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Introduction and Methodology 

With the enactment of the Patient Protection and Affordable Care Act (PPACA) on March 23, 2010, 
tax-exempt hospitals are required to conduct community health needs assessments (CHNA) and 
develop implementation strategies, which are approaches and plans to actively improve the health of 
communities served by health systems. These strategies provide hospitals and health systems with the 
information they need to deliver community benefits that can be targeted to address the specific 
needs of their communities. Coordination and management strategies based upon the outcomes of a 
CHNA, along with implementing strategies, can improve the impact of hospital community benefits. 

To adhere to the requirements imposed by the Internal Revenue Service (IRS), tax-exempt hospitals 
and health systems must:  

 Conduct a CHNA every three years. 

 Adopt an implementation strategy to meet the community health needs identified through 
the assessment. 

 Report how they are addressing the needs identified in the CHNA and provide a description 
of needs that are not being addressed, with the reasons why. 

The Department of the Treasury and the IRS require a CHNA to include: 

1. A description of the community served by the hospital facility and how the description was 
determined. 

2. A description of the process and methods used to conduct the assessment. 

• 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.  

• A description of information gaps that impact the hospital organization’s ability to 
assess the health needs of the community served by the hospital facility.  

• Identification of organizations that collaborated with the hospital/health system and an 
explanation of their qualifications. 

3. A description of how the hospital organization took into account input from persons who 
represent the broad interests of the community served by the hospital. In addition, the report 
must identify any individual providing input who has special knowledge of or expertise in public 
health. The report must also identify any individual providing input who is a “leader” or 
“representative” of populations. 

4. 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. 

5. 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.   
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6. A description of the needs identified that the hospital intends to address, the reasons those 
needs were selected, and the means by which the hospital will undertake to address the 
selected needs.1    

The CHNA process for The Johns Hopkins Hospital (JHH) and Johns Hopkins Bayview Medical Center 
(JHBMC) included the collection and analysis of primary and secondary data. Both public and private 
organizations, such as faith-based organizations, government agencies, educational systems, and 
health and human services entities were engaged to assess the needs of the community. In total, 
the extensive primary data collection phase resulted in more than 1,700 responses from community 
stakeholders/leaders and community residents. The 2018, 2016 and 2013 CHNAs served as a 
baseline to provide a deeper understanding of the health as well as the socioeconomic needs of the 
community and emerging trends. 

In order to collaborate with the Baltimore City Health Department and a coalition of Baltimore City 
hospitals, JHH and JHBMC accelerated their CHNA process in 2018, one year ahead of the three-year 
cycle required by the IRS. The 2021 report will be the second report for the continuing collaboration. 
The initial goal for the coalition members was to determine and adopt a common priority identified 
by all Baltimore communities through the CHNA process. That goal was achieved with the 
determination of mental health as the shared need to be addressed in each hospital’s CHNA 
Implementation Strategy.  

Primary data collected included a survey to solicit feedback on the previous CHNA and 
Implementation Strategy. A health needs survey, available online and in paper formats in both 
English and Spanish, was distributed by coalition hospitals and partners city-wide. In total, 3,252 
responses were collected, including 1,122 responses from residents of the JHH/JHBMC community 
benefit service area (CBSA). 

Stakeholder interviews were conducted with individuals who represented a) broad interests of the 
community, b) populations of need, or c) persons with specialized knowledge in public health. 
JHH/JHBC conducted 50 in-depth stakeholder interviews. Six focus groups with vulnerable 
populations were conducted by JHH/JHBMC with 37 participants. Due to limitations experienced as 
a result of the COVID-19 pandemic, in-person interviews and focus groups were limited by design in 
size and scope to ensure open conversation in a safe environment. Another 12 focus groups were 
conducted by the other coalition hospitals. Although the number of participants in the coalition 
groups was not disclosed, the results were shared with all hospitals for use in their CHNAs.  

The Baltimore City Collaborative piloted an interactive telephone town hall using a 3rd party 
company where nearly 4,100 community members joined the call, over 2,800 stayed on the call, and 
nearly 100 asked questions. We estimate that approximately 500 of the residents were from East 
Baltimore. 

                                                           
1 The outcomes from the CHNA will be addressed through an implementation planning phase.   
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An interactive resource inventory was created to highlight available programs and services within 
JHH and JHBMC’s CBSA2. The inventory identifies organizations and agencies in the community that 
are serving the various target populations within each of the priority needs.  

A secondary data profile was compiled with local, state, and federal figures to provide essential 
information, insight, and knowledge on a broad range of health and social issues. Collecting and 
examining information about different community aspects and behaviors can help identify and 
explain factors that influence the community’s health. 

Data collected encompassed socioeconomic information, health statistics, demographics, children’s 
health, mental health issues, etc. This report is a summary of primary and secondary data collected 
throughout the CHNA. 

The development of the CHNA and the Implementation Strategy was led by the Office of 
Government and Community Affairs (Tom Lewis, Vice President), Dr. Redonda Miller (JHH 
President), and Dr. Richard Bennett (JHBMC President), and involved the contributions of over 1,700 
individuals through direct interviews, surveys, and focus groups. Contributors included, but were not 
limited to, community residents, members of faith-based organizations, state and local public health 
department representatives, neighborhood association leaders, other nonprofit and community 
based organization leaders, academic experts, local government officials, local school district 
representatives, health care consumers and providers, health professionals, members of medically 
underserved, low-income and minority populations in the community served by the hospitals,  Johns 
Hopkins Medicine leadership, and other experts, both internal and external to Johns Hopkins. 

The 2021 CHNA reflects the top five socioeconomic priorities and five health priorities determined 
and prioritized by community representatives and residents through a five-month process of 
community engagement and primary data collection. The information collected through surveys, 
interviews, focus groups, and a town hall meeting were consolidated and reviewed in conjunction 
with collected secondary data. A group of community partners affiliated with Baltimore CONNECT, a 
coalition of more than 30 East Baltimore community organizations, were asked to review the 
process and findings and participate in the prioritization of needs. During the review and discussion 
session, the community participants were asked to identify any oversights or weaknesses in the 
CHNA process and to ensure an appropriately diverse and representative group of CBSA residents 
contributed to the findings. Their final review and discussion resulted in the list of needs as 
presented in this report.    

