Bon Secours Baltimore Health System
2012 Community Benefit Report

I.

GENERAL HOSPITAL DEMOGRAPHICS AND CHARACTERISTICS:
1. Please list the following information in Table I below. For the purposes of this section,
“primary services area” means the Maryland postal ZIP code areas from which the first 60
percent of a hospital’s patient discharges originate during the most recent 12 month period
available, where the discharges from each ZIP code are ordered from largest to smallest
number of discharges. This information will be provided to all hospitals by the HSCRC.

Table I
Bed
Designation:

Inpatient
Admissions:

127

6,579

Primary
Service
Area Zip
Codes:
21223,
21216,

All other Maryland
Hospitals Sharing
Primary Service
Area:

Percentage of
Uninsured Patients,
by County:

St. Agnes Hospital
(21229)

Baltimore City 87%,
Baltimore 8%, Anne
Arundel 2%, Other
3%

21217,

Percentage of
Patients who
are Medicaid
Recipients, by
County:
Baltimore City
93%, Baltimore
5%, Anne
Arundel 1%,
Other 1%

21229

2. For purposes of reporting on your community benefit activities, please provide the
following information:
a. Describe in detail the community or communities the organization serves.
(For the purposes of the questions below, this will be considered the
hospital’s Community Benefit Service Area – “CBSA”. This service area may
differ from your primary service area on page 1. Please describe in detail.)
Bon Secours Baltimore Health System (BSBHS) strives to fulfill the mission of the Sisters of
Bon Secours – to help the people and the communities of West Baltimore by providing
compassionate, quality healthcare and being “good help” to all in need.
With its mission in mind, Bon Secours stands proudly as an anchor institution in an area of
West Baltimore that has suffered from disinvestment for many years. Its delivery of quality
healthcare and community services is critical to the health and well-being of people in the
area. In fulfilling its mission, Bon Secours also generates critical economic impact in the
surrounding community and across Baltimore City.
Bon Secours Hospital (“BSB” or the “Hospital”) has played a vital role in West Baltimore for
decades. The Hospital is a 125 bed facility with 6,579 admissions for the fiscal year ending
August 31, 2012. The hospital serves west, north and southwest Baltimore, where nearly a
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third of the city’s total population resides. Dominated by the elderly, women and children,
BSB’s service area includes some stable neighborhoods, but far too many neighborhoods
facing significant social challenges in the areas of housing, employment, education and
health.
Slightly less than half of BSB’ admissions are either self-pay or Medicaid patients.
Bon Secours Baltimore Health System’s Community Benefit Service Area is southwest
Baltimore, which has a population of more than 17,885 (2010 Census) people, many of
whom are medically and economically underserved. The socioeconomic status, ethnic
diversity and health status of residents, according to the Baltimore City Health Department,
indicates that 27% of the population is between 0-17 years; 76% are African American; 36%
have a high school diploma equivalent; 43% of those ages 16-64 are not employed; 44% of
households make less than $25,000; and the leading causes of health-related deaths are
heart disease, HIV/AIDS, substance abuse and diabetes. In fact, in the neighborhoods
served by BSB, residents die from heart disease at a rate that is 35% higher than the city as
a whole. Deaths from diabetes and HIV/AIDS are also substantially higher than in the entire
city. And residents of certain areas along the West Baltimore Street corridor have a life
expectancy of 64.2 years, compared to almost 71 years for the entire city.
Health problems in the community are exacerbated by inadequate insurance coverage.
Approximately 11% of neighborhood residents are covered by Medicare, and 31% receive
Medicaid. Seventeen percent are without any form of health insurance.
Designated as a federal medically-underserved community, Southwest Baltimore also
suffers from a high rate of foreclosures as many residents do not have the financial capacity
to maintain their homes. Many of the streets are lined with neglected and vacant houses,
many boarded up and hazardous to the health and safety of children and adults.
Despite these challenging statistics and circumstances, the neighborhoods of Southwest
Baltimore show signs of new life and hope. Through our community partnerships, Bon
Secours has initiated and supported neighborhood development and community-driven
revitalization efforts that complement the health system’s comprehensive services. Under
the auspices of Community Works, BSB’s community services arm, we are doing more than
ever before to reach beyond the walls of the hospital to help our neighbors on their paths
through life.
We provide career coaching and training through our workforce development programs.
We help parents understand child development. We provide financial services, from
income-tax preparation to wealth creation. We create gardens and clean up neighborhoods.
We provide women who are struggling with a shower and a free hot breakfast.
Despite enormous challenges, we serve as an anchor of stability and hope for the residents
of southwest Baltimore, providing health and wholeness to all in need.
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b. In Table II, describe significant demographic characteristics and social
determinants that are relevant to the needs of the community and include
the source of the information in each response. For purposes of this section,
social determinants are factors that contribute to a person’s current state of
health. They may be biological, socioeconomic, psychosocial, behavioral, or
social in nature. (Examples: gender, age, alcohol use, income, housing,
access to quality health care, education and environment, having or not
having health insurance.) (Add rows in the table for other characteristics and
determinants as necessary).
Some statistics may be accessed from the Maryland State Health Improvement Plan
(http://dhmh.maryland.gov/ship/) and its County Health Profiles 2012
(http://dhmh.maryland.gov/ship/SitePages/LHICcontacts.aspx) , the Maryland Vital Statistics
Administration (http://vsa.maryland.gov/html/reports.cfm), The Maryland Plan to Eliminate
Minority Health Disparities (2010-2014)
(http://www.dhmh.maryland.gov/mhhd/Documents/1stResource_2010.pdf ), the Maryland
ChartBook of Minority Health and Minority Health Disparities, 2nd Edition
(http://dhmh.maryland.gov/mhhd/Documents/2ndResource_2009.pdf)

