FY2015 BON SECOURS BALTIMORE HEALTH SYSTEM
COMMUNITY BENEFIT REPORT (CBR)
PREPARED FOR

HEALTH SERVICES COST REVIEW COMMISSION (HSCRC)



BACKGROUND

The Health Services Cost Review Commission’s (HSCRC or Commission) Community Benefit Report,
required under §19-303 of the Health General Article, Maryland Annotated Code, is the
Commission’s method of implementing a law that addresses the growing interest in understanding
the types and scope of community benefit activities conducted by Maryland’s nonprofit hospitals.

The Commission’s response to its mandate to oversee the legislation was to establish a reporting
system for hospitals to report their community benefits activities. The guidelines and inventory
spreadsheet were guided, in part, by the VHA, CHA, and others’ community benefit reporting
experience, and was then tailored to fit Maryland’s unique regulated environment. The narrative
requirement is intended to strengthen and supplement the qualitative and quantitative information
that hospitals have reported in the past. The narrative is focused on (1) the general demographics
of the hospital community, (2) how hospitals determined the needs of the communities they serve,
(3) hospital community benefit administration, and (4) community benefit external collaboration to
develop and implement community benefit initiatives.

On January 10, 2014, the Center for Medicare and Medicaid Innovation (CMMI) announced its
approval of Maryland’s historic and groundbreaking proposal to modernize Maryland’s all-payer
hospital payment system. The model shifts from traditional fee-for-service (FFS) payment towards
global budgets and ties growth in per capita hospital spending to growth in the state’s overall
economy. In addition to hitting aggressive quality targets, this model must save at least $330
million in Medicare spending over the next five years. The HSCRC will monitor progress overtime
by measuring quality, patient experience, and cost. In addition, measures of overall population
health from the State Health Improvement Process (SHIP) measures will also be monitored (see
Attachment A).

To succeed, hospital organizations will need to work in collaboration with other hospital and
community based organizations to increase the impact of their efforts in the communities they
serve. Itis essential that hospital organizations work with community partners to identify and
agree upon the top priority areas, and establish common outcome measures to evaluate the impact
of these collaborative initiatives. Alignment of the community benefit reporting with these larger
delivery reform efforts such as the Maryland all-payer model will support the overall efforts to
improve population health and lower cost throughout the system.

For the purposes of this report, and as provided in the Patient Protection and Affordable Care
Act (“ACA”), the IRS defines a CHNA as a:

Written document developed for a hospital facility that includes a description of the
community served by the hospital facility: the process used to conduct the
assessment including how the hospital took into account input from community
members and public health experts; identification of any persons with whom the
hospital has worked on the assessment; and the health needs identified through the
assessment process.



The written document (CHNA), as provided in the ACA, must include the following:
A description of the community served by the hospital and how it was determined;

A description of the process and methods used to conduct the assessment, including a
description of the sources and dates of the data and other information used in the assessment
and the analytical methods applied to identify community health needs. It should also describe
information gaps that impact the hospital organization’s ability to assess the health needs of the
community served by the hospital facility. If a hospital collaborates with other organizations in
conducting a CHNA the report should identify all of the organizations with which the hospital
organization collaborated. If a hospital organization contracts with one or more third parties to
assist in conducting the CHNA, the report should also disclose the identity and qualifications of
such third parties;

A description of how the hospital organization obtains input from persons who
represent the broad interests of the community served by the hospital facility,
(including working with private and public health organizations, such as: the local
health officers, local health improvement coalitions (“LHIC’s)[see:
http://dhmh.maryland.gov/healthenterprisezones/Documents/Local Population Healt
h Improvement Contacts 4-26-12.pdf] schools, behavioral health organizations, faith
based community, social service organizations, and consumers) including a description

of when and how the hospital consulted with these persons. If the hospital organization
takes into account input from an organization, the written report should identify the
organization and provide the name and title of at least one individual in such
organizations with whom the hospital organization consulted. In addition, the report
must identify any individual providing input, who has special knowledge of or expertise
in public health by name, title, and affiliation and provide a brief description of the
individual’s special knowledge or expertise. The report must identify any individual
providing input who is a “leader” or “representative” of certain populations (i.e.,
healthcare consumer advocates, nonprofit organizations, academic experts, local
government officials, community-based organizations, health care providers,
community health centers, low-income persons, minority groups, or those with chronic
disease needs, private businesses, and health insurance and managed care
organizations);

A prioritized description of all the community health needs identified through the
CHNA, as well as a description of the process and criteria used in prioritizing such

health needs; and

A description of the existing health care facilities and other resources within the
community available to meet the community health needs identified through the CHNA.

Examples of sources of data available to develop a CHNA include, but are not limited to:


http://dhmh.maryland.gov/healthenterprisezones/Documents/Local_Population_Health%20Improvement_Contacts_4-26-12.pdf
http://dhmh.maryland.gov/healthenterprisezones/Documents/Local_Population_Health%20Improvement_Contacts_4-26-12.pdf

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

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

(3) the Maryland ChartBook of Minority Health and Minority Health Disparities
(http://dhmh.maryland.gov/mhhd/Documents/2ndResource 2009.pdf);

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

(5) Local Health Departments;

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

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

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

(9) Healthy People 2020 (http://www.cdc.gov/nchs/healthy people/hp2010.htm);

(10) Behavioral Risk Factor Surveillance System (http://www.cdc.gov/BRESS);

(11) Youth Risk Behavior Survey (http://phpa.dhmh.maryland.gov/cdp/SitePages/youth-risk-
survey.aspx)

(12) Focused consultations with community groups or leaders such as superintendent of
schools, county commissioners, non-profit organizations, local health providers, and
members of the business community;

(13) For baseline information, a CHNA developed by the state or local health
department, or a collaborative CHNA involving the hospital; Analysis of
utilization patterns in the hospital to identify unmet needs;

(14) Survey of community residents; and

(15) Use of data or statistics compiled by county, state, or federal governments.

In order to meet the requirement of the CHNA for any taxable year, the hospital facility must make
the CHNA widely available to the public and adopt an implementation strategy to meet the health
needs identified by the CHNA by the end of the same taxable year.

The IMPLEMENTATION STRATEGY, as provided in the ACA, must:

a. Be approved by an authorized governing body of the hospital organization;

b. Describe how the hospital facility plans to meet the health need, such as how they will
collaborate with other hospitals with common or shared CBSAs and other community
organizations and groups (including how roles and responsibilities are defined within the
collaborations); and

c. Identify the health need as one the hospital facility does not intend to meet and explain why it
does not intend to meet the health need.