The overall CHNA involved multiple steps that are depicted in the flow chart below. Additional 
information regarding each component of the project and the results can be found in Appendix A. 
More details on the specific needs and priorities also appear in the Key Community Needs section of 
this report (pages 15-17). 

 

  

                                                           
2 The Community Benefit Service Area (CBSA) or the overall study area referenced in the report refers to the nine 
ZIP codes that defined the communities for JHH and JHBMC in the CHNA. The ZIP codes included are 21202, 21205, 
21206, 21213, 21218, 21219, 21222, 21224 and 21231. 
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Flow Chart 1: CHNA Process 
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Community Benefit Service Area (CBSA) 

In 2020-21, a total of nine ZIP codes were analyzed by the Johns Hopkins Institutions. These ZIP codes 
represent the CBSA for The Johns Hopkins Hospital and Johns Hopkins Bayview Medical Center. The 
Johns Hopkins Institutions provide services to communities throughout Maryland, adjoining states, and 
internationally. The community health needs assessment focused on nine specific ZIP codes: 21202, 
21205, 21206, 21213, 21218, 21219, 21222, 21224, and 21231. This area reflects the population with 
the largest usage of the emergency departments and the majority of recipients of community benefit 
contributions and programming. Within the CBSA, JHH and JHBMC have focused on certain target 
populations such as the elderly, at-risk children and adolescents, uninsured individuals and households, 
and underinsured and low-income individuals and households.  

The following map geographically depicts the community benefit service area by showing the 
communities that are shaded. (See Map 1).   

Map 1:  Overall Community Benefit Service Area – 2020 Study Area Map 

 

Between 2017 and 2020 there has been a 3.7 percent decline in the CBSA population. The CBSA is 
expected to have an additional 0.5 percent population decline from 2020 to 2025. With regard to 
income distribution, the CBSA continues to see the percentage of households earning less than $15,000 
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to be higher than the state average and the percentage of households earning over $100,000 lower than 
the state average, although there has been some improvement since the last CHNA. In terms of 
education level, the CBSA has a higher percentage of working age population with a high school degree, 
but lower percentages of residents with some college/associates degree and bachelor’s degree or 
greater. (See Table 1).  
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Table 1:  2020 CBSA Demographic Snapshot  
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The Dignity Health Community Need Index (CNI) considers multiple factors that are known to impact 
health care access. The tool is useful in identifying and addressing the disproportionate and unmet 
health-related needs of neighborhoods. The five prominent socioeconomic barriers to community 
health quantified in the CNI are income barriers, cultural/language barriers, educational barriers, 
insurance barriers, and housing barriers. CNI scores are ranked from 1.0 to 5.0, with 1.0 representing the 
least need and 5.0 representing the highest barriers to accessing care. 

In assessing the CNI scores for the overall study area or CBSA, the CNI score in 2020 of 4.1 has shown no 
improvement to barriers since 2017 when there was a small decrease from a score of 4.3 in 2015 to 4.1 
in 2017. It is important to note that a low score (e.g., 1.0) does not imply that no attention should be 
given to that neighborhood; rather, hospital leadership should determine specifically what is working 
well to account for a low neighborhood score. CNI data from 2020 in the map below provides a 
geographic representation of the CNI scores for the CBSA. ZIP codes that have higher socioeconomic 
barriers (5.0) are represented in darker orange. As the socioeconomic scores decrease (i.e., improve), 
the coding color lightens, with blue representing the lowest barriers. As indicated in Map 2, there are 
concentrated areas within Baltimore City that clearly signify high socioeconomic barriers to care. 
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Map 2: Community Need Index (CNI) Study Area Map

 
Source:  Dignity Health, 2020  
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Key Community Health Needs 

The health status of a community depends on many factors, including quality of health care, social and 
economic determinants, individual behaviors, heredity, education, and the physical environment. 
Healthy People, coordinated by the Office of Disease Prevention and Health Promotion within the U.S. 
Department of Health and Human Services, identifies public health priorities to help individuals, 
organizations, and communities across the United States improve health and well-being.  

Healthy People 2030, the initiative’s fifth iteration, builds on knowledge gained over the first 4 decades 
and creates targets for improving health status, promoting community health, and challenging 
individuals, communities, and professionals to take specific steps to ensure that good health, as well as 
long life, are enjoyed by all. Health is more than just the absence of disease. Social determinants of 
health (SDOH) contribute to health disparities and inequities. As reflected in Chart 1, SDOH are the 
conditions in the environments where people are born, live, learn, work, play, worship, and age that 
affect a wide range of health, functioning, and quality-of-life outcomes and risks. 

SDOH have a major impact on people’s health, well-being, and quality of life. Examples of SDOH include: 

• Housing, transportation, and neighborhoods 
• Racism, discrimination, and violence 
• Education, job opportunities, and income 
• Access to nutritious foods and physical activity opportunities 
• Air and water quality 
• Language and literacy skills 

SDOH also contribute to wide health disparities and inequities. For example, people who don't have 
access to grocery stores with healthy foods are less likely to have good nutrition. That raises their risk of 
health conditions like heart disease, diabetes, and obesity — and even lowers life expectancy relative to 
people who do have access to healthy foods. 

Simply promoting healthy choices won't eliminate these and other health disparities. Instead, public 
health organizations and their partners in sectors like education, transportation, and housing need to 
take action to improve the conditions in people's environments.  
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Chart 1: Social Determinants of Health 

 

 

Socioeconomic status is a reflection of an individual’s economic and social position in relation to others 
based on income, education, and occupation. The environment—in particular, where we work and 
live—as well as education, income, and age, play a significant role in an individual’s socioeconomic 
status. It is well documented that residents who have limited education and limited financial resources 
often experience challenges such as poor housing, inadequate opportunities for employment 
advancement, and a low quality of life. All of these challenges ultimately affect their health outcomes. 