Table II
Community Benefit Service Area(CBSA) Target
Population (target population, by sex, race, ethnicity,
and average age)

Total population is 17,885 ; 48.6%
male,51.4% female; 76% African-American,
18% Caucasian,3.6% Hispanic, 1.2% Asian;
27% 0-17 years of age,11% 18-24, 25% 25-44,
27% 45-64,10% 65 and older. Median age =
33.1

Median Household Income within the CBSA

$28,514

Percentage of households with incomes below the
federal poverty guidelines within the CBSA

33.9%

Please estimate the percentage of uninsured people
by County within the CBSA This information may be
available using the following links:

17.1% (2010 Baltimore City Health Disparities
Report Card)

http://www.census.gov/hhes/www/hlthins/data/acs/a
ff.html;
http://planning.maryland.gov/msdc/American_Comm
unity_Survey/2009ACS.shtml
Percentage of Medicaid recipients by County within
the CBSA.

31%

Life Expectancy by County within the CBSA (including

CBSA: 64.2 ; Baltimore City: 70.9
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by race and ethnicity where data are available).
See SHIP website:
http://dhmh.maryland.gov/ship/SitePages/objective1.
aspx and county profiles:
http://dhmh.maryland.gov/ship/SitePages/LHICcontac
ts.aspx
Mortality Rates by County within the CBSA (including
by race and ethnicity where data are available).

Rates per 10,000 residents in age group
CBSA/Baltimore City):
Less than one year: 176.00/127.5
1-14 years old: 5.8/3.3
15-24 years old: 18.5/16.2
35-44 years old: 75.1/39.4
45-64 years old: 228.7/140.6
65-84 years old: 491.1/395.3
85 and older: 1347.6/1447.4

Access to healthy food, transportation and education,
housing quality and exposure to environmental factors
that negatively affect health status by County within
the CBSA. (to the extent information is available from
local or county jurisdictions such as the local health
officer, local county officials, or other resources)
See SHIP website for social and physical environmental
data and county profiles for primary service area
information:
http://dhmh.maryland.gov/ship/SitePages/measures.a
spx

Access to Healthy Food: Most of the CBSA
falls within a designated “food desert,”
defined as more than ¼ mile walk from a fullservice grocery store where fresh foods are
available. There is only one full-service
grocery store within the CBSA. The problem is
so widespread that after a two-year-long
community engagement process, BSB
determined that “access to healthy eating”
was a high priority (in the top 5) for residents
in the CBSA, ranked nearly as high as “crime”
and “trash.”
Quality of Housing: 25.2% of properties
within the CBSA are vacant/abandoned vs.
7.9% for Baltimore City as a whole. 41.33%
of renters and 34.86% of homeowners pay
more than 30% of their income for housing.
Median sales price for homes was $22,500 in
2010 vs. $115,000 for Baltimore City.
Transportation: Most residents have access
to public transportation with ¼ mile of their
homes

4

Available detail on race, ethnicity, and language
within CBSA.

76% African American

See SHIP County profiles for demographic information
of Maryland jurisdictions.

18% Caucasian
3.6% Hispanic
1.2% Asian
1.21% Other
3.7% not proficient in English (Baltimore City
– not available for CBSA)
Unemployment: Unemployment rate in CBSA
is 24.3% vs. 12.6% for Baltimore City.