Reporting Requirements
I. GENERAL HOSPITAL DEMOGRAPHICS AND CHARACTERISTICS:

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


http://dhmh.maryland.gov/ship/
http://dhmh.maryland.gov/ship/SitePages/LHICcontacts.aspx
http://dhmh.maryland.gov/mhhd/Documents/2ndResource_2009.pdf
http://www.countyhealthrankings.org/
http://www.healthycommunitiesinstitute.com/index.html
http://mhcc.maryland.gov/hmo
http://www.cdc.gov/nchs/healthy_people/hp2010.htm
http://www.cdc.gov/BRFSS
http://phpa.dhmh.maryland.gov/cdp/SitePages/youth-risk-survey.aspx
http://phpa.dhmh.maryland.gov/cdp/SitePages/youth-risk-survey.aspx

hospitals by the HSCRC. (Specialty hospitals should work with the Commission to
establish their primary service area for the purpose of this report).

Table I
Bed Inpatient Primary All other Percentage of Percentage of
Designation: | Admissions: | Service Maryland Uninsured Patients, Patients who
Area Zip Hospitals by County: are Medicaid
Codes: Sharing Primary Recipients, by
Service Area: County:
152 4,343 21223 St. Agnes Baltimore City- Baltimore City-
Hospital 86.11% 91.81%
21216 (21229)
Baltimore County- | Baltimore
21217 7.48% County- 4.75%
21229 Prince Georges Howard
- 0 - )
91202 County- 0.92% County- 0.94%
21230 Anne Arundel Anne Arundel
County- 0.67% County- 0.84%
21201 Other Counties- Other
4.82% Counties-
1.67%

2. For purposes of reporting on your community benefit activities, please provide the
following information:

Describe in detail the community or communities the organization serves. Based on
findings from the CHNA, provide a list of the Community Benefit Service Area (CBSA)
zip codes. These CBSA zip codes should reflect the geographic areas where the most
vulnerable populations reside. Describe how the CBSA was determined, (such as
highest proportion of uninsured, Medicaid recipients, and super utilizers, i.e.
individuals with > 3 hospitalizations in the past year). This information may be copied
directly from the section of the CHNA that refers to the description of the Hospital’s
Community Benefit Community.

Bon Secours Hospital (BSB or the Hospital) has played a vital role in West Baltimore since 1919
and the Sisters of Bon Secours have maintained a constant presence in the community since
1881. Bon Secours Hospital serves west and southwest Baltimore. Dominated by the elderly,
women and children, BSB’s Primary Service Area (PSA) includes some stable neighborhoods,
but far too many neighborhoods facing significant social challenges in the areas of housing,
employment, education and health. BSB’s Community Health Needs Assessment has taken into
account challenges and conditions in its PSA (zip codes in PSA as listed above), with a special
emphasis on the neighborhoods surrounding BSB (including, but not limited to, Mount Clare,




Franklin Square, Union Square, Boyd-Booth, Carrollton Ridge, Mill Hill, Shipley Hill and Fayette
Street Outreach communities). Bon Secours has maintained a constant presence in this part of
Baltimore for over 130 years and it is the community where most of Bon Secours Baltimore
Health System’s (BSBHS) services are located. A long standing tradition of close engagement
with this community has led to the creation of many of the programs and services that BSBHS
delivers, particularly those addressing the social determinants of health. The relationship
between BSBHS and the surrounding community of Old Southwest Baltimore was of great
benefit to many of the assessment activities outlined below.

In fact, many of the conditions and social determinants of health in the direct area serviced by
BSBHS are of concern in the broader service area - West Baltimore, as a whole. Taking that into
account, assessment findings and interventions identified for the areas immediately
surrounding our hospital are relevant and applicable to the entire West Baltimore community.

Designated as a federal medically-underserved community, Southwest Baltimore also suffers
from a high rate of foreclosures as many residents do not have the financial capacity to maintain
their homes. Many of the streets are lined with neglected and vacant houses, many are boarded
up and hazardous to the health and safety of children and adults. Homes are twice as likely to
be sold in foreclosure or to have housing code violations as in Baltimore City as a whole.

The overall crime rate in Southwest Baltimore is 32% higher than the overall city, with
homicides occurring more than twice as often per capita as in the City as a whole.

Despite these challenging statistics and circumstances, the neighborhoods of Southwest
Baltimore show signs of new life and hope. Through our community partnerships, Bon Secours
has initiated and supported neighborhood development and community-driven revitalization
efforts that complement the health system’s comprehensive services. Despite enormous
challenges, BSB serves as an anchor of stability and hope for the residents of Southwest
Baltimore, providing health and wholeness to all in need.

b. In Table II, describe the population within the CBSA, including significant
demographic characteristics and social determinants that are relevant to the needs of
the community and include the source of the information in each response. For
purposes of this section, social determinants are factors that contribute to a person’s
current state of health. They may be biological, socioeconomic, psychosocial, behavioral,
or social in nature. (Examples: gender, age, alcohol use, income, housing, access to
quality health care, transportation, education and healthy environment, having or not
having health insurance.) (Add rows in the table for other characteristics and
determinants as necessary).

Some statistics may be accessed from the Maryland State Health Improvement Process,

(http://dhmh.maryland.gov/ship/) and its Area Health Profiles 2013,

(http://dhmh.maryland.gov/ship/SitePages/LHICcontacts.aspx), the Maryland Vital
Statistics Administration (http://dhmh.maryland.gov/vsa/SitePages/reports.aspx ),
The Maryland Plan to Eliminate Minority Health Disparities (2010-2014) (
http://dhmh.maryland.gov/mhhd/Documents/Maryland Health Disparities Plan of Ac
tion 6.10.10.pdf), the Maryland ChartBook of Minority Health and Minority Health
Disparities, 2nd Edition
(http://dhmh.maryland.gov/mhhd/Documents/Maryland%Z20Health%Z20Disparities%
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http://dhmh.maryland.gov/ship/
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20Data%20Chartbook%202012%20corrected%202013%2002%2022%2011%20AM.p
df ), The Maryland State Department of Education (The Maryland Report Card)
(http://www.mdreportcard.org) Direct link to data-
(http://www.mdreportcard.org/downloadindex.aspx?K=99AAAA)



http://dhmh.maryland.gov/mhhd/Documents/Maryland%20Health%20Disparities%20Data%20Chartbook%202012%20corrected%202013%2002%2022%2011%20AM.pdf
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http://www.mdreportcard.org/
http://www.mdreportcard.org/downloadindex.aspx?K=99AAAA

Table II

Median Household Income
within the CBSA

$25,198

(Data Source: 2013 Vital Signs 12 Community Statistical Area (CSA)
Profiles: Southwest Baltimore)

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

33%

(Data Source: 2013 Vital Signs 12 Community Statistical Area (CSA)
Profiles: Southwest Baltimore)

Please estimate the percentage
of uninsured people by County
within the CBSA This
information may be available
using the following links:
http://www.census.gov/hhes/
www /hlthins/data/acs/aff.ht
ml;
http://planning.maryland.gov
msdc/American Community S
urvey/2009ACS.shtml

16.6%

(Data Source: 2013 Baltimore City Health Disparities Report Card)

Percentage of Medicaid
recipients by County within the
CBSA.