Children attending schools in poor neighborhoods are likely to lack a rich educational infrastructure.  
Parents who struggle with employment opportunities are less likely to be able to offer their children 
educational resources such as computers, tutors, and books—materials typically needed for students to 
become successful.  
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Similarly, community residents living in neighborhoods that are underserved may face higher levels of 
stress if their community is plagued with crime, drugs, and poverty. Furthermore, the social injustices 
and inequalities in a community can produce high levels of stress and contribute to civil unrest, mental 
and behavioral health problems, and the potential for increased use and abuse of drugs and alcohol 
products.  

Residents in east Baltimore City and southeast Baltimore County are well aware of the health and social 
inequalities and disparities that exist. Addressing these disparities and working to reduce the 
socioeconomic gaps can bridge and provide sustainable support for those who have limited options.  

The Johns Hopkins Institutions have significant strategies that are geared toward addressing the health 
and well-being of the community’s marginalized youth and adult residents. As a major economic driver 
in the region, JHH’s and JHBMC’s leaders have encouraged the health and well-being of the marginalized 
populations through their programs, community initiatives, economic development projects, and 
strategic partnerships.  

The Johns Hopkins Hospital and Johns Hopkins Bayview Medical Center will continue to address the 
SDOH of their community residents with innovative and effective programs, community outreach 
efforts, and collaboration and partnerships with nonprofits and local organizations to reach vulnerable 
residents and those most affected by the health and social disparities across the city.   

One of the objectives of the Patient Protection and Affordable Care Act (PPACA) is to identify ways to 
better coordinate health services to allow greater accessibility, while reducing health care costs for 
patients and caregivers. As a result, health care organizations are streamlining services and collaborating 
with community agencies and organizations to capitalize on the ability to share resources. By providing 
affordable health care insurance, a large portion of the previously uninsured population now has a 
pathway to affordable and accessible preventive services.     

The key need areas identified during the CHNA process through the gathering and analysis of primary 
and secondary data as described in the Introduction and Appendix A are depicted in Chart 2 below, in 
order of priority. Socioeconomic needs are depicted in orange and direct health needs in blue.   

The key community needs are grouped into two overarching categories, socioeconomic needs and 
health needs to maintain the labeling methodology used in previous CHNAs. In 2018, the identified 
needs in prioritized order were: employment, crime/neighborhood safety, housing/homelessness, 
education, and food environment for socioeconomic priorities, and substance abuse/addiction, mental 
health, chronic diseases, access to care, and dental services for direct health conditions. The key needs 
from the 2021 CHNA were similarly defined and the updated priority order appears in the chart below 
(See Chart 2). 

Please note that some of the CHNA community-identified needs encompass more than one commonly 
defined health or social need. For example, "chronic disease" not only includes health conditions such as 
cancer, arthritis, asthma, and oral health, but also health education and literacy to manage and/or 
prevent chronic health issues. Also, job opportunities include job training and education, which are 
essential to gainful employment with living wages and advancement opportunities. Likewise, food 
environment includes access to healthy foods and nutrition education which could overlap with similar 
initiatives focused specifically on diabetes prevention and management. In the 2021 CHNA, diabetes and 
cardiovascular disease were identified at a much higher priority than in previous assessments. 
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Therefore, they have been presented in independent and distinct categories. All identified key 
community needs are addressed either directly through designation as a prioritized key community 
need or incorporated as a component of a prioritized key community need.   

 

Chart 2:  JHH/JHBMC Prioritized Community Health Needs  

2021 COMMUNITY HEALTH NEEDS 
   

   

SOCIOECONOMIC NEEDS 
 

HEALTH NEEDS 
   

HOUSING / HOMELESSNESS 
 

BEHAVIORAL HEALTH - 
SUBSTANCE ABUSE 

   

JOB OPPORTUNITIES 
 

BEHAVIORAL HEALTH - 
MENTAL HEALTH 

   

NEIGHBORHOOD SAFETY 
 

DIABETES / OBESITY 
   

ACCESS TO CARE / SUPPORT 
 

CARDIOVASCULAR DISEASE 
(CVD) 

   

FOOD ENVIRONMENT 
 

CHRONIC DISEASE MGMT & 
EDUCATION 

 

 

Improving Socioeconomic Factors 

While biological makeup or genetics determine some health issues an individual will experience, 
socioeconomic factors, such as income, education, and employment opportunities, can shape how 
people make decisions related to their health as well as the access they have to health care services. 
There is both a direct and indirect relationship between community residents’ overall health and low 
levels of educational attainment and the inability to secure employment. It is not uncommon for 
residents living in poverty to face multiple challenges related to high crime rates, poor home conditions, 
and low educational attainment. Often, individuals in these situations are focused on obtaining basic 
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living needs (e.g., food, utilities, and housing) for themselves and their families. Without access to higher 
education and associated employment opportunities, community residents will continue to struggle 
with these challenges. 

The table below provides a snapshot from County Health Rankings and Roadmaps of where Baltimore 
City compares to Baltimore County in years 2012, 2015, 2017 and to the most current year 2020. The 
ranking scale enables communities, organizations, and agencies to see where their communities lie in 
comparison to the remaining 23 counties in Maryland. Table 2 shows that Baltimore City ranks 24 out of 
24 on Socioeconomic Factors in all years compared, while Baltimore County ranks 12 in those years. The 
rankings show no improvement in total score for either Baltimore City or County. 

Variables used to derive the overall socioeconomic rankings are high school graduation, some college, 
unemployment, children in poverty, income inequality, children in single-parent households, social 
associations, violent crime, and injury deaths.   

