24 1.3 2.1
K.ent 3 - (3) 1.4 =
Montgomery 134 214 80 1.3 2.1
Prince George's 133 47 (88) 1.5 0.5
(Queen Anne's 6 (3) 1.3 0.6
St. Mary's 14 5 (9 13 0.2
Somerset 4 1 (3) 1.5 0.3
Talbot 5 8 3 1.3 2.2
Washington « 13 (2) 13 1.2
Wicomico 14 8 () 1.4 0.3
Worcester 7 2 (5) 1.3 0.5
Taotal a0 983 163 1.4 1.7
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Map 2: Maryland county-Level Adequacy of FTE Psychlatrist Supply
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2018 Maryland Physician Workforce Profile:

The current state of the physician workforce in Maryland is present below in the following three
charts. The data is based on the American Medical Association’s Masterfile and is compiled each
year into the State Physician Workforce Data Report. The results for Maryland from the 2018 State
Physician Workforce Data Report state that there are 23,323 active physicians and 7,022 primary
care physicians practicing in Maryland.
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The specialties with the highest people to physician ratios were interventional cardiology
and sports medicine. Females make up 41.0% of all specialists. Additionally, 34.1% of specialists
in Maryland are 60 years of age and older.
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Maryland Physician Workforce Profile
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Primary Care Physicians and Mental Health Provider Ratios:

Access to care requires not only financial coverage, but also, access to providers. While high rates
of specialist physicians have been shown to be associated with higher, and perhaps unnecessary
utilization, sufficient availability of primary care physicians is essential for preventive and primary
care, and when needed, referrals to appropriate specialty care. Using data from the Area Health
Resource File and the American Medical Association, the County Health Rankings were able to
provide 2017 primary care physician ratios for all United States counties. For 2017, the Charles
County primary care physician ratio was 2,535:1. Primary Care Physicians (PCP) is the ratio of

the population to total primary care physicians. Primary care physicians include non-federal,
practicing physicians (M.D.’s and D.O.’s) under age 75 specializing in general practice medicine,
family medicine, internal medicine, and pediatrics. The 2017 Charles County PCP ratio is more
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than twice as high as the Maryland state ratio of 1,141:1. The Charles County PCP ratio has gotten
worse since the last needs assessment report when the ratio was 2,475:1.

Primary care physicians in Charles County, MD
County, State and National Trends
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The 2017 ratio of population to primary care providers other than physicians for Charles County
was 1,335:1. This was higher than the Maryland other primary care provider ratio of 937:1.

Thre 2017 ratio of population to mental health providers for Charles County was 640:1.
This was higher than the Maryland mental health provider ratio of 390:1.

Preventive Hospital Stays:

The Robert Wood Johnson Foundation’s County Health Rankings examine the number of hospital
stays for ambulatory care sensitive conditions among county Medicare enrollees. The 2017
Charles County preventive hospital stay rate was 5,108 per 100,000 Medicare enrollees and is
higher than the Maryland state average rate of 4,550 per 100,000 Medicare enrollees. Some
decreases have been seen for Charles County since 2008; however, the Charles County rate

has consistently been above the state and national rates. The 2017 Charles County preventable
hospital stay rate is an increase from the 2015 rate of 4,931 per 100,000 Medicare enrollees
reported in the last needs assessment.
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FPreventable hospital stays in Charles County, MD
County, State and National Trends
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Adolescent Wellness Checkups:

In 2017, 49.2% of Charles County adolescents aged 13-20 years enrolled in Medicaid had a wellness
checkup. This is below the Maryland state average percentage of 54.6% of adolescents with a
wellness checkup. The percentage of wellness checkups is highest for Charles County Hispanics
(67.7%) and lowest among Charles County Whites (45.8%). The same racial disparities are seen

on a state level.
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2017 Percentage of Adolescents Aged 13-20 Enrolled in
Medicaid who had a Wellness Checkup in Last Year,
Charles County and Maryland
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The percentage of Charles Count adolescents receiving a wellness checkup has remained fairly
steady with some increases over the past decade.

2010-2017 Trends in Percent of Charles County Adolescents
who Received a Wellness Checkup in Last Year
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Qualitative Data Relating to Access to Care:

Long Survey Responses:

38.7% of long survey participants reported that access to health care is a health problem
in Charles County on some level; 12.1% felt that access to health care is a “serious problem”
in the county.

40.5% of the long survey participants reported that affordable health care is a health problem
in Charles County on some level; 18.9% felt that access to affordable health care is a “serious
problem” in Charles County.

39.1% of the long survey participants reported that health insurance is a health problem in Charles
County on some level; 16.3% felt that health insurance is a “serious problem” in Charles County.

Long survey participants were also asked if they have seen improvements in Charles County in
terms of health. Almost half of the respondents to this question (44.7%) have seen improvements
to increase access to health care within the county, while15.5% reported improvements in access
to needed medications.

Most of the long survey participants reported having a routine doctor’s visit in the last 12 months
(88.2%). This percentage is up from the 2018 survey where 84.8% of participants reported having
a routine doctor’s visit in the last 12 months. Only 0.2% reported that they have never had a routine
doctor’s visit.

Most of the survey participants received their routine health care by a primary care physician
or in a provider office (96.2%). In addition to routine medical care, 37.4% went to a dentist,
35.1% went to an eye doctor, and 21.4% went to an OB/GYN.

There was also a large population who reported that they get their routine care at an urgent care
center (13.0%). However, this percentage is down from the 2018 survey where 15.6% of survey
participants reported receiving their routine care at an urgent care center.

4.2% of survey participants reported they received their routine care at a hospital emergency
department. This percentage is up from the 2018 survey where 2.4% of survey participants
reported receiving their routine care at a hospital emergency department.

It is believed that the routine care by the listed specialists (dentist, eye doctor) was underreported.
Participants were asked to check all locations that applied; however, it is theorized that they did
not read all the responses and checked only primary care physician/provider office even if they
also routinely see the dentist.

The majority of the survey participants were able to see the doctor when needed (75.3%).

Just under 2% of survey participants reported that they were seldom or never able to see a
doctor when needed. If they were unable to see the doctor when needed, the most common
reasons were that there were no available appointments (29.3%) or that it was too expensive
and they could not afford it (3.5%). These reasons for not seeing a doctor are similar to the 2018
survey responses.

When asked if they receive medical care outside of Charles County, 22.0% of participants
responded that they never received care outside the county. This is an increase from the 2018
survey where 15.9% of participants responded that they never receive care outside Charles County.
Over half of the participants (52.3%) claimed that they sometimes receive medical care outside
Charles County. This percentage is up over 2% from the 2018 survey.
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Participants were asked what medical services they received outside of Charles County. They were
asked to check all services that were applicable. The most common medical services that people
receive outside of Charles County are specialist doctor appointments (61.4%), dental appointments
(22.2%), primary care doctor appointments (19.0%), and surgeries (19.0%).

The percentage of participants who receive medical services from a specialist provider increased
from 58.6% to 61.4% from 2018 to 2020. Dental appointments received outside of Charles County
also increased from 2018 to 2020, from 18.5% to 22.2%. The percentage of participants who
receive primary care doctor care outside the county decreased from 24.4% in 2018 to 19.0%

in 2020.

Participants were also asked why they chose to receive those medical services outside of
Charles County. The most common responses among participants were that the quality is better
elsewhere (37.1%) and services are not available in Charles County (23.6%). 27.6% of participants
indicated that this question was not applicable to them.

Primary Care doctors/providers and the internet are highly used methods for receiving health
information among survey participants. This particular question stresses the importance of
educating local health care providers and emphasizes the need for accurate medical information
on the internet and for employee wellness programming.

Short Survey Responses:

25% of the short survey participants reported that access to healthcare and no health insurance
is a big health problem in Charles County. This condition scored somewhere in the middle of the
health conditions listed on the survey (ninth highest).

The most commonly cited barriers to needed health care was lack of health insurance (35.4%)

and care is too expensive/can’t afford it (47.4%). Under “Other,” several people explained that
there is a shortage of county providers accepting Medicaid, current providers are not accepting
new patients, quality of providers is better elsewhere, fear of COVID-19 keeps people from seeking
care, lack of dental health coverage, lack of awareness of available services, no Veterans Affairs
clinic nearby, long wait times to see providers, people cannot take the time off work for health
care services, stigma surrounding mental health treatment, fear from past, negative experiences,
provider stereotyping and stigmatizing patients with certain health conditions, lack of providers

in the western region of the county, and alternative treatments like acupuncture and massage are
not covered by insurance providers.
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i Barriers to getting health care: . Response Count | Response Percent

Couwldn’t get an appointment with my doctor 145 19.2%
Doctor is too far away from my home | 108 14.3%
Local doctors are not on insurance plan | 1g9 | 22.4%
No health insurance 268 35.4%
No transportation | 150 | 19.9%
Service is not available in my own county | 113 15.0%
| Too expensive/Can’t afford it | 358 47 4%
| Other | 122 | 16.2%

24.2% of short survey respondents felt that there are many or some resources available for
access to care for children adults, 19.4% felt that there are many or some resources available
for access to care in rural Charles County, and 17.9% felt that there are many or some resources
available to address access to needed prescriptions.

Focus Groups:

Many of the topics discussed at each and every focus group boiled down to issues of access
to care. The most discussed topic at the community focus groups was the lack of health care
providers within the county. There is a lack of primary care providers and specialists. Those in
the county are overwhelmed, are not accepting patients, are not accepting medical assistance
patients, are not spending time educating their patients on their health conditions, and are not
dealing with all of their problems. Mental health providers were specifically cited as a concern
for Charles County.

The focus group mentioned the overuse of the hospital emergency department (ED).

The participants talked about the culture surrounding using the emergency department for
routine care. It is the place they are comfortable. They know that they do not have to wait,
and they will not be turned away. There is a need to teach these individuals about using the
appropriate form of health care at the appropriate time.

People also do not know where to find the health services that they need. Many health
organizations within the county do not know about all of the other services available within

the county. The focus group participants suggested a one-time stop shop for all health programs
in the county, like 211.

Health literacy was a topic of discussion at the county focus group. Individuals may be given

a health diagnosis by their primary care providers, but they do not receive sufficient education
on the health condition and how they need to self-monitor and manage their disease. People
diagnosed with pre-diabetes may not know how to cook for themselves. Additionally, individuals
are signing up for health insurance through the health benefits exchange. Some are auto-assigned
to specific plans such as MedStar or Kaiser that require you to use one of their facilities for care.
They have a card, but they do not know how to use it. They do not understand their benefits
and what providers are within their network. Case coordination, community health workers,

and patient navigators within the primary care setting and in the community are critical to

assist county residents on what services are available and how to access needed health services.
They are also critical in health education and outreach.
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Key informant interviews:

Almost half of focus group participants felt that there are not adequate resources to address
access to health care in Charles County.

Of participants who chose “Othe,r” few felt indifferent and believe resources improved,
but gaps still exist.

Access to care was a health issue that participants perceived as affecting the local community.
Issues related to access to care that were reported include lack of specialty services and local
providers, limited resources, limited access due to COVID-19, access to preventative care, and
access to care for low-income individuals.

Barriers or gaps in services related to access to care in the county were the most popular
responses among participants. Barriers and gaps reported by participants included access to
providers, specifically specialists, access to mental health care, lack of transportation, long wait
times, access for children, and the lack of health resources in the community. Many participants
also reported barriers for low-income individuals and minorities in the county. Reported barriers
for these population groups include transportation, health care costs, geographic location of
services, and lack of knowledge about health care resources in the community.

Access to care was a key change that many focus group participants reported they would like

to see in the community to improve health. This includes access to care for low-income individuals,
access to mental health services, an increase in specialty providers in the county, access to health
services in rural areas, pediatric health care, and an overall increase in health care providers in
Charles County.
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Conclusions:

Data from the Fiscal Year 2021 Charles County Community Health Needs Assessment Report
was examined against the baseline Fiscal Year 2018 needs assessment data. The previous needs
assessment data was used to develop the eight 2019-2021 Charles County Health Improvement
Plan objectives. An update on the status of the Charles County health priority objectives is
discussed below.

Health topics where the Charles County Health Improvement Plan Goals were met:

There were three objectives within the Charles County Health Improvement Plan that reached
the anticipated goals. This means that 38% of the health improvement plan objectives (3/8)
reached the goals in the three-year time period.

Physician Recruitment and Retention:

Increase the number of Charles County physicians by five providers.

Update: The University of Maryland Charles Regional Medical Center has recruited and
retained new physicians each year with two providers in FY19, one provider in FY20, and three
providers in FY21. This exceeded the goal of 5 providers set after the 2018 community health
needs assessment.

Unnecessary Hospital Utilization:

Reduce the Charles County preventable hospital stay rate from 55 per 1,000 Medicare enrollees
to 52.3 per 1,000 Medicare enrollees. Source: County Health Rankings

Update: In the 2019 County Health Rankings Report, the Charles County preventable hospital
stay rate was 51 per 1,000 Medicare enrollees. This was below the goal of 52.3 per 1,000 Medicare
enrollees. (2019 Dartmouth Atlas of Health Care from the 2019 RWJ County Health Rankings)

Mental Health:

Reduce the Charles County mental health emergency department visit rate from 2,346.9
per 100,000 to 2,323.4 per 100,000. Source: 2014 Maryland HSCRC data from SHIP website

Update: The 2017 Charles County mental health emergency department visit rate was 2,817.6
per 100,000 population. This rate is above the goal of 2,323.4 per 100,000 population.
(2017 HSCRC data from the SHIP website)

Substance Use Disorders:

Reduce the Charles County addictions-related emergency department visit rate from 991.9
per 100,000 to 982 per 100,000. Source: 2014 Maryland HSCRC data from SHIP website

Update: The 2017 Charles County addictions-related emergency department visit rate was 1,341.4
per 100,000 (2017 HSCRC data from the SHIP website). This is above the goal of 982 per 100,000.
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Obesity:

Maintain the percentage of Charles County adults who are at a healthy weight at 23.71%.
Source: 2015 Maryland BRFSS

Update: The percentage of Charles County adults who are at a healthy weight increased from
23.1% in 2015 to 28.2% in 2019 (2019 BRFSS).