36.9%

(Data Source: U.S Census Bureau 2014 Estimate, Hilltop Institute 2015)

Life Expectancy by County
within the CBSA (including by
race and ethnicity where data
are available).

See SHIP website:
http://dhmh.maryland.gov/shi
p/SitePages/Home.aspx and
county profiles:
http://dhmh.maryland.gov/shi
p/SitePages/LHICcontacts.asp
X

CBSA:68.3; Baltimore City: 73.5

(Data Source: 2013 Vital Signs 12 Community Statistical Area (CSA)
Profiles: Southwest Baltimore)

Mortality Rates by County
within the CBSA (including by
race and ethnicity where data
are available).

2013 Rates per 10,000 residents in age group (CBSA/Baltimore City):
Infant Mortality: 11.7/10.7

Mortality by Age (1-14 years old): 3.8/1.9

Mortality by Age (15-24 years old): 16.3/9.1

Mortality by Age (25-44 years old): 34.9/18.9

Mortality by Age (45-64 years old): 131.8/92.8

Mortality by Age (65-84 years old): 372.2/303.4

Mortality by Age (85 and over): 1052.6/1036.5

(Data Source: 2013 Vital Signs 12 Community Statistical Area (CSA)



http://www.census.gov/hhes/www/hlthins/data/acs/aff.html
http://www.census.gov/hhes/www/hlthins/data/acs/aff.html
http://www.census.gov/hhes/www/hlthins/data/acs/aff.html
http://planning.maryland.gov/msdc/American_Community_Survey/2009ACS.shtml
http://planning.maryland.gov/msdc/American_Community_Survey/2009ACS.shtml
http://planning.maryland.gov/msdc/American_Community_Survey/2009ACS.shtml
http://dhmh.maryland.gov/ship/SitePages/LHICcontacts.aspx
http://dhmh.maryland.gov/ship/SitePages/LHICcontacts.aspx
http://dhmh.maryland.gov/ship/SitePages/LHICcontacts.aspx

Profiles: Southwest Baltimore)

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

http://dhmh.maryland.gov/shi

p/SitePages/measures.aspx

Access to Healthy Food:

Fast Food Outlet Density (per 1,000 Residents): 2.3

Liquor Outlet density (per 1,000 Residents): 2.2

Transportation:

Households with No Vehicles Available: 54.2%

Education:

Population (25 years and over) With High School Diploma: 59.1%
Population (25 years and over) With Less Than a High School
Diploma or GED: 31.4%

Population (25 years and over) with Some College Education and
Above: 9.5%

Housing Quality:

Residential Properties that are Vacant and Abandoned: 27.1%
Median Price of Homes Sold: $22,000

Exposure to Environmental Factors:

Children (aged 0-6) with Elevated Blood Lead Levels: 5.5%

Rate of Clogged Storm Drain Reports per 1,000 Residents: 12.1
Rate of Dirty Streets and Alleys Reports per 1,000 Residents: 152.8
(Data Source: 2013 Vital Signs 12 Community Statistical Area (CSA)
Profiles: Southwest Baltimore)

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

See SHIP County profiles for
demographic information of
Maryland jurisdictions.
http://dhmh.maryland.gov/shi
p/SitePages/LHICcontacts.asp
X

75.8% Black/African-American (Non-Hispanic)

16.8% White/Caucasian (Non-Hispanic)

3.6% Hispanic

1.1% Asian (Non-Hispanic)

0.6% All Other Races (Hawaiian/Pacific Islander, Alaskan/Native
American Other Race) (Non-Hispanic)

2.1% Two or More Races (Non-Hispanic)

(Data Source: 2013 Vital Signs 12 Community Statistical Area (CSA)
Profiles: Southwest Baltimore)

Other

Unemployment Rate for Southwest Baltimore is 24.9% vs. 14.2% for
Baltimore City as a whole.

(Data Source: 2013 Vital Signs 12 Community Statistical Area (CSA)
Profiles: Southwest Baltimore)

COMMUNITY HEALTH NEEDS ASSESSMENT

e Has your hospital conducted a Community Health Needs Assessment that conforms to the
IRS definition detailed on pages 4-5 within the past three fiscal years?

x__Yes



http://dhmh.maryland.gov/ship/SitePages/measures.aspx
http://dhmh.maryland.gov/ship/SitePages/measures.aspx
http://dhmh.maryland.gov/ship/SitePages/LHICcontacts.aspx
http://dhmh.maryland.gov/ship/SitePages/LHICcontacts.aspx
http://dhmh.maryland.gov/ship/SitePages/LHICcontacts.aspx

I1L.

No

Provide date here. 05/07/ 13 (mm/dd/yy)

If you answered yes to this question, provide a link to the document here. (Please note
may be the same document used in the prior year report).

http://baltimore.bonsecours.com/assets /pdfs /CHNA-FINAL.pdf

Has your hospital adopted an implementation strategy that conforms to the definition
detailed on page 57

x_Yes _07/15/13 (mm/dd/yy) Enter date approved by governing body here:
No

If you answered yes to this question, provide the link to the document here.

http://bonsecoursbaltimore.com/assets/pdfs/CHNA-ImplementationPlan-BSBHS-
071513.pdf

COMMUNITY BENEFIT ADMINISTRATION

1. Please answer the following questions below regarding the decision making process of
determining which needs in the community would be addressed through community benefits
activities of your hospital? (Please note: these are no longer check the blank questions

only. A narrative portion is now required for each section of question b,)

a. Is Community Benefits planning part of your hospital’s strategic plan?

X_Yes
No

If yes, please provide a description of how the CB planning fits into the hospital’s
strategic plan, and provide the section of the strategic plan that applies to CB.

As a part of Bon Secours Health System, Bon Secours Baltimore Health System

: this

conducts strategic planning on a three-year cycle. This product of this process, the

“Strategic Quality Plan” serves as the driver for strategic initiatives at both the
national and local system level. Fiscal year 2015 was the third year in the cycle
(2013-2015) that had the following priorities:
e Bring our communities to wholeness
Ensure that our care is extraordinary
Transform our health delivery
Express our Catholic Identity
Liberate the potential of people


http://baltimore.bonsecours.com/assets/pdfs/CHNA-FINAL.pdf
http://bonsecoursbaltimore.com/assets/pdfs/CHNA-ImplementationPlan-BSBHS-071513.pdf
http://bonsecoursbaltimore.com/assets/pdfs/CHNA-ImplementationPlan-BSBHS-071513.pdf

All strategic initiatives, including community benefit, must address one or more of
these priorities, the development of which are informed in part by local system
community benefit reports, the most recent community health needs assessment
and other community engagement activities. The following describes the scope of
work for the development of the current local system strategic plan which is
currently underway:

1. Facilitate development of the integrated 3-year strategic plan (2016 - 2018) in accordance
with the requirements outlined in the Work Products section of this RFI
a. Produces a quality CHNA/CHIP in accordance with required content and due dates
b. Produces quality and range of information for inclusion on Community Benefit
Reports
2. Document processes and procedures for strategic plan development to facilitate future,
such as:
a. Meeting minutes
b. Work plans
3. Develop structures and systems for:
a. Data collection
b. Reporting
c. Evaluation
4. Develop work products within the following required time frames:
a. Local-system (Bon Secours Baltimore Strategic Plan aligns with BSHSIQP starting in
2016.
b. Next CHNA must be presented to and approved by the Board of Directors in May
2016
c. CHIP must be completed by July 2016
d. BSCW growth plan ongoing

Work Product(s)

1. Alocal-system (Bon Secours Baltimore) 3-year strategic plan (2016 - 2018) that:
a. Integrates/Incorporates the key existing and upcoming required plans, including:
i. Existing BSHSI Strategic Quality Plan (2016 - 2018)
ii. Required upcoming Community Health Needs Assessment and associated
Community Health Improvement Plan (CHIP) (due by May/July 2016)
iii. Required upcoming Bon Secours Community Works growth plan (due to
BSCW Board of Directors by May 2016)
iv. Other existing plans and commitments (e.g. substantive current and
upcoming projects, new and annually renewable grant-funded programs).
Examples include:
1. Bon Secours Baltimore Health System
a. New Vision (Healthy People, Healthy Economy, Healthy
Environment)
2. Bon Secours Baltimore Hospital’s:
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a. Health Enterprise Zone (West Baltimore CARE)
b. Department of Behavioral Health’s Behavioral Health System
Baltimore grants (ACT, Substance Abuse Treatment,
Specialized Case Management Program, etc.)
St. Martins Wellness Center
Primary Care (Family Care Center, St. Francis Clinic)
Behavioral Health Homes
Global Budget Revenue and Total Population Health
strategies
g. Accountable Care Organization - Managed Care Savings
Program
i. In-patient clinical
ii. Patient Satisfaction
3. Bon Secours Community Works’:
a. Mayor’s Office of Human Services’ Consolidated Funding
Application (Eviction Prevention)
b. Community Development Block Grant (Clean & Green)
c. Maryland Family Network (Early Head Start)
d. Family League of Baltimore (Home Visiting Program)
4. Unity Properties, Inc.’s:
a. Department of Housing and Urban Development (Resident
Services)
b. Unity Properties’ housing program expansion (e.g. Gibbons
Housing Project)
v. As part of the assessment process, the existing and upcoming City, State,
Regional healthcare plans and priorities, such as those from:
1. Maryland Health Services Cost Review Commission
2. Maryland Department of Health and Mental Hygiene
3. Behavioral Health System Baltimore
4. Baltimore City Health Department
b. Involves an Advisory Group consisting of representation from:
i. Includes a CHNA advisory board with at least the following membership
representation (required per Ed Gerardo and the HSO):
1. St. Agnes Hospital
2. University of Maryland
3. Public Health Department
4. Primary Care
5. Behavioral Health
c. Incorporates clear mechanisms for:
i. Evaluating progress
ii. Identifying and addressing obstacles
iii. Achieving milestones

™o oo

iv. Tracking priority performance metrics
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1. Outcomes/community impact (not just outputs)
v. Engaging key stakeholders
vi. Scaling operations effectively
vii. Evaluating potential service lines or business opportunities effectively and
efficiently
d. Promotes a culture of accountability through:
i. Clearly defined roles and responsibilities
ii. Detailed work plans including target/due dates
iii. Understandable performance metrics
iv. Regular communication on progress to key stakeholders
e. Produces information required for inclusion or reporting in:
i. BSHSI Strategic Quality Plan
ii. Community Health Implementation Plan
iii. 990
iv. Community Benefit Report
v. Annual Report to the Community
vi. Accountable Care Organization - Managed Care Savings Program
1. In-patient clinical
2. Patient Satisfaction

b. What stakeholders in the hospital are involved in your hospital community benefit
process/structure to implement and deliver community benefit activities? (Please
place a check next to any individual/group involved in the structure of the CB process
and describe the role each plays in the planning process (additional positions may be
added as necessary)

i. Senior Leadership

1. x_CEO

2. x_CFO

3. _x_ Other (please specify): Vice President, Mission; Vice President,
Philanthropy

Describe the role of Senior Leadership.

The Vice President, Mission, serves as the Chair of the Community Benefit
Committee and ensures that all committee members are aware of the overall
goals for the Community Benefit Report, CHNA, and are aware of and
supported as we work to meet deadlines. The CFO and CEO review
community benefit initiatives and approve initiatives prior to their
implementation. Further, the Director of Finance and CFO review the entire
Community Benefit Report for accuracy and provide approval before report is
submitted to the HSCRC. The Community Benefit Report also goes before the
Board of Directors and at subsequent meetings for their overall knowledge
and awareness.
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ii. Clinical Leadership

1. _x_Physician

2. _x_Nurse

3. __Social Worker

4. __ Other (please specify)

Describe the role of Clinical Leadership
iii. Community Benefit Operations

1. __Individual (please specify FTE)
2. _x_Committee (please list members):
Vice President- Mission (Chair);
Manager- Financial Grants
Senior Director of programs- Community Works
Executive Director- Housing & Community Development
Director- Marketing
Vice President- Philanthropy
Manager- Budget & Business Intelligence
h. Director- Finance
3. __Department (please list staff)
4. __Task Force (please list members)
5. __Other (please describe)

@™o AN o

Briefly describe the role of each CB Operations member and their function
within the hospital’s CB activities planning and reporting process.

The Vice President, Mission chairs the Community Benefit committee and facilitates all
meetings. He ensures that all committee participants are aware of the overall goals of the
committee and how we contribute to our overall goals related to community benefit. The
Executive Director- Housing and Community Development is also involved in the
generation of the CHNA. Thus, he serves as a resource for information on the
identification of priority needs area for CHNA and strategic development while also
providing community benefit information related to housing. The Senior Director of
Program- Community Works provides oversight of the initiatives conducted at the off-site
Community Works center for a number of programs directly related to service members
of the Southwest Baltimore community for which we serve. The Manager of Budget and
Business Intelligence and Financial Grants Manager compile the CB financial and
narrative components. The Director of Finance evaluates the Community Benefit Report
as a whole to ensure that all relevant components are captured and financials are
accurate. The Finance department participates also to help with the budgeting and
financial needs around the committee.

c. Isthere an internal audit (i.e., an internal review conducted at the hospital) of the
Community Benefit report? )

Spreadsheet _X__yes no
Narrative _X___yes no
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If yes, describe the details of the audit/review process (who does the review?
Who signs off on the review?)

