Q1.
COMMUNITY BENEFIT NARRATIVE REPORTING INSTRUCTIONS

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

In this reporting tool, responses are mandatory unless specifically marked as optional. If you submit a report without responding to each question, your report may
be rejected. You would then be required to fill in the missing answers before resubmitting. Questions that require a narrative response have a limit of 20,000
characters. This report need not be completed in one session and can be opened by multiple users.

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

o2 Section | - General Info Part 1 - Hospital Identification

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

Is this information

correct?
Yes No If no, please provide the correct information here:
The proper name of your hospital is: McNew Family ® 9]
Health Center
Your hospital's ID is: 214020 @® O
Your hospital is part of the hospital system called ® 0)
Luminis Health
Kelly Koorey
The primary Narrative contact at your hospital is O ®
Christine Crabbs
Kkoorey@Iuminishealth.org
The primary Narrative contact email address at your O ®
hospital is ccrabbs@aahs.org
Kevin Smith, CFO
The primary Financial contact at your hospital is e} ®
Christine Crabbs
kevin.smith@Iuminishealth.org
The primary Financial email at your hospital is 0] ®
ccrabbs@aahs.org

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

Q5. Please select the community health statistics that your hospital uses in its community benefit efforts.

(7] Median household income [7) Race: percent white

(7] Percentage below federal poverty line (FPL) [7) Race: percent black

(7] Percent uninsured [ Ethnicity: percent Hispanic or Latino
(7] Percent with public health insurance () Life expectancy

(7] Percent with Medicaid () Crude death rate

(7] Mean travel time to work Other

(7] Percent speaking language other than English at home

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

The McNew Family Medical Center uses the same health statistics as Luminis Health. Although, our patients come from zip codes other than Anne Arundel (as a mental
health hospital, we admit patients as needed), we provide community benefit activity predominantly in Anne Arundel County where we are located. See below for the reports
that we use.



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

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

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

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

(7] Allegany County
Anne Arundel County
() Baltimore City

() Baltimore County

() calvert County

(7] caroline County

(] carroll County

(7] Cecil County

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

(1) Harford County
() Howard County
(] Kent County

(7 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.

(J 20701 20776
20711 20778
20714 20779
() 20724 () 20794
20733 21012
20736 21032
20751 21035
20754 21037
() 20755 21054
20758 () 21056
20764 21060
20765 21061

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.

[ 21062
() 21076
(21077
() 21000
21106
21108
21113
21114
21122
(21123
21140

21144

G Prince George's County
(7] Queen Anne's County
() Somerset County

() st. Mary's County

() Talbot County

(7] washington County

(] Wicomico County

() Worcester County

21146
(J21225
(J21226
(J21240
21401
21402
21403
(] 21404
21405
21409
(J21411

21412



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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

This question was not displayed to the respondent.

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

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?

0



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

V

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

Based on patterns of utilization. Please describe.

McNew defines the CBSA as the primary
service area for AAMC in which the
HSCRC identified the zip codes that
compose the highest number of
impatient, discharges. 1In addition,
McNew, provides community benefit
programs in locations of our
ambulatory offices.

() Other. Please describe.

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

https://iwww.luminishealth.org/en/about-us/mission-vision-values

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

Q37. Section Il - CHNAs and Stakeholder Involvement Part 1 - Timing & Format
Q38.

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

@ Yes
O No

Q39. Please explain why your hospital has not conducted a CHNA that conforms to IRS requirements, as well as your hospital's plan and timeframe for completing a
CHNA

This question was not displayed to the respondent.

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

6/21/2019

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

https://www.luminishealth.org/en/community-health/needs-assessment

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



EY19 CHNA Master PDF.pdf
3.1mMB
application/pdf

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

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

Participated
in

below:

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

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

below:

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

below:

. . Participated
NIA -g’rerson Po,s\‘i{{;\n; e Partlcillqpated Adzl:ed Participated in identifying  Provided
Organization Department ~CHNA  development CHNA n %"Tan/ identifying  community Seﬁonﬁﬁry Otl?e_r
was not doesnot Committee  of CHNA best coll ea c: b ['J1re|oar||[tﬁ/ re‘(s’cl:_g;cee‘s ; :ta (explain)
Involved exist process practices T health
needs
CB/ Community Health/Population Health
Director (facility level) O O O .
Participated
- . Participated in
N/A-g’rerson Pols\‘i{{;\)r-l e Partlcillqpaled Ad;ﬁed Participated in identifying  Provided
Organization Department ~CHNA  development CHNA ™ %"';"a'y identifying  community Seﬁonﬁ;’"y Otl?e_r
was not doesnot Committee  of CHNA best coll :c:on %goarl'[thy ret(s’c#;ceels :aata (explain)
Involved exist process  practices s health
needs
CB/ Community Health/ Population Health
Director (system level) O O O O
Participated
- . Participated in
DR —;erson Po's\‘ig;\)r; or Member of Partlti::]pated Ad;':ed Participated in identifying  Provided
Organization Department ~CHNA  development CHNA ™ %nrnary identifying  community seﬁonldr?ry Otr:e_r
was not does not Committee  of CHNA best I at? ;;norllttg reisource;s :a\tt (explain)
> - collection eal 0 mee ata
Involved exist process  practices e~ P
needs
) O ) O

O ]

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

Participated
in

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

below:

(facility level)
A 3 Participated
RANReson N/A Partlc_lpated Advised Participated in identifying  Provided
ol RositionjorgMemberol n on in primar identifyin community secondar Other
Organization Department CHNA development CHNA Zata y riori 9 SIS health y (explain)
was not doesnot Committee  of CHNA best collection %ealttr‘{ R data P
Involved exist process practices
needs health
needs

) ) )

) g

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

identifying
priority
health
needs

Partl(i::]pated Adgl:ed Participated id

development  CHNA " %l;rtr;al'y
of CHNA best collection
process  practices

N/A - Person N/A -
or Position or

Organization Department
was not does not

Involved exist

Member of
CHNA
Committee

Board of Directors or Board Committee
(facility level) ) u . U U 0 .
Participated
in

identifying

priority

health

needs

Participated
in primary
data
collection

Participated ~ Advised
in on
development CHNA
of CHNA best
process  practices

N/A - Person N/A -
or Position or

Organization Department
was not does not

Involved exist

Member of
CHNA
Committee

O a @) O ) O a

Board of Directors or Board Committee
(system level)
Participate
Participated in
in primary
data
collection

Participated ~ Advised
in on
development CHNA
of CHNA best
process  practices

priority
health
needs

N/A - Person N/A -
or Position or

Organization Department
was not does not

Involved exist

Member of
CHNA
Committee

O a O

Clinical Leadership (facility level)

Particip:

Participated in

in primary
data

collection

Participated ~ Advised
in on
development CHNA
of CHNA best
process practices

N/A - Person N/A -
or Position or

Organization Department
was not does not

Involved exist

Member of
CHNA
Committee

Participated

community
resources

identifying

identifying
priority
health
needs

@) ) ]

in
entifying  Provided
secondary  Other
health  (explain)
to meet data

health

below:

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

needs

O

@]

Reviewed CHNA and Implementation Plans for approve

Participated
in
identifying
community
resources
to meet
health

needs

Provided
secondary
health
data

Other
(explain)

@) O

Participated
d in
identifying
community
resources
to meet
health
needs

Provided
secondary
health
data

Other
(explain)

@) O a

Participated
in
identifying
community
resources
to meet

health
needs

ated
Provided
secondary  Other
health  (explain)

data

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

Reviewed CHNA and Implementation Plans for approve

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

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


https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_29a0hkZgUBKXilH&download=1

) ]

O a O @]

Participated

Clinical Leadership (system level)
. . Participated in
NA -(I:rerson Pogicgr; or Member of Partlcilnpated Adgl:ed I’_artiqipaled . ‘F‘ . identifyir_\g Provided .
Organization Department ~CHNA  development CHNA in primary |dem|fy|ng community secondary Othe_r Other - If you selected "Other (explam_), please type your exp
. data priority resources health  (explain) below:
was not doesnot Committee  of CHNA best Ny
Involved exist process practices Collection ficaly lofeet GER)
needs health
needs
Population Health Staff (facility level) O a O a
Participated
o q Participated in
A -(I;’rerson Po's\‘i@é or  Member of Partlcillqpated Adw:ed Participated in identifying ~ Provided
Organization Department CHNA development  CHNA in %nmary |der!t|fy|ng community seﬁonld:ry Otl‘lle_r Other - If you selected "Other (eg(pllaer), please type your exp
was not doesnot Committee  of CHNA best 2 prionty LESouICeS cat (explain) BT
Involved exist rocess ractices Collection feaiy fo{eet G
p p needs health
needs

a

O g O
Participated
in
Other - If you selected "Other (explain)," please type your exp

Population Health Staff (system level)
Participated
identifying  Provided
below:

NA -g’rerson Po's\‘i{{;\zr-l or Member of Pamci:]pated Ad;ﬁed parcipaicau N K
Organization Department CHNA  development CHNA in ;(er::;aw |de:1igglmg iggomutjcnelg seﬁggﬁiﬁ\ry (eat'?:irn)
was not doesnot Committee  of CHNA best 5 (ST P
> 5 collection health to meet data
Involved exist process  practices s health
needs
Community Benefit staff (facility level) ) O ) a
Participated
- . Participated in
hR= ;erson Pog{{;\)r; or Member of Partlti::]pated Ad;':ed Participated in identifying  Provided
A in primau identifyin, communi secondar Other Other - If you selected "Other (explain)," please type your ex|
Organization Department  CHNA development CHNA Zata Y prio?i/tyg resource? health Y (explain) ¥ (bslow‘) p ype Y/ P
was not doesnot Committee  of CHNA best collection health o R data .
Involved exist process  practices s health
needs
Community Benefit staff (system level) )] d ()] d
Participated
. . Participated in
N/A »[I;erson Po's\‘i:gr; or  Member of Partlci:]pated Adgﬁed Participated in identifying  Provided
A in primau identifyin, communi secondar Other Other - If you selected "Other (explain)," please type your ex|
Organization Department CHNA development CHNA Zata y pnofr?ltyg resourcetsy health Yy (explain) M (b:h)W') P ype y P
was not doesnot Committee  of CHNA best collection health R data .
Involved exist process practices T health
needs
Physician(s) 0 O o O o o O
Participated
- . Participated in
M= [l;erson P o's\‘i(gr; or  Member of Parmi::]pated Adw:ed Participated in identifying  Provided
- in prima identifyin community secondary ~ Other Other - If you selected "Other (explain),” please type your ex
Organization Department CHNA  development CHNA %ata D prio?i/tyg resourceg health Y (explain) ¥ ( ngOW') p ype Y/ P
was not doesnot Committee  of CHNA best collection health IR data .
Involved exist process practices BT health
needs

a

g )

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

Nurse(s)
. . Participated in
NA -(I:rerson Pogicgr; or Member of Partlcilnpated Adgl:ed Participated  in _ identifying ~ Provided
Organization Department CHNA  development CHNA in primary ldentlfylng CommunityJisecondary Othe_r .
. data priority resources health  (explain) below:
was not doesnot Committee  of CHNA best Ny
> 5 collection health to meet data
Involved exist process practices Bz health
needs

@) O a

g O

Social Workers D
Participated
Participated in
N/A-(I;’rerson Po's\lligé or  Member of Partlcillqpated Ad;':ed Participated in identifying  Provided
Organization Department CHNA  development CHNA in %r::;ary |d;:;g%|;g crcng'lomu:JCneltsy seﬁg;ﬁ:ry (e(zt)l‘ll:irn) Other - If you selected "Other (eg(epllgm), please type your exp
mszlcgé do:jsr:ot G of“(]:;l;l;\ r:cetlsctes collection health to meet data
p p needs health
needs

O a

O a @) O O O @)

Hospital Advisory Board
Participated
identifying  Provided

Participated ~ Advised Participated i
identifying community secondary  Other
health  (explain)

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

N/A - Person N/A -
or Position or  Member of in on R
Organization Department CHNA  development CHNA ,()iata y riori I
was not doesnot Committee  of CHNA best . prionty
Involved exist process practices Collection health I data
needs health
needs

@) O )

) @) O ) O )

Other (specifv)

‘ O




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

Participated in
N/A - Person N/A - Raricipaicaiyayised Participated in identifying  Provided
Or al?lrzatlon geosg:?r::r:t M%mHtﬁAr o devt-.‘kl:»n ment CSRJA inlprmaryJuidenttying Jcommunit/secondar/aohe
\?vas GG dges not Committee  of ClﬁNA best data priority resources health  (explain) below:
Involved exist rocess ractices Collection feaiy fo{eet G
p p needs health
needs
Q45. Section Il - CHNAs and Stakeholder Involvement Part 3 - Internal HCB Partners
Q46. Please use the table below to tell us about the internal partners involved in your community benefit activities during the fiscal year.
Activities
N/A - Person N/A - Sﬁleeat\:lttl'?g Seltehce}lng Determining Providing Allocating Evaluating
Ol Rositonion needs initiatives howjto funding budgetSpgbelivering e her Other - If you selected "Other (explain)," please type your explanation
Organization Department thatwill  that will evaluate for CB for CB outcome (explain) ol
was not does not 8 the impact activities individual initiatives of CB P :
Involved exist targeted supported of initiatives i ir
CB/ Community Health/Population Health
Director (facility level) O O O
N/A - Person N/A - Sy SRy Determining i Allocating Evaluating
or Position or ety G how to BIoyiing budgets Delivering the A .
A needs initiatives funding Other Other - If you selected "Other (explain),” please type your explanation
Organization Department thatwill  that will evaluate for CB for CcB outcome (explain) below:
was not does not be be the impact activities individual initiatives of CB P .
Involved exist targeted supported of initiatives ir
CB/ Community Health/ Population Health
Director (system level) D D D
N/A - Person N/A - Sﬁfaclmg Selﬁqcélng Determining Providin Allocating Evaluating
ol Rositionion eeds initiatives fowjto fundin T budgets  Delivering e ther Other - If you selected "Other (explain)," please type your explanation
Organization Department thatwill  that will evaluate o CBg for CcB outcome (explain) ¥ bé)low P ype y P
was not does not be the impact activities individual initiatives of CB P .
Involved exist of initiatives nitiati initiati
targeted supported
O a

a

Senior Executives (CEO, CFO, VP, etc.) 0O
(facility level)
N/A - Person N/A - Selecting - Selecting Determining .. Allocating Evaluating
or Position or health . .lh? how to Provn_ilng budgets  Delivering the . .
o A needs initiatives funding Other Other - If you selected "Other (explain),” please type your explanation
rganization Department thatwill  that will evaluate for CB for CcB outcome (explain) ey
was not does not b the impact activities individual initiatives of CB P :
Involved exist targeted supported of initiatives initiati ir
O a

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

Evaluating
below:

Senior Executives (CEO, CFO, VP, etc.) 0O O
(system level)
N/A - Selecting - Selecting Determining - Allocating
e health the Providing P
Position or L how to - budgets  Delivering the
o A needs initiatives funding Other
rganization Department thatwill  that will evaluate for CB for CB outcome (explain)
was not does not 5 be the impact RS individual initiatives of CB P
Involved exist targeted supported of initiatives
O

O O a O

N/A - Person
or

O O O
Evaluating
Delggﬂng out‘?:me Other Other - If you selected "Other (explain)," please type your explanation
of CB (explain) below:

Board of Directors or Board Committee 0O
Allocating

(facility level)
Selecting Selecting

Determining -

hi Providing budgets

Po's\lligé or feak L how to
eeds initiatives funding
Organization Department - 7 evaluate for
that will  that will for CB
was not does not the impact e individual initiatives
Involved exist be be of initiatives GEtviUeS initiati
targeted supported

O O a O

N/A - Person
or

(system level) O O . O
N/A - Person N/A - Sﬁ:’;ﬂ?g Selteh?ng Determining Providin Allocating Evaluating
or Position or ceds initiatives how to fundin 9 budgets Delivering the Other
Organization Department thatwill  that will evaluate G CBg for CB outcome (explain)
was not does not the impact activities individual initiatives ~ of CB P
Involved exist targeted supported of initiatives ir
O

O

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

Board of Directors or Board Committee
below:

) O
Evaluating

Clinical Leadership (facility level)
N/A - Person N/A - Sﬁf;'t'r?g Selﬁfémg Determining Providin Allocating
or Position or Erh e how to fundin 9 budgets Delivering the ther
Organization Department thatwill  that will evaluate for CBg for CcB outcome (explain)
was not does not 8 the impact activities individual initiatives of CB P
Involved exist targeted supported of initiatives i ir

O

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

Clinical Leadership (system level) D D
N/A - Sﬁfaclmg Selﬁqcélng Determining Providin Allocating Evaluating
Position or needs initiatives how to fundlngg budgets Delivering the Other
Organization Department thatwill  that will evaluate for CB for CcB outcome (explain)
was not does not be be the impact activities individual initiatives of CB
Involved exist of initiatives initiati itiati
targeted supported
U

O

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

N/A - Person
or

O a O

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

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 - Person
or
Organization
was not
Involved

O

N/A - Person
or
Organization
was not
Involved

N/A - Person
or
Organization
was not
Involved

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

a

N/A -
Position or
Department

does not
exist

Selecting
health
needs

that will
be
targeted

Selecting
health
needs

that will
be
targeted

Selecting
health
needs

that will

be
targeted

Selecting
health
needs

that will
be
targeted

Selecting
health
needs

that will
be
targeted

Selecting
health
needs

that will
be
targeted

a

Selecting
health
needs

that will
be
targeted

Selecting
health
needs

that will
be
targeted

a

Selecting
health
needs

that will
be
targeted

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will
be
supported

Selecting
the
initiatives
that will

be
supported

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

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

O

Determining
how to
evaluate
the impact
of initiatives

O

Determining
how to
evaluate
the impact
of initiatives

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

O

Providing
funding
for CB

activities

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

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

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

Refer to the FY 2022 Community Benefit Guidelines for more detail on MHA's recommended practices. Completion of this self-assessment is mandatory for FY

2022.

Level of Community Engagement

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

Other
(explain)

her
(explain)

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

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

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

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

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

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

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

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

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

Recommended Practices


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

Other Hospitals -- Please list the hospitals
here:

Sheppard-Pratt

Local Health Department -- Please list the

Local Health Improvement Coalition --

Maryland Department of Health

Other State Agencies -- Please list the
aaencies here:

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

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

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

]

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

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

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

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

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

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

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

a

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

a

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

a

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

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

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

identification
of the
preferred
solution

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

identification
of the
preferred
solution

O

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

identification
of the
preferred
solution

O

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

O

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

identification
of the
preferred
solution

O

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

identification
of the
preferred
solution

O

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

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

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

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

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

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

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

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

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

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

O

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

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

Collect Select

Identify & Defieithe and riority DXEE Plan Implement
community P! Y and q P Evaluate
Engage analyze community . Implementation Improvement P

Stakeholders the health COHIIEES Strategies Plans rogress

assessed A results
data issues
O ) O 0O O
. Collect Select
o Define the e Document
Identify & community and pnomy_ and Plan ) Implement Evaluate
Engage analyze community . Implementation Improvement
Stakeholders the health COHIIEES Strategies Plans s
assessed A results
data issues
. Collect Select
. Define the N Document
Identify & community and priority e Plan ) Implement Evaluate
Engage analyze community . Implementation Improvement P
Stakeholders the health ~ communicate Strategies Plans rogress
assessed A results
data issues
Identify & Definejthe Czﬂzm psr(ietl?igl DOCUMent Plan Implement
Engage comminy analyze community comn?unicate Implementation Improvement E:’:g::;
Stakeholders R met] the health e Strategies Plans
data issues
. Collect Select
y Define the M Document
Identify & community and priority e Plan Implement Evaluate
Engage analyze community o oo Implementation Improvement 5 © o
Stakeholders et the health e Strategies Plans 9
data issues
. Collect Select
. Define the N Document
Identify & community and priority e Plan ) Implement Evaluate
Engage analyze community o oo Implementation Improvement 5 © o

Stakeholders et the health T Strategies Plans 9

data issues



Faith-Based Organizations

School - Colleges, Universities, Professional
Schooals -- Please list the schools here:
Anne Arundel Community College

Behavioral Health Organizations -- Please
list the oraanizations here:

Social Service Organizations -- Please list
the oraanizations here:

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

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

]

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

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

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

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

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

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

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

a

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

a

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

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

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

identification
of the
preferred
solution

O

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

O

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

O

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

identification
of the
preferred
solution

O

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

identification
of the
preferred
solution

O

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

identification
of the
preferred
solution

O

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

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

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

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

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

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

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

O

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

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

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

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

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

Collect Select

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

Collect Select

Identify & De"“e"?e and priority DOCUMEN Plan Implement Eval
Engage UMY analyze community . implementation Improvement = /2!uat®
Stakeholders 3 the health ~ communicate Strategies Plans Progress
assessed A results
data issues

. Collect Select
Identify & (S)er::;imte and priority Docaument Plan Implement =\ ote
Engage Y analyze community CHIITIEE Implementation Improvement Progress
Stakeholders R met] the health e Strategies Plans
data issues

. Collect Select
y Define the M Document
Identify & community and priority e Plan Implement Evaluate
Engage analyze community o oo Implementation Improvement oo C o
Stakeholders et the health e Strategies Plans 9
data issues

. Collect Select
. Define the N Document
Identify & community and priority e Plan Implement Evaluate
Engage analyze community o oo Implementation Improvement oo o o
Stakeholders et the health T Strategies Plans 9
data issues

. Collect Select
Identify & z?g;i:i‘g and priority  Document Plan Implement o ate
Engage be analyze community communicate Implementation Improvement Progress
Stakeholders FEsee] the health =l Strategies Plans
data issues



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 --

a

Informed - To

provide the

community  Consulted -
with balanced ~ To obtain

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

and/or
solutions

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

O

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

identification
of the
preferred
solution

O

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

O

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

identification
of the
preferred
solution

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

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

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

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

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 & Define the and priority DXEE Plan Implement
community and Evaluate
Engage analyze community . Implementation Improvement P
Stakeholders the health OIS Strategies Plans rogress
assessed A results
data issues
. Collect Select
. Define the N Document
Identify & community and priority e Plan ) Implement Evaluate
Engage analyze community A Implementation Improvement P
Stakeholders the health ~ communicate Strategies Plans rogress
assessed A results
data issues
Identify & Definejthe Cglr:zm psr(ieéfi?)t/ DOCUMent Plan Implement
Engage comminy analyze community comn?unicate Implementation Improvement E:’:g::;
Stakeholders R met] the health e Strategies Plans
data issues
. Collect Select
. Define the N Document
Identify & community and priority e Plan Implement Evaluate
Engage analyze community o oo Implementation Improvement 5 © o
Stakeholders et the health e Strategies Plans 9
data issues

05/19/2019

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

https://www.luminishealth.org/en/community-health/needs-assessment

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

AAMC-CHNA IP-FY19-21.pdf
989.8KB
application/pdf


https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_31ZSNfIHFv6TuIE&download=1

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.