 

Table 2:  County Health Rankings and Roadmaps Social and Economic Factors  

County Health Rankings and Roadmaps3 Social and Economic Factors Rankings 

Baltimore City 
 

     2012 24 
     2015 24 
     2017 24 

     2020 24 
Baltimore County  
     2012 12 

     2015 12 
     2017 12 
     2020 12 

Source:  County Health Rankings & Roadmaps 2020, 2017, 2015 and 2012 

 

Another socioeconomic factor, a healthy or livable environment, refers to the surroundings in which one 
resides, lives, and interacts. A livable environment refers to the availability of safe, affordable, clean 
housing, a community with healthy food options, and low crime rates. A poor or unlivable environment 
can lead to poorer health outcomes, a shorter lifespan, and health disparities.  

In the CBSA, safe and affordable housing is a critical environmental need. Outdated and unsafe 
infrastructures in many Baltimore City homes often present hazardous elements that can trigger and 
exacerbate chronic conditions. The lack of affordable, clean housing, the inaccessibility to healthy foods, 

                                                           
3 Maryland has 24 counties; the rating scale for Maryland is 1 to 24 (1 being the healthiest county and 24 being the 
least healthy). Counties are ranked relative to the health of other counties in the same state on specific measures. 
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and the area’s high crime rates are common issues for families and individuals who struggle to secure 
employment in order to improve their environmental conditions. 

Families are often deterred from engaging in outdoor activities in neighborhoods where high crime rates 
and safety issues are prevalent. The inability to be outside hinders residents from walking and playing, 
thus contributing to higher rates of physical inactivity and obesity. This is detrimental, in particular, for 
community residents whose primary form of exercise is walking.  

 

Housing/Homelessness 

As shown in Table 3 from the County Health Rankings & Roadmaps report for 2020, Baltimore City had a 
much higher severe housing cost burden at 21 percent than did Baltimore County and the state at 14 
percent. This means that 21 percent of households spend 50 percent or more of their household income 
on housing. In addition, the percent of occupied housing units that are owned is much lower at 47 
percent for the city versu s 66 percent for the county and 67 percent for the state. 

 
Table 3:  County Health Rankings & Roadmaps Physical Environment  
 

Physical Environment 
Baltimore 

City 
Baltimore 

County Maryland 

Severe Housing Cost Burden 21% 14% 14% 
Homeownership 47% 66% 67% 

 
Source:  County Health Rankings and Roadmaps 2020 
 

Children under the age of six are vulnerable to lead poisoning, which affects mental and physical 
development. Lead poisoning at very high levels can be fatal. Older homes and buildings in the city are 
common sources of lead poisoning. Other sources include contaminated air, water, and soil. Adults who 
complete home renovations, who are employed in auto repair shops, and who work with batteries may 
also be exposed to unhealthy levels of lead. 

When examining lead paint violations, the highest number of lead paint violations were found in the 
neighborhoods of Madison/East End (81.6), Greenmount East (57.2), Clifton-Berea (48.7), Midway-
Coldstream (36.1), and Patterson Park North & East (21.7). However, when compared to 2011 lead paint 
violation rates, all five of these neighborhoods have shown decreases (See Table 4). 
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Table 4:  Lead Paint Violations 

 
  

ZIP Code 

2011 Average 
Annual Lead 

Paint 
Violations* 

2017 Average 
Annual Lead 

Paint 
Violations* 

 Madison/East End 21205 90.3 81.6 
 Greenmount East 21202 64.6 57.2 
Clifton-Berea 21213 63.6 48.7 
Midway-Coldstream 21218 47.1 36.1 

 Patterson Park North 
& East 

21224 34 21.7 

Perkins/Middle East 
21205 24.9 

n/a 

Oldtown/Middle East 
21205/21231 n/a 13.5 

Greater Govans 21218 12.6 10.1 
Baltimore City N/A 11.8 9.8 
Belair Edison 21213 9.3 9.9 

Orangeville/East 
Highlandtown 

21224 9.3 11.6 

The Waverlies 21218 9.1 6.1 

Greater Charles 
Village/Barclay 

21218 7.7 6.3 

Lauraville 21206 5.2 3.4 
Highlandtown 21224 4.5 4.4 
Fells Point 21231 3.3 1.1 
Cedonia/Frankford 21206 2.5 2.8 
Hamilton 21206 2.2 3.1 
Northwood 21218 1.8 1.4 
Midtown 21202 1.5 1 
Claremont/Armistead 21205 1.3 0.6 
Canton 21231 1.3 0.7 
 Jonestown/Oldtown 21202 1.1   
Oldtown/Middle East 21205/21231   13.5 
Downtown/Seton Hill 21202 0.9 0.8 
Southeastern 21224 0.5 1.2 

Harbor East/Little 
Italy (now includes 
Perkins) 

21201/21231   2.2 

Source:  Neighborhood Health Profiles, 2011 and 2017 
*Per 10,000 households in each specific neighborhood 
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Primary data collected from the survey identified affordable housing/homelessness (36.5 percent) as the 
highest social/environmental concern among a list of 15 available options. Findings from primary data 
collected during the CHNA align with secondary data findings regarding housing problems in the City.  

Affordable, clean, and safe housing was a common theme discussed by community stakeholders. Public 
housing and rental properties are often in poor condition and can contain harmful elements that lead to 
respiratory conditions. Landlords often do not maintain their rental properties or adhere to building 
codes, and families are often unsure where to seek housing assistance. There are limited services and 
programs for residents who struggle with homelessness.  

From the 2016 CHNA, community stakeholders also reported that residents in transitional housing 
situations are there, in part, due to the lack of affordable homes. Additional factors such as 
unemployment and lack of education prohibit residents from finding better housing options. Older row 
homes, common to the Baltimore region, present challenges because many are not conducive to 
individuals with disabilities and mobility issues, in particular seniors who require the use of assistive 
mobility devices (e.g., walkers, canes, or wheelchairs).  

In the current and previous CHNAs, focus group participants indicated that access to safe, clean, and 
affordable housing is difficult to obtain and is especially challenging for minorities and those on limited 
or fixed incomes. Contractors and large construction companies are purchasing and renovating 
properties, then increasing the rents and mortgages, thus further limiting access to residents who need 
affordable homes. The lack of affordable housing is leading to homelessness in the community. Group 
participants agreed that low-cost housing in their communities is in poor condition and that there are 
limited resources and housing services for people seeking clean and safe housing.  