Other

Economic Self Sufficiency: 64.7% of families
with children led by two adults and 88.5% of
families with children led by one adult have
incomes below the self-sufficiency standard
for Baltimore City.
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II.

COMMUNITY HEALTH NEEDS ASSESSMENT
According to the Patient Protection and Affordable Care Act (“ACA”), hospitals must
perform a Community Health Needs Assessment (CHNA) either fiscal year 2011, 2012, or
2013, adopt an implementation strategy to meet the community health needs identified,
and perform an assessment at least every three years. The needs assessment must take
into account input from persons who represent the broad interests of the community
served by the hospital facility, including those with special knowledge of or expertise in
public health, and must be made widely available to the public.
For the purposes of this report and as described in Health General 19-303(a)(4), a
community health needs assessment is a written document developed by a hospital facility
(alone or in conjunction with others) that utilizes data to establish community health
priorities, and includes the following:
(1)

A description of the process used to conduct the assessment;

(2)

With whom the hospital has worked;

(3)

How the hospital took into account input from community members and
public health experts;

(4)

A description of the community served; and

(5)

A description of the health needs identified through the assessment
process (including by race and ethnicity where data are available).

Examples of sources of data available to develop a community needs assessment include,
but are not limited to:
(1)

Maryland Department of Health and Mental Hygiene’s State Health Improvement
Process (SHIP) (http://dhmh.maryland.gov/ship/ );

(2)

SHIP’s CountyHealth Profiles 2012
(http://dhmh.maryland.gov/ship/SitePages/LHICcontacts.aspx);

(3)

the Maryland ChartBook of Minority Health and Minority Health Disparities
(http://dhmh.maryland.gov/mhhd/Documents/2ndResource_2009.pdf);

(4)

Consultation with leaders, community members, nonprofit
organizations, local health officers, or local health care providers;

(5)

Local Health Departments;

(6)

County Health Rankings ( http://www.countyhealthrankings.org);

(7)

Healthy Communities Network
(http://www.healthycommunitiesinstitute.com/index.html);
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(8)

Health Plan ratings from MHCC (http://mhcc.maryland.gov/hmo);

(9)

Healthy People 2020
(http://www.cdc.gov/nchs/healthy_people/hp2010.htm);Behavioral Risk Factor
Surveillance System (http://www.cdc.gov/BRFSS);

(10) Focused consultations with community groups or leaders such as superintendent
of schools, county commissioners, non-profit organizations, local health
providers, and members of the business community;
(11) For baseline information, a Community health needs assessment
developed by the state or local health department, or a
collaborative community health needs assessment involving the
hospital; Analysis of utilization patterns in the hospital to identify
unmet needs;
(12) Survey of community residents; and
(13) Use of data or statistics compiled by county, state, or federal governments.
1. Identification of community health needs:
Describe in detail the process(s) your hospital used for identifying the health needs in your
community and the resource(s) used.
In November 2009, we launched a community health engagement process in partnership
with the Operation ReachOut Southwest coalition and with assistance from the University
of Maryland Social Work Community Outreach Service (SWCOS), who provided the staff
organizing and outreach aspects of the process. The goal of the project was to engage the
community around the hospital in a process that culminated in:
•

an agreed-upon vision of an improved healthcare system which would lead to a
healthier community and would be financially sustainable