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

O Yes
@® No

0Q58.
Using the checkboxes below, select the Community Health Needs identified in your most recent CHNA that
were NOT addressed by your community benefit initiatives.

(7J Health Conditions - Addiction

Health Conditions - Arthritis

Health Conditions - Blood Disorders

Health Conditions - Cancer

Health Conditions - Chronic Kidney Disease
Health Conditions - Chronic Pain

Health Conditions - Dementias

Health Conditions - Diabetes

Health Conditions - Foodborne lliness

Health Conditions - Health Care-Associated
Infections

Health Conditions - Heart Disease and Stroke
Health Conditions - Infectious Disease

0 Health Conditions - Mental Health and Mental
Disorders

Health Conditions - Oral Conditions
Health Conditions - Osteoporosis

Health Conditions - Overweight and Obesity
Health Conditions - Pregnancy and Childbirth

Health Conditions - Respiratory Disease

Health Conditions - Sensory or Communication
Disorders

Health Conditions - Sexually Transmitted
Infections

Health Behaviors - Child and Adolescent
Development

("] Health Behaviors - Drug and Alcohol Use

Q59. Why were these needs unaddressed?

Health Behaviors - Emergency Preparedness
Health Behaviors - Family Planning

Health Behaviors - Health Communication
Health Behaviors - Injury Prevention

Health Behaviors - Nutrition and Healthy Eating
Health Behaviors - Physical Activity

Health Behaviors - Preventive Care

Health Behaviors - Safe Food Handling
Health Behaviors - Sleep

Health Behaviors - Tobacco Use

Health Behaviors - Vaccination

Health Behaviors - Violence Prevention
Populations - Adolescents

Populations - Children

Populations - Infants

Populations — LGBT

[ Populations - Men

Populations - Older Adults

Populations - Parents or Caregivers

Populations - People with Disabilities

O Populations - Women

Populations - Workforce

Other Social Determinants of Health

Settings and Systems - Community

Settings and Systems - Environmental Health
Settings and Systems - Global Health
Settings and Systems - Health Care

Settings and Systems - Health Insurance
Settings and Systems - Health IT

Settings and Systems - Health Policy

Settings and Systems - Hospital and Emergency
Services

Settings and Systems - Housing and Homes
Settings and Systems - Public Health Infrastructure
Settings and Systems - Schools

Settings and Systems - Transportation

Settings and Systems - Workplace

Social Determinants of Health - Economic Stability

Social Determinants of Health - Education Access
and Quality

O Social Determinants of Health - Health Care Access
and Quality

Social Determinants of Health - Neighborhood and
Erv
Built Environment

Social Determinants of Health - Social and
Community Context

strengths.

McNew Family Health Center had to prioritize resources to make an impact. In addition, we aligned our resources to our strengths as a health system. We also assessed
the strengths of our community resources. Therefore, we funded programs that we felt we could make an impact (our strengths) along with our community partners




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

Luminis Health has released bold plan to become a national model for justice, equity, diversity and inclusion (JEDI). The groundwork for the plan began in 2020 with the
formation of the health system's Health Equity and Anti-Racism Task (HEART) Force, a multidisciplinary group consisting of members of the boards of trustees, senior
leaders, medical staff, community partners and stakeholders. The events of the year 2020 prompted Luminis Health to assess data and information to identify greater
opportunity to affect change in confronting racism, addressing the effects of systemic inequity, and dismantling structural injustice. The recommendations are structured by
three major categories; *Lead as an anti-racist organization, and confront racism and eradicate inequities in health care. *Enhance culturally informed communications and
community collaboration. *Measure and integrate accountability. While Luminis Health tracks utilization patterns by race and ethnicity, there are additional plans to measure
efforts to reduce disparity. The next year will structure the process to track and reduce disparities in the communities we serve.

Q61. If your hospital reported rate support for categories other than Charity Care, Graduate Medical Education, and the Nurse Support Programs in the financial
report template, please select the rate supported programs here:

None

<]

Regional Partnership Catalyst Grant Program

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

The Population Health Workforce Support for Disadvantaged Areas Program

000000

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

oe3. Section Il - CB Administration

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

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

() No

Q65. Please describe the third party audit process used

This question was not displayed to the respondent.

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

@ Yes
O No

Q67. Please describe the community benefit narrative audit process.

We collect narrative and financial data and information from all departments and maintain records. When the reports are completed, the drafts are reviewed with the CFO,
CEO, and the AAMC and McNew Executive team. Edits and changes are made from their recommendations. Final reports are reviewed by the CEO of the health system.
The report is submitted, and final adoption is provided by the Board of AAMC.

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

@ VYes
O No

Q69. Please explain

This question was not displayed to the respondent.



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

@ Yes
O No

Q71. Please explain

This question was not displayed to the respondent.

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

@ Yes
O No

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

Strategic plan focuses on mental health services for underserved communities and expanding access to mental health services.

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

Q75. Do any of the hospital's community benefit operations/activities align with the Statewide Integrated Health Improvement Strategy (SIHIS)? Please select all that
apply and describe how your initiatives are targeting each SIHIS goal. More information about SIHIS may be found here.

[T Diabetes - Reduce the mean BMI for Maryland residents

Opioid Use Disorder - Improve overdose mortality

)

D Maternal and Child Health - Reduce severe maternal morbidity rate

)

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

[7) None of the Above

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



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

o7z.Section IV - Physician Gaps & Subsidies

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

O No
@ Yes

Q79. As required under HG§19-303, please select all of the gaps in physician availability resulting in a subsidy reported in the Worksheet 3 of financial section of
Community Benefit report. Please select "No" for any physician specialty types for which you did not report a subsidy.

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

subsidy?
Yes No
Allergy & Immunology O @) [ v]
Anesthesiology O O [ v]
Cardiology O O [ v]
Dermatology O O [ v ]
Emergency Medicine O @) [ v]
Endocrinology, Diabetes & Metabolism O O [ v]
Family Practice/General Practice O O [ v]
Geriatrics O O [ v]
Internal Medicine O O [ v]
Medical Genetics O O [ v]
Neurological Surgery O O [ v]
Neurology O O [ v]
Obstetrics & Gynecology O O [ v]
Oncology-Cancer O @) [ v]
Ophthalmology O O [ v]
Orthopedics O O [ v]
Otolaryngology O O ( v]
Pathology O O [ v]
Pediatrics O O [ v]
Physical Medicine & Rehabilitation O O [ v]
Plastic Surgery O O [ v]
Preventive Medicine O O [ v]
Psychiatry @® O [Physician provision of financial assistance V]
Radiology O O [ v]
Surgery O O [ v]
Urology @) O [ v]
— o o | "

Q80. Please explain how you determined that the services would not otherwise be available to meet patient demand and why each subsidy was needed, including
relevant data. Please provide a description for each line-item subsidy listed in Worksheet 3 of the financial report.

McNew Family Center is a mental health hospital, therefore it provides physician subsidies only to psychiatrists. Reimbursement in Maryland is very low, therefore, hospital
financial support of the program is essential.

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

cs2. Section VI - Financial Assistance Policy (FAP)

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



Financial Assistance Policy.pdf
242.9KB
application/pdf

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

https://www.luminishealth.org/en/financial-assistance

Q85. Has your FAP changed within the last year? If so, please describe the change.

@ No, the FAP has not changed.

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

Q86. Maryland hospitals are required under Health General §19-214.1(b)(2)(i) COMAR 10.37.10.26(A-2)(2)(a)(i) to provide free medically necessary care to patients with family income at or below 200
percent of the federal poverty level (FPL).

Please select the percentage of FPL below which your hospital’s FAP offers free care.

100 150 200 250 300 350 400 450 500

Percentage of Federal 300
Poverty Level

Q87. Maryland hospitals are required under COMAR 10.37.10.26(A-2)(2)(a)(ii) to provide reduced-cost, medically necessary care to low-income patients with family income between 200 and 300
percent of the federal poverty level.

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

Lowest FPL 200

Highest FPL 300

Q88. Maryland hospitals are required under Health General §19-214.1(b)(2)(iii) COMAR 10.37.10.26(A-2)(3) to provide reduced-cost, medically necessary care to patients with family income below 500
percent of the federal poverty level who have a financial hardship. Financial hardship is defined in Health General §19-214.1(a)(2) and COMAR 10.37.10.26(A-2)(1)(b)(i) as a medical debt, incurred by
a family over a 12-month period that exceeds 25 percent of family income.

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

|
LowestFPL | 1

Highest FPL 300

Q89. Please select the threshold for the percentage of medical debt that exceeds a household's income and qualifies as financial hardship.

Debt as Percentage of
Income

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

Federal corporate income tax
State corporate income tax

State sales tax


https://iad1.qualtrics.com/WRQualtricsSurveyEngine/File.php?F=F_3HzcsGUGHGoQMfT&download=1

Local property tax (real and personal)

oo1. Summary & Report Submission

Q92.

Attention Hospital Staffl IMPORTANT!

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

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

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

Location Data

Location: (38.9512, -76.4944)

Source: GeolP Estimation
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Preface

The Context of Health Care in Maryland and Anne Arundel County.

The health care landscape in Anne Arundel County, Maryland, and the United States has been rapidly changing over the
past several years and will continue to evolve. Health system reforms in public health, health care, insurance and other
sectors are resulting in dramatic changes to both financing and service delivery. These changes include improving the
efficiency and effectiveness of health organizations and services, as well as increasing connections and collaborations
among public health, health care, and other sectors. (Source: CDC, http://www.cdc.gov/stltpublichealth/program/trans-
formation/index.html)

Maryland, in particular, is a leader in health system transformation. Since January, 2014, Maryland’s hospitals, guided by
an innovative agreement with the Centers for Medicare & Medicaid Services, have been making progress toward the In-
stitute for Healthcare Improvement’s Triple Aim of Health Care: to reduce costs, improve the health of communities and
improve the experience of care for patients. Maryland is the only state in the nation that sets the rates hospitals can
charge for their services. Rates are the same for all patients for the same service in the same hospital, whether they
have Medicare, Medicaid, private health insurance, or pay out of their own pocket. The Maryland Medicare waiver

or “All-Payer” model was modernized to better reflect the current state of health care —a trend toward more outpa-
tient care and prevention, and less inpatient care. The new waiver agreement aligns with the goals of the Triple Aim

of Health Care — less expensive care, better experiences for patients, and healthier communities. The new agreement
requires hospitals and the state to achieve specific cost and quality targets. (Source: http://www.mhaonline.org/docs/
default-source/advocacy/legislative/md-general-assembly/Priorities/leave-behinds/waiver-101.pdf?sfvrsn=2)

All of Maryland’s hospitals now operate under fixed annual budgets that shift incentives from volume to value. This is a
model where hospitals are not rewarded based on how many patients they treat, but rather on how successful they are
in keeping their patients and communities healthy. The result; hospitals are keeping costs down by trimming unneces-
sary use of hospital services, improving quality, and working to keep members of their communities healthier and out

of the hospital. To do this, hospitals have moved care beyond their walls and into communities by expanding preventive
care and collaborating with others to make sure care does not stop after a patient leaves the hospital. (Source: http://
www.mhaonline.org/docs/default-source/advocacy/legislative/md-general-assembly/Priorities/leave-behinds/waiv-
er-101.pdf?sfvrsn=2) New models of care are being developed that include care coordination and navigation services,
community health workers, non-traditional settings of care and unique partnerships. There is an increased awareness of
the need to address the socioeconomic determinants of health through these new care models.

Starting in January, 2019, Maryland’s hospitals will operate under a new contract with the federal government, designed
to test whether the improvements hospitals have made under the All-Payer Model can be expanded to all health care
providers. Rather than focusing on how hospitals alone can deliver efficient, high-quality care, physicians, skilled-nursing
facilities, home health providers, and others, will be incentivized to improve how they coordinate care for patients and
how they address societal health problems such as diabetes, heart disease, and opioid use disorders. In doing so, Mary-
land’s entire health care system will work to ensure that patients receive the right care, at the right time, in the right set-
ting. (Adapted from/source: https://www.mhaonline.org/transforming-health-care/tracking-our-all-payer-experiment)

At the same time, due to the expansion of Medicaid and the decrease in uninsured patients, many public health depart-
ments are reducing the direct clinical services they provide. Increasingly, health departments are focusing their efforts
on prevention and education, helping newly insured and others access health care services, and convening community
stakeholders in coalitions to improve community health. Other governmental agencies are also increasingly being tasked
with helping to keep the communities they serve healthier and able to live more productive lives. All of these changes
have placed an increased emphasis on public-private partnerships, coalition building and advocacy for community health
improvements. There is increased collaboration between health systems, community hospitals, insurance companies,
physician practices, long-term care and other providers, as well as community-based organizations, public health depart-
ments, and patients and consumers. These collaborations will only continue to grow and mature.

Anne Arundel County is fortunate that it has many strong, existing partnerships to improve the health and well-being of
Anne Arundel County residents.


http://www.cdc.gov/stltpublichealth/program/transformation/index.html
http://www.cdc.gov/stltpublichealth/program/transformation/index.html
http://www.mhaonline.org/docs/default-source/advocacy/legislative/md-general-assembly/Priorities/leave-behinds/waiver-101.pdf?sfvrsn=2
http://www.mhaonline.org/docs/default-source/advocacy/legislative/md-general-assembly/Priorities/leave-behinds/waiver-101.pdf?sfvrsn=2
http://www.mhaonline.org/docs/default-source/advocacy/legislative/md-general-assembly/Priorities/leave-behinds/waiver-101.pdf?sfvrsn=2
http://www.mhaonline.org/docs/default-source/advocacy/legislative/md-general-assembly/Priorities/leave-behinds/waiver-101.pdf?sfvrsn=2
http://www.mhaonline.org/docs/default-source/advocacy/legislative/md-general-assembly/Priorities/leave-behinds/waiver-101.pdf?sfvrsn=2
http://www.mhaonline.org/transforming-health-care/tracking-our-all-payer-experiment)
http://www.mhaonline.org/transforming-health-care/tracking-our-all-payer-experiment)
http://www.mhaonline.org/transforming-health-care/tracking-our-all-payer-experiment)
http://www.mhaonline.org/transforming-health-care/tracking-our-all-payer-experiment)

The IHI Triple Aim

Population Health

Experience of Care Per Capita Cost

FO rewo rd .............................................................

The summative (quantitative) data contained in this needs assessment was gathered from a variety of local, state and
national sources. Population and socio-economic statistics were compiled using data from the United States (U.S.) Census
Bureau’s Population Estimates Program and the American Community Survey 1-Year and 5 Year Estimates. These data
should be considered less reliable due to the gap of eight years since the last full census. All data here are based on cen-
sus estimates. Birth and death data files were obtained from the Maryland Department of Health and Mental Hygiene,
Vital Statistics Administration. The emergency department and inpatient hospital discharge data files were obtained
from the Maryland Health Services Cost Review Commission for topics like birth, mortality and hospital utilization. Other
data sources used for this report were: Maryland Vital Statistics Annual Reports, Maryland Department of Health and
Mental Hygiene’s Annual Cancer Reports, Behavioral Risk Factor Surveillance System (BRFSS), Centers for Disease Control
and Prevention’s CDC WONDER Online Database, Centers for Medicare and Medicaid Services, National Vital Statistics
Reports and County Health Rankings, and a variety of local databases. The specific data sources are listed throughout the
report.

The 2018 CHNA draws on qualitative data gathered from 26 key informants and 11 focus groups. Focus group areas in-
cluded emergency department personnel, low income youth, behavioral health providers, Hispanic residents, advocates,
domestic violence victims and a host of others representing a total of 185 participants. A full list of focus groups and key
informants can be found below. Interviews and conversations were recorded, with the permission of participants, and
transcribed verbatim. The author thanks Lisa Kovacs, Administrative Coordinator at the Anne Arundel County Partnership
for Children, Youth and Families, for the hours of transcription time spent ensuring this CHNA accurately represents the
voices of our community. The data was read and reread until dominant themes emerged which became the subtext of
the report. All participants gave permission for their words to be used in the final report, although their identities are
protected.

The 2018 CHNA draws on qualitative data gathered from 26 key informants as follows:

CEO, Anne Arundel Medical Center (AAMC)

CEO, University of Maryland Baltimore Washington Medical Center
Anne Arundel County Health Officer

Executive Director, Anne Arundel County Mental Health Agency
Director, Anne Arundel County Crisis Response

Clinical Director, Anne Arundel County Mental Health Agency
Domestic Violence Coordinator, AAMC

County legislative leader

Director, Department of Social Services



Schools Superintendent

Middle School Ambassador

Three Domestic Violence victims

Director, Anne Arundel County Department of Aging and Disabilities
Hispanic Community leader

Anne Arundel County Chief of Police

Anne Arundel County Transportation Director

County Executive

County Administrative Officer

Faith leader

Public housing resident

Formally homelessyouth

Executive Director, Community Health Agency

Executive Director, YWCA

Executive Director of Alternate Education for the public school system

Eleven focus groups contributed to the report as follows:

AAMC and UMBWMC Emergency Department and Emergency Response (14).
Low-Income Youth from Public Housing (32).

Behavioral Health Providers (40)

Domestic Violence and Sexual Assault Victims (7)

Seniors (10)

Hispanic Community (5)

Human services providers and advocates (14)

Early childhood advocates (10)

Community Health providers (4)

Aging and Disabilities providers (7)

Pupil Personnel Workers (20)

Anne Arundel County Health Department senior staff (12)
Criminal justice representatives (5)

Information Gaps in the Data

e The last full US Census of the population was completed in 2010. All census data used in this report is based on

summary estimates completed each year since then.

e The mental health secondary data in this report reflects the public mental health system only.

e Numbers for heroin and other opiate addictions rely on police reports and emergency room data. There is no

accurate count for the number of heroin addicts in the county.

e Domestic violence numbers are unreliable. Many incidences go unreported, reflect those seeking medical atten-
tion, or who seek support through a domestic violence provider or the court system.

e Opinions from youth consumers of mental health services were not captured in this report.

e There is no accurate count of the number of undocumented residents in the county

e Homeless family numbers are unreliable. They reflect only those families who have been served in a shelter or by

a homeless service provider.



About the Author

Dr. Pamela Brown is currently the Executive Director of the Anne Arundel County Partnership for Children, Youth and
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tation Chair for the University of Phoenix specializing in qualitative case study methods. She is certified to conduct ethical
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olis and Anne Arundel County. All organizations throughout Anne Arundel County, including community-based organiza-
tions, non-profits, faith-based organizations, government and businesses are encouraged to use the CHNA findings.



Summary of Principal Findings

Population: The Anne Arundel County population has grown 14.3 percent since 2000 to 559,737 residents. The
county’s population is aging. Those over 65 have increased by 11 percent since 2014 while the percentages of
those 19 and under have decreased slightly.

Hispanic Population: The Hispanic population is growing more significantly than all races/ethnicities and is now at 7.9
percent or 39, 402 residents, still lower than the state average of 9.8 percent. The County has the fourth largest Hispanic
population by percentage among Maryland counties. The distribution of the Hispanic population is uneven in the county
with a high of 20.3 percent in the City of Annapolis.

Health: Life expectancy for the county has risen to 79.6 years. Cancer remains the leading cause of death, although the
numbers have seen a 1 percent decrease since 2013. Accidental (unintentional injury) deaths have risen to the fourth
leading cause of death, driven most likely by increases in opioid overdose deaths. Heart disease accounts for 22 percent
or 974 of all county deaths as of 2016. That number has risen almost 10 percent since 2013.