It is important to evaluate and strategize on ways to assist community residents in addressing the 
growing housing crisis that plagues the region. There are multiple factors that prohibit community 
residents from affordable, clean, and safe housing, and understanding the societal elements can help 
resolve some disparities that Baltimore residents face. 

 

Job Opportunities 

The lack of job opportunities was ranked as the second highest concern among CBSA residents at 31.1 
percent of respondents in the current CHNA survey. In past CHNAs, this concern was ranked as the top 
concern. 

Adequate employment and income can provide a lifestyle that offers choices and options that influence 
health status and environmental factors such as housing, food, skill building for better employment 
opportunities, transportation, health care, and more. Data reveal that there are significant income 
disparities in the CBSA as compared to the state, although there is some improvement since the data 
collected in 2017. Households below $25,000 decreased from 28.4 percent to 23.5 percent, although 
they are still far higher than the Maryland rate of 12.7 percent. 

Table 5 provides a detailed breakdown of household income for the CBSA and how the CBSA compares 
to Maryland statistics. In the CBSA, although there is a high percentage of households who earned an 
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income in excess of $100,000 a year (26.7 percent), there are significantly more low-income households 
(<$15K) compared to state averages.  

 

Table 5:  Household Income Detail  
 

CBSA      Maryland 

  <$15K 14.5% 7.1% 

 $15-25K 9.0% 5.6% 

 $25-50K 22.0% 15.7% 

 $50-75K 16.8% 15.1% 

  $75-100K 11.0% 12.8% 

 Over $100K 26.7% 43.8% 

Source:  Sg2 Market Demographics, 2020 

 

Providing a median household income snapshot across all ZIP codes, we can note that ZIP codes 21205 
($31,949) and 21213 ($39,648) have the lowest yearly household income compared to their 
counterparts in the CBSA. Additionally, it is evident that the median household income in Baltimore City 
($50,379) is significantly lower than that for Baltimore County ($76,866), the state ($84,805), and the 
nation ($62,843) (See Chart 2). In ZIP code 21219, 7.7 percent of households are indicated as “High 
Income” making in excess of $200,000 per year. In contrast, only 2 percent of households are designated 
as such in 21213 and 21222 and only 1 percent in 21205. 

 

Chart 3:  Median Household Income  

Source:  U.S. Census Bureau, American Community Survey, 2019 5-year Estimates 
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Community residents with a low household income can struggle to afford basic necessities such as food, 
shelter, and clothing. These community residents fare worse than those within a higher income bracket 
on many levels. Residents who are economically disadvantaged will continue to face significant life 
challenges affecting the ability to obtain resources and improve their living environment. Without good 
employment prospects and access to a sustainable living wage, these residents are more likely to 
engage in unhealthy behaviors, ignore mental health issues, not engage in preventive health practices, 
and fall victim to the generational cycle of living in poverty. 

Reviewing CHNA discussions, community leaders are aware that employment opportunities for low-
income residents can improve their quality of life on multiple levels. It is often necessary to provide 
training, education, workforce development, and resources to those in need.  

The lack of employment opportunities for many community residents has not changed over the years, 
and the employment prospects for those with limited skills and those who have been incarcerated are 
bleak; thus, re-entry opportunities from businesses continue to provide hope. Community residents in 
the 2016 focus group cited extreme employment challenges due to multiple factors. Prior criminal 
history, lack of skills, and not being properly educated are some barriers that prohibit many from 
securing employment. While obtaining steady employment can be difficult, it is a goal many want to 
achieve.  

From the 2016 CHNA study and continuing to the current study, focus group participants stated that 
they believed employment training or workforce development programs can assist those struggling to 
gain the skills and resources they need. It comes as no surprise that community residents who actively 
seek employment also cite the lack of transportation options as hindering their job prospects.   

An individual’s level of education affects their health status as it can dictate employment opportunities 
and comprehension capabilities. Educated individuals are more likely to have job security, are often 
better equipped to access and navigate through the services they need, and can understand the 
importance of taking preventive health measures and making healthy choices for themselves and their 
families. Educated residents typically are more aware of their own health status and the health status of 
their family. Being educated can mitigate some of the environmental factors that negatively affect the 
health status of disadvantaged populations by providing tools needed to better understand the 
environment and to take advantage of opportunities for life improvement.  

In 2020, Sg2 Market Demographics indicated a larger portion of residents age 25+ in the CBSA do not 
have a high school diploma, 16.8 percent, as compared to 10.0 percent for residents in the state of 
Maryland. Data from The Annie E. Casey Foundation highlight the dropout rate (see Chart 4). Baltimore 
City had a higher dropout rate (5.5 percent in 2017-2018) consistently over the years, nearly double that 
of the county and state for students in grades 9-12.  Particularly concerning is the increasing trend of the 
dropout rate over the last nine years in Baltimore City.   
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Chart 4:  Dropout Rate (Students in Grades 9-12) 

 

Source:  Annie E. Casey Foundation, Kids Count, 2016, 2017, 2018. Profile for Maryland 
 
 
In the 2016 CHNA community stakeholders reported that health education should begin at the 
elementary stage, addressing and reinforcing information beyond basic subjects (e.g., nutrition, health 
topics/disease, mental health, etc.). It was cited that most often community residents do not foresee or 
comprehend how education is linked to a pathway toward a healthier, more productive life. 

A greater emphasis needs to be placed on the relationship between education and income, noting there 
are greater employment opportunities, options, and availability for those who have a higher level of 
educational attainment. Higher education enables community residents to understand concepts and 
theories, expanding their overall knowledge base, which in turn leads to residents having a better 
understanding of their community, environment, and health.   