Decrease the percentage of Charles County 15-18 year older who are obese from 13.6% to 12.6%.
Source: 2016 Maryland YRBS

Update: There was a small increase in the percentage of Charles County high school students
who were obese. The percentage went from 13.6% in 2016 to 14.6% in 2018-2019
(2018-2019 YRBS).

Diabetes:

Reduce the Charles County diabetes emergency department visit rate from 244.2 per 100,000
to 241.8 per 100,000. Source: 2014 Maryland HSCRC data from SHIP website

Update: The 2017 Charles County diabetes emergency department visit rate was 245.0
per 100,000 (2017 HSCRC). This is similar to the rate of 244.2 per 100,000 that was
previously reported.

Major Cardiovascular Disease:

Reduce the Charles County hypertension emergency department visit rate from 347.7 per 100,000
to 344.3 per 100,000. Source: 2014 Maryland HSCRC data from SHIP website

Update: The 2017 Charles County hypertension emergency department visit rate was 469.9
per 100,000 (2017 HSCRC). This was an increase from the previously reported rate of 347.7
per 100,000.
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Fiscal Years 2022-2024
Charles County Health Improvement Plan

Overview of the Charles County Health Needs Assessment Process:

From July 2020 to February 2021, the University of Maryland Charles Regional Medical Center
undertook a comprehensive assessment of the health needs of Charles County, Maryland.

To provide a comprehensive assessment of the health needs of the county, a five-method plan
was developed which included five different sources of data: a long online survey of Charles
County residents perceptions of health and health behaviors; a short paper survey on health
perceptions throughout the county; a focus group with community stakeholders; key informant
interviews of community leaders and stakeholder; and a quantitative data analysis of secondary,
published data. Data collection occurred between July 2020 and December 2020.

The use of the multiple data collection methods strengthened the validity of the assessment’s
findings as well as ensuring that Charles County residents had an opportunity to participate in
the assessment process and to feel invested in its outcome.

Due to the COVID-19 pandemic and the limitations on in person gatherings, only one small focus
group was conducted in December 2020. This focus group targeted individuals working in health
care and community roles focusing on access to care as well as chronic disease prevention and
management. A total of eight people participated in this focus group.

The biggest issues to emerge from the focus groups included:
* Mental health resources and services

* Substance use disorders

e Transportation

e Chronic disease management

» Obesity/overweight

« COVID-19

561 Charles County residents completed the 27-question online survey that was created using
Survey Monkey. The link to the survey was available on the University of Maryland Charles
Regional Medical Center website and the Charles County Department of Health website. The first
section of the survey asked participants about their perception of health and health services within
the county. The second section asked them about their health behaviors, in order to determine
their risk for the development of certain health conditions.

Most of the respondents were from Charles County (90.6%). The second largest percentage
is from St. Mary’s County (4.1%). Only 1.7% reported living outside of Southern Maryland
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(Charles, Calvert, St Mary’s, or Prince George’s). Approximately 68.5% of the respondents were
between the ages of 45-74 years. The highest percentage was in the 65-74-year age group (27.1%).
The overwhelming majority of the respondents were female (77.4%). Minorities made up

26% of the total survey population. African Americans comprised 22.5% of the respondents.
Approximately 3% of the survey respondents self-identified as Hispanic.

The survey participants were a highly educated group with 83.7% reporting having had any
amount of college education. Just over half of the group had completed an undergraduate degree
or higher (47.4%). Most of the participants were employed and working full-time. Individuals with
a household income less than $60,000 made up one-fifth of the 2020 survey (20.2%).

Nearly all of the survey participants (98.6%) reported having health insurance. The majority of
the participants also reported having dental insurance (78.6%) though this percentage is smaller
than those reporting health insurance. Many of the respondents also had vision insurance (64.3%).
Only 1.1% of the survey population reported having no type of insurance.

The biggest health problems that surfaced from the online survey included: crime,
overweight/obesity, infectious disease, drug/alcohol use, and affordable housing.

The protective health behaviors that Charles County residents were displaying included:
always wearing a seat belt, washing hands after using bathroom or making food, practicing
safe sex, getting a flu shot, and following road safety rules.

Some risk factors that Charles County residents possessed that may lead to chronic disease
included: not participating in physical activity each day, not eating enough fruits and vegetables,
not performing self exams for cancer, not getting enough sleep at night, and not using
sunscreen regularly.

The online survey participants were also asked about access to health care. 88.2% have had a
routine doctor’s visit in the past 12 months. 96.2% receive their routine health care in a primary
care physician or provider’s office.

75.3% were able to see a doctor when needed. If they were unable to see the doctor when
needed, the most common reasons were that there were no available appointments (29.3%)
or that it was too expensive, and they could not afford it (3.5%).

78% travel outside of Charles County for medical care at some point. Only 5.8% reported that

they always travel outside the county for care. The most common medical services that people
receive outside of Charles County are specialist doctor appointments (61.4%), dental appointments
(22.2%), primary care doctor appointments (19.0%), and surgeries (19.0%). The most common
responses among participants were that the quality is better elsewhere (37.1%) and services are
not available in Charles County (23.6%).

A short five question survey was distributed throughout the county regarding perceptions
of health within the county. A total of 755 short surveys were completed. Ongoing survey
collection was conducted at the Charles County Department of Health; the University of
Maryland Charles Regional Medical Center’s Diabetes Education Center, Wound Healing
Center, and Outpatient Rehabilitation. Short surveys were collected during blood drives at
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the University of Maryland Charles Regional Medical Center (CRMC) and the La Plata American
Legion. CRMC also coordinated with the Charles County Public schools to survey individuals at
the meal distribution sites. The meal distribution sites included Indian Head Elementary

(Indian Head), JC Parks Elementary (Indian Head), Milton Somers Middle School (La Plata),

and My Hope/Nanjemoy Elementary School (Nanjemoy). Particular emphasis was given to the
western region of the county that is more geographically isolated. The community was also
surveyed at large events such as Charles County Community Resource Day, United Way pop-up
events, blood drives, the Indian Head Farmer’s Market, and other community outreach events.

The biggest health problems identified by the short community survey included: obesity,
drug and alcohol use, mental health, diabetes, and high blood pressure/stroke.

The short survey also identified factors that prevent people from receiving the health care

that they need. The most commonly cited barriers to needed health care was lack of health
insurance (35.4%) and care is too expensive/can’t afford it (47.4%). Under “Other,” several people
explained that there is a shortage of county providers accepting Medicaid, current providers

are not accepting new patients, quality of providers is better elsewhere, fear of COVID-19 keeps
people from seeking care, lack of dental health coverage, lack of awareness of available services,
no Veterans Affairs clinic nearby, long wait times to see providers, people cannot take the

time off work for health care services, stigma surrounding mental health treatment, fear from
past, negative experiences, provider stereotyping and stigmatizing patients with certain health
conditions, lack of providers in the western region of the county, and alternative treatments like
acupuncture and massage are not covered by insurance providers.

Short survey participants were asked if sufficient services are available to address the health
conditions in Charles County. Many of the respondents answered that they did not know or
they left it blank. This leads us to believe that additional outreach and awareness campaigns
are needed to educate people on available services in Charles County.

Access to care in the rural Charles County received the greatest number of “Many services
available” responses, followed by mental health and obesity. Mental health received the greatest
number of responses for “some services available” followed by infectious disease, access to food
and nutritious meals, dental health, and drug and alcohol use. High blood pressure received the
greatest number of responses in the “No services available” category.

Quantitative data was analyzed for various health topics including: mortality, population and
demographic data, natality, infant mortality, social determinants of health, heart disease, stroke,
hypertension, access to health care/health un-insurance, cancer, asthma, injuries, diabetes, obesity,
arthritis, dementia/Alzheimer’s disease, communicable disease, environmental health, sexually
transmitted diseases, HIV/AIDS, mental health, dental health, substance use, disabilities, and
tobacco use.

The current assessment findings are an update from the Fiscal Year 2018 community health
needs assessment report and health improvement plan. 38% of the objectives outlined in the
Charles County Health Improvement Plan reached their anticipated goals in the given time frame.
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Thanks to the work of the Partnerships for a Healthier Charles County and its teams,
the Charles County Health Improvement Plan objectives have been met for:

* Preventable Hospital Stay Rate decreased
« Number of County Providers increased

* Percentage of Adults at a healthy weight increased

Charles County Health Improvement Plan objectives that were not met include:
* Mental Health Emergency Department Visit Rate increased

* Addictions-related Emergency Department Visit Rate increased

* Diabetes Emergency Department Visit Rate stayed the same

* Childhood obesity percentage increased

* Hypertension Emergency Department Visit Rate increased

The data from this community health needs assessment has been used to develop the next
Charles County Health Improvement Plan and subsequent action plans. They provide the county
with measurable outcomes and benchmarks for 3-year program implementation.
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Charles County Health Prioritization Process:

After a thorough analysis of all quantitative data on the health of Charles County and of the
qualitative data gathered from the community, a list of health priorities was developed to help
guide future endeavors to improve the health of Charles County.

The Steering Committee of the Partnerships for a Healthier Charles County has chosen to use the

National Association of City and County Health Officials (NACCHO) recommended Hanlon Method

for health prioritization. The Hanlon Method for Prioritizing Health Problems is a well-respected
technique which objectively takes into consideration explicitly defined criteria and feasibility
factors. Though a complex method, the Hanlon Method is advantageous when the desired
outcome is an objective list of health priorities based on baseline data and numerical values.

A list of health problems was identified using the health data section of the community health
needs assessment report. Then, using a scale of O to 10, each health problem was rated on the
following criteria: size of the health problem, magnitude of the health problem, and effectiveness

The Hanlon Method: Sample Criteria Rating

Size of Health Problem )
) , Seriousness of Health ) )
Rating (% of population w/health Effectiveness of Interventions
Problem

problem)

9 or 10 >25% Very serious 80% - 100% effective
(STDs) (e.g. HIV/AIDS) (e.g. vaccination program)

7or8 10% - 24.9% Relatively Serious 60% - 80% effective

Sorb 1%-9.9% Serious 40% - 60% effective

3ord 1% - .9% Moderately Serious 20% - 40% effective

lor2 .01% -.09% Relatively Not Serious 5% - 20% effective

0 <.01% Not Serious <5% effective
(Meningococcal Meningitis) | (teen acne) (access to care)

The size of the problem was based on the baseline data collected on the county population
through the community health needs assessment. If more than one data measure was available
for a particular health topic, an average of the percentages was calculated to determine the size
of the problem. Prevalence data was used whenever available; however, mortality data was used

as a proxy measure when reliable prevalence sources are not available.

The seriousness of the problem was determined by asking a series of questions regarding the
status of the health problem in the community. A score was determined based on the number
of questions with an answer of “yes.”
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The seriousness of the problem questions included:

* Does it require immediate attention?

¢ |s there a public demand?

* What is the economic impact?

* What is the impact on quality of life?

* |s there a high hospitalization rate?

* |s the disparity between the county rate and state and national rates?
» Do racial/age/gender/ethnic disparities exist?

The effectiveness of the interventions was determined using the Centers for Disease Control

and Prevention’s (CDC) Guide to Community Preventive Services. The guide gives examples

of evidence-based strategies that have been implemented to address each health problems.
Systematic reviews are conducted on all available interventions, and they rank the evidence-based
strategies as: recommended, not recommended, or insufficient evidence. The basis of the rankings
is presented below.

Recommended:

The systematic review of available studies provides strong or sufficient evidence that the
intervention is effective.

The categories of “strong” and “sufficient” evidence reflect the Task Force’s degree of confidence
that an intervention has beneficial effects. They do not directly relate to the expected magnitude
of benefits. The categorization is based on several factors, such as study design, number of
studies, and consistency of the effect across studies.

Recommended Against:

The systematic review of available studies provides strong or sufficient evidence that the
intervention is harmful or not effective.

Insufficient Evidence:

The available studies do not provide sufficient evidence to determine if the intervention is,
or is not, effective. This does NOT mean that the intervention does not work. It means that
additional research is needed to determine whether or not the intervention is effective.

Task Force findings may include a rationale statement that explains why they made a
recommendation or arrived at other conclusions.
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To determine the effectiveness of interventions, the percentage of available interventions that
received a recommended score from the CDC’s Guide to Community Preventive Services was
calculated. Information was available in the guide for all health problems on the list.

Based on the three criteria rankings assigned to each health problem in Step 1 of the Hanlon
Method, the priority scores were calculated using the following formula:

D=[A+ (2 xB)]xC
Where: D= Priority Score
A= Size of the health problem ranking
B= Seriousness of the health problem ranking
C= Effectiveness of the intervention ranking

*Note: Seriousness of health problem was multiplied by two because according to the Hanlon
technique, it is weighted as being twice as important as size of the health problem.

Based on the priority scores calculated in Step 2 of the Hanlon Method, ranks were assigned to
each health problem with the highest priority score receiving the rank of 1, the next high priority
score receiving a rank of 2, and so on. The table below represents the results of the Hanlon
Method ranking and priority scoring.