•

a plan to achieve our vision

This planning process led to recommendations and strategies under three major areas of
focus: Healthy People, Healthy Environment and Healthy Economy.
The next step taken in our effort was a West Baltimore Health Care Summit convened by
Senator Verna Jones-Rodwell in January 2010 in collaboration with Bon Secours Baltimore
Health System. The Summit brought together 100 participants representing various
stakeholders – hospitals, federally qualified health centers, physicians, philanthropic
organizations, institutions of higher education, community members, and elected officials –
to focus on improving access to primary care in Central and Southwest Baltimore City.
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Following the 2010 West Baltimore Health Care Summit, three workgroups were formed to
focus on various aspects of improving access to primary care. The three workgroups
focused on:
a. Prevention, Education, and Outreach – a group which engaged community
members through surveys and focus groups to identify recommendations to
improve prevention, education and outreach efforts – and potential barriers
that we may encounter as we move forward in our work.
b. Healthcare Workforce – a group which developed recommendations to
address the anticipated shortages in physicians, physician extenders, nurses
and other clinicians that we expect to experience as the demand for health
care services continues to increase.
c. Service Delivery – a group, chaired by Miguel McInnis of the Mid Atlantic
Association of Community Health Centers, which developed
recommendations for improvements to the health care service delivery
system – including the recommendation to complete a Primary Care Access
Study.
Understanding that central and southwest Baltimore exhibit some of the poorest health
status indicators in the state, and understanding that the passage of the Patient Protection
and Affordable Care Act now provides us with a unique opportunity to create new models
of care that better meet the needs of our community, Bon Secours and the Mid Atlantic
Association of Community Health Centers then launched a West Baltimore Primary Care
Access Assessment and Strategic Planning project. A primary goal of that project is to
ensure that our community members have access to quality primary care. We also now
have a New Vision and corresponding strategic plan designed to expand our role as a
trusted resource for healthcare, education, community, social and housing services. As we
look to implement a new patient-centered “Medical Neighborhood,” we are sharpening our
focus on creating even more programs to address the needs of our community.
2. In seeking information about community health needs, what organizations or individuals
outside the hospital were consulted? Include representatives of diverse sub-populations
within the CBSA, including racial and ethnic minorities (such as community health leaders,
local health departments, and the Minority Outreach & Technical Assistance program in the
jurisdiction).
We hosted meetings involving 9 community associations, churches – such as Central Baptist
Church and Greater Church of the Risen Savior – schools, service providers and seniors,
gathering input from more than 100 community members. We also consulted other
hospitals, our local health department, federally qualified health centers, physicians,
philanthropic organizations – such as the Annie E. Casey Foundation – institutions of higher
education, and elected officials.
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3. When was the most recent needs identification process or community health needs
assessment completed? (this refers to your current identification process and may not yet
be the CHNA required process)
Provide date here. (mm/dd/yy)
03/25/11; “Healthy People, Healthy Economy, Healthy Environment”
4. Although not required by federal law until 2013, has your hospital conducted a Community
Health Needs Assessment that conforms to the definition on the previous page within the
past three fiscal years? **Please be aware, the CHNA will be due with the FY 2013 CB
Report.
___Yes
_x_No –This is in progress, and will be completed by August, 2013.
If you answered yes to this question, please provide a link to the document or attach a PDF of
the document with your electronic submission.

III.

COMMUNITY BENEFIT ADMINISTRATION
1. Please answer the following questions below regarding the decision making process of
determining which needs in the community would be addressed through community
benefits activities of your hospital?
a. Is Community Benefits planning part of your hospital’s strategic plan?
_X_Yes
____No
The strategic plan was developed as a result of a two-year-long community health
engagement process, the West Baltimore Health Care Summit mentioned above,
and a West Baltimore Primary Care Access Assessment and Strategic Planning
project. The plan not only identifies the many disparities that exist in our
community when it comes to health and health care access, and pinpoints the real
barriers to primary care access for residents, it also details a number of attainable
recommendations for improvement.
One path to improved primary care access that BSB has embarked upon is this: We
have played a lead role in convening more than 17 west Baltimore partners,
including neighbor hospitals, federally-qualified health centers and community
organizations. These partners have formed an official collaborative that envisions a
future where residents will be empowered to take ownership of their health, and
will have the expectation of living full, healthy lives. The collaborative also has
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applied for funding from the state’s proposed Health Enterprise Zones (HEZ) and is
awaiting word on the status of that application.
b. What stakeholders in the hospital are involved in your hospital community
benefit process/structure to implement and deliver community benefit
activities? (Please place a check next to any individual/group involved in the
structure of the CB process and provide additional information if necessary):
i. Senior Leadership
1. _X_CEO
2. _X_CFO
3. _X_Other (please specify) Executive Director, Community Works
4. _X_ Other (please specify) Strategic advice is offered by the VP of
Mission and Executive Director, Housing & Community
Development
5. _X_ Board of Directors
ii. Clinical Leadership
1. _X_Physician
2. _X_Nurse
3. ___Social Worker
4. ___Other (please specify)
iii. Community Benefit Department/Team
1. _2.0__Individual (please specify FTE) Manager, Financial Grants,
Fiscal Supervisor
2. ___Committee (please list members)
3. _X_Other (please describe) The BSB Board of Directors is
continuously informed and clearly understands the community
benefits programs.
c. Is there an internal audit (i.e., an internal review conducted at the hospital)
of the Community Benefit report?
Spreadsheet

__X___yes

_____no

Narrative

__X___yes

_____no
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d. Does the hospital’s Board review and approve the completed FY Community
Benefit report that is submitted to the HSCRC?