Community leaders’ concerns about employment opportunities were often communicated in 
conjunction with residents expressed need for affordable transportation. Improved transportation can 
increase employment opportunities for low-income residents. It was voiced that strong employment 
opportunities exist outside of the city; however, many residents struggle to secure reliable 
transportation due to limited and insufficient bus routes. Light rail trains and buses do not extend far 
enough to access employment opportunities in outlying areas. 

Having a strong, economically healthy community contributes to a healthier environment for residents 
and for neighborhoods overall. Community organizations and area agencies work diligently trying to 
connect residents to services and programs. Community leaders and participants reported that area 
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residents are loyal and faithful. Many have immense pride in their neighborhoods and hope to obtain 
the education and employment opportunities in order to be better, more productive citizens. 

 

Neighborhood Safety 

While many families and individuals live in a comfortable and safe environment, there are a large 
number of Baltimoreans who do not. Crime and safety factors significantly impact the ability of an 
individual to enjoy a full and productive life. The lack of a livable environment affects the ability of 
individuals to access adequate preventive health care services, engage in outdoor activities, and obtain 
other basic needs. Unfortunately, many city residents face the threat of crime each day.  

In 2014, the overall rates of crime reached a low point in the State. Since then, following the 2015 
Baltimore City unrest, overall crime rates in the City and the State have increased. Particularly 
problematic, the violent crime rate in Baltimore City has accelerated significantly. Data obtained from 
the FBI Uniform Crime Reports indicate that Baltimore City’s violent crime rate of 1833 per 100,000 
greatly exceeded that of Baltimore County (581) and the state (468.7) in 2018 (See Chart 5).   

 

Chart 5:  Violent Crime (per 100,000 Population) 

 

Source:  FBI Uniform Crime Reports 2008-2018 

 

Further evidence that progress made in 2013 and 2014 has been negated since then can be found in the 
homicide rates. Baltimore reached its highest ever homicide rate in 2019 at 348 victims, topping the 
previous high in 2015. As reported by The Baltimore Sun, Chart 6 shows homicides by month and type of 
death in 2020. In total, homicides in Baltimore City for the year 2020 decreased slightly from the high in 
2019 to 335 victims, a decrease of only 3.7 percent over the previous year.  
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Chart 6: Baltimore City Homicides  

 
Source:  The Baltimore Sun 2021 

 

Data from the 2016 CHNA survey revealed that more than one-half of survey respondents (62 percent) 
feel ‘somewhat safe’ from crime in their neighborhood/community, while 11.3 percent do not feel safe 
at all. Crime, violence, and drugs were the top reasons why respondents did not feel safe in their 
neighborhood/community. In the current survey, 28.1 percent of all respondents listed neighborhood 
safety/violence as a high social/environmental concern. Although not as high a concern as in the 
previous survey, it is clear it is still a top priority as seen by the community. In addition, many survey 
respondents indicated the corruption within the police department was a major concern. 

Within the community, many stakeholders reported that serious crime is prevalent in Baltimore City. 
Trauma experienced at an early age, drug addiction, and incarcerated family members can create an 
emotional toll. Many families are one-parent households struggling to support and provide a safe and 
positive environment for their families.  

Community leaders expressed awareness that safety is a significant concern for many parents, and 
children are often forced to stay inside as a result of their unsafe environment. Regions within the city 
are also plagued with urban decay, further creating an atmosphere that can attract unwanted illegal 
activities. Having an unsafe community creates an environment conducive to drug use and limits the 
ability to attract employment opportunities to the region.  

Focus group participants stated that residents are exposed to drugs, alcohol abuse, and violence in their 
neighborhoods on a regular basis. Domestic violence and other types of assaults were also mentioned as 
issues that the community deals with regularly. For residents of Baltimore City, crime is a significant part 
of their communities.  
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Reducing the crime rate and providing a safe environment requires participation from all city entities. 
Some would argue that improvements in law enforcement and more severe consequences could deter 
offenders, while others point out that this approach could lead to further disintegration of families. 
However, if the ultimate outcome is to have community residents contribute fruitfully as part of society, 
income disparities must be addressed. Closing the income gap and providing economic opportunities for 
residents could prove to be a long-term solution and a pathway to assist those who currently have 
limited future opportunities.     

 

Access to Care / Support  

The availability of health care insurance is one of the most important elements in obtaining primary 
health care access. For many Americans, there remains a need to make it more available. The limitations 
in health care coverage affect the vulnerable, underserved, and low-income populations. Many factors 
influence the availability of health insurance, including economic factors, language, knowledge, 
citizenship, and ease of accessibility.  

The Patient Protection and Affordable Care Act (PPACA) provides Americans with better health security 
by putting in place comprehensive health insurance reforms that expand coverage, hold insurance 
companies accountable, lower health care costs, guarantee more choice, and enhance the quality of 
care for all Americans. Although this legislation introduced historic reform, millions of Americans still 
find themselves unable to afford health insurance. Often forced to choose between meeting basic needs 
or paying health insurance premiums, too many Americans go without health insurance coverage, 
increasing the impact of injury and illness.   

The availability and ease of use for insurance have increased with the passage of the PPACA. In 2018, the 
U.S. Census Bureau estimated that 6.9 percent of Marylanders, compared to 10.4 percent of the U.S. 
population, lives without any type of health care insurance. These numbers are a good indication of 
progress made, as 2011 levels were significantly higher with 12 percent of Marylanders and 17.3 percent 
of the U.S. population living without insurance coverage. The U.S. Census Bureau estimates on the 
county level from 2011 to 2018 show that Baltimore City and Baltimore County both lowered the 
percentage of uninsured population aged 18 to 64 years to 7.4 percent and 6.2 percent, respectively 
(See Chart 7). While the coverage of community residents in Baltimore City is above the national rate, 
the uninsured population still remains vulnerable to the difficulty of obtaining health care services. 
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Chart 7:  Uninsured Population Aged 18-64 years (2011 to 2018) 

 
Source:  U.S. Census Bureau, Small Area Health Insurance Estimates 2018 

 

The CDC estimates that for 2018, 20.1 percent of the Hispanic population in the United States did not 
have health insurance coverage. In the current CHNA survey, 68 percent of the respondents who 
identified as Hispanic/Latino indicated they did not have insurance. Many of these people were seeking 
free COVID-19 testing or health services from East Baltimore Medical Center, a hub for undocumented 
immigrants, so the results may not be representative of the overall Hispanic/Latino population in the 
JHH/JHBMC CBSA. 