Health Problem: Size (A) Seriousness (B) | Effectiveness of | Priority Score Rank
Intervention (C) | (A+2B)C

Heart Disease 10 7 10 240 5
Diabetes 7 10 9 243 3
Asthma/Lung Diseases 8 ) 7 154 9
Cancer 9 7 6 138 11
Mental Health 7 10 9 243 3
Tobacco Use/Smoking 8 6 5 100 14
Infectious Disease/COVID-19 | 7 9 10 250 2
Environmental health 7 4 7 105 13
Injuries 5 6 7 119 12
Hypertension/Stroke 10 10 10 300 1
Obesity/Overweight 10 10 7 210 /
Dental health 6 6 5 90 16
Access to Care 9 8 7 175 8
Infant Mortality 4 5 10 140 10
STI/HIV/AIDS 5 4 7 91 15
Substance Use Disorders 10 10 8 240 5
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Based on the priority score from the Hanlon Method, the health priorities chosen include:
1. Disease Prevention and Management
* Major Cardiovascular Disease (Heart Disease, Hypertension, and Stroke)
* Obesity and Overweight
* Diabetes Prevalence
* Infectious Diseases
2. Behavioral Health
* Substance Use Disorders
* Mental Health
3. Access to Care
* Provider Recruitment and Retention, Emphasis on Mental Health and Primary Care
* Unnecessary Hospital and Emergency Department Utilization

» Social Determinants of Health (Transportation, Health Literacy)

9
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Charles County Health Improvement Plan Long Term Objectives FY2022-2024:

Priority One: Chronic Disease Prevention and Management

Obesity:

1. Increase the percentage of Charles County adults who are at a healthy weight from 28.2%
to 29.6% (5% increase). Source: Maryland Behavioral Risk Factor Surveillance System

2. Maintain the percentage of Charles County high school students who are obese at 14.6%
(combat yearly increases). Source: Maryland Youth Risk Behavior Survey

Diabetes:

1. Reduce the Charles County diabetes emergency department visit rate from 245 per 100,000
to the Maryland rate of 232.75 per 100,000 (5% reduction). Source: Maryland HSCRC data from
SHIP website

Major Cardiovascular Disease:

1. Reduce the Charles County hypertension emergency department visit rate from 469.9 per
100,000 to 446.4 per 100,000 (5% reduction) Source: Maryland HSCRC data from SHIP website

Infectious Diseases:

1. Increase the percentage of Charles County residents who receive a flu vaccination from 45.6%
to the Maryland percentage of 49.6%. Source: County Health Rankings

Priority Two: Access to Care

Physician Recruitment and Retention:

1. Establish three medical practices within Charles County that will provide health care to the
underserved population, with particular emphasis on mental health/psychiatry and primary care.

Unnecessary Hospital and Emergency Department Utilization:

2. Reduce the Charles County preventable hospital stay rate from 5108 per 100,000
Medicare enrollees to 4852.6 (5% reduction) per 100,000 Medicare enrollees.
Source: County Health Rankings

Social Determinants of Health

3. Decrease the percentage of Charles County residents who report that they were unable to see
a doctor in the past 12 months due to cost from 8.6% to 8.2% (5% reduction). Source: Maryland
Behavioral Risk Factor Surveillance System
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Priority Three: Behavioral Health

Mental Health:

1. Reduce the Charles County mental health emergency department visit rate from 2817.6
per 100,000 to 2676.7 per 100,000 (5% reduction). Source: Maryland HSCRC data from
SHIP website

Substance Use Disorders:

1. Reduce the Charles County drug-induced death rate from 27 per 100,000 to 25 per 100,000.
Source: County Health Rankings

y
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Fiscal Years 2022-2024
Access to Care, LHIC

Strategy: Physician Recruitment and
Retention

Enhance county capacity to provide recruit and retain health care providers and practices.

Long Term or Outcome Objective:

with particular emphasis on mental health/psychiatry and primary care.

Establish 3 medical practices within Charles County that will provide health care to the underserved population,

Activity/Key Action Steps Measures Key Partners Timeline Comments
1. Recruit additional health care How long since you visited a UM CRMC In summer 2021 UM CRMG to
providers and specialists to the doctor for a routine check-up launch new practices for PCP in
county through the University (BRFSS) UMCRMG Bryansroad and Mental Health
of Maryland Charles Regional services for pediatrics and adults
Medical Center. Charles County Population to CCDoH in Charles County
2. Succession for retiring providers Primary Care Provider Ratio
in Charles County Source: County Health Rankings | Kaiser Ongoing monitoring of retiring
3. Provide support to present PCP PCP physicians in Charles County
practices in Charles County by Number of PCP & Mental NDG Marketing | to offer succession planning
providing resources and offering | Health practices started in
Care Transition Organization Charles County Spring, 2021 meet with Johns
services through UMMS for Hopkins and Medstar as the larger
those that are part of the Number of county practices practices in the county to offer
MDPCP program educated on resources resources and improve
4. A “Look Closer” campaign my communication
UM CRMC for providers and Number of materials
services available locally disseminated Launched in Jan. 2021, now we are
building on the branding in other
Number of MDPCP practices advertisement for practices and
in Charles County specialty areas
= 12
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Strategy: Increase awareness of county health services in the Community by continuing an awareness campaign surrounding
appropriate setting of care: primary care, urgent care, emergency department, and 911.
Long Term or Outcome Objective: Reduce the Charles County preventable hospital stay rate from 5108 per 100,000 Medicare enrollees to 4852.6
(5% reduction) per 100,000 Medicare enrollees. Source: County Health Rankings
Activity/Key Action Steps Measure Key Partners Timeline Comments
1. Attend community events Number of flyers developed CCDoH Post COVID closures, when
and programs to provide opportunity allows, attend at least
information on available county Number of flyers disseminated UM CRMC 3-4 community events through
health services. each year of 22-24
2. Engage community stakeholders | Number of events attended UMMS
in the bimonthly Access to Care ACC meetings set to restart in June
Coalition meetings to share Number of new members Greater Baden 2021 and will be held bimonthly
and gather information on recruited (FHQC) moving forward via WebEx or in
services available. person at a later date
3. Partner with the CDPMT to help Number of meetings held Health Partners
manage conditions of HTN and Attend CDPMT meetings monthly as
DM in the community and Date new risk ranking tool DSS available (Mary or other designated
prevent unnecessary ED implemented team member)
utilization for these conditions. Lifestyles
4. UMMS 2.0 Risk Ranking tool Continue planning discussions
implementation by the UM CRMC Post-Acute with the UMMS Data Scientists
staff to help guide interventions. Partners and implement the new tool prior
to fall 2021
Right Time
Johns Hopkins
Medstar

y
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Strategy:

Increase health literacy of and decrease the social determinants of health and barriers to healthcare access for

Charles County residents

Long Term or Outcome Objective:

Decrease the percentage of Charles County residents who report that they were unable to see a doctor in the past 12
months due to cost from 8.6% to 8.2% (5% reduction). Source: Maryland Behavioral Risk Factor Surveillance System

to implement evidence-based
community health worker models
which can provide culturally
competent, individualized case
management, patient navigation,
and health education.

developed, or planned

Number of new programs initiated

Health Literacy Council

Charles County
Literacy Council

United Way

Charles County
Public Schools

Hire a second CHW at
UM CRMC in summer
2021 and work towards
fully integrating the
CHW as part of our
transition team to help
our high-risk population

Activity/Key Action Steps Measure Key Partners Timeline Comments
1. Adapt the health literacy focus to | Number of trainings developed UM CRMC Attend at least one FLINT

include advanced care planning and one UM CRMC

conversations and recruit Number of presentations given CCDoH Volunteer Chaplain

volunteers, including the meetings in 2022 to

faith-based community, our Number of people trained on CSM present on Advanced

trusted community leaders for Health Literacy Directives and other

community presentations. DSS ways to partner with

Number of community health the faith-based leaders

2. Increase the county's capacity worker models created, Office on Aging

Address transportation and other
SDoH barriers through new and
innovative approaches.

1. Seek other
resources/programs to bring
care to our homebound
population. Especially
focusing on the MD and NP
level providers. Investigate
telemedicine options for pilot
programs in the community.

2. NRC Health post discharge
calls to identify concerns after
discharge from the hospital
and address concerns as well
as link to resources.

3. Expand on the Lyft Health
partnership to have ability
for on demand cost efficient
transportation for
appointments and securing
food and medications

4. Abbott nutrition project to
help with high risk and
underserved populations to
get adequate nutrition and
avoid unnecessary
hospitalizations.

5. Explore the food as medicine
(Produce Rx) program

Number of partners involved

Number of new collaborations
established

Number of new programs
developed

Number of people served

Risk adjusted all payer readmission
rates from RRIP

UM CRMC

CCDoH

Lyft Health

VanGo

United Way

NRC Health

MIH

CC Emergency Services
DSS

AAA Transport Services

Tri-County Council

The MIH team will
continue to offer
telemedicine services
throughout FY 22-24

Grow the use of
Supportive Care for
patients with chronic
disease to be seen

at home by an NP
from Hospice of

the Chesapeake

Implemented NRC calls
inJan. 5, 2021 and
looking to grow this
program in the capture
rate of patients by
continuation on
marketing efforts

Lyft will be continued
as part of the HSCRC
Diabetes Grant and
Population Health
budget starting in
July 2021

Abbott Nutrition project
kickoff meeting and Food
as Medicine presentation
on 4/28/21

=
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Fiscal Years 2022-2024, Chronic Disease
Prevention & Management, LHIC Action Plan

Strategy for Adult Obesity

Create a community of wellness through community engagement and evidence-based programming for adults

Long Term or Outcome Objective:

Increase the percentage of Charles County adults who are at a healthy weight from 28.2% to 29.6% (5% increase).
Source: Maryland Behavioral Risk Factor Surveillance System

Activity/Key Action Steps Measures Key Partners Timeline Comments
Support movement in Charles Number of social media posts Charles County FY22-FY24
County through organized # of views Department of
physical activity Health (CCDOH),
Number of organized walks held Office on Aging,
Charles County Parks
Number of participants and Recreation
Offer Stanford University’s Chronic Number of evidence-based programs offered CCDOH, University FY22-FY24
Disease Self-Management (CDSMP), of Maryland Charles
Diabetes Self-Management (DSMP), Number of participants enrolled and Regional Medical
and Hypertension classes. completing CDSMP programs Cether (UM(_:RMC),
Office on Aging
Number of participants enrolled and
completing hypertension classes
Number of Participants enrolled in
DSMP programs
Offer the CDC’s Diabetes Prevention | Number of Participants enrolled in DPP CCDOH and FY22-FY24
Program (DPP) in the county programs UMCRMC
Number of participants losing 5-7%
of their initial body weight
Conduct a community health Number of webinars offered UM CRMC monthly Reach out to CRMC if
webinar series interested in presenting
Number of participants
Participate in outreach events Number of outreach events attended CCDOH, FY22-FY24

Number of educational materials disseminated

UM CRMC, YRCP

Charles County Fair
held in September
every year and
Community
Resource Day is
held in October
every year.
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Strategy: Childhood Obesity

Create a community of wellness through community engagement for children and their families

Long Term or Outcome Objective:

Maintain the percentage of Charles County high school students who are obese at 14.6% (combat yearly increases).

Source: Maryland Youth Risk Behavior Survey

and sugar-sweetened
beverage consumption

Number of patients, at no risk
(< 1 SSB / month) screened for
SSB consumption

Number of patients, at low risk
(1 -4 SSB / month) screened for
SSB consumption

Number of patients, at moderate risk
(2 - 6 SSB / week) screened for
SSB consumption

Number of patients, at high risk: 1+ SSB / day),
screened for SSB consumption

Number of patients and their families
education on obesity (weight loss, decreasing
sugar-sweetened beverages, movement)

Partners

Activity/Key Action Steps Measure Key Partners Timeline Comments
Educate children and their families Number of social media posts CCDOH, Charles FY22-FY24

on the importance of physical County Parks

activity and good nutrition Number of views and Recreation

Screen children for obesity Number of children screened CCDOH, Health FY22-FY23

y
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Strategy: Diabetes

Increase capacity of Charles County diabetes and prediabetes self-management programs.

Long Term or Outcome Objective:

Reduce the Charles County diabetes emergency department visit rate from 245 per 100,000 to the Maryland rate
of 232.75 per 100,000 (5% reduction). Source: Maryland HSCRC data from SHIP website

of Maryland Charles Regional
Medical Center's efforts to
provide diabetes education.

Activity/Key Action Steps Measure Key Partners Timeline Comments
Link health care-based efforts with Number of physician referrals UMCRMC, CCDOH, FY22-FY24

community prevention activities. to DSMP and DSMES classes Health Partners

Promotion of the University Number of new patients UMCRMC and CCDOH FY22-FY24

receiving diabetes education

Number of DSMT
workshops held for under
or uninsured patients

Number of diabetes support
group meetings held

Number of participants for all

Patients will be referred through Number of referrals received UNCRMC and CCDOH FY22-FY24
CRISP and providers will through CRISP

receive feedback

Provide diabetes starter kits Number of kits distributed UMCRMC Begin 1/1/22
(glucometer, 30-day supply of testing

supplies, and educational material)

Participate in outreach events Number of outreach CCDOH, UM CRMC, YRCP FY22-FY24

events attended

Strategy:
Major Cardiovascular Disease

Increase evidence-based chronic disease self-management by hospitals and primary care providers

Long Term or Outcome Objective:

Reduce the Charles County hypertension emergency department visit rate from 469.9 per 100,000 to 446.4 per 100,000
(5% reduction) Source: Maryland HSCRC data from SHIP website

Activity/Key Action Steps Measure Key Partners Timeline Comments
Increase the capacity of primary care | Number of participating CCDOH, Health Partners, FY22-FY24
providers to implement screening, physician practices UMCRMG

prevention and treatment measures
for chronic conditions in adults
through QI methods

Percent of patients with their
hypertension under control

Percent of patients with their
diabetes under control

Participate in outreach events

Number of outreach CCDOH, UM CRMC, YRCP FY22-FY24
events attended

Number of educational
materials disseminated

=
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Strategy: Infectious Disease Increase outreach to minority and vulnerable populations on the importance of receiving a flu vaccination.

Long Term or Outcome Objective: Increase the percentage of Charles County residents who receive a flu vaccination from 45.6% to the Maryland
percentage of 49.6%. Source: County Health Rankings

Activity/Key Action Steps Measure Key Partners Timeline Comments

Attend outreach events to promote | Number of events Chronic Disease FY22-FY24

importance of flu vaccine. Prevention and

Number of educational materials | Management
Team Members
Number of flu clinics held

Number of Charles County
residents vaccinated

Organize pop-up flu vaccination Number of pop-up UM CRMC FY22-FY24
clinics in the community. vaccination clinics

Number of individuals vaccinated

" NIVERSITY of MARYLAND

| U
Ll CHARLES REGIONAL MEDICAL CENTER 5 Garrett Ave., La Plata, MD 20646




Fiscal Years 2022-2024
Behavioral Health Team, LHIC Action Plan

Strategy: Community Education and
Outreach:

Engage and educate all segments of the community on behavioral health to promote resources, to reduce stigma,

and to increase awareness.

Long Term or Outcome Objective:

Reduce the Charles County mental health emergency department visit rate from 2817.6 per 100,000 to 2676.7

per 100,000 (5% reduction).