IV.

Spreadsheet

___X__yes

_____no

Narrative

___X__yes

_____no

HOSPITAL COMMUNITY BENEFIT PROGRAM AND INITIATIVES
1. Please use Table III (see attachment) to provide a clear and concise description of the needs
identified in the process described above, the initiative undertaken to address the identified
need, the amount of time allocated to the initiative, the key partners involved in the
planning and implementation of the initiative, the date and outcome of any evaluation of
the initiative, and whether the initiative will be continued. Use at least one page for each
initiative (at 10 point type).
For example: for each major initiative where data is available, provide the following:
a. Identified need: This includes the community needs identified in your most
recent community health needs assessment as described in Health General
19-303(a)(4). Include any measurable disparities and poor health status of
racial and ethnic minority groups.
b. Name of Initiative: insert name of initiative.
c. Primary Objective of the Initiative: This is a detailed description of the
initiative and how it is intended to address the identified need. (Use several
pages if necessary)
d. Single or Multi-Year Plan: Will the initiative span more than one year? What
is the time period for the initiative?
e. Key Partners in Development/Implementation: Name the partners
(community members and/or hospitals) involved in the
development/implementation of the initiative. Be sure to include hospitals
with which your hospital is collaborating on this initiative.
f.

Date of Evaluation: When were the outcomes of the initiative evaluated?

g.

Outcome: What were the results of the initiative in addressing the identified
community health need, such as a reduction or improvement in rate? (Use
data when available).

h. Continuation of Initiative: Will the initiative be continued based on the
outcome?
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i.

Expense: What were the hospital’s costs associated with this initiative? The
amount reported should include the dollars, in-kind-donations, or grants
associated with the fiscal year being reported.

2. Were there any primary community health needs that were identified through a community
needs assessment that were not addressed by the hospital? If so, why not? (Examples
include other social issues related to health status, such as unemployment, illiteracy, the
fact that another nearby hospital is focusing on an identified community need, or lack of
resources related to prioritization and planning.)
No. This determination will be made after the Board and senior leadership have reviewed
the Community Health Needs Assessment required by federal law and approved an action
plan. The assessment will be completed by August, 2013.

V.

PHYSICIANS

1. As required under HG§19-303, provide a written description of gaps in the availability of
specialist providers, including outpatient specialty care, to serve the uninsured cared for by
the hospital.
2. If you list Physician Subsidies in your data in category C of the CB Inventory Sheet, please
indicate the category of subsidy, and explain why the services would not otherwise be
available to meet patient demand. The categories include: Hospital-based physicians with
whom the hospital has an exclusive contract; Non-Resident house staff and hospitalists;
Coverage of Emergency Department Call; Physician provision of financial assistance to
encourage alignment with the hospital financial assistance policies; and Physician
recruitment to meet community need.
Below answers Question 1 and 2 above:
Across the country, the vast majority of specialist providers rely upon reimbursement from
Medicare, Medicaid, Managed Care and patients to provide financial support for their
practices. However, for hospitals such as Bon Secours that serve low-income individuals
without insurance, urban poor areas, the opportunities for specialists to be compensated
through these vehicles are extremely low. Consequently, if these specialist providers were
to provide the needed health care services for these hospitals, through only the support of
paying patients, they would quickly be forced to close their practices or move to a
community with a far more favorable payer mix.
For a hospital like Bon Secours to continue to support the community with the varied
specialist providers necessary for a full-service medical/surgical hospital with Emergency
and Surgical Service, some manner of support is required to ensure the provision of this
professional specialized medical care. With approximately 52% of the patient population
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presenting as charity, self-pay and Medicaid, specialist physicians serving patients at Bon
Secours are simply unable to cover their costs.
In particular, the primary shortages in availability, absent some form of financial support,
come in the form of ED, ICU, surgical, regular physician staffing, in addition to the “on call
coverage necessary to support 24 hour services in these areas. As a result, in Bon Secours’
fiscal 2011 Annual Filing, the “Part B” support provided by the Hospital as indicated in the
“UR6” Schedule totals $16.6 million. The fiscal year 2012 Annual Filing has not been
completed at this time, however FY12 “UR6” schedule totals are anticipated to be
comparable to FY11. To a hospital the size of Bon Secours, this is a significant outlay of
support that is necessary to provide the specialist care required to compassionately and
equitably care for our patients.
Therefore, real and significant “gaps” in the availability of specialist providers in this
community exist. Those gaps currently are only being filled via support from the Hospital.
The gaps are currently being filled in the following specialist areas:
•