Overweight and Obesity: Overweight and obesity continue to create health issues for county residents. Between 2012
and 2016, the percent of overweight adults (Body Mass Index of 25 to 29.9) 18 years and older in Anne Arundel County
rose slightly from 36.7 percent to 37.2 percent. The percent of county residents who are classified as obese (Body Mass
Index 30 and over) also rose from 27 to 31 percent.

Mental Health: There has been a 70 percent increase in residents seeking mental health services since 2012; 16,343
residents were served by the county mental health agency in 2018. The two highest increases in numbers served are the
early childhood population and those over 65. Increased mental health and behavioral issues in the birth to five early
childhood population are causing widespread concern in every system.

Substance Abuse: In 2017, Anne Arundel County police reported almost 1,100 opioid-related overdoses occurring within
the county, a 171 percent increase since 2014. Fentanyl-related deaths in the county have increased significantly since
2013 and surpassed heroin related deaths through currently reported data for 2017. The current opioid crisis has many
victims. The number of newborns assessed positive for substances in their systems, including methadone, has risen 144
percent since 2014 from 74 to 181. Grandparents and great grandparents are raising children with little governmental
help.

Domestic Violence: The data since 2015 shows an upward trend. The statistics for the 2018 year are alarming. The
numbers for the six month period are almost as high as for the previous 12 months. These statistics confirm anecdotal
data from police, schools and hospital personnel who all reported a notable increase in domestic violence over the same
period.

Child Physical and Sexual Abuse: In 2018, the county’s Child Advocacy Center investigated 326 sexual abuse cases, of
which seven were for sexual assault. Respondents noted a large increase in the number of child on child sexual assaults
that are being reported by the school system and other agencies.

Sex Trafficking Victims: Anne Arundel County is in the top five jurisdictions in Maryland for sex trafficking. While the
numbers were stable between 2015 and 2017, data for the first 6 months of 2018 are showing an almost 100 percent
increase in cases.

Emergency Departments: The two county hospital emergency departments at AAMC and UMBWMC have become the
‘catch all’ for somatic and behavioral health treatment. As one provider noted ‘we are the new church door’ for many of
the socio-economic issues in the county. They are often the receiving facilities for behavioral health issues. In 2017, there
were 12,446 behavioral health encounters; mood disorders accounted for 26.3 percent of those.



The Environment: The 2016 State of the Bay Report from the Chesapeake Bay Foundation showed that each of the three
indicator categories—pollution, habitat, and fisheries have improved since 2014. However, despite many efforts by fed-
eral, state, and local governments and other interested parties, pollution in the Bay does not meet existing water quality
standards. All of the county’s waterways are considered “impaired” because of excessive levels of major contaminants,
which are largely a result of untreated storm water runoff.

Transportation: The lack of public transportation continues to be a major issue for the county. The majority of county
residents (80 percent) drive to work alone in their cars every day; 7.7 percent car pool; 2 percent walk; and 2 percent
take a bus. There are now five regional transit routes, eight Annapolis routes, four local bus routes and four commuter
bus routes. Additionally there are two pilot bus routes in South County. There are large areas of the county that are un-
derserved or not served at all, including North and West County.

Homelessness: Homelessness is a continuing issue for individuals and families in the county. The county served 1,684
homeless individuals in 2017, including 269 families. There are still only three homeless shelters in the county and three
rapid rehousing programs. In 2018, 1,260 homeless youth were identified in the county public school system. North
County schools accounted for 337 of the homeless children, triple the amount for 2016

Social Media: The use of social media, including the active use of smart phones and tablets, is a major concern for resi-
dents and professionals in every area of the county. The constant access to electronic information is impacting every age
group and demographic. Babies as young as 12 months have been observed in the county holding iPhones and tablets.
One early childhood provider described this as “soothing by cell phone.”

Geography: The majority of negative social and health indicators continue to polarize in North and South County and
Annapolis. In South County, access to health care is very limited and there are few primary care doctors. Those residents
with transportation often travel to Glen Burnie to access primary care. Owensville Health Center is inaccessible to those
residents who live in areas like Deale and have no transportation. Brooklyn Park (North County) is both a Medically Un-
derserved and a Health Shortage Area and continues to have high indicators of need, as does Glen Burnie.
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Introduction

County Overview

Anne Arundel County is the fifth largest county in the state covering 415 square miles. It has 534 miles of natural shore-
line. For the majority of residents the county is a wonderful place to live. Most recent household median income esti-
mates stand at $91,918 (US Census estimates, 2016.) The unemployment rate (as of January 2018) is 3.9 percent, lower
than the state average of 4.6 percent. However, there are 32,368 Anne Arundel County residents (5.8 percent) living
below the poverty level. The rate of poverty for children is much higher, at 9.3 percent. Single female head of household
numbers are even higher and there are racial disparities; 14.8 percent of White and 19.3 of African American single fe-
male head of households are at or below the poverty level. Economic distress is spread unequally throughout the county
with pockets of low income and poverty level families clustered in North and South County areas and in Annapolis.

In 2018, residents are most concerned about the heroin/opioid crisis, gun violence, behavioral issues among the very
young, and the impact of social media on every facet of our lives and the lives of our children. Participants in this needs
assessment cited lack of transportation as the biggest barrier to success, from accessing appropriate medical care to
acquiring and retaining employment. The lack of quality, affordable child care and the scarcity of affordable housing are
continuing barriers for poverty level and low-income families as they try to move towards self-sufficiency.

Anne Arundel County is served by two major hospitals: Anne Arundel Medical Center in Annapolis and the University of
Maryland Baltimore Washington Medical Center in Glen Burnie (Figure 1.) Due to their location, residents living in the
northern part of county often choose to be served by MedStar Harbor Hospital, in Baltimore City. Residents in the south-
ern part of the county often seek medical care in Calvert and Prince George’s counties.

Figure 1: Anne Arundel County Hospital Locations
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Physical and behavioral health services are available at three Federally Qualified Health Centers (FQHCs) and at the
Anne Arundel County Department of Health (six clinic sites.) Medicaid recipients and other low-income, uninsured
residents can obtain a wide variety of quality mental health services through The Anne Arundel County Mental Health
Agency, Inc. (AACMHA).

There are eight options for primary care community clinics in Anne Arundel County. The clinics serve newborns to geriat-
rics, and work with those who are low-income, uninsured, or have other means of Medical Assistance, such as Medicaid.
Self-pay patients are charged for services based on gross household income and number of household dependents.

Population Demographics

The most recent census estimates on the diversity of the county illustrate a diminishing White, Caucasian population.
The Hispanic population has grown over 205.4 percent since the year 2000 (Table 3.) The most common foreign
languages in Anne Arundel County are Spanish (26,124 speakers), Tagalog (2,810 speakers), and Korean (2,751 speak-
ers.) Compared to other places, Anne Arundel County has a relative high number of Greek (737 speakers), Korean (2,751
speakers), and African Languages (2,387 speakers.)

Table 3: Anne Arundel County Ethnic and Racial Composition (2000-2016)

Ethnic/Racial Composition in Anne Arundel County, 2000-2016

Percent Change
2000 2010 2016 2010 2010
Amount % Amount % Amount % %
Total 489,656 100 537,656 100 | 559,737 100 14.3
Non-Hispanic Whites 390,519 79.8 405,456 75.4 393,514 70.3% 0.8
Other Races: 99,137 20.2 132,200 24.6 126,821 | 22.7% 27.9
Hispanic or Latino 12,902 2.6 32,902 6.1 39,402 7.9% 205.4
Black/African- American 65,755 13.4 83,484 15.5 87,090 15.6% 324
Other* 20,480 4.2 15,814 3 39,731 7.1% 94
* Includes: “American Indian and Alaskan Native”, “Asian”, “Native Hawaiian or other Pacific Islander”, “Some other race”, or “Two or more races”.
Therefore, the “White” and “Black” figures are those who were counted as “White alone” or “Black alone.”

U.S. Census Bureau, American Community Survey, 2016

Anne Arundel County has an aging population. Those over 65 have increased by 11 percent since 2014 while the percent-
ages of those 19 and under have decreased slightly. (Figure 2.)

Figure 2: Anne Arundel County Age Distribution (2014-2018)
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The HispanicCommunity

While the White Caucasian population of the county continues to diminish, the Hispanic population is growing more
significantly than all races/ethnicities and is now at 7.9 percent (still lower than the state average of 9.8 percent.) The
County has the fourth largest Hispanic population by percentage among Maryland counties. The distribution of the popu-
lation is uneven in the county with a high of 20.3 percent Hispanic in the City of Annapolis. The largest sector of the His-
panic population is from Central American countries, including a growing population from El Salvador. This is significantly
different from the overall U.S. Hispanic population, which is overwhelmingly Mexican (63 percent.)

Traditional governmental systems, from the city and county police departments, to the public schools and health sys-
tems, are struggling to adequately respond to this growing Spanish speaking population. Only seven Annapolis police of-
ficers speak Spanish as do nine percent of full-time civilian personnel, and only nine county police officers speak Spanish,
(City of Annapolis Police Department, 2017.) The public school system has a shortage of teachers for English Language
Learners (Anne Arundel County Public Schools, 2018) and the county mental health agency reports a woeful lack of
Spanish speaking counselors. There is only one Spanish speaking psychiatrist in the entire county (Anne Arundel County
Mental Health Agency, 2018.)

Senior Population

The number of Americans over the age of 60 is continuing to increase. The large demographic of Baby Boomers (those
born between 1946 and 1964) is now defining the aging population; 10,000 people in the nation turn 65 every day (U.S.
Health and Human Services, 2018.) Seniors are also living longer through advanced medical care, early diagnosis and
treatment, and better nutrition.

‘Seniors’ is a very broad term for a group that now spans almost four decades. Service providers see the aging popula-
tion in three quite distinct groups; 55- 69 years of age, 70-84 years of age and 85 and older. Each group has very distinct
needs emotionally, physically and psychologically.

In Anne Arundel County there has been an increase since 2013 in those residents over 60 from 18.2 percent to 19.2
percent. The largest increase is in the 65-74 age group with a smaller increase for the 85 and older group (Figure 3.) As
each group continues to age, their requirements for supports and services increase.

Figure 3: Senior Age Demographics in Anne Arundel County (2013, 2016)
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U.S. Census Bureau, American Community Survey, 2016 Estimates

The county’s senior population is expected to continue rapid growth until 2030 when the trend line begins to dip (Figure
4.) The Maryland Department of Aging State Plan (2017) predicts there will be a 40.49 percent increase in seniors living
in Anne Arundel County during this period from 80,000 seniors to over 150,000 in 2030.
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Figure 4: Maryland’s 60+ Population Projections for Anne Arundel County (2015-2030)
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Income

The gap between rich and poor continues to widen. The number of resident households with an income above $200,000
has grown by over 38 percent. Those households with an income below $25,000 have shrunk, but only slightly (Table 4.)
Anne Arundel County Economic Development Corporation offers more recent income estimates than census data sug-
gesting that in 2018, the median household income for the county is now standing at $99,652; 19 percent more than the
state and 65 percent more than the nation.

Table 4: Estimated Annual Household Income Numbers for Anne Arundel County (2010, 2016)

Estimated Annual Household Income Numbers 2010 and 2016

2010: 2016:
1otals
195,999 204,829
Per household Number % Number % Percent Change
Less than $25,000 20,819 10.7 20,439 10.0 -1.80%
25,000-34,999 12,201 6.2 10,875 53 -10.90%
35,000-49,999 19,077 9.7 18,775 9.2 -1.60%
50,000-74,999 34,853 17.7 32,573 15.9 -6.50%
75,000-99,999 29,982 15.3 29,148 14.2 -2.80%
100,000-199,999 61,569 31.0 68,734 33.6 11.60%
200,000 and above 17,498 9.0 24,285 11.9 38.80%
US Census Bureau American Community Survey, 2016 estimates
Poverty

Poverty is defined in different ways. The official United States poverty rate is decided by the Federal government. As

of 2018, a family of four (two adults, two children) with an annual income below $25,100 is living in poverty. There are
32,368 Anne Arundel County residents (5.8 percent) living below the poverty level (Table 5), a slight dip from the 2016
level of 33,618 (6.1 percent) although the trend line is still up slightly since 2014. There are 31,377 households led by
single parents, of which 22,565 have a female as the head of household. Economic well-being for households headed
by a single parent can be fragile. Estimates suggest 14.7 percent of the single parent households in the county make an
income that is below the federal poverty level.
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Table 5: Poverty Status, Anne Arundel County (2014-2017)

Poverty Status, Anne Arundel County, 2014-2017

2014 2015 2016 2017
Percent Percent Percent Percent
Below below Below below Below below Below below
poverty poverty poverty poverty
level poverty level poverty level poverty level poverty
level level level level
Population below poverty level 31,573 5.9% 31,573 5.9% 33,168 6.10% 32,368 5.8%
Age
Under 18 years 8,846 7.1% 8,359 6.7% 8,923 7.10% 9,024 7.1%
18 to 64 years 8,377 6.8% 19,571 5.7% 20,126 5.80% 18,585 5.3%
65 years and over 3,563 5.2% 3,643 5.1% 4119 5.60% 4,759 6.0%
Race and Ethnicity
White, not Hispanic or Latino 18,365 4.6% 18,875 4.7% 18,237 4.70% 18,367 4.5%
Black or African American alone 8,608 10.5% 8,622 10.3% 8,153 9.70% 9,417 10.7%
Asian alone 1,744 9.1% 1,524 7.8% 1,423 7.20% 787 3.7%
Hispanic or Latino origin (of any race) 3,165 8.9% 3,018 8.2% 3,643 9.50% 5,491 12.5%

US Census Bureau, American Community Survey, 2016 Estimates
Poverty continues to be concentrated in the North and South of the county (Table 6.) The highest percentage of poverty
is in the ZIP Code that contains Brooklyn Park at a staggering 27.3 percent followed by Curtis Bay; both areas border Bal-

timore City. North Beach and Deale (South County) have almost twice the level of poverty as the county average.

Table 6: Anne Arundel County Selected Poverty Percentages by ZIP Code (2016)

Selected Poverty Percentages by ZIP Code, 2016
Anne Arundel County

ZIP Code Area Poverty Percentage
21225 Brooklyn Park 27.3%

21226 Curtis Bay 16.6%

21060 Glen Burnie (East) 7.9%

21061 Glen Burnie (West) 9.2%

20714 North Beach 10.6%

20751 Deale 10.8%

Anne Arundel County 5.8% (2017 estimates)

US Census Bureau, American Community Survey, 2016 and 2017 Estimates

Low income residents can also be measured by the numbers receiving what used to be called food stamps and is now
the Supplemental Nutrition Assistance Program (SNAP). Snap participation is down 21 percent since peaking in 2014
at 45,552 (Figure 5.) This is partly due to reinstated work requirements and a decrease in adult eligibility, as well as the
improving economy.
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According to 2016 US Census American Community Survey estimates, SNAP recipients are spread unevenly across the
county (Figure 6) with the largest number in North and South County areas and Annapolis.

Figure 6: Anne Arundel County SNAP recipients (2016)

Greater than County Average (7.0%)

I:l Households on SNAP

Harwood

US Census Bureau American Community Survey, 2016 Estimates

Child Maltreatment

According to the Center for Disease Control (2018) high poverty and concentrated neighborhood disadvantage increases
the likelihood that a child will suffer abuse and neglect. In Anne Arundel County, an average of 444 children per month
were abused or neglected from March 2016 through February 2017, an increase of almost 13 percent since 2014.

Table 7: Counties in Maryland with the Highest Number of Child Maltreatment Reports (2017)
Counties in Maryland with the

Highest Number of Child Maltreatment Reports, 2017

Monthly Average from
March 2016-February, 2017
Montgomery 526
Baltimore City 554
Prince George's 748
Anne Arundel 444
Baltimore County 414

Maryland Department of Human Resources, 2017
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The numbers of Anne Arundel County families receiving in-home services from county social services has risen every
year since 2014. Child protective investigations for abuse and neglect were decreasing until 2018. Most alarming, the
numbers of newborns exposed to illegal substances has increased 158 percent since 2014 (Table8.)

Table 8: Anne Arundel County Child Welfare Key Indicators (2014-Present)

Anne Arundel County Child Welfare Key Indicators 2014 - Present

2014 2015 2016 2017 2018 (September)

Fam!lles Receiving in Home 483 607 662 753 625
Services

New'Chlldren Receiving in Home 1005 1016 1139 1429 1196
Services

New CPS Accepted Investigations 2400 2154 2161 2185 2243

New Substance Exposed Newborn 7 169 197 174 191
Assessments

Anne Arundel County Department of Social Services, 2018

The Environment

Anne Arundel County is a place of natural beauty that can be enjoyed through two state and 70 county parks linked by an
extensive network of recreation and transportation trails. With 534 miles of linear coastline, the county ranks second for
waterfront in the state and second in the nation when compared to other counties. The county has a wealth of waters,
including the Magothy River, the Upper Patuxent River, the Rhode River, the Severn River, the South and West Rivers and
the Patapsco River.

The Chesapeake Bay is perhaps Anne Arundel County’s most treasured natural resource, constituting the largest estuary
in the United States. Many Anne Arundel communities are within one mile of the Bay shoreline. The 2016 State of the
Bay Report from the Chesapeake Bay Foundation shows that each of the three indicator categories; pollution, habitat,
and fisheries, have improved since 2014 (Table 1.) However, despite many efforts by federal, state, and local govern-
ments and other interested parties, pollution in the Bay does not meet existing water quality standards.

According to the Anne Arundel County Department of Public Works, all of Anne Arundel County’s waterways are consid-
ered “impaired” because of excessive levels of major contaminants, which are largely a result of untreated storm water
runoff. All storm water runoff ends up in nearby streams, rivers and eventually the Chesapeake Bay, without prior treat-
ment. Since storm water comes into contact with litter, gasoline, oils, brake pad dust from cars, pesticides, waste from
pets and many other toxins along its journey, storm water is a significant source of pollution to the county waterways.

Table 1: Chesapeake Bay Health Indicators, 2014 to 2016 Comparison

Indicator 2016 2014 Grade
Nitrogen 17 +1 F
Phosphorus 28 +3 D
_§ Dissolved Oxygen 40 +3 C
% Water Clarity 20 +2 D-
* Toxins 28 0 D
Forested Buffers 57 -1 B
= Wetlands 42 0
fé Underwater Grasses 24 +2 D-
- Resource Lands 32 0 D+
Rockfish 66 +2
.§ Blue Crabs 55 +10 B
% Oysters 10 +2 F
- Shad 11 +2 F

Chesapeake Bay Foundation, 2017
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The Anne Arundel County Department of Health (2018) identified five potential groundwater problem areas for water
quality within the county due to saltwater intrusion, volatile organic compounds (VOCs) and elevated levels of nitrate,
radium, arsenic and cadmium. The areas are Annapolis Neck, Gambrills Area, Northern Anne Arundel County (generally
all areas north of U.S. Route 50), Fort Meade/Odenton Area and the Annapolis/Edgewater Peninsula.

LeadinSchoolBuildings

As of August, 2018, 19 public schools had unacceptable levels of lead in their drinking water. Although the Center for Dis-
ease Control does not set an unsafe level of lead, the U.S. Environmental Protection Agency recommends water be shut
off at any faucet where lead levels exceed 20 parts per billion. Children are especially susceptible to lead poisoning. It can
result in an array of negative health affects including reduced 1Q, impaired growth, hearing loss and severe neurological
problems. At Glen Burnie High School, 71 water outlets tested above that level. Of the elementary schools, 18 had at
least one faucet at the unacceptable for lead level (Table 2.)

Table 2: Anne Arundel County Public Schools with Unacceptable Lead Levels

Schools with faucets above 20 parts per billion for lead Number of faucets

Brooklyn Park Elementary School 23

Sunset Elementary 14

Hilltop Elementary 13

High Point Elementary 13

Overlook Elementary 10

[any
o

Park Elementary

Belle Grove Elementary

Linthicum Elementary

Solley Elementary

Oakwood Elementary

Marley Glen Special Elementary

George Cromwell Elementary

Glendale Elementary

Richard Henry Lee Elementary

Woodside Elementary

Ferndale Elementary

North Glen Elementary

Rl R IN|INININMNIRlWlU]O0 |0

Point Pleasant Elementary

Maryland Department of the Environment, 2018

Air quality is another issue for the county. Anne Arundel was given an F by the American Lung Association in 2018 for an
average of 13 high ozone days, a reduction from the 2013 rate of 23 days. High ozone causes respiratory harm (e.g. wors-
ened asthma, worsened COPD, inflammation,) can cause cardiovascular harm (e.g. heart attacks, strokes, heart disease,
congestive heart failure) and may cause harm to the central nervous system.
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Summary

In 2018, Anne Arundel County is still a land of plenty. Low unemployment, high median household income, growing
cultural diversity and acres of natural beauty make the county a desirable place to live. However, deep and stubborn
pockets of poverty to the South and North of the county and in the City of Annapolis, require focused attention. As one
administrator noted:

There is a lot of suffering, there are a lot of people with challenges in this community and as good a job as we’re doing,
these problems are not going to be solved overnight.