Activity/Key Action Steps

Measures

Key Partners

Timeline

Comments

Expand the Mental Health First Aid
training in the Charles County
Public Schools and in the

general community.

Number of Mental Health First
Aid Trainings Conducted

Number of people educated on
Mental Health First Aid

Number of agencies represented
at trainings

Charles County
Public Schools

Local Behavioral
Health Authority

Charles County
Department of Health

July 1, 2021-June 30, 2024

Promote and create behavioral
health campaigns in Charles County
to increase knowledge and

reduce stigma.

Number of media
campaigns initiated

Number of community
events where the campaigns
were promoted

Number of county residents who
were educated on the campaigns

Number of UMMS
Community Conversations

Number of UMMS Webinars
on Mental Health and
Behavioral Health promoted
to the community

Charles County
Department of Health

University of Maryland
Charles Regional
Medical Center

All Behavioral Health
Team members

July 1, 2021-June 30, 2024

Expand Crisis Intervention Training

Number of partners recruited
Number of people trained

Number of crisis intervention
teams established

Charles County
Department of Health

Local Behavioral
Health Authority

Charles County
Sheriff’s Office

La Plata Police
Department

Southern Maryland
Criminal Justice Academy

July 1, 2021-June 30, 2024
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Strategy:

Increase county capacity to provide services and treatment for opioid use and overdose.

Long Term or Outcome Objective:

Reduce the Charles County drug-induced death rate from 27 per 100,000 to 25 per 100,000.

Activity/Key Action Steps

Measure

Key Partners

Timeline

Comments

Train county agencies and
community members on
Naloxone distribution and
educate on replacing Narcan
kits after expiration.

Number of trainings held
Number of individuals trained

Number of agencies trained on
Naloxone administration

Number of law enforcement
officers trained

Number of Naloxone kits distributed

Number of Naloxone kids replaced

Charles County Department
of Health

Local Behavioral Health Authority

University of Maryland Charles
Regional Medical Center

Charles County Department of
Emergency Services

Charles County Sheriff’s Office

La Plata Police Department

July 1, 2021-
June 30, 2024

Educate the community on the
risks and dangers of using opioids
and heroin.

Number of media campaigns
developed and initiated

Number of adults educated on
opioid risks

Number of presentations given

Number of youth educated on the
dangers of opioid use

Number of community events held
on opioids

Charles County Department
of Health

Local Behavioral Health Authority

University of Maryland Charles
Regional Medical Center

Maryland Coalition for Families

Charles County Public Schools

July 1, 2021-
June 30, 2024

Promote and expand the Charles
County Sheriff's Office Prescription
Take Back Program.

Number of flyers created

Number of Take Back
days conducted

Number of flyers distributed
in the community

Number of new boxes installed
at CCSO locations

Number of pounds of medication
disposed each year

Charles County Department
of Health

Local Behavioral Health Authority

University of Maryland Charles
Regional Medical Center

Charles County Sheriff’s Office

July 1,2021-
June 30, 2024

Expand the use of Peer Recovery
Specialists within the county.
Pilot program to dispatch peer
recovery specialist to the scene
of an overdose and to begin
using ODMAP as a way to respond
to opioid overdoses in real time.
Also expand the peer recovery
specialist program to conduct
outreach to mothers with
substance use disorders

during pregnancy.

Number of peer recovery specialists
currently working in Charles County

Number of new peer recovery
specialists recruited to
Charles County

Number of people assisted by peer
recovery specialists

Number of overdoses where peer
recovery specialists responded

Number of mothers educated or
assisted by peer recovery specialists.

Number of overdoses identified
through ODMAP

Charles County Department
of Health

University of Maryland Charles
Regional Medical Center

July 1, 2021-
June 30, 2024

=

i

UNIVERSITY of MARYLAND
CHARLES REGIONAL MEDICAL CENTER

20

5 Garrett Ave., La Plata, MD 20646



Promote the Charles County
Sheriff’s Office HOPE trailer to
teach parents about the potential
for drug and opioid use among
children and adolescents.

Number of parents educated using
the HOPE trailer

Number of events where the HOPE
trailer is in attendance

Charles County Department
of Health

Charles County Sheriff’s Office

July 1, 2021-
June 30, 2024

Develop formalized data sharing
processes between county
agencies to improve responses

to opioid overdoses by sighing
memorandum of understandings,
creating a communication plan,
and developing a tracking process
to track and follow up on
individuals who refuse EMS
transport after overdose.

Number of MOU'’s signed

Number of communication
plans developed

Number of tracking processes
developed

Charles County Department
of Health

University of Maryland Charles
Regional Medical Center

Charles County Sheriff’s Office

Charles County Department
of Emergency Services

Charles County Opioid
Intervention Team
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University of Maryland Charles Regional Medical Center FY23 Initiatives

Diabetes Prevention Program:

Number of workshops: 11

Average participants per workshop: 13.3
Number of participants: 146

Participants with attendance data: 145
DPRP-Attend-Qual. Participants: 42 of 145
(29%)

DPRP-Qual. Participants: 42 of 146 (29%)
Number who are caregivers: 0 of 0

Alc Count | Pre | Post | Decrease
No A1lc 74
One A1c 69 | 6.0
Two A1c's 3/6.0[ 59 0.1

Age | Count | Percent
0-44 7 5%
44-49 10 7%
50-54 17 12%
55-59 29 20%
60-64 24 16%
65-69 29 20%

70-74 13 9%

75-79 10 7%

80-84 7 5%

Attended Group Session | Count | Percent
1 137 94%
2 139 96%
3 140 97%
4 131 90%
5 128 88%
6 133 92%
7 130 90%
8 128 88%




9 122 84%
10 116 80%
11 116 80%
12 117 81%
13 116 80%
14 117 81%
15 114 79%
16 108 74%
17 78 54%
18 76 52%
19 75 52%
20 75 52%
21 59 41%
22 53 37%
23 40 28%
24 42 29%
25 36 25%
26 28 19%
27 17 12%
28+ 17 12%
Chronic Condition | Count | Percent
Hypertension 80 99%
Diabetes 3 4%

Other 1 1%
Completers | Count | Percent

No 104 71%

Yes 42 29%

Condition Count Count | Percent
One chronic condition 78 53%
No chronic conditions 65 45%

Disabilities Count | Percent




SDti;fi.r;/valking or climbing 1 8%
Diff. with errands 6 4%
Hearing impaired 6 4%
Diff. remembering 5 3%
Visually impaired 2 1%
Diff. dressing 1 1%
Disability Count | Count | Percent
No disabilities 114 85%
One disability 13 10%
Multiple disabilities 7 5%
Unknown 12
Education Count | Percent
Some College 58 41%
Completed College 56 40%
Completed High School 25 18%
Some High School 1 1%
Unknown 6
Ethnicity/Race Count | Percent
eckomitean | o oo
White/Caucasian 45 32%
Hispanic/Latino 4 3%
Asian or Asian American 2 1%
Hawaiian Native or
Pacific Islander 2 1%
,:l\r;ievriecan Indian or AK 1 1%
Indian 1 1%
Unknown 4

GDM | Count | Percent

No 126 86%

Yes 5 3%




Gender | Count | Percent
Female 131 90%
Male 14 10%
Unknown 1

How Did You Hear Count | Percent
Other: mail 21 17%
Media: poster/flyer, etc. 20 16%
Organization 20 16%
Friends or family 18 14%
Social media 8 6%
Ilgsocjic;r(/aljealth Care 6 59
Media: TV, internet ad 3 2%
Media: radio, newspaper 3 2%
outresch ovents 3| 2
Health insurance 2 2%
;)r’g].er: CDC-recognized 1 1%
Media: billboard 1 1%
Other 20 16%
Impacted by COVID-19 | Count | Percent
No 49 100%
Unknown 97

Insurance Count | Percent
Medicare 16 33%
Carefirst BlueCross
BlueShield i 23%
Aetna 6 12%
United Health Care 5 10%
BlueCross 4 8%
Medicare Part B
("Regular" Medicare) 3 6%




Medicaid HealthChoice

(MCO) 3 6%
Priority Partners (HC
MCO)y ( 1 2%
me(;jf\;aég)amlly Choice 1 20,
Kaiser Permanente 1 2%
CareFirst BCBS Comm 1 29,
(HC MCO)
Unknown 98

HEEL i:?:r:) didessmn Count | Percent
1 1 1%
2 0 0%
3 2 1%
4 1 1%
5 0 0%
6 1 1%
7 3 2%
8 5 3%
9 1 1%
10 3 2%
11 3 2%
12 1 1%
13 1 1%
14 3 2%
15 4 3%
16 32 22%
17 2 1%
18 3 2%
19 0 0%
20 16 11%
21 8 6%
22 12 8%
23 0 0%
24 7 5%
25 8 6%
26 11 8%




27 0 0%
28+ 17 12%
Minutes of Activity for
DPRP-Qual. Count | Percent
Participants

0-19 Minutes 0 0%
30-74 Minutes 3 7%
75-149 Minutes 29 69%
150+ Minutes 10 24%
Sessions Attondeg | 00Ut | Percent
1 1 1%
2 0 0%
3 2 1%
4 2 1%
5 1 1%
6 2 1%
7 4 3%
8 6 4%
9 1 1%
10 4 3%
11 4 3%
12 3 2%
13 0 0%
14 5 3%
15 8 6%
16 24 17%
17 3 2%
18 2 1%
19 7 5%
20 15 10%
21 6 4%
22 1 8%
23 0 0%
24 6 4%
25 9 6%




26 5 3%
27 2 1%
28+ 0 0%
28 12 8%
Organization Count | Percent

Charles County 0
Department of Health 146 100%
Participant County | Count | Percent
Charles, MD 146 100%
Participant Funding | Count | Percent
Prevention Link 32 100%
None 114
Payment Source | Count | Percent
Not reported 146 100%
Percent Weight Change

For DPRP-Qual. Count | Percent

Participants

7.00%+ Loss 8 19%
5.00%-6.99% Loss 7 17%
3.00%-4.99% Loss 9 21%
1.00%-2.99% Loss 8 19%
0.99% Loss-0.99% Gain 8 19%
1.00%-2.99% Gain 2 5%
3.00%-4.99% Gain 0 0%
5.00%-6.99% Gain 0 0%
7.00%+ Gain 0 0%
Average Weight Loss 4.03%
Percent

Prediabetes | Count | Percent

Yes 113

92%

No 10

8%




Unknown

23

Referral Result | Count | Percent
Enrolled 2 100%
Referring Entity | Count | Percent
TLC-MD 2 100%
Served in Military | Count | Percent
No 146 100%
Technology Used | Count | Percent
Zoom 14 10%

Type of Test Count | Percent
A1C 74 51%
Risk Test 64 44%
Fasting Glucose 14 10%
Virtual Workshop | Count | Percent
No 49 100%
Unknown 97
Workshop Funding | Count | Percent
None 146




Diabetes Self-Management (DSMP)

FY23
Number of workshops: 1
Average participants per workshop: 12.0
Number of participants: 12
Participants with attendance data: 12
Completers: 7 of 12 (58%)
Number who are caregivers: 2 of 10 (20%)
Mar 7, 23—Waldorf Senior and Recreational Center
Alc Count | Pre | Post | Decrease
No A1lc 12
One A1c 0 0
Two A1c's 0 0 0 0
Age Count | Percent Bar
60-64 3 27%
65-69 1 9%
70-74 2 18%
75-79 2 18%
80-84 2 18%
90+ 1 9%
Unknown 1
Caregiver | Count | Percent Bar
No 8 80%
Yes 2 20%
Unknown 2
Chronic Condition | Count | Percent Bar
Diabetes 9 82%
Hypertension 9 82%




Obesity 7 64%
Arthritis 5 45%
Chronic Pain 3 27%
Osteoporosis 3 27%
Lung Disease 3 27%
Heart Disease 2 18%
Kidney Disease 2 18%
Cancer 1 9%
Schizophrenia 1 9%
Completers | Count | Percent Bar
Yes 7 58%
No 5 42%
SEEfifer Count | Percent Bar
Count
Conditons e
Disabilities Count | Percent Bar
Diff. walking or climbing stairs 3 25%
Diff. with errands 2 17%
Diff. dressing 2 17%
Visually impaired 1 8%
Diff. remembering 1 8%
Disability Count | Count | Percent Bar
No disabilities 6 55%
One disability 3 27%
Multiple disabilities 2 18%
Unknown 1
Education Count | Percent Bar
Some College 8 73%
Completed High School 2 18%




Completed College 1 9%
Unknown 1
Ethnicity/Race Count | Percent Bar
Black.or African 8 739,
American
White/Caucasian 3 27%
Unknown 1
GDM | Count | Percent Bar
No 8 67%
Gender | Count | Percent Bar
Female 8 73%
Male 3 27%
Unknown 1
Impacted by
COVID-19 Count | Percent Bar
No 12 100%
Insurance Count | Percent Bar
Medicare Part B 0
("Regular" Medicare) 8 3%
BC/BS 2 18%
Kaiser 2 18%
Veterans Health 2 18%
Medicaid 2 18%
Other 1 9%
Unknown 1
Lives Alone | Count | Percent Bar
No 7 64%
Yes 4 36%
Unknown 1
Number of Group Sessions Attended | Count | Percent Bar
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Organization

Count

Percent

Bar

Charles
County
Department
of
Community
Services,
Aging &
Human
Services
Division

12

100%

Participant
County

Count

Percent

Bar

Charles

11 92%

Charles, MD,
MD

1 8%

Participant Funding

Count

Percent

Bar

None

12

Payment
Source

Count

Percent

Bar

Not reported

12

100%

Referred

Count

Percent

Bar

No

9

90%

Yes

1

10%

Unknown

2

Served in Military

Count

Percent

Bar




No 7 64%
Yes 4 36%
Unknown 1

W\élrrlz:i)p Count | Percent Bar
No 12 100%

V\Iii:(ji?:;p Count | Percent Bar
Other 12 100%

Felt welcomed Count | Percent Bar
Strongly Agree (1) 4 57%
Agree (2) 2 29%
Strongly Disagree (4) 1 14%
Average Value 1.7
Teaching was shared | Count | Percent Bar
Strongly Agree (1) 4 57%
Agree (2) 2 29%
Strongly Disagree (4) 1 14%
Average Value 1.7
Leaders were prepared | Count | Percent Bar
Strongly Agree (1) 4 57%
Agree (2) 2 29%
Strongly Disagree (4) 1 14%
Average Value 1.7
| have more self- Count | Percent Bar
confidence