ED Coverage (approx. $1.8 million)

•

Anesthesia (approx.. $1.6 million)

•

Medical/Surgical “House Coverage” (approx.. $2.0 million)

•

OR on-call coverage (approx. $2.1 million)

•

Intensive Care (approx. $0.8 million)

•

Psychiatry (approx. $0.6 million)

•

Radiology (approx. $ 0.6 million)

•

Other Specialties, including Laboratory, Vascular, Hemodialysis, and Pathology

In addition to these gaps currently filled via subsidy, relatively unmet specialist needs for both
the insured and uninsured within our facility include ENT Specialist, limited G.I.
(Gastrointestinal Specialist), Neurologist, Urologist, and Endocrinologist.

VI.

APPENDICES
To Be Attached as Appendices:
1. Describe your Financial Assistance Policy (FAP):
a. Describe how the hospital informs patients and persons who would
otherwise be billed for services about their eligibility for assistance under
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federal, state, or local government programs or under the hospital’s FAP.
(label appendix I)
For example, state whether the hospital:
•

Prepares its FAP, or a summary thereof (i.e., according to National CLAS
Standards):


in a culturally sensitive manner,



at a reading comprehension level appropriate to the CBSA’s
population, and



in non-English languages that are prevalent in the CBSA.

•

posts its FAP, or a summary thereof, and financial assistance contact
information in admissions areas, emergency rooms, and other areas of
facilities in which eligible patients are likely to present;

•

provides a copy of the FAP, or a summary thereof, and financial
assistance contact information to patients or their families as part of the
intake process;

•

provides a copy of the FAP, or summary thereof, and financial assistance
contact information to patients with discharge materials;

•

includes the FAP, or a summary thereof, along with financial assistance
contact information, in patient bills; and/or

•

discusses with patients or their families the availability of various
government benefits, such as Medicaid or state programs, and assists
patients with qualification for such programs, where applicable.

b. Include a copy of your hospital’s FAP (label appendix II).
c. Include a copy of the Patient Information Sheet provided to patients in
accordance with Health-General §19-214.1(e) (label appendix III).
2. Attach the hospital’s mission, vision, and value statement(s) (label appendix IV).
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Table III

Initiative 1.
Identified
Need

Hospital
Initiative

Primary Objective of the
Initiative

Single or Multi-Year
Initiative
Time Period

Key Partners
and/or Hospitals
in initiative
development
and/or
implementation

Evaluation
dates

Access to
Behavioral
Health
Services

Community
Institute of
Behavioral
Services

Provides a variety of clinical
and community based
behavioral health services;
health screenings at no
charge at various sites
throughout the community;
and free transportation to
and from medical
appointments for the elderly
and disabled.

Multi-year

Baltimore City
Health
Department;
Baltimore
Substance Abuse
Systems;
Baltimore Mental
Health Systems;
Baltimore City
Public Schools

TBD

Outcome

• Service to more than 120,000
individuals annually
• Our specialized case
management staff visits
approximately 124 people, at
least twice per month, the
majority of whom are
transient
• Of that number 98% received
mental health treatment
and 95% received housing.
• To date, we have provided:
• 240 individuals with intensive
outpatient services;
• 1,200 individuals with
substance abuse treatment;
20 with partial hospitalization.
• 83 needle exchanges;
• 35% of our clients after
treatment re-establish
themselves back into the
community by reconnecting
with family, securing stable
housing and employment.

Continuation
of Initiative

Yes

Table III

Initiative 2.
Identified
Need

Hospital
Initiative

Primary Objective of
the Initiative

Single or Multi-Year
Initiative
Time Period

Key Partners
and/or Hospitals
in initiative
development
and/or
implementation

Evaluation
dates

Outcome

Continuation
of Initiative

Management
of Chronic
Diseases

Tele-Heart
Program;
Parish
Nursing

Disease management
program for persons
diagnosed with
congestive heart
failure and
hypertension.