The Manager of Budget and Business Intelligence and Financial Grants Manager compile the
CB financial and narrative components. The Director of Finance evaluates the Community
Benefit Report as a whole to ensure that all relevant components are captures and financials
are accurate. After the Director of Finance has evaluated the compiled report for accuracy,
it is forwarded to the CFO for a final review of all components. Once all reviews are
completed and the CFO gives approval, the report is submitted to the HSCRC.

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

Spreadsheet _X__yes no

Narrative _X__yes no

If no, please explain why.

IV. COMMUNITY BENEFIT EXTERNAL COLLABORATION

External collaborations are highly structured and effective partnerships with relevant community
stakeholders aimed at collectively solving the complex health and social problems that result in
health inequities. Maryland hospital organizations should demonstrate that they are engaging
partners to move toward specific and rigorous processes aimed at generating improved population
health. Collaborations of this nature have specific conditions that together lead to meaningful
results, including: a common agenda that addresses shared priorities, a shared defined target
population, shared processes and outcomes, measurement, mutually reinforcing evidence based
activities, continuous communication and quality improvement, and a backbone organization
designated to engage and coordinate partners.

a. Does the hospital organization engage in external collaboration with the following
partners:

_x__ Other hospital organizations

_x__ Local Health Department

_x__ Local health improvement coalitions (LHICs)
_x__Schools

_x__ Behavioral health organizations

_X___ Faith based community organizations
_x__Social service organizations

b. Use the table below to list the meaningful, core partners with whom the hospital
organization collaborated to conduct the CHNA. Provide a brief description of
collaborative activities with each partner (please add as many rows to the table as
necessary to be complete)
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Organization Name of Key Title Collaboration
Collaborator Description
University of Maryland Dick Cook Executive Director | Community Engagement
School of Social Work (planning, coordination,

facilitation)

Operation ReachOut
Southwest

Joyce Smith

President

Community Engagement
(planning, convening)

Baltimore City Health

Joshua Sharfstein,

Commissioner

Data support & analysis,

Department MD convener
Maryland State Legislature Verna Jones- Senator Convener
Rodwell
John Snow, Inc Alec McKinney Senior Project Public Health Research,

Director data analysis, survey
design
Michelle Gourdine & Michelle Gourdine | Principal Public Health/Policy
Associates Analysis
The Hatcher Group Tom Waldron Vice President Communications,
marketing/outreach,
advocacy
Mid-Atlantic Association of | Miguel McGinnis CEO Convener, Advocacy

Community Health Centers

c. Is there a member of the hospital organization that is co-chairing the Local Health
Improvement Coalition (LHIC) in the jurisdictions where the hospital organization is
targeting community benefit dollars?

_X__yes no

d. Is there a member of the hospital organization that attends or is a member of the LHIC in
the jurisdictions where the hospital organization is targeting community benefit dollars?

_X__yes no

HOSPITAL COMMUNITY BENEFIT PROGRAM AND INITIATIVES

This Information should come from the implementation strategy developed through the CHNA

process.
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1. Please use Table III, to provide a clear and concise description of the primary needs
identified in the CHNA, the principal objective of each evidence based initiative and how the
results will be measured (what are the short-term, mid-term and long-term measures? Are
they aligned with measures such as SHIP and all-payer model monitoring measures?), time
allocated to each initiative, key partners in the planning and implementation of each
initiative, measured outcomes of each initiative, whether each initiative will be continued
based on the measured outcomes, and the current FY costs associated with each initiative.
Use at least one page for each initiative (at 10 point type). Please be sure these initiatives
occurred in the FY in which you are reporting. Please see attached example of how to
report.

For example: for each principal initiative, provide the following:

a. 1. Identified need: This includes the community needs identified by the CHNA.
Include any measurable disparities and poor health status of racial and ethnic minority
groups. Include the collaborative process used to identify common priority areas and
alignment with other public and private organizations.
2. Please indicate whether the need was identified through the most recent CHNA
process.

b. Name of Hospital Initiative: insert name of hospital initiative. These initiatives should
be evidence informed or evidence based. (Evidence based initiatives may be found on
the CDC’s website using the following link: http://www.thecommunityguide.org/ )
(Evidence based clinical practice guidelines may be found through the AHRQ website
using the following link: www.guideline.gov/index.aspx )

c. Total number of people within the target population (how many people in the target
area are affected by the particular disease being addressed by the initiative)?

d. Total number of people reached by the initiative (how many people in the target
population were served by the initiative)?

e. Primary Objective of the Initiative: This is a detailed description of the initiative, how
itis intended to address the identified need, and the metrics that will be used to
evaluate the results.

f.  Single or Multi-Year Plan: Will the initiative span more than one year? What is the
time period for the initiative?

g. Key Collaborators in Delivery: Name the partners (community members and/or
hospitals) involved in the delivery of the initiative.

h. Impact/Outcome of Hospital Initiative: Initiatives should have measurable health
outcomes. The hospital initiative should be in collaboration with community partners,
have a shared target population and common priority areas.

e What were the measurable results of the initiative?

e For example, provide statistics, such as the number of people served, number of
visits, and/or quantifiable improvements in health status.
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i. Evaluation of Outcome: To what degree did the initiative address the identified
community health need, such as a reduction or improvement in the health indicator?
Please provide baseline data when available. To what extent do the measurable results
indicate that the objectives of the initiative were met? There should be short-term,
mid-term, and long-term population health targets for each measurable outcome that
are monitored and tracked by the hospital organization in collaboration with
community partners with common priority areas. These measures should link to the
overall population health priorities such as SHIP measures and the all-payer model
monitoring measures. They should be reported regularly to the collaborating partners.

j-  Continuation of Initiative: What gaps/barriers have been identified and how did the
hospital work to address these challenges within the community? Will the initiative be
continued based on the outcome? What is the mechanism to scale up successful
initiatives for a greater impact in the community?

k. Expense:
A. What were the hospital’s costs associated with this initiative? The amount reported
should include the dollars, in-kind-donations, or grants associated with the fiscal year
being reported.
B. Of the total costs associated with the initiative, what, if any, amount was provided
through a restricted grant or donation?

2. Were there any primary community health needs identified through the CHNA that were
not addressed by the hospital? If so, why not? (Examples include other social issues related
to health status, such as unemployment, illiteracy, the fact that another nearby hospital is
focusing on an identified community need, or lack of resources related to prioritization and
planning.) This information may be copied directly from the CHNA that refers to
community health needs identified but unmet.