Strongly Agree (1) 5 71%
Agree (2) 1 14%
Strongly Disagree (4) 1 14%
Average Value 1.6




Book was helpful Count | Percent Bar
Strongly Agree (1) 3 43%
Agree (2) 3 43%
Strongly Disagree (4) 1 14%
Average Value 1.9
Learned action plans | Count | Percent Bar
Strongly Agree (1) 5 71%
Agree (2) 1 14%
Strongly Disagree (4) 1 14%
Average Value 1.6
EELIEN (NGl Count | Percent Bar
symptoms
Strongly Agree (1) 5 71%
Agree (2) 1 14%
Strongly Disagree (4) 1 14%
Average Value 1.6
Site was conducive | Count | Percent Bar
Strongly Agree (1) 5 71%
Agree (2) 1 14%
Strongly Disagree (4) 1 14%
Average Value 1.6
Part. valued contributions | Count | Percent Bar
Strongly Agree (1) 4 57%
Agree (2) 2 29%
Strongly Disagree (4) 1 14%
Average Value 1.7
Leaders managed group | Count | Percent Bar
Strongly Agree (1) 4 57%
Agree (2) 2 29%
Strongly Disagree (4) 1 14%
Average Value 1.7




Leaders valued contributions | Count | Percent Bar
Strongly Agree (1) 4 57%
Agree (2) 1 14%
Strongly Disagree (4) 1 14%
Average Value 1.7
Leaders got along | Count | Percent Bar
Strongly Agree (1) 5 71%
Agree (2) 1 14%
Strongly Disagree (4) 1 14%
Average Value 1.6
Valued break time | Count | Percent Bar
Strongly Agree (1) 3 43%
Agree (2) 3 43%
Strongly Disagree (4) 1 14%
Average Value 1.9
Noticed participants missing | Count | Percent Bar
Strongly Agree (1) 2 29%
Agree (2) 2 29%
Strongly Disagree (4) 3 43%
Average Value 2.6
Feel more motivated | Count | Percent Bar
Strongly Agree (1) 5 71%
Agree (2) 1 14%
Strongly Disagree (4) 1 14%
Average Value 1.6




Chronic Disease Self-Management (CDSMP)
FY23

Number of workshops: 1

Average participants per workshop: 10.0
Number of participants: 10

Participants with attendance data: 10
Completers: 8 of 10 (80%)

Number who are caregivers: 2 of 7 (29%)

Apr 4, 23—Charles County Department of Health

= Jul 10, 23—Charles Regional Medical Center - Kent Building

Alc Count | Pre | Post | Decrease
No A1lc 10
One A1c 0 0
Two A1c's 0 0 0 0
Age Count | Percent Bar
55-59 1 1%
60-64 1 1%
70-74 1 11%
75-79 4 44%
80-84 2 22%
Unknown 1
Caregiver | Count | Percent Bar
No 5 71%
Yes 2 29%
Unknown 3
Chronic Condition | Count | Percent Bar
Hypertension 6 75%
Arthritis 4 50%
Chronic Pain 4 50%
Obesity 4 50%




Osteoporosis 3 38%
Diabetes 3 38%
Cancer 3 38%
Lung Disease 3 38%
Heart Disease 2 25%
Stroke 1 12%
Other 1 12%
Completers | Count | Percent Bar
Yes 8 80%
No 2 20%
Condition Count Count | Percent Bar
condions 7| o
No chronic conditions 2 20%
One chronic condition 1 10%
Disabilities Count | Percent Bar
Diff. walking or climbing stairs 3 30%
Diff. dressing 2 20%
Visually impaired 1 10%
Diff. remembering 1 10%
Hearing impaired 1 10%
Disability Count | Count | Percent Bar
No disabilities 4 44%
Multiple disabilities 3 33%
One disability 2 22%
Unknown 1
Education Count | Percent Bar
Completed College 5 56%
Completed High School 2 22%
Some College 2 22%
Unknown 1




Ethnicity/Race Count | Percent Bar
Black or African American 5 56%
White/Caucasian 4 44%,

Unknown 1
GDM | Count | Percent Bar
No 7 70%
Gender | Count | Percent Bar
Female 7 70%
Male 3 30%
Impacted by
COVID-19 Count | Percent Bar
No 10 100%
Insurance Count | Percent Bar
Medicare Part B o
("Regular" Medicare) 6 67%
BC/BS 5 56%
United 1 11%
Veterans Health 1 1%
AARP 1 11%
Other 1 11%
Unknown 1
Lives Alone | Count | Percent Bar
Yes 5 56%
No 4 44%
Unknown 1
Number of Group Sessions Count | Percent Bar
Attended
1 1 10%
2 1 10%
3 0 0%
4 0 0%
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10
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5
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Bar

No

6 67%

Yes

3 33%
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Virtual

Workshop Count | Percent Bar
No 10 100%
Workshop Funding | Count | Percent | Bar
None 10

Felt welcomed | Count | Percent Bar
Strongly Agree - 88%
(1)
Agree (2) 1 12%
Average Value 1.1

Teaching was Count | Percent Bar
shared

Strongly Agree - 88%
(1)
Agree (2) 1 12%
Average Value 1.1
Leaders were prepared | Count | Percent Bar
Strongly Agree (1) 5 62%
Agree (2) 2 25%
Average Value 1.3

| have more self-confidence | Count | Percent Bar
Strongly Agree (1) 3 38%
Agree (2) 5 62%
Average Value 1.6

Book was helpful | Count | Percent Bar
Strongly Agree (1) 6 75%
Agree (2) 2 25%
Average Value 1.2

Learned action plans | Count | Percent Bar
Strongly Agree (1) 3 38%




Agree (2)

62%

Average Value

Better manage symptoms

Percent

Bar

Strongly Agree

(1)

5 62%

Agree (2)

3 38%

Average Value

Site was
conducive

Count

Percent

Bar

Strongly
Agree (1)

100%

Average
Value

Part. valued contributions

Count

Percent

Bar

Strongly Agree (1)

62%

Agree (2)

38%

Average Value

1.4

Leaders managed

group

Count

Percent

Bar

Strongly Agree (1)

6

75%

Agree (2)

2

25%

Average Value

1.2

Leaders valued contributions

Count

Percent

Bar

Strongly Agree (1)

4 50%

Agree (2)

3 38%

Disagree (3)

1 12%

Average Value

1.6

Leaders got
along

Count

Percent

Bar

Strongly
Agree (1)

100%

Average
Value




Valued break
time

Count

Percent

Bar

Strongly Agree
(1)

88%

Average Value

Noticed participants missing

Percent

Bar

Strongly Agree (1)

25%

Agree (2)

12%

Disagree (3)

12%

Strongly Disagree (4)

38%

Average Value

Feel more
motivated

Count

Percent

Bar

Strongly
Agree (1)

8| 100%

Average
Value




Living Well with Hypertension

FY23
Number of workshops: 1
Average participants per workshop: 13.0
Number of participants: 13
Participants with attendance data: 13
Completers: 13 of 13
Number who are caregivers: 1 of 11 (9%)
Sep 25, 23—Charles County Department of Health
Alc Count | Pre | Post | Decrease

No A1lc 13

One A1c 0 0

Two A1c's 0 0 0 0

Age Count | Percent Bar

50-54 1 8%

55-59 4 33%

60-64 1 8%

65-69 2 17%

70-74 3 25%

75-79 1 8%

Unknown 1

Caregiver | Count | Percent Bar

No 10 91%

Yes 1 9%

Unknown 2

Chronic
Condition Count | Percent Bar

Hypertension 12 100%

Arthritis 4 33%

Chronic Pain 3 25%




Diabetes 2 17%
Cancer 2 17%
Other 5 42%
Completers | Count | Percent Bar
No 13 100%
Condition Count Count | Percent Bar
Multlp!e chronic 10 77%
conditions
One chronic condition 2 15%
No chronic conditions 1 8%
Disabilities Count | Percent Bar
Diff. walking or climbing stairs 5 38%
Diff. remembering 1 8%
Disability Count | Count | Percent Bar
No disabilities 7 54%
One disability 6 46%
Education Count | Percent Bar
Completed College 6 46%
Some College 5 38%
Completed High School 2 15%

Ethnicity/Race Count | Percent Bar
Black or African American 9 69%
White/Caucasian 4 31%

GDM | Count | Percent Bar
No 13 100%

Gender | Count | Percent Bar
Female 13 100%




Impacted by
COVID-19 Count | Percent Bar
No 13 100%
Insurance Count | Percent Bar
Medicare
Part B 0
("Regular" 6 100%
Medicare)
Unknown 7
Lives Alone | Count | Percent Bar
No 8 67%
Yes 4 33%
Unknown 1
Organization | Count | Percent Bar
Charles
County
Department
of
community 13| 100%
Services,
Aging &
Human
Services
Division
FElilig]ge! Count | Percent Bar
County
Charles 12 92%
Saint Marys 1 8%
Participant Funding | Count | Percent | Bar
None 13
et Count | Percent Bar
Source
Not reported 13 100%




Referred | Count | Percent Bar
No 13 100%
Ser.\{ed o Count | Percent Bar
Military
No 1 100%
Unknown 12
Virtual
Workshop Count | Percent Bar
No 13 100%
Workshop Funding | Count | Percent | Bar
None 13
Felt welcomed | Count | Percent Bar
Strongly Agree 1 92%
(1)
Agree (2) 1 8%
Average Value 1.1
Feslliiion sz Count | Percent Bar
prepared
Strongly Agree 1 92%
(1)
Agree (2) 1 8%
Average Value 1.1
| know more now | Count | Percent Bar
Strongly Agree (1) 8 67%
Agree (2) 4 33%
Average Value 1.3
The materials were Count | Percent Bar
helpful
Strongly Agree (1) 9 75%




Agree (2) 3 25%
Average Value 1.2
| know how to Count | Percent Bar
manage my health
Strongly Agree (1) 10 83%
Agree (2) 2 17%
Average Value 1.2
It's important to
manage my Count | Percent Bar
care
Strongly Agree 1 92%
(1)
Agree (2) 1 8%
Average Value 1.1
The site was helpful | Count | Percent Bar
Strongly Agree (1) 9 75%
Agree (2) 3 25%
Average Value 1.2
| would
recomment the | Count | Percent Bar
workshop
Strongly Agree 1 92%
(1)
Agree (2) 1 8%
Average Value 1.1
Participants
valued my Count | Percent Bar
opinions
Strongly Agree 1 92%
(1)
Agree (2) 1 8%
Average Value 1.1




Facilitator managed the Count | Percent Bar
group
Strongly Agree (1) 9 75%
Agree (2) 1 8%
Average Value 1.1
Facilitators.valued my Count | Percent Bar
opinions
Strongly Agree (1) 9 75%
Agree (2) 1 8%
Average Value 1.1
My health wont interfere | Count | Percent Bar
Strongly Agree (1) 6 50%
Agree (2) 4 33%
Average Value 1.4
Talking to participants helped | Count | Percent Bar
Strongly Agree (1) 7 58%
Agree (2) 3 25%
Average Value 1.3
I'm more motivated | Count | Percent Bar
Strongly Agree (1) 10 83%
Average Value 1




Building Better Caregivers (BBC)
FY23

Number of workshops: 4

Average participants per workshop: 5.8
Number of participants: 23

Participants with attendance data: 23
Completers: 20 of 23 (87%)

Number who are caregivers: 16 of 20 (80%)

Nov 29, 22—Charles County Department of Health

May 16, 23—Indian Head Senior Center - CCDOH

<]

May 23, 23—Waldorf Senior and Recreational Center

W
Z Jun 2, 23—Richard R. Clark Senior Center

Alc Count | Pre | Post | Decrease
No A1lc 23
One A1c 0 0
Two A1c's 0 0 0 0
Age Count | Percent Bar
0-44 2 10%
44-49 1 5%
50-54 1 5%
55-59 1 5%
60-64 3 15%
65-69 5 25%
70-74 2 10%
75-79 5 25%
Unknown 3
Caregiver | Count | Percent Bar
Yes 16 80%
No 4 20%
Unknown 3
Chronic Condition | Count | Percent Bar




Hypertension 12 75%
Arthritis 7 44%
Obesity 7 44%
Chronic Pain 4 25%
Cancer 3 19%
Osteoporosis 2 12%
Kidney Disease 1 6%
Schizophrenia 1 6%
Diabetes 1 6%
Other 1 6%
Completers | Count | Percent Bar
Yes 20 87%
No 3 13%
Condition Count Count | Percent Bar
Multiple chronic conditions 11 48%
No chronic conditions 7 30%
One chronic condition 5 22%
Disabilities Count | Percent | Bar
Diff. walking or climbing stairs 3 13%
Hearing impaired 2 9%
Diff. dressing 1 4%
Diff. with errands 1 4%
Disability Count | Count | Percent Bar
No disabilities 16 80%
One disability 3 15%
Multiple disabilities 1 5%
Unknown 3
Education Count | Percent Bar
Completed College 14 70%
Some College 5 25%
Completed High School 1 5%
Unknown 3




Ethnicity/Race Count | Percent Bar
White/Caucasian 11 55%
Black or African American 9 45%
Hispanic/Latino 1 5%
Asian or Asian American 1 5%
American Indian or AK Native 1 5%
Unknown 3
GDM | Count | Percent Bar
No 18 78%
Gender | Count | Percent Bar
Female 18 86%
Male 3 14%
Unknown 2
Irgch)aVcltSi gy Count | Percent Bar
No 23 100%
Insurance Count | Percent Bar
Medicare Part B ("Regular" 10 539%
Medicare)
BC/BS 9 47%
Aetna 2 1%
Veterans Health 2 11%
United 1 5%
TriCare 1 5%
Medicaid 1 5%
Other 2 1%
Unknown 4
Lives Alone | Count | Percent Bar
No 15 75%
Yes 5 25%
Unknown 3




Number?;tgrnoduepdSessmns Count | Percent Bar
1 0 0%
2 1 4%
3 2 9%
4 5 22%
5 5 22%
6 10 43%
Organization | Count | Percent Bar
Charles
County
Department
of
ggx{:::"ty 23| 100%
Aging &
Human
Services
Division
Participant County | Count | Percent Bar
Charles 19 83%
Charles, MD, MD 4 17%
Participant Funding | Count | Percent | Bar
None 23
Payment Count | Percent Bar
Source
Not reported 23 100%
Referred | Count | Percent Bar
No 18 95%
Yes 1 5%
Unknown 4




Served in Military | Count | Percent Bar
No 16 80%
Yes 4 20%
Unknown 3
Virtual
Workshop Count | Percent Bar
No 23 100%

Workshop Funding Count | Percent Bar
Maryland Department of Aging o
(MDOA) 11 48%
Maryland Department of Health o
(MDH) 7 30%
Other 5 22%




Mobile Integrated Healthcare: The Charles County Department of Health, the University of Maryland Charles
Regional Medical Center, and the Charles County Department of Emergency Services, collectively implement the
Charles County Mobile Integrated Healthcare project to address the health/social determinants leading to
repeated use of emergent care.