While our bay and watersheds are improving, air quality is still an issue for vulnerable residents. Newly required testing
for lead pollution in the drinking water at public schools points to the need for public action, especially at the elementary
level when children are most susceptible.

19



Chapter1-SomaticHealth

In 2016, there were 4,380 deaths in Anne Arundel County, and life expectancy was 79.6 years. Accidental (unintentional
injury) deaths rose to the fourth leading cause of death driven by increases in opioid overdose deaths. Cancer was the
leading cause of death, although these number have seen a 1 percent decrease since 2013 (Figure 7.) Overweight and
obesity continue to drive poor health outcomes for the county, including secondary issues such as diabetes.

Figure 7: Leading Causes of Death, Anne Arundel County (2016)

Leading Causes of Death, Anne Arundel County, 2016
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Maryland Department of Health, Vital Statistics Administration, 2016

Heart disease accounts for 22 percent or 974 of all county deaths as of 2016. That number has risen almost 10 percent
since 2013. Age-adjusted death rates for coronary heart disease decreased for Blacks and Whites between 2013 and
2016. While Blacks still have the highest death rates in the county per 100,000 residents, that number decreased by 18
percent in just three years . The decrease for Whites was only 8 percent (Figure 8.)

Figure 8: Age Adjusted Death Rate per 100,000 (2010-2016)
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*Individuals of Hispanic origin were included within the White or Black estimates and are not listed separately.
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Births

Many factors affect pregnancy and childbirth including the mother’s pre-pregnancy health status, the mother’s age at
birth, access to health care and socioeconomic status (Anne Arundel County Department of Health, 2018.) In 2016, there
were 6,994 births in Anne Arundel County. Of those births, 4,357 were non-Hispanic White, 1,251 were non-Hispanic
Black and 896 were Hispanic. The Hispanic population is showing the greatest increase, at 15 percent, yet, according to
participants, there is a lack of affordable OBGYN services for this population.

Table 9: Anne Arundel County Births by Race and Ethnicity (2012-2016)

Anne Arundel County Births by Race and Ethnicity
2012 - 2016

2012 2013 2014 2015 2016
Total 6,852 6,814 6,968 6,924 6,994
NH*White 4,514 4,399 4,483 4,383 4,357
NH Black 1,195 1,204 1,236 1,259 1,291
Hispanic 782 827 866 847 896

Anne Arundel County Department of Health, 2018

The teen birth rate has dropped for all races/ethnicities since 2012, although the Hispanic rate has shown an uptick since
2013. The Black teen birth rate has dropped by almost half since 2012 (Figure 9.)

Figure 9: Teen Birth Rates by Race/Ethnicity for Anne Arundel County (2012-2016)
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Infant Mortality

Infant mortality measures deaths during the first year of life. In 2016, there were 39 infant deaths in Anne Arundel
County, with an overall infant mortality rate of 5.6 per 1,000 live births, lower than the State and the Nation (Table 10.)
A significant disparity continues to exist between white and black infant mortality. In 2016, non-Hispanic black infants in
Anne Arundel County had a mortality rate of 10.5 per 1,000 live births, double that for non-Hispanic white infants. The
same disparity is seen at the state and national levels (Table 10.)



Table 10: Infant Mortality Rate Comparison (2012-2016)

2012 2013 2004 | 2015 | 2016
Infant Mortality- All Races per 1,000 Live Births
Anne Arundel 6.4 5.6 5.7 5.1 5.6
Maryland 6.3 6.6 6.5 6.7 6.5
United States 6.0 6.0 5.8 5.9 5.9
Infant Mortality- Non-Hispanic White per 1,000 Live Births
Anne Arundel 5.3 3.9 3.8 3.6 5.3
Maryland 3.8 4.6 4.4 4.0 4.3
United States 5.0 5.1 4.9 4.9 5.0
Infant Mortality- Non-Hispanic Black per 1,000 Live Births
Anne Arundel 8.4 10.8 12.9 9.5 10.1
Maryland 104 10.6 10.7 11.3 10.5
United States 11.2 111 10.9 11.3 10.8
Infant Mortality- Hispanic (Any Race) per 1,000 Live Births
Anne Arundel 7.7 7.3 *x ok *x
Maryland 5.5 4.7 4.4 5.5 5.4
United States 5.1 5.0 5.0 5.0 5.0

** Rate not calculated, fewer than 5 deaths.
Maryland Department of Health, Vital Statistics Administration, 2012-2016 Annual Reports

U.S. Department of Health and Human Services, Healthy People 2020

Low birthweight is a term used to describe babies who are born weighing less than 2,500 grams (five and a half pounds.)
In contrast, the average newborn weighs about 8 pounds. Risk factors for low birthweight include using street drugs and
abusing prescription drugs, exposure to air pollution or lead, low socioeconomic status and domestic violence (March of
Dimes, 2018.) Low birth weight infants run the risk of developing health issues, hyperactivity disorders and developmen-
tal issues, especially those developmental issues related to school achievement. The pre-conception and pre-birth health

of the mother are contributing factors, often related to limited access to health and pre-natalcare.

In Anne Arundel County, the percentage of low birth weight babies is dropping slowly and is less than the state average

at 7.4 percent (Table 11.)

Table 11: Percentage of Babies Born of Low Birth Weight (2016)

Percentage of Low Birth Weight

(<2500 g) Babies Anne Arundel Maryland United States
2014 7.5% 8.5% 8.0%
2016 7.4% 8.6% 8.2%

Anne Arundel County Department of Health, 2018

There are several ZIP Codes concentrated in the northern part of the county where the percentage of low birth weight

infants is much higher than 7.5 percent, especially in the North of the County (Figure 10.)
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https://www.marchofdimes.org/pregnancy/street-drugs-and-pregnancy.aspx
https://www.marchofdimes.org/pregnancy/air-pollution.aspx
https://www.marchofdimes.org/pregnancy/lead-poisoning.aspx

Figure 10: Anne Arundel County Percent Low Birth Weight by ZIP Code
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Health Care Access

The Affordable Care Act (ACA) continues to increase county residents’ access to health care. Under the ACA, persons
whose income is up to 138 percent of the poverty level are eligible for Medicaid. Persons whose income is above 138
percent but below 400 percent of the poverty level have the option to purchase health insurance through the Maryland
Health Connection (the state’s insurance marketplace/exchange). However, access issues remain. As one respondent
commented:

People believe they have access to healthcare on the Medicaid side but there’s so many that do not accept Medicaid and
that’s a real barrier to access and then people who have the high deductible health plans can’t make their deductible

A small percentage of county residents such as undocumented persons, those not enrolled in Medicaid despite being
eligible, and persons opting to pay the annual penalty instead of purchasing insurance, still remain uninsured. However,
the percent of uninsured residents in Anne Arundel County continued to decline in 2016, reaching a low of 6 percent of
residents. The Hispanic population has the highest rate of uninsured in the county (22 percent.)

The number of Medicaid enrollments increased from 84,616 in 2014 to 93,425 in May 2018, a ten percent increase
(Table 12.) Specialist care is an access issue for the Medicaid and uninsured populations. While primary care may be ac-

cessible through community health clinics, finding specialists who will take referrals without private insurance is difficult.

As one provider noted:

We can use preventive primary care —there’s no problem with that, but if someone needs cardiology or oncology and they
are uninsured, not all specialists will see them or do payment plans — that’s an access to care issue
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Table 12: Medicaid Enrollment by Age, Sex and Race/Ethnicity, Anne Arundel County (May 2018)

Medicaid Enroliment 2014 Medicaid Enroliment 2018
Total Enrollment 84,616 93425
Age
Under 20 Years 37,843 44572
21 to 64 Years 43,040 44216
65 Years and Over 3,733 4637
Sex
Male 37,186 42133
Female 47,430 51292
Race/Ethnicity
White, NH 39,793 (47%) 35824
Black, NH 25,193 (30%) 22718
Hispanic, Any Race 6,349 (8%) 920
Asian 3,829 (5%) 4274

Maryland Department of Health, 2018

Access to outpatient care is a continuing issue in the county. Having a primary care provider reduces nonfinancial barriers
to obtaining care, facilitates access to services, and increases the frequency of contacts with health care providers.
Without a primary care provider, people have more difficulty obtaining prescriptions and attending necessary
appointments. According to county health rankings, the patient to primary care physician ratio in Anne Arundel (1,450:1)
is worse than in Maryland (1,140:1) and the U.S. top performing counties which are among the 90% percentile in ranking
(1,030:1). The actual number of primary care physicians in the county has increased by only five since 2014 (Table 13.)

As one provider noted:

The percentages (primary care doctors) are still low and that’s still a problem. | think primary care docs do have large
caseloads and that is hard on folks. But | just think we need to make primary care more attractive to medical schools.

Similarly, the patient to dentist and mental health providers’ ratio in Anne Arundel is worse than in Maryland and the
U.S. top performing counties.

Table 13: Primary Care Physicians, Dentists and Mental Health Providers in Anne Arundel County (2018)

Anne Arundel Anne Arundel Marvland Ratio Top U.S. Counties
County Total County Ratio v (90th percentile)
Primary Care Physicians ) . .
(2018) 386 1,450:1 1,140:1 1,030:1
Dentists (2018) 378 1,480:1 1,320:1 1,280:1
Mental health
providers (2018) 861 650:1 460:1 330:1

County Health Rankings, Anne Arundel County Department of Health, 2018
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Heath Professional Shortage Areas

Health Professional Shortage Areas (HPSAs) are designated by Health Resources and Services Administration (HRSA) as
having shortages of primary medical care, dental or mental health providers and may be geographic or facility-based. In
Anne Arundel County there is currently one designated Primary Care HPSA facility (Owensville Primary Care), 1 Dental
HPSA facility (Owensville Primary Care) and 2 Mental Health HPSA facilities (Owensville Primary Care and Maryland Cor-
rectional Institution, Jessup.)

Medically Underserved Areas

Medically Underserved Areas (MUA) are designated based on 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 percent-
age of the population age 65 or over. There are 11 census tracts in Anne Arundel County which are designated as med-
ically underserved areas or populations. Approximately 54,700 (10 percent) of the county’s population lives in these 11
census tracts. Brooklyn Park in North County is both an HPSA and an MUA.

Figure 11: Health Professional Shortage Areas in Anne Arundel County
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Anne Arundel County Department of Health, 2018

In 2016, 9.6 percent of Emergency Department visits were by uninsured residents. Although not all visits to the Emer-
gency Department are avoidable, care in lower level settings for some conditions, such as diabetes and hypertension, can
potentially reduce the number of visits, thereby reducing costs and increasing the quality of care. (Anne Arundel County
Department of Health, 2018.) The rate of Emergency Department visits increases for those residents living in Medically
Underserved and Health Professional Shortage Areas (Figure 12.)
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Figure 12: Emergency Department Encounters per 1,000 Population by ZIP Code, Anne Arundel County, 2017
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Most seniors have at least one chronic health condition, and many have multiple conditions. The top five conditions
seniors suffer from are hypertension, hyperlipidemia, arthritis, ischemic heart disease and diabetes (Administration on
Aging Administration for Community Living, 2018.) According to participants, chronic health issues are often created by
such social determinants of health as poverty and the lack of caring friends and relatives; both increasingly common in
the Medicare population.

Multiple participants noted that the seniors they served are prescribed a lot of different medications for health and be-
havioral health issues as they age. Many prescriptions are multiples of the same kind of medicine, some of which do not
react well together. Often seniors have issues remembering to take pills at the right time and in the right dose. As one
participant noted:

We've had some seniors on 26 different medications. The truth of the matter is that there’s 10 in their purse, 10 different
ones in their cabinets, there’s a couple on their night stands, they don’t know where one is, maybe they couldn’t afford the
other one and it’s still sitting at the pharmacy.

The number of Medicare beneficiaries is rising in the county as a result of the growing senior population. The county has
served almost 3,000 new beneficiaries in the last three years. The number who are also eligible for Medicaid, due to low
income, rose from 10.9 percent to 11.3 percent in three years (Table 14.) Half of all people on Medicare have incomes
less than $26,200 (Jacobson, Griffin and Neuman (2017.)
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Table 14: Medicare Beneficiaries in Anne Arundel County, 2013-2016 Comparison

Beneficiary Demographic Characteristics (Number g?l:l’zrcenta 2016
ge) (Number or Percentage)

Beneficiaries with Part A & Part B 75,607 78,529
Fee-for-service Beneficiaries 69,420 70,606
Medicare Advantage (MA) Beneficiaries 6,187 7,923
Average Age 72 years 72
Female 56.2% 56.5%
Male 43.8% 43.5%
White, NH 82.2% 81.5%
Black 31.1% 12.5%
Hispanic, Any Race 1.3% 1.6%
Eligible for Medicaid 10.9% 11.3%

Anne Arundel County Department of Health, 2018

In 2017 there were 59, 277 hospital stays in Anne Arundel County; a rate of 104.3 stays per thousand (Table 15.) The
hospitalization rate increased with age from 68.7 hospitalizations per 1,000 population among 0-18 year olds, to 262.5
hospitalizations per 1,000 population among those aged 65 years and over. (Note: This data only includes Anne Arundel
County residents admitted to hospitals in Maryland.)

Table 15: Inpatient Hospitalizations in Anne Arundel County (2017)

Number Rate per 1,000

Total Hospitalizations 59,277 104.3
Age

0 to 18 Years 9,763 68.7

19 to 39 Years 12,917 83.3

40 to 64 Years 16,607 84.9

65 Years and Over 19,990 262.5
Sex

Male 25,656 92.7

Female 33,621 118.8
Race/Ethnicity

White, NH 38,719 96.9

Black, NH 11,747 132.5

Asian, NH 1,271 62.1

Hispanic (Any Race) 3,368 84.7

Anne Arundel County Department of Health, 2017

The rate changes depending on ZIP code. The ZIP Code containing Brooklyn Park has the highest rate of hospitalization at
1639 per 1,000 residents. The Glen Burnie rates are also notable when population density is considered (Table 16.)



Table 16: Inpatient Hospitalizations by ZIP Code, Anne Arundel County, 2017

Inpatient Hospitalizations by ZIP Code
Anne Arundel County 2017

Town Zip Code Number Rate per 1,000
Brooklyn 21225 2396 169.3

Curtis Bay 21226 555 16.4
Friendship 20758 66 155.3
Galesville 20765 53 147.2

Glen Burnie (East) 21060 4307 133.9

Glen Burnie (West) 21061 6717 123.8

Anne Arundel County Department of Health, 2018

Lack of access to primary care, multiple health issues presenting at the same time, poverty, unhealthy food and lack of
medication management were reasons given for the high rates. As one provider noted:

We have seen a huge increase in the acuity of our patients... they have multiple issues; congestive heart failure and renal

failure and diabetes not just one. A number of patients with very complex and multiple issues along with poor social
determinants of good health.

Figure 13: Hospitalization Rate per 1,000 Population by ZIP Code, Anne Arundel County (2017)

Rate per 1,000
|:] Less than or equal to 104.7
l:l Greater than 104.7

County's Average Hospitalization Rate:
104.7 per 1,000 Population

Harwood

Anne Arundel County Department of Health, 2017

28



The numbers of Limited English Proficient residents are growing, especially in North County. Hospitals are required to
serve such residents and provide translation services. Several participants noted a rise in the population. Anecdotal in-
formation suggest their health needs are also being served in community health clinics. While the numbers of bi-lingual
health care professionals appear to be growing slowly, there is a lack of interpreters who understand medical terminolo-
gy. As one provider recounted:

We have a patient who saved months for his neurological, to see a neurosurgeon for follow up; $715 a visit which he knew
ahead of time, and he and his wife scrimped and saved and they went in. The wife had to translate, she has no medical
knowledge whatsoever. And the gentlemen left with no idea what the guy said.

Overall, the physical health of county residents and their access to health services have improved since 2014. However,
in the densely populated areas of Glen Burnie and Brooklyn Park, (Health Professional Shortage and Medically Under-
served Areas) costs are being driven up by emergency room visits and increased hospitalization rates. Environmental
issues continue to put the Chesapeake Bay, its shoreline, and county rivers at risk.

e Increased numbers of community health clinics, especially in Medically Underserved Areas
e Aplan to recruit primary care physicians.

e Limited English Proficient services

e Access to specialist services for the uninsured and the Medicaid population

e Medication management for Seniors

e Healthy living and preventative health care to avoid hospitalizations

e Aplan to address the social determinants of health.

¢ Increased focus on areas of high need and few resources; Brooklyn Park and Glen Burnie, Annapolis and
South County.

29



Chapter2-BehavioralHealth

Mental Health

The rise in behavioral health issues for every age group, and the lack of appropriate services and service providers, were
the major concerns for all participants in this needs assessment. These issues are exacerbated by providers who don’t
accept Medicaid and Medicare, and patients with inadequate health insurance, or no insurance at all. Overall there has
been a 70 percent increase in residents seeking public mental health services since 2012; 16,343 residents were served
by the county mental health agency in 2018 (Table 17.) The two highest increases in residents served are the early child-
hood population and those over 65. Participants in this needs assessment shared many opinions as to why mental health
issues are increasing including, poverty, isolation, social media, increasing societal violence, the fast pace of a technolog-
ical world and the reduction of stigma around mental health services. Several commented on the intergenerational and
socio economical nature of mental health. As one provider noted:

I think you go back to the families that are struggling in poverty who are multi-generational and living together; it’s the
hereditary piece. It’s the third generation bipolar schizophrenic whose child is showing ADHD acting out behaviors where
we know we worked with Mom 10 years prior or the Grandmother. We're dealing with more at an even younger age, you're
talking first and second grade.

Table 17: Individuals Served in the Public Mental Health System (2012-2018)

Individuals Served in the Public Mental Health System 2012 - 2018

Age Range FY 2012 | FY 2016 | FY2017 | % Change | FY 2018 | % Change % Increase 2012-2018
Early Child (0-5) 392 460 492 7.0% 548 11.4% 40%
Child (6-12) 1,821 2,596 2,774 6.9% 2,999 8.1% 65%
Adolescent (13-17) 1,388 1,923 1,929 0.3% 2,128 10.3% 55%
Transitional (18-21) 586 792 884 11.6% 926 4.8% 58%
Adult (22 to 64) 5,351 8,520 9,036 6.1% 9,628 6.6% 80%
Elderly (65 and over) 59 92 105 14.1% 119 13.3% 102%

TOTAL| 09,597 14,383 15,220 5.8% 16,348 7.4% 70%
* Based on claims paid through September 30, 2018.

Anne Arundel County Mental Health Agency, 2018

The County’s hospital Emergency Departments are often the receiving facilities for behavioral health issues. In 2017,
there were 12,446 behavioral health encounters; mood disorders accounted for 26.3 percent of those and over 20 per-
cent were alcohol related (Table 18.)



Table 18: ED Encounters for Behavioral Health Conditions in Anne Arundel County (2017)

ED Encounters for Behavioral Health Conditions, Anne Arundel County 2017

Condition Frequency Percent
1 Mood Disorders 3,277 26.3
2 Alcohol-Related Disorders 2,546 20.8
3 Substance-Related Disorders 2,212 17.8
4 Anxiety Disorders 1,654 13.3
5 Suicide and Intentional Self-Inflicted Injuries 724 5.8
6 Schizophrenia and Other Psychotic Disorders 655 5.3
7 Attention-Deficit Conduct and Disruptive Behavior Disorders 379 3.1
8 Delirium Dementia and Amnestic and Other Cognitive Disorders 348 2.8
9 Adjustment Disorders 295 2.4
10 Miscellaneous Mental Health Disorders 112 0.9

Total 12,446
Anne Arundel County Department of Health, 2018
Access

The Affordable Care Act continues to increase access to mental health services through expanded Medicaid services. The
total numbers served in the county public mental health system have increased 13 percent in two years from 14,383 in

2016 to 16,348 in 2018 (Table 17.) Those with private insurance struggle the most to access care due to limited coverage,

high deductibles, time limits and providers who will not accept private insurance. As one provider noted:

The clinical mental health services, the co-pays and deductibles in the new insured world will break your back. If you’re pay
check to pay check and you need a 30 dollar co-pay once a week, for the next six weeks, that probably isn’t going to happen

Table 19: Three Year Comparison for Medicaid Insured and Uninsured Individuals

Three Year Comparison Medicaid/Uninsured

Persons Served
FY 2016 FY 2017 | % Change | FY 2018 | % Change
Medicaid 13,824 14,626 5.80% 15,694 7.30%
Medicaid State Funded 1,923 2,342 21.80% 2,591 10.60%
Uninsured 746 488 -34.60% 642 31.60%
Total 14,383 15,220 5.80% 16,348 7.40%

Anne Arundel County Mental Health Agency, 2018

The number of out-patient mental health providers in the county continues to grow; an increase of 4.6 percent from 366
in 2014 to 383 in 2018. However, the ratio of mental health providers to residents in the county is much lower than the

state (Table 20.)