3. How do the hospital’s CB operations/activities work toward the State’s initiatives for
improvement in population health? (see links below for more information on the State’s
various initiatives)

STATE INNOVATION MODEL (SIM) http://hsia.dhmh.maryland.gov/SitePages/sim.aspx
MARYLAND STATE HEALTH IMPROVEMENT PROCESS (SHIP)
http://dhmh.maryland.gov/ship/SitePages /Home.aspx

HEALTH CARE INNOVATIONS IN MARYLAND
http://www.dhmh.maryland.gov/innovations/SitePages /Home.aspx

MARYLAND ALL-PAYER MODEL http://innovation.cms.gov/initiatives/Maryland-All-Payer-
Model/

COMMUNITY HEALTH RESOURCES COMMISSION
http://dhmh.maryland.gov/mchrc/sitepages /home.aspx
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1. Identified Need

2. Was this identified through
the CHNA process?

1. Healthy People Priority Need:

Southwest Baltimore residents have evolving needs for
comprehensive and integrated health services, including
behavioral health. Bon Secours has expanded its service line over
the last several years to become one of the most extensive in the
City of Baltimore as it relates to behavioral health services and is
an invaluable asset to the Southwest Baltimore community. In an
effort to meet the growing demand for integrated services in our
community, the focus for FY13-FY16 is program growth and
development.

2. Yes, this need was identified through the CHNA process and in
collaboration with community groups.

Hospital Initiative

The Department of Behavioral Health provides the following
outpatient mental health and substance abuse programs:

Assertive Community Treatment (ACT)

ACT is a multi-faceted approach to caring for and treating
individuals having a severe mental health diagnosis, and who are
unable to utilize traditional OMHC Services as a way to manage
their illness.

ACT assists clients with nursing care and medication management
and administration, psychiatrist on staff to lead psychiatric care,
individual and group mental health treatment, individual and
group substance abuse treatment, Crisis Management/24 hour
availability trough on-call phone, rehabilitation skills
development, discharge planning, job
development/placement/coaching, life skills development,
procurement of Community Resources/Case Management
Services, and assertive outreach/tracking of clients in the
community/home visits.

Specialized Case Management (SCMP)

SCMP provides clients with assistance in gaining access to needed
medical, mental health, social, educational, and other community
based services.

SCMP assists clients with obtaining and maintaining medical
insurance , income (SSI, SSDI, employment, TDAP, TCA, etc.,)
assistance with obtaining eligible benefits (food assistance,
daycare vouchers, WIC, etc.), mental health treatment, primary
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care doctor, substance abuse treatment, housing (permanent
housing, assisted living, shelter) crisis assistance , and support
with increasing living skills (parenting classes, family
preservation, budgeting, securing a payee, etc. )

Homeless Outreach

Provides ongoing support to Baltimore City’s homeless and
transient population including ongoing support to homeless
individuals until they are willing to be linked to supportive
services such as Case Management, Assertive Community
Treatment, or other Outpatient Mental Health Services. The team
responds to help calls from the city and concerned citizens via 311
regarding homeless clients and is actively involved with Code Blue
and Code Red. Code Blue, the State Health Commissioner deems
that it is too cold for individuals to be on the street. Code Red, the
State Health Commissioner deems it too hot for individuals to be
on the street. The team also assists individuals with filling out
paperwork necessary for obtaining permanent housing

Adult Day Psychiatric Rehabilitation Program (PRP)

PRP is an Adult Day program providing support and structure to
those individuals living with a severe mental illness and is
designed to assist individuals with social re-integration and
activities that promote symptoms management and community
independence.

These activities include case management, assist with links to
Mental Health and Substance Abuse services, provide support with
modeling and practicing daily living skills, Symptom Management
Groups, men and women support groups, supported employment
and job placement, budgeting, community Integration, Off-Site
trips, breakfast and lunch are provided, social Integration
Activities, and transportation to and from program and
appointments.

Residential (RRP

A housing program serving the severely mentally ill that provides
supervision and rehabilitation aimed at helping the individual re-
integrate into society with the core goal of obtaining independent
housing. RRP assists with Activities of Daily Living, social
integration, grocery shopping, medication management,
entitlements, socialization, and transportation to and from
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appointments.

Outpatient Mental Health (OMHC)

Bon Secours OMHC believes in the connection of mind, body, and
spirit, and recognizes and appreciates the uniqueness of each
individual in building an alliance toward the healing process. A
wide range of therapeutic modalities are tailored to meet the
needs of each individual.

Services offered include individual, family, and couple services,
symptom management, psychiatric evaluation, psychiatric
medication, medication review, and referrals for lab work and
other medical tests.

Partial Hospitalization Programs for Adults and Children
(PHEP)

PHEP is a therapeutic intensive day treatment program for adults
and children ages 5-12. Itis a culturally sensitive, highly
structured program that teaches children adaptive skills and
healthy approaches to solving real problems.

Treatment involves child and his/her family, individual therapy,
group therapy, family therapy, medication management, and crisis
stabilization.

A.D.A.P.T Cares (Anti-Drug Abuse Program With Therapy)

Provides treatment services to individuals with a primary
diagnosis of Opioid Dependence. To support males and females in
their pursuit of recovery the following treatment services are
offered:

Methadone Maintenance

Outpatient Group Therapy

Comprehensive Substance Use Assessment
Individualized Treatment Planning
Primary Care

Psychiatric Evaluation and Referral
Overdose Prevention

Smoking Cessation

DUI/DWI Education & Counseling

Random Drug Screens

New Hope Treatment Center

The mission of New Hope is to provide quality intensive
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inpatient/outpatient wrap around services to individuals seeking
help in re-establishing their lives from substance abuse.
Treatment services include: Methadone Maintenance, Suboxone
Therapy, Level [ (Outpatient), Level II (Intensive Outpatient).
Programming Includes:

* Individual comprehensive assessments
* Individualized treatment planning

* Opiate maintenance therapy

* Individual/Group counseling

* Men’s/Women'’s group

* HIV pre and post-test counseling

* HIV blood screening

Next Passage Substance Abuse Treatment Center

Next Passage Substance Abuse Treatment Program is one of three
Opioid Treatment Programs under the BSBHS umbrella that
provides Drug Free Outpatient and Intensive Outpatient
Treatment Services, as well as Suboxone Therapy to adult men and
women diagnosed with a substance use disorder. Treatment
services include:

* Drug Free Intensive (IOP) and Standard Outpatient
Services (OP)

* Education/Vocational Services

* Men’s/Women’s Group

*  Primary Care

*  Psychiatric Evaluation and Referral

* Overdose Prevention

*  Smoking Cessation

* DUI/DWI Education & Counseling

* Random Drug Screens

*  Family & Individual Counseling

» Referrals to other agencies & facilities based on assessed
treatment needs.

Psychiatric Rehabilitation Services (New Phases)

A psychiatric rehabilitative program is designed to help adults and
children who suffer with chronic mental illness. Support services
include personal development, social skills training and
community integration. Additional services include medication
management, vocational training and job placement. Vocational
training is provided tin the area of food preparation and catering,
clerical and computer jobs and maintenance repair.
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Total Number of People
Within the Target
Population

The goal of the Outpatient Behavioral Health programs is to reduce
in- patient utilization of services by providing effective outpatient
services to meet the client’s needs within our primary and
secondary service area.