The Mobile Integrated Healthcare (MIH) Team includes a paramedic employed by Emergency Services and a
registered nurse and community health worker, employed by the health department. The MIH team has offices at
both the Charles County Department of Health and the Charles County Department of Emergency Services. During
the initial visit, the MIH team assesses the patient's vital signs, reviews discharge paperwork, evaluates
compliance with discharge instructions, completes a medication evaluation/reconciliation, conducts an
environmental scan of the home for safety issues, and provides health education and chronic disease self
management information when appropriate. After the initial visit, the community health worker provides the high
touch needed to keep the patients engaging in this program and out of the emergency department.

Enrollment:

. Must be:

@ 18 years of age, or older (and)

a Charles County resident (and)

@ 1 or more chronic health conditions

*ALL 3 MUST APPLY*

Criteria for Hospital and Emergency Medical Services Inclusion:

. 3 or more visits to the ED in 3 months

. 3 or more calls to EMS in 3 months

Criteria for Primary Care Clinic Inclusion: Must display one or more

. 2 missed appointments/no-show’s to scheduled appointments (and/or)
. Have not followed up with recommended specialists/agencies pertaining to health needs (and/or)
. Poor medication adherence

Criteria for Office on Aging Inclusion:

° Individuals on the Senior Care Waiting List with Chronic Conditions and Lower Acuity Levels
Initial Visits:

. Medical history review

. Individual concerns regarding health conditions

. Social and Emotional Health Questionnaire

. Physical Assessment

@ Vital signs

o Respiratory/Neuro/Integumentary/GIl/GU
Cardiovascular/Musculoskeletal/Pain Assessments

. Immunization history review

. Assessment of ADL’s

. Medication reconciliation

o Ability to safely dispose of unused/unwanted medications

o Carbon copied lists for convenience

. Thorough Home Safety Assessments

o Ability to address safety needs with little to no cost to patient

° Smoke detectors / Carbon Monoxide detectors

. Individualized “To-Do” lists for patients

. Recognize needs for IDT discussions where applicable

. File of Life

. Personalized binders with accessible educational materials/references for clients health conditions

o Zone Sheets; BP, FSBS, weight charts



Follow-up after Initial Visit:

. Make contact with appropriate resources

a Maryland Access Point line, dental, mental health

a Schedule appointments

. Arrange transportation when necessary

a Contact staff for MA Transportation Forms to be completed
. Send “needs list” to providers offices regarding needs of patient
© Refill requests, referrals, requests, etc.

. Insurance companies

o Coverage specifications

@ Case Manager access

. Schedule for home safety modifications when applicable

Discharge Process:

. First month:

@ MIH is “hands-on,” doing tasks for clients/family and informing them before and after tasks are completed
(i.e.- appointment scheduling, etc.)

. Second month:

o Clients/family are encouraged to take initiative in completing necessary tasks to manage healthcare needs,
reflecting level of involvement from MIH in first month

. Third month - onward:

o MIH monitors ability of client/family to manage healthcare needs independently and provides
assistance/guidance when needed

@ Discharge (successful/unsuccessful)

° Self-manages, or remains non-compliant

From May 1, 2022 to April 30, 2023, the Charles County MIH program served a total of 10 new clients in addition
to their other active client base (N=17). That brings the total number of MIH participants to 198 clients since
program inception. Some clients have remained in the program. Many have been successfully discharged. A few
have been discharged due to non-compliance, but we hope that they have gained information and been
connected to services that they previously did not have.

1. Decrease the percentage of ED visits and 911 system calls among participants by 25%.

The program is tracking the number of ED visits and inpatient admissions by program participants, as a reduction
in hospital use is a key outcome measure to document program impact. At the time of data analysis, there were
178 clients with 3 months pre and post data for evaluation. In the 3 months prior to MIH participation, these 178
patients had a total of 306 visits to the CRMC emergency department. After MIH, the number of ED visits among
participants 3 months post dropped 57% to a total of 131 ED visits. The number of inpatient admissions dropped
62% from a total of 122 inpatient admissions 3 months prior to MIH to 46 inpatient admissions 3 months after
MIH enrollment. The number of 30-day readmissions dropped from 27 to 9 (67% reduction).

From May 1, 2022, to April 30, 2023, there were a total of 72 ED visits, 11 inpatient admissions, and 4 30-day
readmissions among MIH active participants. The average number of ED visits per MIH client was 2.67 visits. Year
6 totals saw a reduction from Year 5 utilization, which included 78 ED visits, 23 inpatient hospitalizations, and 4 30-
day readmissions among MIH active clients.

Among the 10 new clients during the time period May 1, 2022 to April 30, 2023, ED visits decreased from 11 3-
months pre MIH enrollment to 5 3-months post MIH enroliment. Inpatient hospitalizations stayed the same at 4
pre and 4 post MIH enrollment. There were no 30-day readmissions among the MIH clients 3-months pre MIH
enrollment and only 1 in the 3-months post MIH enrollment.



Seven of the 10 new clients saw improvement in hospital utilization from 3-months pre to 3-months post
intervention (70%).

From May 1, 2022 to April 30, 2023, the number of EMS calls among MIH participants was 36 calls. This is a small
reduction from the Year 5 total of 41 calls among MIH clients.

EMS call volume reduced by 51% from pre and post MIH participation. Looking at the data for 180 MIH clients,
they had 347 911 calls in the 3 months prior to their MIH enrollment date. There have been 174 calls to 911 from
MIHealth participants 3 months after MIH enroliment.

85 out of 169 MIHealth saw a reduction in EMS utilization after enrollment (50%). Several other MIH clients either
had no EMS call utilization before and after enrollment or their call volume remained the same.

From May 1, 2022 to April 30, 2023, there were 11 new MIH clients with EMS call volume data. This group had 22
calls to 911 in the 3-months prior to MIH enrollment. They had 20 calls in the 3-months post MIH enroliment. This
is a 10% reduction in call volume. 4 of these MIH clients saw an improvement in their call volume pre to post
enrollment. It is important to note that 3 of the 11 MIH clients had no 911 call volume pre or post MIH enroliment,
so there was no change to report.
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SUBJECT: UMMS Financial Assistance Policy

KEY WORDS:

Financial Assistance, Financial Hardship, Financial Clearance, Medical Assistance

OBJECTIVE/BACKGROUND:

The purpose of the following policy statement is to describe the financial assistance application process, how
applications are reviewed and determinations of eligibility are made, eligibility criteria for financial assistance
programs (including presumptive eligibility and financial hardship assistance), financial clearance of patients
with medically unique or humanitarian needs, how UMMS notifies patients of the availability financial
assistance availability, the appeal process, and extraordinary collection actions.

APPLICABILITY:

This policy applies to all team members, vendors, and agents [volunteers, medical team members] of any of the
following University of Maryland Medical System member organizations:

University of Maryland Medical Center (UMMC) UM Upper Chesapeake Health (UCHS)

UM Midtown Campus (MTC) UM Capital Region Health (UMCRH)

UM Rehabilitation & Orthopaedic Institute (UMROI) UM Physician Networks (UMPN)

UM St. Joseph Medical Center (UMSIMC) UMMS Outpatient Rx Weinberg

UM Baltimore Washington Medical Center (UMBWMC) UMMC Pharmacy at Redwood

UM Shore Regional Health (UMSRH) UMMS Pharmacy Services

UM Shore Medical Center at Dorchester (UMSMCD) UMMC Mid-Town Campus Pharmacy

UM Shore Medical Center at Easton (UMSME) UMMC Pharmacy at Capital Region

UM Charles Regional Medical Center (UMCRMC) UMMC Pharmacy at Baltimore Washington
DEFINITIONS:

Federal Poverty Level

A measure of income issued every year by the Department of Health and Human
Services (HHS). Federal poverty levels are used to determine eligibility for
certain programs and benefits.

Financial Hardship

Instances in which member organization charges incurred at UMMS member
organizations for medically necessary treatment by a family household over a
twelve (12) month period that exceeds 25% of that family’s annual income.

MDH Limits

Refers to the income eligibility limits for reduced cost care, set by Maryland
Department of Health (MDH) office of Medical Assistance Planning. The State
of Maryland accepted the Federal Medicaid expansion on January 1, 2014 vs the
Federal Poverty Levels, under the Affordable Care Act, which expanded the
eligible income limits for Maryland Medicaid. UMMS adopted these new limits
for the reduced cost care sliding scale, as set forth in Attachment A.

Medical Debt

Out-of-pocket expenses, including co-payments, coinsurance, and deductibles,
incurred at UMMS member organizations for medically necessary treatment.

Presumptive Eligibility

Instances in which information provided by the patient or through other sources
provides sufficient evidence that the patient is eligible for financial assistance, but
there is no financial assistance form on file.
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SUBJECT: UMMS Financial Assistance Policy

POLICY:

The University of Maryland Medical System (“UMMS”) is committed to providing financial assistance to
persons who have health care needs and are uninsured, underinsured, ineligible for a government program, or
otherwise unable to pay, for emergent and medically necessary care based on their individual financial
situation.

It is the policy of the University of Maryland Medical System (“UMMS”’) member organizations to provide
financial assistance which meets or exceeds the requirements set forth by the State of Maryland for patients who
meet specified financial criteria and request such assistance.

l. Free Care - Those with income up to 200% of the income eligibility limits established by the
Maryland Department of Health are eligible for free care.

1. Reduced Cost Care - Those between 200% and 300% of the income eligibility limits established by
the Maryland Department of Health are eligible for discounts on a sliding scale, as set forth in
Attachment A.

I11.  Financial Hardship - Those who otherwise do not qualify for financial assistance under the primary
guidelines of this policy, but for whom their medical debt incurred at all UMMS member
organizations exceeds 25% of the Family Annual Household Income, are eligible for financial
hardship assistance.

Payment plans are also available to all patients. Plan terms may be modified at the request of the patient.
Additional information on payment plans is available in the UMMS Payment Plan Policy. UMMS retains the
right in its sole discretion to determine a patient’s ability to pay. All patients presenting for emergency services
will be treated regardless of their ability to pay. For emergent/urgent services, financial assistance applications
will be completed, received, and evaluated retrospectively and will not delay patients from receiving care.

PROCEDURE:

I. How To Apply for Financial Assistance

For any episode of care, the financial assistance application process will be open up to at least 240 days after the
first post-discharge patient bill for the care is sent. Patients may voluntarily apply for financial assistance before
or after receiving healthcare services, or they may be identified as potential candidates for financial assistance
during the financial clearance process or a presumptive financial assistance eligibility screening.

Financial clearance is a process that determines a patient's ability and likelihood to pay. When possible effort
will be made to provide financial clearance prior to date of service. During the financial clearance process,
patients who indicate they are unemployed and have no insurance coverage will be required to submit a
financial assistance application before receiving non-emergency medical care (unless they meet presumptive
financial assistance eligibility criteria).

There will be one application process for all UMMS member organizations. UMMS will accept the Faculty
Physicians, Inc.’s (FPI) completed financial assistance applications (and application requirements) in
determining eligibility for the UMMS Financial Assistance program. Patients are required to provide a
completed financial assistance application (with all required information and documentation), unless they meet
the criteria for presumptive eligibility. To facilitate this process, each applicant must provide information about
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SUBJECT: UMMS Financial Assistance Policy

family size and income. Oral submission of needed information will be accepted, where appropriate. UMMS
will provide the financial assistance application to all patients regardless of health insurance status to all
patients, including uninsured patients, and the application will be readily available on the UMMS website and
by request.

Supporting Documentation for Financial Assistance Applications
To help applicants complete the process, required and suggested documentation will be clearly listed on the
financial assistance application, including:

e A copy of their most recent Federal Income Tax Return (if married and filing separately, then also a
copy spouse's tax return); proof of disability income (if applicable), proof of social security income (if
applicable).

e If unemployed, reasonable proof of unemployment such as statement from the Office of Unemployment
Insurance, a statement from current source of financial support, etc.

e A copy of their most recent pay stubs (if employed) or other evidence of income.

e A Medical Assistance Notice of Determination (if applicable).

e Copy of their Mortgage or Rent bill (if applicable), or written documentation of their current
living/housing situation.

e If a patient submits both a copy of their most recent Federal Income Tax Return and a copy of their most
recent pay stubs (or other evidence of income), and only one of the two documents indicates eligibility
for financial assistance, the most recent document will dictate eligibility.