Multi-Year

Local churches

TBD

4,800 persons served per year. Program
data reveal that of the 1,867 blood
pressure screenings that were performed,
75% of participants had an elevated blood
pressure. In 2010, 50% of our participants
had a blood glucose level of 210mg/dl or
higher, but after going through our
program and learning to manage their diet
and exercise we have seen a 10% drop in
varying participants’ blood glucose levels.
We have also seen participants better
manage their diet as at least 50% of
participants have made better food choices
and have lowered their sodium intake and
cholesterol rate. Other programmatic
impact includes:
• 2,472 individuals participated in
free health education classes in
2009-10
• 55 home visits were made by
nurses to the sick or infirmed at
Bon Secours Hospital
• 65 physician referrals were made–
representing urgent unaddressed
medical needs and where
treatment was provided
• 36 walkers, 22 canes,17 shower
chairs,47 potty chairs,112 packs of
adult diapers and 250 diabetic
blood sugar testing materials were
distributed to home-bound and
needy participants

Yes

Table III

Initiative 3.
Identified
Need

Hospital
Initiative

Primary Objective of the Initiative

Single or
Multi-Year
Initiative
Time
Period

Key Partners
and/or
Hospitals in
initiative
development
and/or
implementation

Evaluation
dates

Safe,
affordable
housing;
open space
management
(as a result of
widespread
demolition of
vacant
houses)

Housing &
Neighborhood
Revitalization

Provide Safe/Affordable housing;
address problem of vacant properties.
The programs are designed to sustain
strong, stable and thriving West
Baltimore neighborhoods. The
Housing and Neighborhood
Revitalization plans grew from a 20year community revitalization plan,
developed in partnership with the
influential coalition Operation
ReachOut Southwest.
Among other things, the program
works with residents, organizations
and community partners to address
such things as abandoned houses and
community blight, as well as to
connect residents to needed services
– and to one another.

Multi-year

Enterprise
Community
Partners;
Enterprise
Homes;
Baltimore City
Department of
Housing and
Community
Development;
Maryland State
Department of
Housing &
Community
Development;
Wayland
Baptist Church;
New Shiloh
Baptist Church;
Civic Works;
Parks & People
Foundation

TBD

Outcome

• 119 families and 529
seniors/disabled adults are
provided safe, affordable housing
each year ;
• $775,000 in home improvement
grants awarded to low-income
homeowners since 2002;
• Projects included new roofs,
heating and air conditioning
systems, new kitchens, electrical
system upgrades, plumbing
repairs and other home
improvements;
• 644 vacant lots have been
transformed into attractive green
spaces since 2002;
• Removal of more than 700 tons
of trash – more than 130 tons per
year;
• Planted 1,003 trees with the
potential to remove 26,000
pounds of carbon dioxide from
the air annually

Continuation
of Initiative

Yes

Table III

Initiative 4.
Identified Need

Hospital
Initiative

Primary Objective of the Initiative

Single or
Multi-Year
Initiative
Time
Period

Key Partners
and/or
Hospitals in
initiative
development
and/or
implementation

Evaluation
dates

Need to
establish
comprehensive
services that will
empower
families to
establish
economic
independence
and to live
stronger,
healthier lives.

Family
Support
Center

Comprehensive spectrum of services
that can be described as the
integration of two component parts:
(1) Improved Health Status: Includes
in-home visits by certified
interventionists, access to prenatal
care, support groups on parenting,
nutrition classes, early childhood
development for children under 4.
Programs such as “Babyology” and
courses such as “teen parenting” and
“Fatherhood” help prepare families to
make smart choices and become selfsufficient. Staffers help parents
understand child development and
best practices for raising their
children. They help parents navigate
through child support issues and offer
anger management help. They discuss
literacy and language development,
nutrition and safety.
(2) Attainment of Economic Stability:
Offers families public benefits
screening and application support
services, Adult Basic Education, GED
preparation, tutoring, job skills
training, financial literacy classes, and
workforce development.

Multi-Year

Maryland
Family
Network;
Family League
of Baltimore
City; Childfind;
House of Ruth;
Turnaround;
Baltimore City
Community
College

TBD

Outcome

• 1,188 home visits were made in
2010 by staff to 45 young
mothers providing pre-natal care,
medical referrals, and counseling;
• 449 children (unduplicated)
received early childhood
developmentally-appropriate
education that includes snacks,
and free hot meals between
2005- 2010;
• 51 mothers earned their GED
between 2005 – 2010;
• 100% of families participated in
the Public Benefit Assistance
program;
• 100% of the participants were
enrolled in the WIC program;
• 100% of the children were fully
immunized. 100 families are
served annually.