The goal of the CIBS programs are to retain current clients until
they have a sense of stability in their lives and can obtain and
maintain mental wellness. Openings are filled with new clients
when current clients reach stability in their lives. New clients
come from within West Baltimore via hospital volume or referrals
from city shelters and the prison system.

Total Number of People
Reached by the Initiative
Within the Target
Population

Total Number of Individuals Reached by Program for FY2015:

Assertive Community Treatment (ACT): 1,089
Specialized Case Management (SCMP): 1,645
Adult Day Psychiatric Rehabilitation Program (PRP):2,357
Residential (RRP):
Outpatient Mental Health (OMHC): 9,222
Partial Hospitalization Programs for Adults and Children
(PHEP): 519
e AD.AP.T Cares (Anti-Drug Abuse Program With Therapy):
3,425
e New Hope Treatment Center: 4,929
Next Passage Substance Abuse Treatment Center: 1,704
e New Phases: 1,806

Primary Objective of the
Initiative

Our objective is to improve access to and increase utilization of
our community-based behavioral health and medical services.
Metrics include program performance targets and population
served.

Single or Multi-Year
Initiative -Time Period

Multi-Year

Key Collaborators in
Delivery of the Initiative

e Department of Health and Mental Hygiene (DHMH)

e Behavioral Health Systems Baltimore (BHSB)

e Baltimore Crisis Response, Inc. (BCRI)

e National Alliance on Mental Illness (NAMI)

e Substance Abuse and Mental Health Services
Administration (SAMHSA)

e Hospitals within the zip codes of 21201, 21229 and 21215

Impact/Outcome of
Hospital Initiative?

Each program develops quality indicators to identify opportunities
for improvement in the areas of service delivery and treatment
outcomes. Data is collected and tracked on a monthly basis to
identify trends and ensure compliance with established
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performance measures. Program specific patient satisfaction
surveys are conducted on a monthly basis. Survey findings are
reviewed and analyzed. Based on findings, program enhancements
and improvements are implemented accordingly.

Evaluation of OQutcomes:

Outcomes are evaluated through grant deliverables, the client’s
ability to obtain housing, reduction in hospitalizations and in
increase in stability in the client’s life. Patients also complete
satisfaction surveys.

Continuation of Initiative? | Yes

Total Cost of Initiative for | A. Total Cost of Initiative B. Direct Offsetting Revenue
Current Fiscal Year and from Restricted Grants
What Amount is from $11,069,558

Restricted Grants/Direct
Offsetting Revenue

$2,087,180

a. 1. Identified Need

2. Was this
identified through
the CHNA process?

1. Healthy People Priority Need:

e Expand Primary Care and capacity along with expanded
access to case/care management services.

e Improve and expand access to primary care and preventive
services.

e Improve the health of the community by increasing the
number of people connected to a primary care medical home
and increasing annual primary care visits

2. Yes. The combined West Baltimore zip codes of 21216,
21217, 21223, and 21229 have the highest disease burden and
worst indicators of social determinants of health than most any
other community in Maryland. These neighborhoods establish the
lower extremes for health disparities in the City and the State
across all major chronic illnesses. Families in the Zone experience
poverty (20%) at higher rates than those in Maryland (6%) and in
Baltimore City (17%). Life expectancy can be up to 12 years shorter
in these zip codes than in other parts of Maryland.

b. Hospital Initiative

Health Enterprise Zone (HEZ)

c. Total Number of
People Within the
Target Population

86,000 West Baltimore residents who have or are at risk for
cardiovascular disease (CVD) in zip codes of 21216, 21217, 21223,
and 21229.
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d. Total Number of

People Reached by
the Initiative Within
the Target
Population

112,358 West Baltimore residents have participated in HEZ
activities by the following mechanisms : 1) health fairs 2) care
coordination 3) primary care services and 4) community based
activities ( i.e. fitness, cooking and nutrition classes)

Community Health Workers (CHWSs) are deployed across the HEZ
and are embedded in the community.

CHW Community Outreach Encounters through October 2014-
March 2015:

e To date total encounters 3,542
e Home visits 173

e Health screenings 1,927

e Education 945

e EDvisits 75

Held 254 fitness classes (about 11 free fitness classes per week)
with an average of 258 participants per month.

Held 20 nutrition and cooking classes with 80 participants.

Awarded 60 scholarships to West Baltimore residents who are
pursuing degrees/certificates in health careers. To date, $171,483 in
scholarships have been committed to these 60 HEZ scholars.

Total # of unduplicated patients seen in reporting period (if possible
to generate) since January 2014: 108,750 patients (cumulative)

Total # of patient visits in reporting period: 187,924 patients
(cumulative)

e. Primary Objective of | This initiative implemented a two-part approach: 1) increased care
the Initiative coordination through the patient-centered medical home for
patients with cardiovascular disease at high risk of hospitalization
and emergency department (ED) use; and 2) community-based risk
factor reduction for patients at risk of developing cardiovascular
disease. These strategies are designed to be mutually reinforcing to
improve cardiovascular outcomes.
f. Single or Multi-Year | Multi- Year from 2013-2017
Initiative -Time
Period
g. Key Collaborators in Baltimore Medical System

Delivery of the
Initiative

Bon Secours Baltimore Health System
Coppin State University
Equity Matters
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Light Health and Wellness Comprehensive Services, Inc.
Mosaic Community Services

National Council on Alcohol and Drug Dependence Maryland
Park West Health System, Inc.

People’s Community Health Centers

Saint Agnes Hospital

Senator Verna Jones-Rodwell

Sinai Hospital of Baltimore

Total Health Care, Inc.

University of Maryland Medical Center

University of Maryland, Midtown Campus

University of Maryland, Baltimore.

h.

Impact/Outcome of
Hospital Initiative?

Community health workers (CHWSs) are responsible for care
coordination, staffing health fairs, and registering Passport to Health
participants during events (including fitness and nutrition classes).
The Passport to Health program incentivizes activities that reduce
CVD risk. Participants receive a registration card that is scanned at
each staffed activity. Attendance is tracked using an online system
developed by the Delmarva Foundation and points are assigned for
attendance. At the end of a session points are tallied and healthy
incentives are distributed.

i

Evaluation of
Outcomes:

Data analysis and reporting occur at quarterly and annual intervals,
depending on the data being produced. This project has allowed us
to create a data sharing infrastructure among clinical partners that
promotes a “learning healthcare system” and motivates continued
progress toward achievement of targets. This has enabled us to
generate important baseline data and a review of best practices
which in turn helped us to define certain process measure goals in
the current plan.