Financial assistance may not be denied based on the omission of information or documentation that is not
specifically required in this policy or on the financial assistance application, and UMMS reserves the right to
offer financial assistance to patients that have not provided all supporting documentation.

e |f a patient submits a financial assistance application without the information or documentation required
for a final determination of eligibility, a written request for the missing information or documentation
will be sent to the patient.

e This written request will also contain the contact information (including telephone number and physical
location) of the office or department that can provide information about financial assistance and
assistance with the application process.

e The patient will have thirty (30) days from the date this written request is provided to submit the
required information or documentation to be considered for eligibility. If no the information is not
received within the 30 days, a letter will be sent notifying the patient that the case is now closed for lack
of the required documentation.

e The patient may re-apply for financial assistance and initiate a new case by submitting the missing
information or documentation

1. Reviewing and Determining Eligibility of Financial Assistance Applications

There are designated team members who will be responsible for taking financial assistance applications. These
team members can be financial counselors, patient financial receivable coordinators, customer service
representatives, or third party agencies working as an extension of the central business office. To help
applicants complete the process, UMMS will provide the financial assistance application that will let them
know what paperwork is required for a final determination of eligibility. Where possible, designated team
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members will consult via phone or meet with patients who request financial assistance to determine if they meet
preliminary criteria for assistance.

Preliminary data will be entered into a third party data exchange system which will allow the designated team
member to track the application and determine eligibility for financial assistance. Designated team members
will:

e Determine whether the patient has health insurance. Patients who have access to other medical coverage
(e.g., primary and secondary insurance coverage or a required service provider, also known as a carve-
out), must utilize and exhaust their network benefits before applying for financial assistance.

o If the patient qualifies for COBRA coverage, patient's financial ability to pay COBRA insurance
premiums shall be reviewed by the designated team member and recommendations shall be made to
Senior Leadership.

e Complete an eligibility check with the Medicaid program for Self Pay patients to verify whether the
patient has current coverage. To facilitate this process each applicant must provide information about
family size and income.

e Determine whether the patient is presumptively eligible for free or reduced-cost care.

e Determine whether uninsured patients are eligible for public or private health insurance. Individuals
with the financial capacity to purchase health insurance shall be encouraged to do so, as a means of
assuring access to health care services and for their overall personal health.

To the extent practicable, the designated team members will offer assistance to uninsured patients if the patient
chooses to apply for public or private health insurance, determine whether the patient is eligible for other public
programs that may assist with health care costs, and use information available to UMMS to determine whether
the patient is qualified for free or reduced-cost care under the UMMS Financial Assistance policy.

Within two business days of receipt of a patient’s request for financial assistance or an application for medical
assistance, UMMS must make a determination of probable eligibility. The determination of probable eligibility
is subject to change, based on the receipt of supporting documentation.

If the patient’s financial assistance application is determined to be complete and appropriate, the designated
team member will recommend the patient’s level of eligibility and forward for a second and final approval.
UMMS will provide final determination the patient's eligibility within 14 days after the patient submits a
completed application for financial assistance and suspend any billing or collections actions while eligibility is
being determined.

If a Financial Assistance Application is Approved
Once a patient is approved for financial assistance, financial assistance coverage is effective for the month of
determination and a year prior to the determination.

e A letter of final determination will be submitted to each patient who has formally requested financial
assistance, which includes (if applicable): the assistance for which the individual is eligible and the
basis for the determination.

¢ UMMS may decide to extend the financial assistance eligibility period further into the past or the future
on a case-by-case basis.
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Financial assistance is generally applicable to all emergency and other medically necessary care
provided by each UMMS member organization (See Exclusions for more information).

If additional healthcare services are provided beyond the eligibility period, patients must reapply for
financial assistance.

If the patient is determined to be eligible for reduced-cost care, and has already received a statement for
eligible healthcare services rendered during the financial assistance coverage period, the patient will also
be provided with a billing statement that indicates the amount the patient owes for the care after
financial assistance is applied.

If a patient made payments for healthcare services prior to receiving approval for financial assistance,
they may be eligible for a refund. Refund decisions are based on when the patient was determined
unable to pay compared to when the patient payments were made. If the amount that the patient is
determined able to pay is less than the amount of the patient payment, the resulting credit balance will
be issued to the patient as a refund if the amount exceeds the patient’s determined responsibility by
$5.00 or more. This includes determinations of eligibility for financial assistance within 240 days after
the initial bill was provided.

If there are changes to the patient’s income, assets, expenses or family status, the patient is expected to notify
the Financial Assistance Department at 410-821-4140. To facilitate this process, and ensure that patients have
the opportunity to be re-evaluated for eligibility for financial assistance within 240 days of the initial statement,
UMMS will notify patients that if their income has changed, they should contact the Financial Assistance
Program Department on each statement.

If a Financial Assistance Application is Not Approved

If a patient is determined to be ineligible for financial assistance prior to receiving a service (for that service),
all efforts to collect co-pays, deductibles, or a percentage of the expected balance for the service will be made
prior to the date of service or may be scheduled for collection on the date of service.

If the patient is determined to be ineligible for financial assistance, and they applied in order to obtain
financial clearance for non-emergent or non-urgent hospital based services, the designated team member
will notify the clinical staff of the determination and the non-emergent/urgent hospital-based services
will not be scheduled.

A clinician may appeal this decision and request reconsideration by the Financial Clearance Executive
Committee on a case-by case basis.

For emergent or urgent services, financial assistance applications will be completed, received, and
evaluated retrospectively and will not delay patients from receiving care.

Patients who are ineligible for financial assistance will be required to pay any open balances and may be
submitted to a bad debt service if the balance remains unpaid in the agreed upon time periods.

The patient may appeal the decision, please see the Appeals section for more information.

For any episode of care, the financial assistance application process will be open up to at least 240 days
after the first post-discharge patient bill for the care is sent.

I11.Eligibility Criteria
UMMS will offer financial assistance when a review of a patient's individual financial circumstances has been
conducted and documented. UMMS will not use a patient's citizenship or immigration status as an eligibility
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requirement for financial assistance; or withhold financial assistance or deny a patient’s application for financial
assistance on the basis of race, color, religion, ancestry or national origin, sex, age, marital status, sexual
orientation, gender identity, genetic information, or on the basis of disability.

The following criteria will be applied in assessing a patient’s eligibility for financial assistance, presumptive
eligibility for financial assistance, and eligibility for financial hardship assistance.

Financial Assistance Eligibility

UMMS will refer to the MDH household income thresholds to determine eligibility for financial assistance and
the level of free or reduced cost care to award to eligible patients. UMMS will calculate a patient’s family
(household) income at time of service. To account for any changes in financial circumstance, UMMS will
recalculate family (household) income within 240 days after the initial hospital bill is provided.

UMMS may consider household monetary assets in determining eligibility for free and reduced-cost care under
the financial assistance policy in addition to income-based criteria. Monetary assets shall be adjusted annually
for inflation in accordance with the Consumer Price Index. The following monetary assets that are convertible
to cash shall be excluded:

e Ataminimum, the first $10,000 of monetary assets.

e A safe harbor equity of $150,000 in a primary residence.

e Retirement assets that the Internal Revenue Service has granted preferential tax treatment as a retirement
account, including deferred-compensation plans qualified under the Internal Revenue Code or
nonqualified deferred-compensation plans.

e One motor vehicle used for the transportation needs of the patient or any family member of the patient;

e Any resources excluded in determining financial eligibility under the Medical Assistance Program under
the Social Security Act.

e Prepaid higher education funds in a Maryland 529 Program account.

In determining the family income of a patient, UMMS shall apply a definition of household size that consists of
the patient and, at a minimum, a spouse (regardless of whether the patient and spouse expect to file a joint
federal or State tax return), biological children, adopted children, or stepchildren, and anyone for whom the
patient claims a personal exemption in a federal or State tax return. For a patient who is a child, the household
size shall consist of the child and biological parents, adopted parents, or stepparents or guardians, biological
siblings, adopted siblings, or stepsiblings, and anyone for whom the patient's parents or guardians claim a
personal exemption in a federal or State tax return.

Patients may be deemed ineligible for financial assistance:
e |f they have insurance coverage (e.g., HMO, PPO, or Workers Compensation, Medicaid, or other
insurance programs), that denies access to UMMS due to insurance plan restrictions/limits.
e If they refuse to be screened for other assistance programs prior to submitting an application for
financial assistance.

o If they refuse to divulge information pertaining to a pending legal liability claim.
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Financial assistance generally applies to all emergency and other medically necessary care provided by each
UMMS member organization; however, the following exclusions may apply:

e Services provided by healthcare providers not affiliated with UMMS member organizations (e.g.,
durable medical equipment, home health services).

e Services denied by a patient’s insurance program or policy (e.g., HMO, PPO, or Workers
Compensation). Exceptions may be made on a case by case basis considering medical and programmatic
implications.

e Cosmetic or other non-medically necessary services.

e Patient convenience items, meals, and lodging.

e Supervised Living accommodations and meals while a patient is in the Day Program.

e Third Party Liability claims (Auto Accident, Workers Compensation, Bodily Injury, or other legal
claim) until all means of payment are exhausted.

Financial assistance for professional charges awarded under this policy applies to the UM Physician Network
(UMPN). Patients who wish to pursue financial assistance for non-UM Physician Network charges must contact
the physician or provider group directly. A list of providers delivering medically necessary care in each UMMS
hospital can be obtained on the website of each UMMS entity. This list specifies which such as providers do not
participate in the UMMS Financial Assistance Policy.

Presumptive Financial Assistance Eligibility

In the event there is no evidence to support a patient's eligibility for financial assistance, UMMS reserves the
right to determine presumptive financial assistance eligibility for all hospital accounts. To determine
presumptive eligibility for financial assistance, UMMS may use outside agencies or information to estimate
income which can be used to assess the patient’s eligibility for financial assistance eligibility. Due to the
inherent nature of presumptive circumstances, UMMS will award free care to patients deemed presumptively
eligible for financial assistance. Presumptive eligibility for financial assistance shall only cover the patient's
specific date of service. UM Physician Network provider groups will offer financial assistance on a physician
balance based on a determination of eligibility on a hospital balance.

Presumptive eligibility may be determined on the basis of individual life circumstances that may include:

Active Medical Assistance pharmacy coverage

Specified Low Income Medicare (SLMB) coverage

Primary Adult Care (PAC) coverage

Homelessness

Patient currently has Medical Assistance coverage

Medical Assistance and Medicaid Managed Care patients for services provided in the ER beyond the

coverage of these programs

Medical Assistance spend down amounts

Eligibility for other state or local assistance programs, such as:

i) Supplemental Nutrition Assistance Program

i) State Energy Assistance Program

iii) Special Supplemental Food Program for Women, Infants, and Children

iv) Any other social service program as determined by MD DHMH and Health Services Cost Review
Commission (HSCRC).
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Patient is deceased with no known estate
Patients that are determined to meet eligibility criteria established under former State Only Medical
Assistance Program
Non-US Citizens deemed non-compliant
Non-Eligible Medical Assistance services for Medical Assistance eligible patients

. Unidentified patients (Doe accounts that we have exhausted all efforts to locate and/or 1D)
Bankruptcy, by law, as mandated by the federal courts
Eligibility in certain UMMS clinical programs (including: St. Clare Outreach Program, UMMS
Maternity Program, UMSJMC Hernia Program).
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Uninsured patients seen in the Emergency Department under Emergency Petition will not be considered for
presumptive financial assistance until the Maryland Medicaid Psych program has been billed.

Financial Hardship Assistance Eligibility

Financial hardship assistance is available for patients who otherwise do not qualify for financial assistance
under the primary guidelines of this policy, but for whom medical debt for medically necessary treatment over a
twelve (12) month period exceeds 25% of that family’s annual income.

e The amount of uninsured medical costs incurred at all UMMS member organizations will be considered
in determining a patient’s eligibility (including any accounts having gone to bad debt, except those
accounts that have gone to lawsuit and a judgment has been obtained) and any projected medical
expenses.

e For the patients who are eligible for reduced-cost care under the financial assistance criteria and also
meet the criteria for financial hardship assistance criteria, UMMS will grant the total eligible reduction
in charges.

e To calculate household income, UMMS will use the same criteria outlined in the Financial Assistance
Eligibility section of this policy to calculate assets, household income, and family size.

e Once a patient is approved for financial hardship assistance, coverage will be effective for the month of
the first qualifying date of service and a year prior to the determination. UMMS may decide to extend
the financial hardship eligibility period further into the past or the future on a case-by-case basis.

e Financial hardship assistance will cover the patient and the eligible family members living in the
household for the approved reduced cost and eligibility period for medically necessary care and will
remain eligible for reduced-cost medically necessary care when seeking subsequent care at the same
member organization during the 12—month period beginning on the date on which the reduced-cost
medically necessary care was initially received. To avoid an unnecessary duplication of UMMS’
determination of eligibility for free and reduced-cost care, the patient or eligible family members shall
inform UMMS of the patient's or family member's eligibility for the reduced-cost medically necessary
care.

All other eligibility, ineligibility, and procedures for primary financial assistance criteria apply to financial
hardship assistance criteria, unless otherwise stated above.
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IV. Appealing a Determination of Eligibility for Financial Assistance

Patients whose financial assistance applications are denied have the option to appeal the decision. Appeals can
be initiated verbally or written. Patients are encouraged to submit additional supporting documentation
justifying why the denial should be overturned.

If a patient wishes to make an appeal, UMMS will:

e Notify the patient that the Health Education and Advocacy Unit is available to assist them or their
authorized representative in filing and mediating a reconsideration request.

e Provide the address, phone number, facsimile number, e-mail address, mailing address, and website of
the Health Education and Advocacy Unit: Office of the Attorney General, Health Education and
Advocacy Unit | 200 St. Paul Place, 16th Floor, Baltimore, MD 21202 | Phone: (410) 528-1840 | Toll-
free in Maryland 1-877-261-8807 | Fax: (410) 576-6571 | Email: heau@oag.state.md.us

e Document appeals within the third party data and workflow tool for review by the next level of
management above the representative who denied the original application.

e Submit a letter of final determination to each patient who has formally submitted an appeal.

Provider Driven Financial Clearance and Reconsideration

Where there is a compelling educational, medical, and/or humanitarian benefit, UMMS clinical team members
may request financial clearance of patients that are not otherwise able or likely to pay for their healthcare
services. Clinical team members must submit appropriate justification in advance of the patient receiving
services. UMMS Revenue Cycle central billing office will evaluate the patient’s eligibility for Medical
Assistance and financial assistance. A Financial Clearance Executive Committee at the member organization
level, comprised of clinical and financial leadership, will request the information submitted by the requesting
clinical and the central billing office and make the final determination on whether to grant financial clearance
on a case-by-case basis.