Continuation
of Initiative

Yes

Table III

Identified
Need

Hospital
Initiative

Primary Objective of the Initiative

High
percentage
of families
living
below selfsufficiency
standard

Working
Families
Initiative

To assist residents to establish economic
independence and to live stronger, healthier lives.
Some of our services include:
1. The Our Money Place Career
Development Program is an intensive
job placement, career and financial asset
building program that helps adults
overcome some of the most significant
barriers to achieving long term
employment and economic selfsufficiency. The program begins with 4weeks of intensive job readiness training
and financial management skills training
and coaching. After we place the
participant in employment we work with
them for three years on maintaining and
improving the job, getting out of debt,
developing an emergency savings fund,
and eventually building assets. Goodwill
Industries of the Chesapeake provides
the intensive job readiness, placement
and retention services.
2. Our Money Place Financial Services
offers one-on-one and group financial
counseling and training, credit repair,
connection to low-cost lawyers,
insurance products, free and low-cost
tax preparation and other asset building
products. Group classes include tax
training and expense management for
the self-employed; wills/living wills; and
basic budgeting.

Initiative 5
Single or
Multi-Year
Initiative
Time Period

Key Partners and/or
Hospitals in initiative
development and/or
implementation

Evaluation
dates

Multi-year

Baltimore City
Community College;
Baltimore City Cash
Campaign;
Operation ReachOut
Southwest

TBD

Outcome

• 1,425 clients have
attended the Job
Readiness course; 715
graduated
• 650 job placements
• 250 Mentoring &
Support Group clients
served
• More than 5,000 free
tax returns prepared
• More than 1,700
individuals received
financial counseling
• A minimum of 12
financial education
workshops open to
community residents
have been provided
each year

Continuation
of Initiative

Yes

Table III

Initiative 6.
Identified
Need

Hospital
Initiative

Primary Objective of the Initiative

Single or
Multi-Year
Initiative
Time
Period

Key Partners
and/or Hospitals in
initiative
development
and/or
implementation

Evaluation
dates

Outcome

Continuation
of Initiative

Women at
risk of
becoming
homeless

Women’s
Resource
Center

Meet the basic needs of women who
are homeless or at risk of
homelessness by providing a broad
range of services and supports to
women in need in Southwest/West
Baltimore. The Center is the ONLY
drop-in hospitality facility in the area,
making it a much needed resource for
women who are in crisis, as well as a
safe, secure and supportive
environment for women who are
progressing from recognizing the
need for change to taking each step
along the way to achieving their
goals.

Multi-Year

Parents
Anonymous, Mercy
Supportive
Housing,
You Are Never
Alone (YANA),
Recovery in the
Community (RIC)

TBD

Each year, the Women’s
Resource Center achieves the
following:
• From 300 – 600 women
served
• More than 60 evictions
prevented
• More than 1,100 meals
served
• Computer training for 15
women
• Arts & Crafts for 30
women
• Over 500 counseling
sessions
• Over 300 referrals to
community and Bon
Secours programs and
services

Yes

Along with social and education
services, the Women’s Resource
Center puts women in touch with
essential health care services, either
through BSB or other agencies. One of
the most important services the
center provides is simple hospitality.
Women can come have a hot
breakfast, shower, wash their clothes
and rest. Some days, up to 40 women
come through the center’s doors. For
them, such basic amenities are vital in
the search for a new and better path
in life.

Table III

Initiative 7.
Identified Need

Hospital Initiative

Primary Objective of the Initiative

Single or
Multi-Year
Initiative
Time Period

Key Partners
and/or Hospitals
in initiative
development
and/or
implementation

Evaluation
dates

Outcome

Continuation
of Initiative

Low academic
and
employment
achievement
for area youth

Youth Employment
and
Entrepreneurship
Program (YEEP)

To raise the awareness, knowledge,
skills and expectations in the areas
of academic achievement,
leadership, financial literacy,
economic self-sufficiency and career
development for young people ages
13-17. During the past 14 years, the
YEEP program has trained and
mentored more than 1,000 young
people, helping them find afterschool and summer jobs, as well as
develop plans for careers and
productive, meaningful adult lives.
YEEP’s wide-ranging and lifechanging strategies teach
participants about civic
responsibility, community awareness
and personal growth and
development. During the school
year, YEEP students and parents
complete community service
projects, attend recreational and
cultural activities and attend
meeting and training sessions.

Multi-year

Harbor Bank of
Maryland; Culture
Works; area high
schools; area
employers

TBD

Since YEEP’s launch in 1999:
• More than 1,000 young
people have completed
YEEP
• Over 520 placed in
employment
• 93% have graduated
from high school
• 76% go on to higher
education
• 34 have graduated from
college
Those who have completed
the program over the years
include participants who have
gone on to become nurses,
correctional officers, college
graduates and entrepreneurs.

Yes
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