As aresult lessons learned, we made significant changes in our
patient tracking system. These improvements are helping us to
capture more specific data as well as data that reflect our efforts to
impact the legislatively specified outcomes. We’ve identified the
importance of continuing to leverage technology. Therefore, we
integrated a web-based care coordination platform, Care at Hand
into our program. This software allows us to clearly target high
utilizers and prevent/reduce hospital readmissions within 30 days
of discharge as well as avoidable/unnecessary ED utilization. We
expanded our use of CRISP to our entire care coordination program.
Additionally, we worked with the Delmarva Foundation to provide
technical assistance for their web-based application that tracks
attendance for our Passport to Health program. The Passport to
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Health program incentivizes activities that reduce CVD risk for
nearly 500 participants. All of these changes should improve data
integrity and reliability.

j.  Continuation of
Initiative?

Yes

k. Total Cost of
Initiative for Current
Fiscal Year and
What Amount is
from Restricted
Grants/Direct
Offsetting Revenue

A. Total Cost of B. Direct Offsetting Revenue from
Initiative Restricted Grants

$931,935
$1,352,994

1. Identified Need

2. Was this identified through
the CHNA process?

1. Healthy Economy Priority Need:

Every day, thousands of families in Southwest Baltimore struggle
to meet their basic needs. Compared to Baltimore City as a whole,
Southwest Baltimore’s median household income is $15,702 lower
($38,772 vs. $25,198); unemployment is nearly double at 19.67%);
and the percent of single parents and married couples with
children earning below the Maryland Self-Sufficiency Wage
Standard is significantly higher (88.46% vs. 81.70% and 64.75%
vs.41.30%, respectively). According to The Association of
Baltimore Area Grantmakers, at a time when the complexity of
financial products has increased significantly, only 10% of
Marylanders receive a financial literacy education during their K-
12 school years. Many adults, especially those in low-income
households like Southwest Baltimore, do not have a good
understanding of basic financial tools and planning. Our clients are
often unemployed or the “working poor”, living in and out of crisis
- often on the edge of homelessness. Families using our Financial
Services frequently have significant debt burdens; low credit
scores and are generally un-banked (95%).

2. Yes, this need was identified through the CHNA process and in
collaboration with community groups.

Hospital Initiative

Financial Services Program

Bon Secours Community Works Financial Services program offers
services to help residents become more financially aware, begin
building assets, and create stronger financial futures for their
families. Participants learn about financial and other resources

that are available as well as learn how to become economically
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self-sufficient through the following services:

A. Low-cost Tax Preparation Services:
Financial Services personnel offer low-cost tax

preparation services for area residents.

B. Benefits Screenings:
Financial Services personnel conduct ongoing

screenings for residents to determine eligibility for a
wide range of public benefits.

C. Eviction Prevention Program:
Financial Services personnel provide residents who are

at risk of imminent eviction with individual and group
financial counseling as well as direct cash assistance to
prevent eviction.

Total Number of People
Within the Target
Population

Southwest has a population of 17,885 with 33 % of families
living in poverty

(Data Source: 2013 Vital Signs 12 Community Statistical Area
(CSA) Profiles: Southwest Baltimore)

Total Number of People
Reached by the Initiative
Within the Target
Population

e 237 clients received cash assistance to help prevent
imminent evictions.

e 406 residents were screened for earn benefits.

e 440 clients received low cost tax preparation.

Primary Objective of the
Initiative

Financial Services primary goal is to help residents, many of whom
have the limited education and employment experience, to
establish immediate financial stability, build economic security,
and achieve sustained self-sufficiency.

Single or Multi-Year Multi-Year
Initiative -Time Period
Key Collaborators in e Mayor Office of Human Services
Delivery of the Initiative e Bank of America
e T Rowe Price
e Bon Secours Community Works

e SunTrust

Impact/Outcome of
Hospital Initiative?

Of the 406 screened, 396 were eligible for benefits.
e Total federal refund: $770,361

e Total state refund: $244,970

Evaluation of Outcomes:

Outcomes were evaluated based on program targets set by
grantors.

Continuation of Initiative?

Yes, we will continue to provide Eviction Prevention assistance to
an additional 70 participants in FY 2016.
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Total Cost of Initiative for
Current Fiscal Year and
What Amount is from
Restricted Grants/Direct
Offsetting Revenue

A. Total Cost of B. Direct Offsetting Revenue from
Initiative Restricted Grants

$350,584 $132,158

1. Identified Need

2. Was this identified through
the CHNA process?

1. Healthy People - Physical and Mental Health Priority Need:

Infants Born at Low Birthweight/ Pre-Term

For the residents of Southwest Baltimore, there is a need to ensure
that babies are supported from infancy through 3 years of age to
ensure that the child develops properly and is connected to
necessary resources to support health.

13.3% of infants born in Southwest Baltimore were born at a low
birthweight and 10.2% arrived pre-term (U.S. average was 8.0%
born with low birthweight and 11.4% born preterm in 2013). Low
birth weight and preterm birth put the infant at risk for death in
the first few days of life and can lead to devastating and lifelong
disabilities including visual and hearing impairments,
developmental delays, and behavioral and emotional problems
that range from mild to severe.

Only 41.6% of pregnant women in Southwest Baltimore access
prenatal care; the remaining women jeopardize their babies’
health. Babies of mothers who do not get prenatal care are three
times more likely to have a low birth weight and five times more
likely to die than those born to mothers who receive prenatal care.

(Data Source: 2013 Vital Signs 12 Community Statistical Area (CSA)
Profiles: Southwest Baltimore

(Data Source: CDC’s National Center for Health Statistics, 2013
National Vital Statistics Reports volume 64, number 1)

Teen Pregnancy

Teen pregnancy accounts for nearly $11 billion per year in costs to
U.S. taxpayers for increased health care and foster care, increased
incarceration rates among children of teen parents, and lost tax
revenue because of lower educational attainment and income
among teen mothers.

Pregnancy and birth are significant contributors to high school
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dropout rates among girls as only about 50% of teen mothers
receive a high school diploma by 22 years of age. In contrast,

approximately 90% of women who had not given birth during
adolescence receive a high school diploma.

Children born to teen mothers face difficult circumstances that
affect various aspects of their life. The children of teenage mothers
are more likely to have lower school achievement and drop out of
high school, have more health problems, be incarcerated at some
time during adolescence, give birth as a teenager, and face
unemployment as a young adult.

(Source: CDC’s National Center for Health Statistics; According to
the Centers for Disease Control and Prevention)

2. Yes, this need was identified through the CHNA process and in
collaboration with community groups.

Hospital Initiative

Family Support Center (FSC) Program serves pregnant mothers
and families with children up to age three. The Center offers non-
traditional Early Head Start services, teen parent services, and in-
home support. Families receive support, encouragement, and
resources such as child developmental, parenting classes,
counseling, and life skills.

Early Head Start

The Early Head Start program provides support services to 47
pregnant women, children 0 to 3 years old, and their families
through federal funding. 10 additional children are supported by
private funding from the Maryland Family Ne