The county lacks psychiatrists and geriatric psychiatrists, especially for those residents with dementia and Alzheimer’s.
According to public mental health providers there is one Spanish-speaking psychiatrist in the county available to the
Hispanic uninsured population. There are very few Spanish speaking mental health counselors.
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Table 20: Mental Health Providers in Anne Arundel County, Maryland 2018

Mental Health Providers
Anne Arundel County, Maryland

Anne Arundel Anne Arundel Marvland Ratio Top U.S. Counties
County Total County Ratio y (90th percentile)

Mental health

providers (2018) 861 650:1 460:1 330:1

Anne Arundel County Department of Health, 2018

Residential services are a growing and urgent need. In Anne Arundel County, there are only 24 crisis temporary beds
and only one inpatient psychiatric unit with 24 beds which is located in Northern Anne Arundel County. Those beds are
virtually always full. There are 263 beds for the chronically mentally ill scattered throughout the county. There are no
residential services for adolescents. Both hospitals are currently expanding their mental health services as a result. Uni-
versity of Maryland Baltimore Washington Medical Center (UMBWMC) just added ten beds to their in-patient psychiatric
unit which will allow them to serve 650 more residents per year. Anne Arundel Medical Center (AAMC) broke ground on
a new mental health hospital in 2018 which will add 16 beds and serve 900 patients. The need is overwhelming. As one
provider noted:

So if you come to our campus with a broken bone, I've got 30 orthopedists who want to fix your bone. But if you come to
our hospital with a broken soul, we’ve got [few psychiatrists].

Mental Health and Behavioral Issues in Early Childhood -------------

Increased mental health and behavioral issues in the birth to five early childhood population are causing widespread
concern in every system. Behavioral problems in children as young as two years old are disrupting child care facilities
including Early Head Start and Head Start. They are causing consternation for parents and increasing stress for preschool
and kindergarten teachers. Hospital personnel described young children in the emergency room as “totally out of con-
trol” and physically assaulting staff who try to calm them. Parents are described as “exhausted and desperate - looking
for a place they can keep their child safe.” As one provider commented:

The shift is more and more towards the younger set. It used to be that when five, six, and seven year olds came in we thought they
just needed better parenting. We don’t say that anymore because a lot of these kids are really sick. About 50% of them need to

be hospitalized

Professionals are divided as to the cause of this increase but they all agree that this is a new phenomenon unrelated
to income. Many suggested the use of social media by parents and young children is leading to huge deficits in social
and emotional skills. It is no longer surprising to see young children “biting, scratching,” and even “throwing chairs” in
kindergarten classrooms. Children as young as two are being diagnosed with Attention Deficit Disorder and medicated
accordingly.

Some serious mental health issues are surfacing earlier; often co-occurring with developmental issues such as autism. As
one professional commented “we’ve seen some kids with even psychotic issues at a very young age.” According to the
Anne Arundel County Mental Health Agency (2018) the birth to five population is showing another large increase in use
of mental health services, a rise of 11.4 percent in one year (Table 17.) Yet there is a huge lack of resources inside the
public school system and within the community for this age group. According to participants from hospitals and schools,
suicidal ideation and “cutting” behaviors are becoming more and more common at the elementary school level. Pedia-
tricians are attempting to manage the crisis, usually with medications. Many professionals commented that for the 0-5
population, parents are the most important piece of the picture. As one noted:

If you took the child out of the environment would we still see the behavior? It is not just the traditional

(intergenerational poverty) environments, it is truly parents. Even if you have an environment that feels or looks okay you
may have a parent who is not skilled. We obviously have more vulnerable families who have issues with opioids. There may
be kids acting out, but when you see the parenting up close ...
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MentalHealthand Older Youth

The Anne Arundel County Department of Health provides school health services to all public school students through
school health assistants and nurses. The nurses’ work with school system guidance counselors to address students’ phys-
ical and mental health issues as they are identified and coordinate interventions as needed. The number of crisis inter-
ventions in the public school system for social and emotional issues has doubled since 2013 (Figure 14.)

Figure 14: Number of Crisis Interventions for Social/Emotional Problems in Anne Arundel County
Public Schools (2012-2017)
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Anne Arundel County Department of Health, 2018

As of 2016, the Anne Arundel County youth suicide rate was 7.8 per 100,000, an increase compared to the rate of 5.3 per
100,000 in 2012. The Centers for Disease Control and Prevention (CDC) estimates that for each youth suicide, there are
25 suicide attempts. Between 2012 and 2016, there were 1,306 Emergency Department encounters in Maryland hospi-
tals for suicide attempts by Anne Arundel County youth aged 10 to 24 years, an average of 261 per year. Similar to the
completed suicides among this age group, there were more Emergency Department encounters for suicide attempts be-
tween 2012-2016 (compared to the previous report for 2008-2012,) costing Emergency Departments an estimated $1.1
million (Anne Arundel County health Department, 2016.). According to the 2016 High School Youth Risk Behavior Survey,
the percentage of Anne Arundel County high school students who felt so sad or hopeless almost every day for 2 weeks in
a row that they stopped doing some usual activities, increased significantly between 2014 and 2016.

The number of Emergency Evaluations by county police for juvenile suicidal or out of control behavior has been steadily
rising since 2012 (Figure 15.) County police performed over 1,800 emergency evaluations for juveniles (ages 17 years
and under) for suicidal or out of control behavior from 2012 through 2016. Two thirds of the juveniles were White, 29
percent Black (Figure 16.)
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Figure 15: Emergency Evaluations Reported by Anne Arundel County Police for Juvenile Suicidal or Out of Control

Behavior by Sex (2012-2016)
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Figure 16: Emergency Evaluations Reported by Police for Suicidal or Out of Control Behavior by Race
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Participants emphasized the growing mental health issues for youth throughout the school system. Cutting behaviors,
depression and anxiety are increasing. There has been an over ten percent rise in mental health services for those youth
6-12 years since 2016 and an 8.1 percent rise in those age 12-17 years. Educators stressed that many children are impact-

ed by trauma, poverty and substance abuse issues at home. As one noted:

We have kids that are totally out of control. It's coming from a multitude of factors, and lack of parenting is a huge piece of

it. The worst three cases | can think of we had parents who were on pills, one experiencing

homelessness and one about to be evicted.
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The OpioidCrisis

Prescription Opioids

Prescription opioid addiction is now a major public health crisis. Although Anne Arundel County is the fifth largest county
in the state in terms of population, it has the third highest rate of prescription opioid related deaths as of 2017
(Figure 17.)

Figure 17: Number of Prescription Opioid-Related Deaths Occurring in Maryland by Place of Occurrence (2017)
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County health professionals acknowledge that, while opioids are helpful to patients with extreme pain issues, opioid
addiction is a major issue. The medical community has tightened regulations and behaviors around opioids and 2017 saw
the first decrease in prescription overdose use since 2013, from 48 to 43 deaths (Maryland Department of Health, 2018.)
According to one provider, it is important to manage pain but at the same time make sure excess supply is diminished:

We don’t want to withhold pain medicine from patients (who need it) but decrease the excess supply that is sitting out
there in everyone’s medicine cabinets.

Opioid/Heroin Overdoses

In 2017, Anne Arundel County police reported almost 1,100 opioid-related overdoses occurring within the county, a 171
percent increase since 2014 (Figure 18.)

Figure 18: Opioid-Related Overdoses Occurring in Anne Arundel County (2014-2017)
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As of October 30, 2018, there were 903 total overdoses year to date, a 1.4 percent decrease from 916 in 2017 (Figure
19.) Several county initiatives have contributed to that reduction including the very successful Safe Stations program. As
of April 20th, 2017, every police and fire department in the City of Annapolis and Anne Arundel County is designated as
a safe environment for those suffering from heroin/opioid addiction. Substance can ask for help 24 hours a day and are
offered recovery services.

However, the rate of fatal overdoses continues to increase, driven by the introduction of fentanyl into the

community. Fentanyl-related deaths in the county have increased significantly since 2013 and surpassed heroin related
deaths through currently reported data for 2017. Year to date 2018 there have been 149 fatal overdoses as opposed to
2017, a 13.7 percent increase. As with other county issues, geography plays a part. The majority of overdoses occur in
North County and Annapolis. Several participants pointed to Glen Burnie as the number one area for opioids. As one
provider noted:

I would like to see more suboxone providers in Glen Burnie because we know that this is a heroin saturated zip code and
there are very few docs that prescribe suboxone.

Figure 19: Opioid Overdoses January to October 2018 in Anne Arundel County
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Opioid related overdoses are also causing issues for hospital emergency departments. The rate of emergency depart-
ment opioid overdose encounters for Anne Arundel County residents has risen 91 percent since 2014 from 489 to 932
(Figure 20.) The percentages are uneven for the two county hospitals. UMBWMC accounted for 45 percent of the hospi-
tal encounters for opioid related diagnoses in 2018, year to date, whereas AAMC accounted for 19 percent.
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Figure 20: ED Encounters for Opioid-Related Overdose in Maryland Hospitals, Anne Arundel County Residents
(2014-2017)
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Secondary Victims of the Opioid Crisis

The current opioid crisis has many victims. The number of newborns assessed positive for substances in their systems,
including methadone, has risen 144 percent since 2014 from 74 to 181 (Department of Social Services, 2018.) Grand-
parents and great grandparents are raising children with little governmental help. Many are on fixed incomes and have
health and other issues to contend with. As one participant pointed out:

We need support for these grandparents. | have an 85 year old who is a retired nurse raising a second grader. It’s actually
her great grandchild. She came to a meeting with a notebook like | had, trying to keep track of the systems and how to
navigate them.

According to all participants, the children of opioid victims are traumatized and ashamed. Several suggested we need
narcotics support groups for teen family members. Young children born into homes where heroin is used may be ne-
glected, may have spent periods homeless or living in a tent, as with the case of an 18 month old in Glen Burnie in 2017.
There were numerous examples of very young children left alone or strapped into a car seat 24 hours a day. As one
provider noted:

Sometimes we’re not seeing these kids ‘til kindergarten or coming in to pre-k, but when they were two
Dad was a heroin addict and put the kid in the closet.

According to the participants in this needs assessment, teens who have an addicted single mother or father, or who are
living with grandparents, are taking care of their siblings, finding places to sleep, selling drugs for rent and visiting food
pantries. As one participant commented:

Like the 17 year old who finds her Mom dead of an overdose in a hotel and goes to school the next day and begs the school
for help. This epidemic is not going away...every family is impacted so what are we doing with that? You’ve got fathers, and
mothers, and aunts, and uncles who are dying. What are we doing with that?

Other Su bstance Use .................................................

Tobacco

Smoking is associated with an increased risk of heart disease, stroke, lung and other types of cancers, and chronic lung
diseases (Centers for Disease Control, 2018.) The rate of adult tobacco use has continued to drop in the county and is
now equal to the state and less than the nation (Figure 21.) According to the 2016 Middle School Risk Behavior Survey,
cigarette smoking by Anne Arundel Middle School students is trending significantly downwards. However, many partici-
pants commented on the increased use of e-cigarettes and vaping, in and outside of the school gates.



Figure 21: Percent of Adults 18 Years and Older Who are Current Cigarette Smokers: Anne Arundel, Maryland and U.S.
(2012-2016)
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Alcohol

Alcohol continues to be an acceptable social norm in the county. The number of alcohol related deaths increased by

273 percent between 2012 and 2016, from 15 to 56 deaths. 2017 data is only through the third quarter but continues

to follow the trend upwards (Figure 22.) According to the 2016 High School Youth Risk Behavior Survey, the number of
students who acknowledged driving a car, or driving within a car with someone who had been using alcohol, has reduced
significantly since 2014.

Figure 22: Anne Arundel County Alcohol Intoxication Deaths (2012-2017)
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Other Drugs

Several participants noted a rise in the use of ‘street drugs’ such as PCP, crystal meth and cocaine. Anne Arundel County
was third in the State in 2017 for cocaine ingestion deaths rising 400 percent between 2012 and 2017, from 13 deaths to
66 deaths (Maryland Department of Health, 2018.) The first quarter of 2018 showed a similar trend with 23 deaths from
cocaine use. Many participants noted the use of cannabis in students as young as 11 and the intergenerational use of
street drugs.
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Figure 23: Cocaine Intoxication Deaths in Anne Arundel County (2012-2017)
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Behavioral Health and Seniors

Demand for mental health services has risen more steeply for those age 65 and older than any other demographic (see
Table 17 on page 22.) Loneliness and isolation often results in anxiety and depression. As seniors live longer, an increas-
ing number develop dementia or Alzheimer’s disease. According to Department of Aging and Disabilities personnel,
there are no mental health services for seniors in the county that accept Medicare and very few geriatric psychiatrists.
There are very few in-home services that can offer evaluations for those with mental health issues and/or dementia.
Those that do exist don’t accept Medicaid or Medicare. According to participants, in times of real crisis Medicare eligible
seniors may be referred as far away as Georgia. There are many elderly couples in the county who are caring for each
other. When one or both become too frail, they are often separated in nursing homes or acute care facilities. Currently
there are no facilities that allow seniors to stay together. As one participant noted:

You've got couples that live into their 90’s and one has dementia and one doesn’t. We put them in the hospital or in assisted
living and separate them which causes increase in loneliness and despair... There’s no reason why two people who have
been married for 60 years can’t be in the same room together.

Substance abuse also occurs in the elderly. According to participants, seniors become addicted to pain medication
through pain clinics and prescriptions from primary care providers. They are often prescribed medication for anxiety and

depression. There are no substance abuse services through Medicare. As one provider commented:

We're also seeing quite a bit of benzo addiction and people prescribed Xanax, and unfortunately still the opioid addictions.
We have 67 year old heroin addicts right now because of opioid addiction.

Summary

Behavioral health issues are the major concern for participants in this needs assessment. Mental health issues at either
end of the age scale (early childhood and seniors) are rising very rapidly. For the senior population, these issues may be
co-occurring with senility or dementia. Everyone who participated in this needs assessment acknowledged the enormous
efforts made by county agencies and hospitals to manage the opioid/heroin crisis yet the progress is little and slow.
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Needs

More providers of psychiatric, geri-psychiatric, counseling and substance abuse services, especially Spanish
speaking services.

Higher rates of reimbursement to help recruit health and behavioral health providers.
Residential mental health and substance abuse beds, especially for the adolescent population

Further support for the Mental Health Agency’s very successful Crisis Intervention system and the
Safe Stations program

Increase in mental health and behavioral services for all childhood populations but especially the 0-5group
Integration of social and behavioral health services

Crisis beds for immediate response and to relieve the emergency departments

School based assessments of mental health and substance abuse

Support for Seniors with co-occurring mental health issues and dementia
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Chapter3-TheSocialDeterminantsof Health

Many factors determine the state of a person’s overall wellness. The social determinants of health include income level
(especially for those who live in poverty,) access to healthy food, emotional stability, the cleanliness and safety of the
environment and access to health services. Although Anne Arundel County has a high standard of living overall, there are
pockets of poverty and health access issues to be found in areas of high density in North County, Annapolis, and in some
of the rural areas of South County. Many participants commented on the intractable nature of the pockets of poverty
and distress and a multiplication of the negative social determinants of a healthy life for some families. As one primary
care provider commented:

Back pain, headaches, insomnia; all the things that go along with stress. You start digging into the soci-economic factors —
there are reasons for those things. They’re behind on the rent, they could get evicted, they haven’t had money to buy food,
and husband lost his job.

The majority of negative social and health indicators continue to polarize in North and South County and Annapolis
(Table 21.) In South County, access to health care is very limited and there are few primary care doctors. Owensville
Health Center is inaccessible to those residents who live in areas like Deale and have no transportation. Those residents
with transportation often travel to Glen Burnie to access primary care.Brooklyn Park (North County) is both a Medically
Underserved and a Health Shortage Area and continues to have the highest indicators of need, as does Glen Burnie.

Table 21: Rising Demographic, Socioeconomic, and Health Indicators by ZIP Code, Anne Arundel County (2017)

Rising Demographic, Socioeconomic, and Health Indicators by ZIP Code

Anne Arundel County, 2017

ZIP Area Poverty Percent Percent of | ED Visit | Percent Low Preventable Minority
Code Percentage | without High | Households | Rate per | Birth Weight | Hospitalization | Population
School on Snap 1,000 Infants Rate per 1,000
20711 | Lothian 11.7% 13.2% 23.4% 389.7 8.4% 6.8 25.6%
20714 | North Beach 10.6% 7.5% 8.6% 285.0 8.9% <11 12.4%
20724 | Laurel 3.8% 9.1% 4.2% 234.6 9.3% 2.4 64.6%
20751 | Deale 10.8% 8.7% 5.4% 233.1 9.2% 4.6 7.1%
20758 | Friendship 7.1% 3.9% 0.0% 562.4 8.8% <11 7.1%
20765 | Galesville 14.7% 20.2% 9.6% 352.8 6.3% <11 22.5%
20776 | Harwood 10.8% 7.6% 8.8% 293.1 4.4% 6.0 15.5%
20794 | Jessup 7.9% 20.6%| 11.8%| 2204 11.3% 29 525%
21060 |Glen Burnie (East)|  7.9%|  13.7%| 12.6%| 4065 8.0% 69| 29.8%
21061 | Glen Burnie 92%|  13.6%| 12.8%| 4419 8.0% 55 45.0%
(West)
21090 | Linthicum Heights 7.5% 10.1% 5.1% 270.5 6.9% 5.6 10.8%
21144 | Severn 7.9% 8.2% 10.4% | 289.2 9.2% 35 51.7%
21225 | Brooklyn 27.3% 20.1% 32.6% 858.2 9.9% 89| 59.4%
21226 | Curtis Bay 16.6% 15.8% 16.8% 509.6 8.7% 6.6 26.9%
21401 | Annapolis 7.9% 7.2% 8.9% 364.5 7.7% 54 31.5%
21403 | Eastport 6.9% 9.8% 6.9% 331.8 7.5% 4.4 37.5%
Anne Arundel 6.1% 8.1% 7.0% 340.0 7.7% 4.6 29.7%

* Gray = Higher than County Average
US Census American Community Survey 5 year estimates, 2012-2016; Maryland Health Services Cost Review Outpatient Files, 2017



Hospitalization and Emergency Department Patterns related to
Social Determinants

When patterns of hospitalization and Emergency Department visits are examined by ZIP code (Figures 24 and 25) they
generally reflect the social determinants illustrated in Table 21 above. ZIP code 21225, which contains Brooklyn Park, has
the highest hospitalization and emergency department visit rate of anywhere else in the county.

Figure 24: Hospitalization Rate per 1,000Population Figure 25: Emergency Department Encounters per 1,000
by ZIP Code, Anne Arundel County, 2017 Population by ZIP Code, Anne Arundel County, 2017
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Anne Arundel County Department of Health, 2018

Overweight and Obesity

Overweight and obesity continue to create health issues for county residents. Many factors play a role in weight includ-
ing low income, lifestyle, surrounding environment, access to healthy food, genetics and certain diseases. Overweight
and obesity are determined using weight and height to determine a BMI or “body mass index” measure. Between 2012
and 2016, the percent of overweight adults (Body Mass Index of 25 to 29.9) 18 years and older in Anne Arundel County
rose slightly from 36.7 percent to 37.2 percent while the state average fell (figure.) The percent of county residents who
are classified as obese (Body Mass Index 30 and over) also rose from 27 to 31 percent, as did the state average.

Obesity is prevalent in low income families in the county for a variety of reasons; their neighborhoods often lack
full-service grocery stores and farmers’ markets, healthy food can be more expensive, there is no transportation to get
to a supermarket, there is a greater availability of fast food restaurants selling cheap, filling food, and there are fewer
recreational facilities for exercise. The streets may be unsafe and there is little for children to do.
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Figure 26: Percent of Adults 18 Years and Older Who Are Overweight (BMI of 25 to 29.9), Anne Arundel County and
Maryland (2012-2016)
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Anne Arundel County Department of Health, 2018

Figure 27: Percent of Adults 18 Years and Older Who Are Obese (BMI of 30 or More), Anne Arundel County and
Maryland (2012-2016)
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AccesstoHealthyFood

In 2018, over 13 percent or 74,522 county residents currently reside in a food desert, up from 12 percent in 2015. Food

deserts are defined by the United States Department of Agriculture (USDA) as urban neighborhoods and rural towns
without ready access to fresh, healthy and affordable food. Several of the County’s low income communities are also

mapped as food deserts (Figure 28.) They do not have access to healthy food and they have no transportation to get to

supermarkets. Unhealthy food is cheap and filling; an important asset for large families managing with few means. As
one health provider noted:

A lot of times they don’t have access. They may have medical transportation to get to a doctor, they’re not going to have the

transportation to get to a grocery store, and then you get to the grocery store and you’re on the SNAP program, or whatever it is

you’re on, and then you go and you look and the apples are 2.99 a pound, right but the ramen noodles are 10 packs for a $1.
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Figure 28: Anne Arundel County Food Environment (2018)

Legend
Schools with >50% Students Eligible
. Free and Reduced-Price Meals*
K AACPS Summer Food Locations

Farmers Market

= (Accepts SNAP)
Farmers Market

& (Does not accept SNAP)

m Food Desert
Greater than County Average (7.0%)

|:] Households on SNAP

*These schools may also offer free after-school meals.

0 25 5 10 Miles
L 1 1 L 1 1 1 d |
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Farmers' Market: Maryland Farmers Market Association, 2018; Summer Food Service Program and Free and Reduced-Price Meal Eligibility:
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NOTE: Food desert definition is presented as low income and low access measured at 1/2 mile and 10 miles, respectively.