If financially cleared, patients are still responsible to complete the financial assistance application process, and
may be subject to presumptive eligibility screening, as outlined in this policy.

V. Notice of Availability of Financial Assistance

UMMS will advise patients, patient’s families, and authorized representatives of the availability of financial
assistance using posted notices and the Patient Billing and Financial Assistance Information Sheet. The Patient
Billing and Financial Assistance Information Sheet notifies the patient of the availability of financial assistance
and payment plans, includes a description of UMMS Financial Assistance Policy, explains how to apply for
financial assistance, and includes a description of the patient’s rights and obligations with regard to hospital
billing and collection under the law.

e UMMS will post notices of financial assistance availability in each UMMS hospital’s emergency room
(if any), admissions areas, key patient access areas, and the hospital billing office. Notice of availability
will also be sent to the patient with patient statements.

e The Patient Billing and Financial Assistance Information Sheet will be provided at preadmission and
before discharge for each hospital encounter, with each hospital statement, and it will be available to all
patients upon request and without charge, both by mail and in the emergency room (if any) and
admissions areas.
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The Financial Assistance Policy and the Financial Assistance Application will also be available to all
patients upon request and without charge, both by mail and in the emergency room (if any) and
admissions areas.

The Financial Assistance Policy, the Patient Billing and Financial Assistance Information Sheet, and the
Financial Assistance Application will also be conspicuously posted on the UMMS website
(www.umms.orqg).

Patient Billing and Financial Assistance Information Sheet Content

In addition to the content referenced above, the Patient Billing and Financial Assistance Information Sheet will
include:

The website and physical location(s) where patients can obtain copies of the financial assistance policy
and financial assistance application form

Instructions on how to obtain a free copy of the financial assistance policy and financial assistance
application form by mail.

A statement of the availability of translations of the financial assistance documents.

Contact information for UMMS Hospital Billing Customer Service Department, which is available to
assist the patient, the patient's family, or the patient's authorized representative understand their
statement, understand the patient’s rights and obligations regarding the statement, learn how to apply for
free or reduced cost care, or learn how to apply for Maryland Medical Assistance, or any other programs
that may help pay their medical bills.

Contact information for the Maryland Medical Assistance Program.

A notification that physician charges are not included in the hospital statement and are billed separately.
A notification informing patients of the right to request and receive a written estimate of the total
charges for hospital nonemergency services, procedures, and supplies that reasonably are expected to be
provided for professional services by the hospital.

A notification that a patients who are eligible for free or reduced care may not be charged more than
AGB for emergency or other medically necessary care.

A section that informs the patient of their ability to make a formal complaint with the HSCRC and the
Office of the Attorney General of Maryland.

A section for the patient to initial to indicate that they have been made aware of UMMS Financial
Assistance Policy

The Patient Billing and Financial Assistance Information Sheet will be written in plain language, as specified by
the Requirements for 501(c)(3) Hospitals Under the Affordable Care Act — Section 501(r), and will be made
available in the patient’s preferred language. It will also include a section that allows for patients to initial that
they have been made aware of the financial assistance policy.

V1. Extraordinary Collection Actions

Account balances that have not been paid may be transferred to Bad Debt (deemed uncompensated care) and
referred to an outside collection agency or to UMMS’s attorney for legal and/or collection activity. Third party
agencies and/or attorneys are jointly and severally responsible for meeting the debt collection requirements
listed in this policy, and in the UMMS Credits and Collections Policy. Collection activities taken on behalf of
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UMMS by a collection agency or UMMS’ attorney may include the following Extraordinary Collection Actions
(ECAS):

Reporting adverse information about the individual to consumer credit reporting agencies or credit
bureaus. UMMS will not report adverse information to a consumer reporting agency regarding a patient
who was uninsured or eligible for free or reduced-cost care at the time of service. UMMS will not report
to a consumer reporting agency until at least 180 days after the initial statement was provided. Prior to
reporting to a consumer reporting agency, UMMS will determines whether the patient is eligible for free
or reduced-cost care. UMMS will not report adverse information about a patient to a consumer reporting
agency if UMMS was notified in accordance with federal law by the patient or an insurance carrier that
an appeal or a review of a health insurance decision is pending within the immediately preceding 60
days, or if UMMS has completed a requested reconsideration of the denial of free or reduced-cost care
that was appropriately completed by the patient within the immediately preceding 60 days.
Commencing a civil action against the individual. UMMS will not hold a spouse or another individual
liable for the debt owed on a hospital bill of an individual who is at least 18 years old. UMMS will not
file a civil action to collect debt until at least 180 days of after the initial bill was provided. Prior to filing
the civil action, UMMS will determines whether the patient is eligible for free or reduced-cost care.
UMMS will not file a civil action to collect debt if UMMS was notified in accordance with federal law
by the patient or an insurance carrier that an appeal or a review of a health insurance decision is pending
within the immediately preceding 60 days. UMMS will not file a civil action to collect debt if UMMS
has completed a requested reconsideration of the denial of free or reduced-cost care that was
appropriately completed by the patient within the immediately preceding 60 days.

Attaching or seizing an individual’s bank account or any other personal property.

Garnishing an individual’s wage. UMMS will not request a garnishment of wages or file an action that
would result in an attachment of wages against a patient if the patient is eligible for free or reduced-cost
care.

ECAs may be taken on accounts that have not been disputed or are not on a payment arrangement. ECAs will
occur no earlier than 180 days from submission of first post-discharge bill to the patient and will be preceded by
a written notice 45 days prior to commencement of the ECA. This written notice will be accompanied by an
application for financial assistance (and instructions for completing the application) and a notice of availability
of a payment plan to satisfy the medical debt, and the Patient Billing and Financial Assistance Information
Sheet. The written notice will include the following information:

Specified contact and procedural information.
o The name and telephone number for UMMS,
o The name and telephone number for the debt collector (if applicable)
o The contact information for the UMMS Financial Assistance Department (or third party agency
acting on behalf of UMMS), authorized to modify the terms of a payment plan (if applicable)
o Telephone number and internet address of the Health Education Advocacy Unit in the Office of
the Attorney General, available to assist patients experiencing medical debt.
The amount required to satisfy the debt (including any past due payments, penalties, or fees, if
applicable)
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e ldentification of ECAs that UMMS (or its collection agency, attorney, or other authorized party) intends
to utilize in order to obtain payment for the care, and state a deadline after which such ECAs may be
initiated.

e A deadline after which such ECA(S) may be initiated that is no earlier than 45 days after the date that the
written notice is provided.

e A statement recommending that the patient seek debt counseling services,

e An explanation of the UMMS Financial Assistance Policy, and a notification of availability of financial
assistance for eligible individuals

e And any other information as prescribed by the HSCRC

Written notice and accompanying documentation will be sent to the patient by certified mail and first class mail,
in the patient’s preferred language, or another language, as specified. The written notice will be in simplified
language of at least 10 point type.

In addition to the written notification, UMMS (and/or its collection agency or attorney) will make reasonable
efforts to orally communicate the availability of financial assistance to the patient and tell the patient how he or
she may obtain assistance with the application process. A presumptive eligibility review will occur prior to any
ECA being taken. Finally, no ECA will be initiated until approval has been obtained from the UMMS Revenue
Cycle Services leadership.

If a patient is determined to be eligible for financial assistance, UMMS (and/or its collection agency or attorney)
will take all reasonably available measures to reverse any ECAs taken against the patient to obtain payment for
care rendered during the financial assistance eligibility window. Such reasonably available measures will
include measures to vacate any judgment against the patient, lift levies or liens on the patient’s property, and
remove from the patient’s credit report any adverse information that was reported to a consumer reporting
agency or credit bureau. All ECAs will cease once the patient is approved for financial assistance and all the
patient responsible balances are paid.

UMMS will not engage in the following ECAs:

e Selling debt to another party.

e Charge interest on bills incurred by patients before a court judgement is obtained

e Requesting a lien against a patient’s primary residence. In some cases, Local, State, or Federal judicial
protocols may mandate that a lien is placed, but UMMS will not force the sale or foreclosure of a
patient’s primary residence.

e Request the issuance of or take action causing a court to issue a body attachment or an arrest warrant
against a patient.

e Make a claim against the estate of a deceased patient if the deceased patient was known by UMMS to be
eligible for free care or if the value of the estate after tax obligations are fulfilled is less than half of the
debt owned. However, UMMS may offer the family of the deceased patient the ability to apply for
financial assistance.

e Require payment of medical debt prior to providing medically necessary care.
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ATTACHMENTS:

ATTACHMENT A: Sliding Scale — Reduced Cost of Care

2023 Federal Poverty Level (FPL) Annual Income Eligibility Limits

__________________ House-hold (HH)Size: & 1 ¢ 2 ¢ 3 G 4 i 5. i 6 .
Income Limit {up to Max]): i $14,580 519,720 | $24,860 | $30,000 i $35140 | $40,280

420,120 427,225 434,312 441,400

UMMS 100% Charity
{Egquals up to 200% of MDH Annual Income Limits)

""""""""""""""""""" N : : :
UMMS 50% Charity o 842252 | $57,173 i 472,055 | 986,940 | $101,858 | $116,743
{Egquals up to 210% of MDH Annual Income Limits) ! : : : !

-------------------------------------------------------------------- B e e e o e e sl

g H H ' ' H H
UMMS 80% Charity i 444,264 59,895 | $75486  9$91,080 | $106,709 | $122,302
{Equals up to 220% of MDH Annual Income Limits) : :

340,240 $54,450 368,624 382,300 497,008 | $111,184

R e mmmeemmmm———e———— Sy

----------------------------------- e S e e S
UMMS 70% Charity 846,276 | $62,618 478,918 | $95220 | S111,559 | $127,862
.. (Equals up to 230% of MDH Annual Income Limits) &~ e SR S L e
% Chari - = | | s s
UMMS 60% Charity $48,288 | $65340 | $82,399 | $99,360 | $116410 | $133,421
.. (Equals up to 240% of MDH Annual Income Limits) & " i T e e S SO

0, H H . . H H
UMMS 50% Charity 450,300 | $68,063 | 485,780 | $103,500 | 5121,260 | $138,930
{Equals up to 250% of MDH Annual Income Limits) : : H : :

.................................................................... B oo e e e e b e

0, H H ' ' . .
UMMS 40% Charity o 452,312 | 470,785 | 489,211 | $107,640 | 5126,110 | $144,539
{Equals up to 260% of MDH Annual Income Limits) : : : : :

----------------------------------- T T e S
UMMS 30% Charity $54,324 | 473,508 492,642 | $111,780 | $130,961 | $150,098
__(Equals up to 270% of MDH Annual Income Limits) i " e S S e S
% Chari | | | | | |
UMMS 20% Charity $56,336 | $76,230 | $96,074 | 5115920 | $135,811 | $155,658
.. (Equals up to 280% of MDH Annual Income Limits) & " e S S S

UMMS 10% Charity

o 558,348 578,953 599,505 5120,060 5140,662 5161,217
{Equals up to 290% of MDH Annual Income Limits) : H H : :

*All discounts stated above shall be applied to the amount the patient is personally responsible for paying after insurance reimbursements.
*Amounts billed to patients who qualify for Reduced-Cost of Care on a sliding scale (or for Financial Hardship Assistance) will be less than the
amounts generally billed to those with insurance (AGB), which in Maryland is the charge established by the Health Services Cost Review
Commission (HSCRC). UMMS determines AGB by using the amount Medicare would allow for the care (including the amount the beneficiary would
be personally responsible for paying, which is the HSCRC amount; this is known as the “prospective Medicare method”.

Effective 7/1/23
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UM Baltimore Washington Medical Center (UMBWMC) effective July 1, 2016.
UM Shore Regional Health (UMSRH) effective September 1, 2017.
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UM Upper Chesapeake Health (UCHS) effective July 1, 2019
UM Capital Region Health (UMCRH) effective September 18, 2019
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	• Must be:
	▫ 18 years of age, or older (and)
	▫ Charles County resident (and)
	▫ 1 or more chronic health conditions
	• 3 or more visits to the ED in 3 months
	• 3 or more calls to EMS in 3 months
	• 2 missed appointments/no-show’s to scheduled appointments (and/or)
	• Have not followed up with recommended specialists/agencies pertaining to health needs (and/or)
	• Poor medication adherence
	● Individuals on the Senior Care Waiting List with Chronic Conditions and Lower Acuity Levels
	• Medical history review
	• Individual concerns regarding health conditions
	• Social and Emotional Health Questionnaire
	• Physical Assessment
	▫ Vital signs
	▫ Respiratory/Neuro/Integumentary/GI/GU
	• Immunization history review
	• Assessment of ADL’s
	• Medication reconciliation
	▫ Ability to safely dispose of unused/unwanted medications
	▫ Carbon copied lists for convenience
	• Thorough Home Safety Assessments
	▫ Ability to address safety needs with little to no cost to patient
	● Smoke detectors / Carbon Monoxide detectors
	• Individualized “To-Do” lists for patients
	• Recognize needs for IDT discussions where applicable
	• File of Life
	• Personalized binders with accessible educational materials/references for clients health conditions
	▫ Zone Sheets; BP, FSBS, weight charts
	• Make contact with appropriate resources
	▫ Maryland Access Point line, dental, mental health
	▫ Schedule appointments
	• Arrange transportation when necessary
	▫ Contact staff for MA Transportation Forms to be completed
	• Send “needs list” to providers offices regarding needs of patient
	▫ Refill requests, referrals, requests, etc.
	• Insurance companies
	▫ Coverage specifications
	▫ Case Manager access
	• Schedule for home safety modifications when applicable
	• First month:
	▫ MIH is “hands-on,” doing tasks for clients/family and informing them before and after tasks are completed (i.e.- appointment scheduling, etc.)
	• Second month:
	▫ Clients/family are encouraged to take initiative in completing necessary tasks to manage healthcare needs, reflecting level of involvement from MIH in first month
	• Third month - onward:
	▫ MIH monitors ability of client/family to manage healthcare needs independently and provides assistance/guidance when needed
	▫ Discharge (successful/unsuccessful)
	● Self-manages, or remains non-compliant