Table 6 shows a trend of the Community Needs Index (CNI) by ZIP code within the CBSA from 2014 
through 2020 (refer to Appendix C for information on how CNI is calculated). The CNI score is an average 
of five different barrier scores that measure socioeconomic indicators: income, cultural/language, 
educational, insurance and housing barriers. Higher scores indicate more barriers. As shown in the table, 
ZIP codes 21202, 21205 and 21213 had the highest scores at 4.8, indicating that community residents in 
these specific neighborhoods experience the most barriers. Although the trend has been improving for 
most of the ZIP codes, the improvement has been marginal with some ZIP codes like 21206 and 21218 
getting worse. The average score for the CBSA at 4.1 is worse than the city as a whole at 3.7 and much 
higher than Baltimore County at 2.9. 
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Table 6:  CBSA CNI ZIP Codes and Scores: Specific Data and Measures  

 

Source:  Dignity Health, 2020 

 

Community leaders believe there are a number of factors that affect insurance status within the 
community. Fear and a lack of trust were two consistent points that surfaced during community leader 
discussions.  

Input from focus group sessions and surveys found that many residents do not have health insurance 
because they do not know how to obtain it or are undocumented. There was the belief that the process 
is difficult and that ‘Obamacare’ does not provide adequate, affordable coverage.  

Some stated that they avoid seeking health services because they are not eligible, nor can they afford 
health insurance premiums or the costs associated with uninsured medical care. For many who were 
aware of health resources, there was a concern about the fear of doctors and the trustworthiness of 
information and services provided by these organizations. There is a need for this information to come 
from trusted community-based organizations and leaders.  

Overall, the cost of care, insurance, and lack of community awareness are barriers to receiving health 
care. Many feel that payment for health care services is expensive, which includes out-of-pocket costs, 
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prescription medications, and high deductibles. Several respondents commented that preventive health 
care services should be free, with fees for preventive services blocking participation for those who 
cannot afford basic needs.   

Language barriers and fear of deportation are the main reasons the Hispanic/Latino population does not 
seek care. Language barriers create problems while scheduling appointments and communicating with 
providers during visits. While providing information is important, information to community residents 
must be basic and clearly understandable in order for residents to make appropriate and informed 
health decisions, even when a foreign language is not an issue.  

Many people don’t understand how to navigate the insurance and health care systems. Assistance 
programs are complicated and people don’t know what is needed to apply.  In the case of 
Hispanic/Latino participants, they feel information may not be held in confidence and could be used to 
deport them.  Additionally, many reported they fear assistance programs are going away because of the 
previous federal administration.   

Other concerns included transportation for groups that are not mobile, such as the disabled and older 
adults, and getting the prescriptions needed for care after leaving the health care facility. Increasing the 
number of community health workers was mentioned as a way to get services directly into the 
community, especially preventive measures and follow-up care.   

 

Food Environment 

A healthy food environment ensures that residents have the ability to purchase nutritious foods and 
that those foods are affordable and conveniently located. The term “food desert” or “healthy food 
priority area” describes geographic regions where affordable, nutritious foods are typically difficult to 
obtain, especially for residents with limited transportation options. Healthy food choices, such as fresh 
fruits and vegetables, are often unavailable or too expensive in the small convenience-type stores 
characteristic of underserved and low-income areas. Food options found in such convenience stores are 
usually processed and high in calories and unhealthy fats. The unavailability of large grocery stores, 
supermarkets, and farmers’ markets, along with the convenience of junk foods, has contributed to the 
obesity epidemic. It is important to address the food environment if we are to reduce health disparities 
and improve patient management of chronic disease conditions such as obesity, high blood pressure, 
cardiovascular disease, and diabetes. 

The 2018 edition of Baltimore City’s Food Environment Report provides new insights into the issue of 
healthy food availability. Of a total city population of 621,000, about 146,000 people, or 23.5 percent, 
live in areas identified as Healthy Food Priority Areas, which qualify as meeting all four factors that are 
considered: supply of healthy food, household income, vehicle availability, and distance to a 
supermarket. These Priority Areas are located primarily in neighborhoods that are not close to either 
supermarkets or public markets and where residents rely primarily on convenience stores or small 
groceries and corner stores. 
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Map 3:  Map of Healthy Food Priority Areas in Baltimore City 

 

Source:  2018 Baltimore City Food Environment Report 

 

As indicated in Table 7, children are the more likely age group to live in a Priority Area. Black/African 
American residents of Baltimore are the most likely of any racial/ethnic group to live in a Priority Area – 
31.5 percent in comparison to only 8.9 percent of White residents who live in a Priority Area. Since 
2005, about 5,000 fewer residents in the CBSA live in a Healthy Food Priority Area due to the opening of 
a grocery store in the McElderry Park neighborhood. Also, following publication of the 2018 Food 
Environment Report, the Salvation Army opened its first nonprofit grocery store called DMG Foods in 
the Waverly neighborhood.4 DMG Foods partners with a variety of local farms, retailers, and community 
organizations to provide quality produce, meal solutions, supplemental benefits, and skilled workforce 
training. Ultimately, DMG Foods is designed not just to fill a gap in an urban community in critical need, 
but to address the needs of each member of the community with dignity and empowerment.  

                                                           
4 http://www.baltimoresun.com/business/bs-md-ci-salvation-army-grocery-20180228-story.html 
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Table 7:  Percent of Population Groups Living in a Healthy Food Priority Area 

 

Source:  2018 Baltimore City Food Environment Report 

 

Chart 8: Percentage of Each Age Group Living in a Healthy Food Priority Area by District 

 

Source:  2018 Baltimore City Food Environment Report 

As shown in Chart 8 above, the districts of most concern in the JHH/JHBMC CBSA are districts 12 and 13 
where close to 40 percent of seniors live in a food priority area, many with limited mobility. The 
percentage of children living in a food priority area is also high in these districts. 