Anne Arundel County Department of Health, 2018

Hungry Children ......................................................

In several research studies, childhood hunger has been associated with significantly poorer cognitive functioning, de-
creased school attendance, and diminished academic achievement. Participants in this needs assessment, from school
personnel to the faith community, noted that they are seeing more hungry children than ever before. As one school
administrator noted:

They haven’t eaten at home and they barely have a sofa to sleep on. There are things happening that they don’t get a good
night’s sleep so when they come and don’t do their homework it’s really the least of your worries at that time. We have to
ask what’s happening at home and how can we help?

While there are volunteer back pack programs, church food pantries, and SNAP (food stamps) programs for those eligi-
ble, there are many gaps in services, particularly for those children living with grandparents, relatives and friends. As one
faith community member noted “these kids are hungry, just hungry. They go to school hungry.” The free breakfast and
lunch program within the public school system has seen a persistent increase in the number of children registering for
and receiving free breakfast and lunch. The number of free breakfasts received by children in the county has risen from
1,666,339 in 2014, to 2,007,167 in 2018, an almost 21 percent increase in four years. An added concern is that breakfasts
were served on only 181 days of the year, just over half of the potential days for a child to eat breakfast. The number of
free lunches served daily to students has increased from 14,351 in 2014 to 15,216 in 2018; a seven percent increase.
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Housing

There is very little affordable housing in the county. As of September, 2018, the median home sale price was $345,000,
an increase of 10 percent or $30,000 compared to last year. There has been a decrease of 9 percent in the numbers of
houses sold in 2018 versus 2017.

The average rent for a two-bedroom apartment in the county is $1,658 per month. Renters account for 26.4 percent or
52,948 of the 203,336 households in the county. Of those renters, 24,172 or 45 percent are overburdened. Renters are
considered overburdened when they pay more than thirty percent of their gross income inrent.

According to the 2016-2020 Consolidated Plan for Anne Arundel County, 66 percent of extremely low income renters and
72 percent (4,645) of extremely low income homeowners are paying more than 50 percent of their income for housing.
If an emergency, such as sudden unemployment, seasonal lay-off, unexpected medical event, or other difficulties occurs,
these households risk losing their homes and becoming homeless. Single parent families, the elderly, and those with
disabilities who are dependent on one paycheck or on a fixed income, are also at risk ofhomelessness.

There is a decreasing amount of public and subsidized housing in the county. There were 10,278 county families on the
waiting list for Housing Choice Vouchers as of 2017 (Table 22.) There are 17,683 families on the waiting list for public

housing (Anne Arundel County Housing Commission, 2018.) There are 1,514 families on the Annapolis public housing list.

(Housing Authority of the City of Annapolis, 2018.)

Table 22: Anne Arundel County Housing Choice Voucher List (2017)

Anne Arundel County Housing Choice Voucher List 2017

# of Families | % of total families Average Days Waiting
Waiting list total 10,278 966
Extremely low income (<=30% but <=50% AMI) 7,414 72.1%
Very low income (>50% but 80% AMI) 1,836 17.9%
Low income (>50% but 80% AMI) 746 7.3%
Over limit for low income (>80% AMI) 282 2.7%
Families with Children 9,079 88.3%
Elderly Families 296 2.9%
Families with disabilities 498 4.9%
White 1,442 14.0%
African American 2,998 29.1%
Amer. Indian/Alaskan Native 13 0.1%
Asian 80 0.7%
Native Hawaiian/Other Pacific Islander 6 0.1%
Not Assigned 5,749 55.9%

Housing Commission of Anne Arundel County, 2018

Homelessness

The county served 1,684 homeless individuals in 2017, an increase of 13 percent since 2015 (table 23.) The family
homelessness count is only of those families who were served in a shelter program. Many families are doubled up or
staying in their cars. Anecdotal estimates suggest family homelessness is far higher in the county due to the lack of
affordable housing.
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Table 23: Anne Arundel County Homeless Served (2015-2017)

Anne Arundel County Homeless Served 2015-2017

2015 2016 2017
Single Adult 1138 1215 1290
Veteran 44 41 37
Youth Under 21 15 19 4
Family 256 274 269
Senior 62+ 17 40 43
Chronic 46 82 41
Total Served 1516 1671 1684

Anne Arundel County Department of Social Services, 2018

There are still only three homeless shelters in Anne Arundel County and three rapid rehousing programs. 308 people
needing housing services attended the 2018 Anne Arundel County Homeless Resource Day. Of those, only 34 percent
were in a shelter or receiving some kind of resident services.

Table 24: Anne Arundel County Homeless Resource Day Attendance Totals 2018

Anne Arundel County Homeless Resource Day Attendance Totals 2018

Guests Numbers Percent

Attended 307

Shelters 64 21%
Residential Programs/Halfway Houses 40 13%
Staying with Family 40 13%
Staying with Friends 40 13%
Renting their own apartment 40 13%
Living in a place not meant for habitation 31 10%
Other 52 17%

Anne Arundel County Department of Social Services, 2018

Domestic Violence

The Anne Arundel County Police Department tracks domestic violence by year and police district including physical
assaults with hands or fists, guns, and knives. Figure 29 shows all Domestic Violence incidents in the county from 2013
to the first six months of 2018. The data shows an upward trend although there was a dip in numbers for the 2015-2016
year. The statistics for the 2018 year are alarming. The numbers for the six month period are almost as high as for the
previous 12 months. These statistics confirm anecdotal data from police, schools and hospital personnel who all reported
a notable increase in domestic violence over the same period.

Figure 29: Total Spousal Assaults Per Year (2013 — June 2018)
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ChildPhysicalandSexualAbuse

In 2018, the county’s Child Advocacy Center investigated 326 sexual abuse cases, of which seven were for sexual assault
(Anne Arundel County Department of Social Services, 2018.) Respondents noted a large increase in the number of child
on child sexual assaults that are being reported by the school system and other agencies. One commentedthat:

Children are looking at pornography on their parent’s phones and tablets. It used to be that the child was the
victim and the adults the perpetrators but that’s not always the case now. Now we have five and six year olds doing
inappropriate things. Kids are watching pornography at early ages.

All child sexual assault and sexual abuse cases must go to the police department prior to a hand-off to social services.
This process, and the limited number of police specialists, can cause back up of over three months and then there may

be up to 100 cases at a time sent to the Department of Social Services. As one provider noted:

Every report has to go through these guys before it comes to DSS. We're often cold calling three months later.

Sex Trafficking Victims

Anne Arundel County is in the top five jurisdictions in Maryland for sex trafficking. (Rubenstein and Carr, 2017.) The 50-
mile radius surrounding BW!I airport is becoming known as the third-most-lucrative area in the nation for trafficking in
people (Maryland Human Trafficking Taskforce, 2018.) Anne Arundel County Police Department tracks the number of sex
trafficking incidents for the county (Figure 30). While the numbers were stable between 2015 and 2017, data for the first
6 months of 2018 are showing an almost 100 percent increase in cases. There are only two Anne Arundel County Police
detectives fully dedicated to human trafficking.

Figure 30: Sex Trafficking Victims, Anne Arundel County 2015-2018
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Transportation

The lack of public transportation continues to be a major issue for the county. Since 2014, the county has developed a
transportation division and there have been improvements. There are now five regional transit routes, eight Annapolis
routes, four local bus routes and four commuter bus routes. Additionally there are two pilot bus routes in South County.
Nonetheless, public transportation continued to be a major concern for all participants in this needs assessment. There
are large areas of the county that are underserved or not served at all, including North and West County. Low income
residents who have no car or share a car, have major issues getting to work, to college, to the hospital, even to the near-
est grocery store. As one provider noted:
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I’'ve got a family who relocated to Severn. She works at Brightview right by Rolling Knolls. It’s a three hour commute via MTA;
that’s what you have to do for connections. What about transportation in West County? You’re in Sarah’s house but you are
from Annapolis and you want to come back, you work here, forget it, you can’t.

Sports and Recreation

Many participants in this needs assessment lamented the lack of sports and recreation opportunities for children, youth
and adults across the county, especially the removal of middle school sports from the curriculum in public schools. Par-
ents from every race, ethnicity and income level decried the lack of “active things to do” for children and youth. While
some communities have a recreation center for youth, many do not. One parent and resident recalled the importance of
inter-neighborhood sports:

When | was young we had our own community sports and associations and we played against the other communities. So
there was great investment within those communities for young people; we played against Pumphrey, and Pumphrey played
against Freetown, Freetown played against Magothy. Now we have the recreation leagues that are pulling youth out of their
communities - it’s not community driven.

Participants also noted the importance of sports and the need for more recreation centers in low income neighborhoods
where youth struggle with transportation needs as well as the negative outcomes associated with poverty. As one noted:

We need rec-centers. Only the families who can afford to sign up their kids for sports can engage in them. | tell

everyone I’'m a product of a community center, a rec-center, | went to summer camp there, | went to Head Start there.
It was the catch all.

Social MediaasaPublicHealthlssue

Social media, including the active use of smart phones and tablets, is a major concern for residents and professionals in
every area of the county. The constant access to electronic information is impacting every age group and demographic:

Early Childhood

Babies as young as 12 months have been observed in the county holding iPhone and tablets. One early childhood provid-
er described this as “soothing by cell phone.” Another commented:

| hate to blame technology but youngsters at a very early age are being babysat by electronics. Whether it be an iPad or a
cell phone. Then we’re asking them to sit quietly in a circle and say their ABC’s

Many participants commented on the number of parents with their eyes on their own cell phone rather than creating
any interaction or eye contact with their children. Several suggested that the ease of electronic access to pornography
for very young children is linked to rising child on child sexual abuse within the school system.

Youth

Increases in bullying, suicide and suicidal ideation for youth, have been linked to the constant use of social media ‘apps’
such as Instagram and Snapchat. As one educator noted:

Students will turn one another in- ‘look what she wrote on-line about me’ or ‘look what he posted on line’ —it’s a disruption
of the school day.

Youth in low income communities are emulating international gang members, their colors and lifestyles by following
their on-line presence. Body language, eye contact and social behavior of every kind is now lessened by the isolation of
cell phone use. Video-gaming is replacing outdoor sports and recreation, and it is addictive.
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Adults

All participants commented on the increase in the use of social media for adults. Some commented on the isolation it
causes and the need to look at every experience through the lens of a photo for Facebook. As one professional said:

People spend way too much time looking at other people’s activity on social feeds — ‘how many likes did you get or didn’t
get? Let’s make sure we take some pictures so we can post them.” How about enjoying the event you’re going to?

Others linked the use of social media and rapid electronic communication with rising rates of drug use, depression and
anxiety. As a faith community member commented:

People are feeling more and more isolated because you can be surrounded by 500 friends (on social media) but you’re in
your room by yourself.

Increase inViolence
Many participants commented on the increase in violence within agencies and facilities. Teachers are getting bitten and
punched; nursing staff are physically assaulted. Anecdotally there appears to be growing anger at many levels.

Gang Violence

For some youth and young adults in Anne Arundel County, informal gangs (neighborhood crews) or legitimate, interna-
tional gangs such as Mara Salvatrucha (MS-13,) provide the consistency, safety, and security usually provided by the fam-
ily. The sense of belonging and purpose has been described, eloquently, by gang members. The Annapolis Collaborative
for Change, a cross sector partnership on gun and gang violence, has inventoried at least ten identifiable neighborhood
crews in Annapolis alone, and four sects of MS-13 across the county. Neighborhood crews appear to have developed
from the rivalries or neighborhood ‘beefs’ in low income and public housing communities. Thirty years ago these natural
turf wars, waged fiercely on a sunny Saturday afternoon, were most often settled with a cross-community get together or
cook-out on the same evening. As one ex-resident of a public housing complex noted:

The neighborhood was like a family — everyone looked after everyone’s kids. | grew up with a single parent who
warned against ever having a cop knocking on the door. We were all raised as brothers and sisters. Even the drunk
on the corner would threaten to tell your Mom if you were up to no good.

In 2018, young people get involved in gangs to belong. They sell drugs to be perceived as successful and entrepreneurial,
to buy tennis shoes, and sometimes to buy food or pay rent for the family. It is a local cottage industry described by a
community member as “a pyramid scheme and no-one wants to stop the flow.” Arguments over drug territory and sales
have become entangled with the old neighborhood rivalries. As another resident noted, “there are territories. They are
controlling territories so they can do drug transactions.”

MS-13, an international criminal gang that originated in Los Angeles, California, in the 1980s, has an organized presence
in the county. Members are searching for young recruits. According to one Hispanic resident:

They are active in schools in Annapolis, Arnold and Glen Burnie. Some elementary school children are very familiar with
MS-13. They are second generation — their parents are gang members. Children as young as 13 in Annapolis have been
invited in. No-one wants to ‘snitch.’

Since the 2015 needs assessment, youth violence has increased in the public school system, both in amount and
intensity. As one professional noted:

What they are being disciplined for is qualitatively different ... fights were fights, and now fights involve weapons.
Aggression was aggression but now the aggression is more dangerous, more volatile, having more serious repercussions
in terms of injuries and the like.
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Summary

Low-income youth, families and seniors continue to face access issues. The three big needs; transportation, affordable
housing and affordable quality childcare, remain unchanged since 2009. The consequences of expanding social media
are negative health and behavioral issues at every level of the community. Increasing aggression and violence in schools,
hospitals, and other systems should be a huge concern to county leadership.

Needs

e Access to transportation continues to be a huge issue, especially for low income residents and seniors living in
areas of North and South County

e Affordable housing is non-existent in most parts of the county creating stress, and worst of all homelessness, for
low income families

e Quality childcare is cost prohibitive for those parents on low-income trying to get into the jobmarket
e Access to recreational and social opportunities for low-income youth within their own communities
e Acknowledgement and education about the negative impact of social media on health and behavioralhealth

e Access to healthy food for low income families

50



Chapter 4 - Service Delivery Issues

Many of the issues and needs raised by participants in this needs assessment originate in the processes used to deliver
health and behavioral health care. Care is often delivered in silos of specialization. Many agencies may be involved in the
wellness of each individual yet there are barriers to communication between those agencies.

Emergency Departments-thenew“ChurchDoor” --::--cevvveeennnn

Emergency Departments (ED) provide a significant source of medical and social care in Anne Arundel County. The two
county hospital emergency departments at AAMC and UMBWMC have become the ‘catch all’ for somatic, behavioral
health and social issues. As one provider noted ‘we are the new church door’ for many of the socio-economic issues in
the county. The Emergency Department is a trusted venue and one of the main “front doors” not just for primary care
but for difficult societal issues.

Table 25: ED Encounters by Age, Sex, and Race/Ethnicity (2013 and 2017)
ED Encounters by Age, Sex, and Race/Ethnicity, 2013 and 2017

2013 Number | 2013 Rate per 1,000 2017 Number | Rate per 1,000

Total Encounters 186,124 334.9 189,819 334.0
Age

0to 18 Years 39,455 312.0 40,301 283.6

19 to 39 Years 68,342 4159 64,700 417.0

40 to 64 Years 58,087 301.9 57,566 294.4

65 Years and Over 20,240 279.0 27,251 357.8
Sex

Male 84,147 304.0

Female 105,656 373.5
Race/Ethnicity

White, NH 98,617 250.3 103,908 260.1

Black, NH 48,507 554.0 59,167 667.3

Asian, NH 1,454 71.7 2,066 101.0

Hispanic (Any Race) 8,552 223.0 13,110 329.5

Anne Arundel County Department of Health, 2018
The overall numbers of county Emergency Department encounters increased by only 2 percent between 2013 and 2017.

However, when the numbers are disaggregated by race/ethnicity and age, the percentage increases are startling. Visits
increased by 34 percent for those over 65 years of age, 22 percent for Blacks, and 48 percent for Hispanics.

Service Delivery Issues in the Emergency Department

When parents and/or caregivers of the elderly lack the ability or the dollars to care for an aging family member, the
Emergency Department may be the only option to achieve some respite. Seniors may have been admitted to hospital but
now require 24 hour care in an assisted living setting. When family members are unable to care for their relative, or are
absent or non-existent, some entity or professional has to become the guardian for that person. Some elderly people in
the county have become homeless, with no caretaker, and with medical issues. Seniors may be admitted to the hospi-
tal from the Emergency Department only because there is no place to be discharged to. One provider told the story of

a senior with a tracheotomy who was homeless. She was admitted to the Emergency Department because there was
nowhere else to house her. As one provider noted:

We're seeing a lot more respite care. We're seeing a lot more care management cases where a person may be in the Emer-
gency Department for weeks on end. We’ve seen guardianship cases when patients are in the hospital for months, taking
up a bed for no reason when there is no medical indication that they need to be here, but they need to be somewhere safe.
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Hospital and Emergency Department employees may apply for guardianship of the patient so that decisions can be made
about their living arrangements and future care, although the process to obtain guardianship through the court system
can take months. As one provider noted:

That’s the other thing that’s dramatically increased is that hospitals are initiating the guardianship process more and more.
We have a very close relationship with the court system here but that’s even straining due to the rate at which we are
having to do this.

Hospitals have no financial streams to pay for patients who have nowhere else to go, so the stay becomes “uncompen-
sated care.” For the person who is retained in the hospital the outlook is poor. Visitation is limited and contact with the

outside world is almost non-existent. As one provider noted:

There are times they walk down to the gift shop once a week if they have good behavior...I take them out for field trips in
the parking lot, it’s awful.

Developmentally/Intellectually Disabled Youth and Adults

There are over 68,000 developmentally disabled adults in Anne Arundel County, many of whom are low income (Anne

Arundel County Community Development Services, 2018.) Persons with Developmental Disabilities may have Deafness/
Severe Hearing Impairment, Orthopedic Impairment, Autism Spectrum Disorder, Behavioral Problems, Blindness/Severe
Visual Impairment, Cerebral Palsy, Epilepsy/Seizure Disorder, Head Injury, Mental Disorder, intellectual disability, Speech/
Language Impairment, and other Neurological Impairment (Maryland Department of Developmental Disabilities, 2018.)

The Centers for Disease Control and Prevention (2018) estimates that Autism Spectrum Disorder (ASD) affects one in

59 US children. Boys are four times more likely to be identified with ASD than girls; one in 38 boys and one in 152 girls.
The overall rate in Maryland is one in 50 children: one in 31 boys and one in 139 girls. On average, medical expenditures
for children and adolescents with ASD were 4.1 to 6.2 times greater than for those without ASD. In addition to medical
costs, intensive behavioral interventions for children with ASD cost $40,000 to $60,000 per child, per year.

Developmentally disabled youth and adults, some with co-occurring mental health issues, arrive in the Emergency
Department when parents are exhausted and have run out of options for their care. Providers estimate that at any given
time Emergency Departments may have six to eight developmentally disabled patients who actually need case
management rather than emergency health care. The parents may be exhausted especially now they are dealing with a
young adult rather than a child. Sometimes the caregiver parent has become isolated from other family members. As a
provider commented:

Mom (more often than not,) or whoever the parent is, has been isolated from the rest of their family (they come to the
Emergency Department, ill themselves but with their adult child.) Either one of them may not have

family, so here’s a sick patient with an adult child, what do | do with this adult child? So, in that case we admit both of them.

The Developmental Disabilities Agency (DDA) has increased services for youth and adults but the services are hard to
access, especially given the length of time it takes to fill out, and process the individual applications for assistance.

Communication Issues

Most hospital providers noted the improvement in communication since the institution of care alerts within the CRISP
(Chesapeake Regional Information System for Patients) electronic system in the hospitals. The alerts allow personnel to
share information related to patients. Entry and discharge for Emergency Departments, hospitals and other systems
were highlighted as still problematic, especially for high risk patients. Often several specialists and outside agencies may
be working with one patient and yet there is not one person in a coordinating role for all of the services and
professionals. As one provider noted:
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We have high risk programs that contract with the county and with the Coordinating Center for community care manage-
ment. We're bumping into each other a little bit. So instead of having seven people from seven different programs call a
patient, | would like to be able to work on some place or person who knew everyone who was working with a patient.

The hospital system expects primary care to be the gatekeeper when patients are discharged but some providers com-

mented that there is a gap in communication between the two. Hospital staff may not hear any information about a
discharged patient until they are readmitted.

Required Speed of Service Delivery

A payment overhaul for Maryland Hospitals began in 2014. Each hospital has a global budget that is regulated by the
state that incentives efficient care and the reduction of “potentially avoidable utilization” through improvement in
quality, safety and population health management. A particular emphasis has been placed on reducing preventable
hospital admissions through improved care management and post-acute medical and non-medical supports.

Although many innovative payment models and pay-for-performance models are being introduced in the non-hospital,
regulated outpatient setting, traditional fee for service models are prevalent. This model, combined with decreasing
reimbursement rates for many services, encourages providers to see more patients, which can reduce the time they have
available for individual patients. As one provider commented:

| feel like we’re pushed to see patients so quickly and to turn them around and when, sometimes I’ll be driving home and I’'m
like | hope they are alright, | hope they’re alright, yeah I’'ve got them out in 102 minutes, did | do everything | needed to do?

Impact of Social Media (“Don’t confuse your google search with my
medical degree.”)

Many professionals commented on the amount of medical information readily available to patients through the Internet,
advertisements on television and other social media. Patients (and their families and friends) may arrive having diagnosed
themselves and expecting a certain level of care, medication and/or admission to the hospital. One provider noted:

It’s consumer driven medicine. ‘Il looked this up on WebMD, you should be doing xyz.’

Summary

Some of the social issues in the community, including the increase in behavioral issues, and the lack of options for the
growing group of seniors and Developmentally Disabled adults and older youth, are negatively impacting waiting room
times, hospital beds available, and speed of patient care for hospitals. At the same time, the Maryland hospital payment
system incentivizes the medical community to decrease hospital admissions. This appears to be a lose/lose proposition for
patients and professionals, especially because it adds a level of anxiety and haste to services.

Needs

¢ Information sharing and coordination among hospitals, primary care and human services agencies who are
following up with discharged patients.

e Low cost assisted living and nursing homes for the uninsured and those with no end of life plan.
e One patient navigator/coordinator for high risk patients inside and outside of the hospitalsetting.

e One stop shops for health, behavioral health and social services, especially for the aging and disabled populations.
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EXECUTIVE SUMMARY

Anne Arundel Medical Center (AAMC) is pleased to provide the FY2019 through FY2021
Community Health Needs Assessment (CHNA) and Implementation plan. This report is
designed to describe the process of collecting information and ascertaining the community
needs, prioritizing those needs and a description of AAMC’s action plan to address those
needs to improve health. For the purpose of this report, the community is defined as Anne
Arundel County since the majority of patient discharges reside in this area. The Board of
Directors approved this plan on (INSERT DATE) in accordance with IRS regulations.

Key Findings: The CHNA data was compiled from secondary data sources and qualitative
information obtained from key informant interviews and several focus groups of diverse
community members. It outlined over 50 health needs in the Anne Arundel County
community. While a singular entity or hospital does not have the capacity or resources to
address all of the needs, AAMC intends to collaborate with partners and address many of the
needs to better the health of the community. AAMC'’s senior leadership and select patient
advisors prioritized the 50 needs and selected 4 health needs. The results and correlating
action plans are included in Table 1.

Table 1
Priority Action Plans |
Senior Health Build age-friendly programs around the 4Ms (Medication, Mentation,
Mobility, what Matters), with additional focus in ambulatory care settings
Youth Engage community stakeholder to identify gaps in services and implement
Behavioral programs to increase education on risk and warning signs for mental health
Health/ In-Crisis | for adults and adolescents.
Social Create a systemic screening process for patients to address social

Determinants of | determinants of health. Engage community partners to expand referrals.
Health

Assessing Year 1 — Integrate and participate in Prince George’s County and Eastern
Needs in Prince | shore health department(s) community coalitions.

George’s & Year 2 — Select 1 health need from findings from Year 1 and develop and
Queen Anne’s focused implementation plan.

Counties




INTRODUCTION

During Fiscal Year 2019, AAMC conducted its third three-year Community Health Needs
Assessment (CHNA) in collaboration with University of Maryland, Baltimore Washington
Medical Center (UMBWMC), the Anne Arundel County Department of Health (AADOH), the
Anne Arundel County Mental Health Agency, and the Anne Arundel County Partnership for
Children, Youth and Families pursuant to the requirements of Section501® of the Internal
Revenue Code (“Section 501(r)”). The FY2019 CHNA covers the fiscal years 2019, 2020
and 2021. The CHNA findings and corresponding Implementation Plan was approved by
Board in INSERT DATE, also required by Section 501(r), and made available on the hospital

website.

The report outlined more than 50 health needs with input from secondary data analysis and
community input (focus groups and key informant interviews). One hospital, alone, does not
have the resources necessary to address the fifty needs identified in the CHNA.
Collaboration with community partners (county and city governments, local non-profits, faith
based organizations, employer groups, payor groups, etc.) will be paramount to improving
health and addressing the needs of county residents. AAMC is committed to improving the
health of the patients we serve, and as a result, the priorities and plan outlined in this report
represent what our leadership has determined we can impact. This will provide part of the

foundation in which to allocate resources for the next three years.

ABOUT ANNE ARUNDEL MEDICAL CENTER

We are a regional health system headquartered in Annapolis, Md., serving an area of more
than one million people. Founded in 1902, AAMC includes a not-for-profit hospital, a medical
group, imaging services, a substance use treatment center, and other health enterprises. In
addition to a 57-acre Annapolis campus, AAMC has outpatient pavilions across Anne Arundel
County, and physician practices on the Eastern shore and in Prince George’s County. A new
mental health hospital, the McNew Family Hospital, will open in the Spring, 2020. With more
than 1,200 medical staff members, 4,800 employees and 900 volunteers, AAMC consistently

receives awards for quality, patient satisfaction and innovation.


http://www.aahs.org/aboutus/not-for-profit.php
http://www.aaphysicians.com/
http://www.aaphysicians.com/
http://www.annearundeldiagnostics.com/
http://www.aahs.org/pathways/

AAMC’s mission is to enhance the health of the people it serves. Itis also guided by its core
principles of compassion, trust, dedication, quality, innovation, diversity and collaboration.
That means that the care that AAMC provides is centered on the patient. We operate beyond
the walls of the hospital and serve a broad geography and diverse population of patients.

Our work builds on partnerships, relationships and connectivity. We hold shared
accountability among patients, physicians, hospital, employees and community. We are
driven by standards based on evidence and outcomes while remaining viable, cost-effective,
and responsible.

In FY2016, AAMC engaged in a multi-year project to reduce health disparity and create a
culture of health equity for providers and employees, patients, families and the community we
serve. The program is multi-dimensional and includes improving language access for better
communication between provider and patient, on-going cultural competency education for
physicians and staff, and identifying programs that narrow disparity and foster equity. Our
work will continue to focus on strengthening a system of equity, recruiting and hiring a diverse
workforce, improved training for staff and physicians, and using a health equity lens as we
approach health needs of the community.

COMMUNITY HEALTH NEEDS ASSESSMENT PROCESS AND
METHODOLOGY

The summative (quantitative) data contained in this needs assessment was gathered from a
variety of local, state and national sources. Population and socio-economic statistics were
compiled using data from the United States (U.S.) Census Bureau’s Population Estimates
Program and the American Community Survey 1-Year and 5 Year Estimates. These data
should be considered less reliable due to the gap of eight years since the last full census. All
data here are based on census estimates. Birth and death data files were obtained from the
Maryland Department of Health and Mental Hygiene, Vital Statistics Administration. The
emergency department and inpatient hospital discharge data files were obtained from the
Maryland Health Services Cost Review Commission for topics like birth, mortality and hospital
utilization. Other data sources used for this report were: Maryland Vital Statistics Annual
Reports, Maryland Department of Health and Mental Hygiene’s Annual Cancer Reports,
Behavioral Risk Factor Surveillance System (BRFSS), Centers for Disease Control and

Prevention’s CDC WONDER Online Database, Centers for Medicare and Medicaid Services,
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National Vital Statistics Reports and County Health Rankings, and a variety of local

databases. The specific data sources are listed throughout the report.

The FY2019 CHNA draws on qualitative data gathered from 26 key informants and 11 focus
groups. Focus group areas included emergency department personnel, low income youth,
behavioral health providers, Hispanic residents, advocates, domestic violence victims and a
host of others representing a total of 185 participants. Key informants included law-makers,
hospital CEOs, and leaders from health department, police, schools, faith organizations, and
community residents — representing 26 individuals. A full list of focus groups and key
informants can be found in the CHNA (NOTE WEBSITE).

PRIORITIZING COMMUNITY HEALTH NEEDS

We followed provided an unbiased process to narrow more than 50 community health needs
to 4. While many of the needs overlap or are needs we currently address, it is important to
prioritize needs to support a strategic framework, maximize resources, and have an impact.
First, a visual model (infographic—Appendix A) of the CHNA was developed to condense the
document into a workable tool. Executive council, service line leaders, and patient advisors
were convened to review the model and review the findings of the CHNA. The Council was
asked to rank their top needs. These recommendations were collected and present to the
Population Health Task Force. The task force included executive leaders and ambulatory
leaders who were charged with developing a robust and focused implementation plan.
The task force re-validated the recommendations from the Executive Council and reviewed/
included additional focus areas for consideration. Approximately 8-10 community needs
were discussed. Members of the Population Health Task Force further narrowed and ranked
the needs based on the following criteria:

e Community importance

e AAMC’s ability to impact change

e Need aligns with AAMC'’s strategic priorities

e Impact on vulnerable populations or disparity

The following list includes the prioritized needs as determined above.



1. Somatic Health: Senior Health (inclusive of chronic conditions, dementia, mental
health, polypharmacy, and loneliness/social isolation)

2. Social Determinants: Strengthen partnerships to address social determinants

3. Behavioral Health: Youth Crisis Intervention/Youth Suicide

4. Expand Community Needs into primary service including Prince George’s and Queen

Anne’s Counties.

IMPLEMENTATION STRATEGY

See the following for a detailed plan.



SOMATIC HEALTH: SENIOR HEALTH

Individuals over the age of 65 are on the rise in our community. Furthermore, chronic diseases account for 75% of all healthcare spending,’ and almost 90% of
seniors have at least one chronic condition, with a quarter of them having four or more.ii With the outsized impact senior citizens have on healthcare utilization
and spending, addressing their unique characteristics and needs plays a vital role not only in controlling costs but in providing the best care possible to this
patient population. As an Age-Friendly Health System, AAMC is committed to meeting the needs of the elderly population — in the acute care setting, in the

outpatient setting and in the community at large.

Objectives

Actions

Metrics

Community Partners

Reduce harmful medication
interactions

Pilot and expand Beers Criteria
Alarm in AAMC practices to warn
prescribers about interactions and
inform patients

Establish baseline for Beers Criteria
assessment and set goal for Year 2, 3

Improve mobility

Increase mobility screening via
“Timed up and Go” programs and
refer patients to physical therapy

Establish baseline for Timed Up and
Go assessment and set goal for Year
2,3

Increase the number of patients with
“What Matters” conversations with
providers

Educate providers and increase
What Matters screenings to increase
the number of documented
conversations about patient goals
Implement Wellness visits into
AAMC practices

Increase the number of patients with
documented patient goals in patient
medical record (including end of life
wishes and documents)

Increase the number of patients with a
Wellness visit on the Eastern shore.

Reduce social isolation

Implement social isolation screening
tool; increase the number of
programs patients are referred to for
home visits and interaction

Establish screening tool, establish
baseline for social isolation and set
goal for Year 3

Increase awareness of link between
chronic disease and dementia.

Explore the connection between
Type 2 Diabetes and vascular
dementia.

Establish screening tool, establish
baseline and set goal for Year 3

Anne Arundel County
Department of Aging &
Disabilities

Skilled Nursing Facilities




BEHAVIORAL HEALTH: YOUTH CRISIS & SUICIDE

Between 2012 and 2016, suicide was the second leading cause of death for 10-24 year olds in Anne Arundel Countyii. During this period, Anne Arundel
County has also seen a 97% increase in female youth suicide attempts in just six years (2011- 348, 2016 — 433)"V. The number of crisis interventions for social
and emotional problems has more than doubled since 2013". Anne Arundel County high school students report higher rates of feeling sad or hopeless and
seriously considering attempting suicide compared to the state of MarylandV.

Objectives

Actions

Metrics

Community Partners

Engage Community stakeholders to
identify barriers related to gaps in
screening, access to care,
continuity of treatment, community
resources

Increase education and awareness
about risk factors for mental health/
crisis in youth among adults and
youth

Expand outreach and grassroots
programs in schools

Implement programs that address
gaps related to screening, access to
care

Increase the number of programs
implemented; increase the number
of individuals referred to care

Implement programs for adult Mental
Health First Aid training and Youth
and Adult Resiliency program.

Increase the number of individuals
trained in mental health and
resiliency

Collaborate with Anne Arundel
County Public Schools and the
Department of Health to educate staff
and suicide prevention, screening and
resources.

Increase the number of Anne
Arundel County Public Schools staff
trained in mental health; increase the
number of students referred for
programs.

Collaborate with Anne Arundel
County Public Schools and
pediatricians to implement programs
and campaigns to raise awareness
and reduce stigma around mental
health and youth.

Improve screening and referral
process for youth accessing mental
health care.

Implement Intensive Outpatient
Psychiatric (IOP)

Increase the number of youth in care

Anne Arundel County Public
Schools Anne Arundel County
Mental Health Agency
American Academy for
Pediatrics

National Alliance on Mental
lliness

National Foundation for Suicide
Prevention

Student led grassroots
awareness and advocacy
groups(e.g., Our Minds Matter,
Burgers and Bands, Ellie’s Bus)




SOCIAL DETERMINANTS OF HEALTH: STRENGTHENING PARTNERSHIPS

Conditions in the places where people live, learn, work, and play affect a wide range of health risks and outcomes.Vi These conditions are known as social
determinants of health (SDOH). Many factors determine the state of a person’s overall wellness. The social determinants of health include income level,
especially for those who live in poverty, access to healthy food, emotional stability, the cleanliness and safety of the environment, and access to health
services. Although Anne Arundel County has a high standard of living overall, there are pockets of poverty and health access issues found in areas of high
population density in North County, Annapolis, and in some of the rural areas of South County. Transportation, affordable housing, childcare, and access to
healthy food remain as needs for county residents.!

Objectives

Actions

Metrics

Community Partners

Create a systemic screening
process for patients to address
social determinants of health.
Engage community partners to
expand referrals.

Implement systematic screening/
screening tool of social determinants of
health in all AAMC primary Care
Practices (FY19)

Increase the number of patients who
are screened for social determinants
of health.

Develop and implement a multi-layered
referral process (FY20)

Increase the number of referrals to
community resources.

Develop and communicate a
comprehensive resource list, including
partnerships and programs (e.g.,
UWCM 211) (FY20)

Establish and communicate resource
list.

Provide education to physicians,
medical assistants, patient panel
coordinators, etc. (FY20)

Increase the number of providers
and staff educated about social
determinants of health to increase
screenings referrals to services

Identify top 2-3 SDOH needs that
impact patient care and develop
partnerships and plans to address
SDOH, including resource allocation
(FY20-21)

Determine resource allocation
expense (community benefit) to
address needs.

211/ United Way

Other local resources such as
Department of Aging and
Disabilities, Department of
Health, Department of Social
Services, etc.)

10




EXPANSION INTO GEOGRAPHIC SERVICE AREA

AAMC serves a growing number patients and residents in areas of Prince George’s and Queen Anne’s Counties. It is imperative that the Implementation Plan
address the health needs in those communities. For example, Prince George’s County is home to more than 900,000 diverse residents and includes urban,
suburban, and rural areas. In contrast, Queen Anne’s County is one of the twenty-four counties in Maryland with a rural designation. The populations are
unique and diverse across the counties and we are committed to providing the right care in the right place.

Objectives Actions Metrics Partners
Focus on integration and full Attend community coalition meetings | Increase the number of e AAMC practices and providers in Prince
participation with the Prince to determine outcomes of FY19- meetings attended and George’s County and Eastern Shore
George’s County and Eastern Shore | FY20 CHNA partners identified. Counties
health departments and community e Prince George’s County Department of
coalitions. Outcome measures are to be Health
Select one category of need specific | align partnerships in geographic determined based on plan. e Prince George’s County Public Schools
to each geography and develop a areas to establish strategic plans to e Prince George’s County Department of
focused plan to impact needs. address needs Aging and Disabilities

e City of Bowie
e Chamber(s) of Commerce

Develop plans and identify actions, e Queen Anne’s County Department of
resources and outcome metrics for Community Services
FYZ20, 21 e Queen Anne’s County on Aging —

Maryland Access Point
e Rural Health Collaborative
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FINAL NOTES

The implementation plan will be incorporated into the strategic planning process for the next three
years to ensure that adequate resources are allocated to the projects. Activities will be monitored

and the progress will be communicated. A copy of this report and a complete report of the CHNA can
be found on our website at www.aahs.org
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Appendix A

FY19 Community Health Needs Assessment (CHNA) Gap Analysis

Health Needs:

» Access to Care
- Primary Care

» Cancer
» Heart Disease

> Obesity - Dentists
n - Mental Health
» Infant mortality Providers

» Senior Health

- Bi-Lingual Providers

Recommendations:

» Increase focus on areas of high need & few resources
(North County, Annapolis & South County)

Address social determinants of health

» More primary care physicians

w

w

population
» Medication management for seniors

Health Needs:

» High rate of ED usage for primary care, behavioral
health, social issues, & senior care
(transportation, hours, provider availability)

Lack of communication between health & human
service agencies

» High utilizers overwhelm the system

Services for developmentally & intellectually
disabled youth & adults

Impact of social media

e

e

e

Recommendations:

Improved coordination & information sharing among
hospitals, primary care & human service agencies

Low cost assisted living & nursing homes for the
uninsured & those with no end of life plan
Navigator/coordinator for high-risk patients inside the
hospital setting

One stop shops for health, behavioral health

& social services for the aging & disabled populations

Service
Delivery

Health Needs:
» Social determinants & health needs are polarized in North County,

South County & Annapolis (21401 and 21403)

These areas have highest hospitalization rates

Obesity/no access to healthy food ffood insecurity/f lack of
recreational facilities

Transportation

Lack of affordable housing & homelessness

Social media & its role in mental health (bullying, etc)
Sex trafficking

Increase in domestic violence, child physical & sexual abuse, &
gang violence

W

wow

-

» Preventative health care

Access to specialist services for the uninsured & Medicaid

- L]
- L
Somatic
Health

Health Needs:

» Mental health & Behavioral Health
- Early Childhood
- Adolescent
- Senior
» Substance abuse
- Increased alcohol, marijuana, and
street drug use by youth
» Opioid and heroin use

Behavioral
Health

Recommendations:

w

Transportation for low income residents & seniors
Affordable housing & healthy living environments

w

Recommendations:

3 Psychiatrists, geri-psychiatrists, mental health
providers, Spanish speaking providers, pediatric
providers, and substance abuse providers.

» Residential beds for mental health & substance
abuse, including additional beds for adolescents
» Increase mental health & behavioral health
services for children o-5 years old

3 Integration of social & behavioral health services
» Crisis beds to relieve EDs

> Support the Mental Health Agency's Crisis
Intervention system & Safe Stations program

» School based mental health & substance abuse
assessment

» Support for seniors with co-occuring mental
health issues & dementia.

-

Access to recreational facilities & social opportunities for
yvouth (affordable)

Access to healthy food for low income families

Quality childcare

Education on negative impact of social media on health &
behavioral health

v

w
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ADM1.1.91 - Patient Financial Services — Hospital Financial
Assistance, Billing & Collection

Dates Previously Reviewed/Revised: N/A Owner: Director, Patient Financial Services
Newly Reviewed By: F&A 9/2012, BOT 9/2012,
HPRC 1/2015, BOT 6/2019, BOT6/2020, BOT 1/2021
Approval Date:1/2021 Effective Date: 1/2021

Approver Title: Chief Financial Officer

On file

Approval Signature

Scope:

This Luminis Health policy applies to hospital services provided at Anne Arundel Medical Center (AAMC), Doctors
Community Medical Center (DCMC), J. Kent McNew Medical Center (MMC) and Pathways (collectively hospitals)
only. Other providers, including all physicians who deliver emergency and medically necessary care at AAMC,
DCMC, MMC and Pathways are not covered by this policy.

Policy Statement:
To promote access to all for medically necessary services regardless of an individual’s ability to pay, to provide a
method of documenting uncompensated care and to ensure fair treatment of all applicants and applications.

Purpose:
e To assure the hospital communicates patient responsibility amounts in a fair and consistent manner.

o To provide opportunity to resolve questions regarding charges or insurance benefits paid.

e To assure the hospital meets the requirements of Maryland standards for hospital billing and collection
practices.

e To provide opportunity to resolve questions regarding charges or insurance benefits paid.
e To define the hospital’s decision-making process for referral for collection or legal action.

e To assure the hospital meets the requirements of Maryland standards for hospital billing and collection
practices.

Definitions: None

Policy/Procedure:
Financial Assistance:
e A patient's payment for reduced-cost care shall not exceed the amount generally billed (AGB) as
determined by the Health Services Cost Review Commission’s (HSCRC) approved rates.

e Patients may apply for Financial Assistance by the methods listed below.
o By calling AAMC at 443-481-1401 or DCMC at 443-481-6445
o Patients may apply in person at the Financial Advocacy Office which is located in the North Pavilion
on the first floor of AAMC’s main campus between 8:30 a.m. and 4:00 p.m.
o The Financial Advocacy Office will mail a free copy of Luminis Health’s financial assistance policy
and financial assistance application to any patient who requests those documents
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o Patients may apply on the internet at:
https://www.aahs.org/uploadedFiles/Contents/Hot Documents/Maryland-State-Uniform-Financial-
Assistance-Application.pdf for AAMC or MMC
https://www.dchweb.org/sites/doctors-community-hospital/files/DCH _Form FIN-SCRN 2018-04-
23.pdf for DCMC

o Applications are available in English and en Espafiol

The following two-step process shall be followed when a patient or a patient’s representative requests or
applies for financial assistance, Medical Assistance, or both:

o Step One: Determination of Probable Eligibility. Within two business days following the initial
request for financial assistance, application for Medical Assistance, or both, Luminis Health shall:
(1) make a determination of probable eligibility, and (2) communicate the determination to the
patient and/or the patient’s representative. In order to make the determination of probable eligibility,
the patient or his/her representative will be required to provide information about family size,
insurance, assets and income, and the determination of probable eligibility will be based solely on
the information provided by the patient or patient’s representative. No application form, verification
or documentation of eligibility will be requested or required for the determination of probable
eligibility.

o Step Two: Final Determination of Eligibility. =~ Following a determination of probable eligibility,
Luminis Health will make a final determination of eligibility for Financial Assistance, which (except
as otherwise provided in this Policy) will be based on a completed Uniform Financial Assistance
Application and supporting documentation of eligibility.

Once a request for financial assistance has been approved, dates of service twelve months before the
approval and twelve months after the approval shall be included in the adjustment. Service dates outside
this twenty-four-month window may be included if approved by a Supervisor, Manager, or Director of the
Patient Financial Services Department.

PROVIDERS NOT COVERED BY FINANCIAL ASSISTANCE POLICY

Unless otherwise specified, the Luminis Health Financial Assistance Policy does not apply to physicians or
certain other medical providers who care for you while you are in the hospital. This includes emergency
room doctors, anesthesiologists, radiologists, hospitalists, pathologists, and other providers. These doctors
will bill you separately from the hospital bill. This policy does not create an obligation for the hospital to pay
for the services of these physicians or other medical providers. The public may obtain a copy of this list by
printing from the link below or contacting the Luminis Health Financial Counseling office.

Providers excluded from the Luminis Health Financial Assistance policy (PDF)

PROVIDERS COVERED BY FINANCIAL ASSISTANCE POLICY

This policy applies to services provided by Luminis Health (facility charges) only. Medical professionals
who care for you in the hospitals will bill you separately for their services (professional charges). Each of
these medical professionals has their own policy and their bills are not covered by this Financial Assistance
Policy.

Eligibility Criteria:

Luminis Health provides 100% financial assistance to individuals with household income at or below 300%
of the US Poverty guideline but deemed ineligible for any County, State or Federal Medicaid or other funding
program.

Luminis Health provides 100% financial assistance to individuals enrolled in a means-tested State or Local
program. Patients who provide proof of enroliment in one of these programs do not have to complete an
application or submit supporting documentation of income to be approved for financial assistance.

A patient that has qualified for Medical Assistance (Medicaid) is deemed to automatically qualify for financial
assistance under this policy. The amount due from a patient on these accounts may be written off to
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financial assistance with verification of Medicaid eligibility. Standard documentation requirements are
waived.

A patient of Luminis Clinical Enterprises who has been approved for financial assistance by that
organization automatically qualifies for financial assistance under this policy at the same percentage of
charges discount. The patient does not have to complete a separate application to be eligible under this
policy. Some service exclusions may apply.

Luminis Health provides a sliding fee scale for individuals with household income at or below 350% of the
US poverty guideline but deemed ineligible for any County, State or Federal Medicaid or other funding
program. The sliding scale provides 50% financial assistance to individuals up to 350%.

Luminis Health provides financial assistance not only to the uninsured but to patients with a demonstrated
inability to pay their deductibles, copayments and balance after insurance.

Luminis Health recognizes that a portion of the uninsured or under insured population may not engage in
the traditional financial assistance application process. If the required information is not provided by the
patient, Luminis Health may employ an automated, predictive scoring tool to qualify patients for financial
assistance. The patient’s score predicts the likelihood of a patient to qualify for Financial Assistance based
on publicly available data sources. Approval through the automated scoring method applies only to
accounts where obtaining an application is not feasible as determined by the Patient Financial Services
Department.

For all income levels, Luminis Health will consider special circumstances such as the amount of the bill
compared to income and cumulative impact of all medical bills from the hospitals. The guidelines in
Maryland regulation regarding financial hardship will be followed to determine if a special circumstance is
valid.

AAMC developed an initiative with the Anne Arundel (AA) County Department of Health to help provide free
prenatal diagnostic testing for uninsured unregistered immigrants. These individuals are not eligible for any
Medicaid program.

AAMC participates with an AA County specific program (REACH) administered through the AA County
Department of Health to provide free care to low income uninsured or under-insured individuals (below
200% of the US Poverty Guideline). These individuals come to AAMC on an elective basis and are
prescreened by the local Department of Social Services.

Diagnostic and Treatment services are provided free of charge to referrals from the AAMC Outreach Free
Clinic initiative located in downtown Annapolis.

Payment plans are interest-free. Payment plans greater than four months will be handled by an external
vendor. Payment plans are available to patients regardless of their household income.

Exclusions from Eligibility:

Services not charged and billed by a Luminis Health Facility listed within this policy are not covered by this
policy.

Cosmetic, other elective procedures, convenience and/or Luminis Health facility services which are not
medically necessary, are excluded from this policy.

The Hospitals exclude assets such as:
o Equity in the patient’s primary residence



o The first $15,000 of monetary assets

The value of transportation necessary to generate an income

o Certain retirement benefits such as a 401k where the IRS has granted preferential tax treatment
as a retirement account including but not limited to deferred-compensation plans qualified under
the Internal Revenue Code, or nonqualified deferred-compensation plans where the patient would
pay taxes and/or penalties by cashing in the benefit

O

e Patients who chose to become voluntary self-pay patients do not qualify for Financial Assistance for the
amount owed on any account where they have elected to be self-pay.

Appealing an Unfavorable Decision

Billing:

Patients who feel they have been denied financial assistance inappropriately under this policy may
contact the Health Education and Advocacy Unit of the Maryland Attorney General’s Office.

Email heau@oag.state.md.us

Telephone 410-576-6300; En espafiol 410-230-1712

Address 200 St. Paul Place 16th Floor, Baltimore, MD 21202-2021

Fax 410-576-6571

Website https://www.marylandattorneygeneral.gov/Pages/CPD/HEAU/default.aspx

Patient Statement of Charges:

A Summary Bill of charges, formally referred to as the Uniform Summary Bill is mailed to every inpatient
within 15 days of discharge from the hospital. This contains information on the insurance company
billed as well as how to contact the Patient Financial Services office for questions or assistance.

Uninsured patients receive this Summary as well.
Each bill for outpatient services includes detail charge information on the first request for payment.
At any time, the patient may request a copy of their detailed itemized bill.

The HSCRC required Patient Billing Information sheet data is printed on the Uniform Summary Bill and
the back of all patient billing statements.

A representative list of services and charges is available to the public on the hospital’s website and in
written form. The website will be updated quarterly with the most recent average charge per case for
each of the services.

Requests and inquires for current charges for specific procedures/services will be directed to the ACP
Financial Coordinator or if applicable the specific department Financial Coordinator. The coordinator
will communicate with the patient and the patient’s provider of care to provide the best possible estimate
of charges. Using the CPT code, service description and/or other supply/hospitalization time charge
estimates are based on, a) review of the charge master for the CPT code/service description, and/or
b) review of cost of similar surgical procedures/treatments/hospital stays. The patient will be informed
cost quotes are estimates and could vary based on the actual procedure(s) performed, supplies used,
hospital stay/OR time & changes in HSCRC rates. If the Coordinator requires guidance or additional
information to provide the estimate, he/she will contact the Reimbursement Department. Every effort
will be made to respond to the request for charges within 2 business days depending on information
needed to fulfill the patient’s request.

Patient Balance Billing:

From the point in which it is known that the patient has a balance for which they are responsible the
hospital begins billing the patient to request payment.



o Each patient receives a minimum of 4 requests for payment over a 120-day period.

e Each patient bill includes contact information for financial assistance and states where to call to request
a payment plan.

o Each bill informs the patient they may receive bills from physicians or other professionals.

e Short- and Long-term interest free payment plans are available. The hospital considers the balance of
the bill and the patient’s financial circumstances in determining the appropriate agreement.

e Should the patient contact Patient Financial Services Customer Service unit regarding inability to pay
— financial assistance is offered, and the financial assistance screening process begins.

e Patients who have made payments to Luminis Health in excess of $25 and later become eligible for
financial assistance on those dates of service will be entitled to a refund of the amount paid.

o Patient complaints about the billing or collection agency process should be directed to the Patient
Financial Services general telephone number.

Collection Agency process:

If there is no indication from the patient or a representative that they cannot pay and no attempt at payment
or reasonable payment arrangements is made, the account is referred to a collection agency.

The collection agency referral would typically occur between 120 — 150 days from the first request to the
patient to pay assuming the patient made no attempt to work out payment arrangements or indicated
financial need.

The final statement to the patient communicates the account will be referred to an external agency if the
balance is not satisfied.

Collections:

The Director of Patient Financial Services oversees the hospital’s business relationship with the Collection
Agency. The Patient Financial Services Department is responsible for determining that reasonable efforts
have been made to determine whether an individual is eligible for financial assistance before initiating
extraordinary collection actions (ECAs).

Luminis Health permits the following ECAs:
o Commencing a civil action against an individual**

Luminis Health does not allow the following ECAs:
o Selling an individual’s debt to a third party
o Deferring, or denying, or requiring a payment before providing medically necessary care because
of non-payment of one or more bills for previously provided care
Placing a lien on an individual’s property
Foreclosing on an individual’s real property
Attaching or seizing an individual's bank account or other personal property
Causing an individual’s arrest
Causing an individual to be subject to a writ of body attachment
Garnishing an individual's wages
Reporting adverse information about an individual to credit agency

O O O O O O O

*k Commencing civil action against an individual is not the normal course of collection, however, Luminis
Health reserves the right to pursue collections through civil action in extraordinary circumstances, at the
discretion of senior management, to include, but not limited to:
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o When a patient’s receivable is >= $5,000 and the patient’s ability to pay has been verified
o When an insurance company confirms payment has been made directly to the patient or patient
representative

If a financial assistance application is received within 240 days of the first post-discharge billing statement,
and the account is with a collection agency, the agency will be notified to suspend all ECAs until the
application and all appeal rights have been processed.
Luminis Health does not utilize a credit reporting bureau.
Luminis Health does not charge interest to patients.

The Luminis Health Business Office staff reviews each case before being referred for legal action.

The collection agency is educated on how to make referrals to Luminis Health’s financial counseling
departments for individuals indicating they have an inability to pay.

The collection agency will establish payment arrangements in compliance with Luminis Health’s interest
free commitment.

Hospital Financial Assistance Communications:

The Financial Assistance Signage is conspicuously displayed in English & Spanish in each hospital’s
Emergency Department, Cashiering & Financial Counseling office. Patients desiring to discuss financial
assistance in another language may call the contact numbers in this policy and interpretive services will be
provided.

The Financial Assistance Policy as well as a printable Uniform Financial Assistance Application is posted
on the hospitals’ websites.

Financial Assistance information is included in each patient guide located in the inpatient rooms.
Registration staff and Financial Coordinators are trained on how to refer patients for financial assistance.

The Uniform Financial Assistance Application is available at all registration points in each hospital, including
the Emergency Department.

A brochure “Need help with your bill?” is available at every patient access point in each hospital and is
posted on the Luminis Health website. This brochure includes information regarding financial
assistance/contact points and is available in English/Spanish.

Individual notice regarding the Financial Assistance Policy shall be provided at the time of admission or
preadmission to each person who seeks services in the hospital. It is mandatory that all inpatients receive
the “Need help with your bill?” brochure as part of the admission packet.

Information is available through the patient access/registration staff to provide to the uninsured or any
individual concerned about paying their hospital bill directing them to the hospital’s Financial Counseling
office for assistance.

Hospital Patient Financial Service staff receive extensive training on the revenue cycle and are incentivized
to obtain AAHAM Technical (CRCS) certification to demonstrate their expertise in billing and revenue cycle
requirements.

References: Patient Protection and Affordable Care Act statutory section 501 (r)

IRS Notice 2015-46



Department of Treasury, Internal Revenue Service, Additional Requirements for Charitable
Hospitals; Volume 77, No. 123, Part Il, 26 CFR, Part 1
Maryland Health General Article § 19-214.2

Cross References: None




From: Hilltop HCB Help Account

To: Hilltop HCB Help Account

Subject: FW: [Encrypted Message from Luminis Health - RE: Clarification Required - FY 22 Luminis Health Hospital
Narratives]

Date: Thursday, March 9, 2023 3:27:21 PM

Attachments: image002.png

Contents of encrypted email from Luminis:

Koorey, Kelly M kkoorey@luminishealth.org

03/09/2023 05:50:37 PM GMT GMT

To: Hilltop HCB Help Account hebhelp@hilltop.umbce.edu

CC: "Kilroy, Renee L" rkilroy@luminishealth.org, "Wishard, Lori" Iwishard@luminishealth.org

From: Koorey, Kelly M kkoorey@I|uminishealth.org

Sent: Thursday, March 9, 2023 12:49 PM

To: Hilltop HCB Help Account hcbhelp@hilltop.umbc.edu

Cc: Kilroy, Renee L rkilroy@luminishealth.org; Wishard, Lori Iwishard@luminishealth.org
Subject: RE: Clarification Required - FY 22 Luminis Health Hospital Narratives

Thank you for reaching out for clarification. Please see my responses below in red.

Kelly Koorey, MS, MCHES
Community Health Education Specialist

Luminis Health

Anne Arundel Medical Center

2002 Medical Parkway, Suite 250
Annapolis, MD 21401

P: 443-481-4016
LuminisHealth.org | Facebook | Twitter | YouTube | Instagram

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

Sent: Tuesday, February 28, 2023 1:41 PM

To: Koorey, Kelly M <kkoorey@luminishealth.org>

Cc: Haas, Sarah L <shaas1@Iluminishealth.org>; Wishard, Lori <lwishard@luminishealth.org>; Hilltop
HCB Help Account <hcbhelp@hilltop.umbc.edu>

Subject: Clarification Required - FY 22 Luminis Health Hospital Narratives

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

Thank you for submitting the FY 2022 Hospital Community Benefit Narrative report for all Luminis He
alth hospitals. In reviewing the narratives, we encountered several items that require clarification:

All Luminis Hospitals

e For Question 75, the reports indicated at least one Statewide Integrated Health Improvement
Strategy (SIHIS) goal with which each hospital’s community benefit activities align. Please des
cribe how each hospital targets the SIHIS goals selected:
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o Anne Arundel Medical Center (AAMC)
» Diabetes — Reduce the mean BMI for Maryland residents

Primary Care Providers are screening for BMI at each visit and providing follo
W up care to patients outside the normal range. The Community Health Impr
ovement team is providing Diabetes Prevention Programs to patients and co
mmunity members on a quarterly basis to reduce BMI and risk of developing
type 2 diabetes.

= Opioid Use Disorder — Improve overdose mortality

LH hospitals (Anne Arundel Medical Center, McNew, and Doctors Communit
y Medical Center), understand the complexity of reducing opioid use disorde
rs in the community. Opioid prescribing initiatives, intended for safe prescri

bing, patient education, medical assisted treatment, and monitoring of presc
ribing have resulted in sustained reduction of 70% since 2016, which correlat
e to the reduction in overdose mortality in our surrounding areas. Medicatio
ns for OUD is offered in Pathways inpatient and outpatient units and there w
ill be an increase in Narcan and Buprenorphine prescribing in the emergency
room.

» Maternal and Child Health — Reduce severe maternal mortality rate

Efforts included implicit bias training for all providers, launched a Centering
program (group prenatal care), partnered with Doulas to provide services to
our patients, and addressed chronic conditions (hypertension, diabetes, obe
sity) that influence maternal mortality.

o Doctors Community Medical Center (DCMC)
= Diabetes — Reduce the mean BMI for Maryland residents

Primary Care Providers are screening for BMI at each visit and providing follo
W Up care to patients outside the normal range. The Community Health Impr
ovement team is providing Diabetes Prevention Programs to patients and co
mmunity members on a quarterly basis to reduce BMI and risk of developing
type 2 diabetes.

= Opioid Use Disorder — Improve overdose mortality

LH hospitals (Anne Arundel Medical Center, McNew, and Doctors Communit

y Medical Center), understand the complexity of reducing opioid use disorde
rs in the community. Opioid prescribing initiatives, intended for safe prescri

bing, patient education, medical assisted treatment, and monitoring of presc
ribing have resulted in sustained reduction of 70% since 2016, which correlat
e to the reduction in overdose mortality in our surrounding areas. The DCMC
campus will be opening a new addiction treatment program for residential ¢

are where patients will have access to OUD medications and there will be an

increase in Narcan and Buprenorphine prescribing in the emergency room.

o McNew Family Health Center
= Opioid Use Disorder — Improve overdose mortality\

LH hospitals (Anne Arundel Medical Center, McNew, and Doctors Communit
y Medical Center), understand the complexity of reducing opioid use disorde
rs in the community. Opioid prescribing initiatives, intended for safe prescri

bing, patient education, medical assisted treatment, and monitoring of presc
ribing have resulted in sustained reduction of 70% since 2016, which correlat
e to the reduction in overdose mortality in our surrounding areas. Medicatio



ns for OUD is offered in McNew’s inpatient unit.

Anne Arundel Medical Center

e For Question 79 on pages 15-16, there were several discrepancies between the physician subs
idies indicated on the narrative report and financial report (the physician subsidies should alig
n between the two reports). Please clarify.

o The following entries were only present on the financial sheet, or it was unclear which s
ubsidy indicated on the narrative survey corresponds to the program/specialty in questi
on:

Please see the subsidy associated with each entry below:
» Annapolis Thoracic — Oncology/Cancer
= Survivorship Program — Neurology
m First Assists — Surgery
m Intensivist Service — Internal Medicine
= Palliative Care Service — Other
m Cardiac Surgery Specialists — Surgery
= Community Clinics — Internal Medicine

**Please add Cardiology as a subsidy — physician recruitment to meet community ne
ed.

o The following entries were only present on the narrative report, or it was unclear which
subsidy indicated on the financial sheet corresponds to the program/specialty in questi
on:

Please remove both from the narrative report. This was marked “yes” in error.
= Anesthesiology
m Geriatrics

e For Question 80 on page 16, please elaborate on how it was determined that providing each o
f the specialties selected would fill a gap in the coverage available to the community.

AAMC must contract with external physician groups to provide inpatient services. If the physi
cian subsidies were not available for contracting, patients would not have access to specialty
care. Ambulatory care monitors access reports and next third available appointments to det
ermine need for recruitment. When patients are not able to access specialty care services, w
e have to turn them away.

Doctors Community Medical Center
e For Question 79 on page 15, please clarify the following issues:

o Please confirm that the specialty “Internal Medicine” selected on the narrative report is
meant to correspond to the “Acute Care Services” and “Intensivists Services” specialtie
s indicated on the financial report.



We can confirm that “Internal Medicine” is meant to correspond to “Acute Care Serv
ices” and “ Intensivists Services”

o Please clarify the subsidy type for the specialty “Endocrinology, Diabetes, & Metabolis
m” selected on the narrative report.

Please remove “Endocrinology, Diabetes, & Metabolism” from the subsidy list. This
was marked “yes” in error.

o The specialty “Endocrinology, Diabetes, & Metabolism” is only present on the narrative
survey, or it was unclear which subsidy indicated on the financial report corresponds to
the program/specialty in question. Please clarify.

Please remove “Endocrinology, Diabetes, & Metabolism” from the subsidy list. This
was marked “yes” in error.

e For Question 80 on page 15, please elaborate on how it was determined that providing each o
f the specialties selected would fill a gap in the coverage available to the community.

AAMC must contract with external physician groups to provide inpatient services. If the physi
cian subsidies were not available for contracting, patients would not have access to specialty
care. Ambulatory care monitors access reports and next third available appointments to det
ermine need for recruitment. When patients are not able to access specialty care services, w
e have to turn them away.

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

From: Koorey, Kelly M <kkoorey@Iuminishealth.org>

Sent: Thursday, March 9, 2023 12:51 PM

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

Cc: Kilroy, Renee L <rkilroy@luminishealth.org>; Wishard, Lori <lwishard@luminishealth.org>
Subject: [Encrypted Message from Luminis Health - RE: Clarification Required - FY 22 Luminis Health
Hospital Narratives]

This is a secure message



Read Message

The link to open this message is valid till 03/23/2023 04:50:39 PM UTC.

How to open link after expiry

To read this message on desktop, open the
securedoc_20230309T125034.html attachment
in a web browser.

i

To read this message on a mobile device, forward
this message to mobile@res.cisco.com to receive
a mobile login URL.

_

Need Help?

Contact the sender directly if you are not sure about the validity of this
message.

Copyright © 2011-2022 Cisco Systems, Inc. and/or its affiliates. All rights reserved.


https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Fres.cisco.com%2Fwebsafe%2Fhelp%3Ftopic%3DRegEnvelope&data=05%7C01%7Chcbhelp%40hilltop.umbc.edu%7C09d63ed5fe5c4cffb42d08db20c75904%7Ce9b872148e8f4ad090ec9d5c56c94931%7C0%7C0%7C638139813543060861%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=FPJXn4nGYIaudMQxoclTXsm%2BxKZ3A73W22IiOGkzYEg%3D&reserved=0
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