It was reported by the U.S. Census Bureau American Community Survey that more than one-third of 
Baltimore City residents (40.3 percent) live below 200 percent of the Federal Poverty Level (FPL); this is 
nearly twice the level of the state (21.6 percent) and higher than the U.S. (30.9 percent).5 This indicator 

                                                           
5 U.S. Census Bureau, 2015-2019 American Community Survey 5-Year Estimates 
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is relevant because poverty creates barriers to access, including health services, healthy food, and other 
necessities that contribute to poor health status. The 2020 Annual Guidelines state that a family of four 
below 200 percent FPL has an average household income below $52,400. 

Fortunately, the Supplemental Nutrition Assistance Program (SNAP) offers nutrition assistance to 
millions of eligible, low-income individuals and families and provides economic benefits to communities. 
This program is essential to many as it assists community residents with food options that allow them to 
be healthy and maintain their well-being. The U.S. Census Bureau reported for 2015-2019 that Baltimore 
City had 24.0 percent of its residents receiving SNAP benefits in the past twelve months. This is more 
than twice the rate of residents in Baltimore County (9.5 percent), Maryland (10.2 percent), and the U.S. 
(11.7 percent).  

Based on discussions from the current and previous CHNAs, community leaders are aware from the 
residents they serve that access to fresh, healthy foods is limited. Typically, residents have little access 
to grocery stores, yet fast foods and highly processed meals are easily accessible. 

The inaccessibility of healthy food options paired with the absence of health education and the inability 
to participate in outdoor activities or in a structured physical exercise regimen creates an environment 
that perpetuates chronic health problems. Access to proper nutrition is vital to maintaining good health, 
according to focus group participants. There is general awareness regarding the connection between 
nutrition and making healthy food choices and the role both play in overall health.  

Focus group participants reported cultural eating habits, the lack of quality grocery stores (living in a 
food desert), and the unaffordability of healthy foods are underlying factors causing high rates of 
diabetes, particularly among African Americans. There was a perception that food establishments and 
restaurants were more inclined to serve unhealthy foods (e.g., fried foods, salty foods, etc.) and limit 
healthy food options to their customers due to the popularity of fried or salty foods in neighborhoods 
they serve. Fast food restaurants and convenience stores are widely available in their communities; 
unfortunately, large, full-scale grocery stores are not readily available. 

Another barrier for many low-income residents is education. Community residents may not have the 
proper health education and understanding of how to prepare a healthy meal. Proper educational 
information and dietary guidelines can assist those who want to eat healthy meals; however, the 
availability of healthy food choices must be present.  

Fortunately, there are noteworthy initiatives underway in Baltimore City to combat the food 
environment problem. The Baltimore City Department of Food Policy and Planning has adapted its 
previous Food Desert Retail Strategy to be a more comprehensive and inclusive strategy, now called the 
Healthy Food Environment Strategy. Their strategy addresses aspects of food access beyond food retail 
including food assistance and food production, as well as the processes necessary to engage 
stakeholders across the food system.  

Another initiative is Baltimore’s Healthy Food Systems, led by the Johns Hopkins Bloomberg School of 
Public Health. The Healthy Food Systems project aims to improve health and prevent obesity and 
disease in low-income communities through culturally appropriate educational, environmental, and 
policy interventions that increase access to healthy foods and promote their purchase, preparation, and 
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consumption. Projects currently underway include the B’MORE Healthy Community for Kids and Fresh 
Shelves, Healthy Pantries. 

In response to the urgent needs presented in 2020 as a result of the COVID-19 pandemic, Johns Hopkins 
has opened food pantries at three different clinics at JHH and JHBMC through the Hopkins Community 
Connection (HCC) program.  In addition, HCC became an official partner with the Maryland Department 
of Human Services (myDHR) to allow direct application on behalf of patients for public benefits (SNAP, 
TCA, disability, and energy assistance). This allows for an expedited application process and direct 
avenues to follow up with the state if there are any processing delays. As shown in Chart 9 below, the 
need for food had more than tripled with the high point in March 2020. For FY20, more than 350 unique 
families received groceries through the program.  

 

Chart 9: Food Pantry Needs 

 
Source: Healthy Community Connection, 2020 
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Access to Health Services 

Access to comprehensive, quality health care services is important for promoting and maintaining 
health, preventing and managing disease, reducing unnecessary disability and premature death, and 
achieving health equity for all Americans. Access to health care services is a recurring problem in the 
community. As a point of reference, this typically refers to the ability and ease with which people can 
obtain health care or use health care coverage.  

Across the nation and during the CHNA process, access to behavioral health services, which include 
substance abuse and mental health services, arose as a key priority in the study area. Secondary data, 
results from the survey, discussions with community leaders, and focus groups with vulnerable 
populations all highlighted the growing national and local need to increase access to behavioral health 
services. Behavioral health concerns, both substance abuse and mental health, were listed by focus 
group participants and survey respondents as their number one health concern.   

The shortage of mental and behavioral health providers is recognized as a serious challenge for those 
struggling with mental and behavioral health issues. The loss of independence, the loss of a loved one, 
and the overall decline of health are also some contributing factors that make mental health a critical 
concern. Mental health is shaped in part by the socioeconomic factors and physical environment where 
people live. Primary and secondary data collected from the CHNA reinforced these statements. In the 
community, health services should be effective and relevant for community residents to be able to 
obtain them. Health insurance coverage can only go so far for those living in the community. There are a 
multitude of factors and barriers that prevent residents from obtaining care and services. These include 
affordability, health literacy, navigation through the health care system, the availability of providers, lack 
of culturally competent care, transportation, etc.   

The CHNA identified specific areas of focus regarding access to health services. They include obtaining 
behavioral health services for substance abuse and mental health, diabetes/obesity, cardiovascular 
disease, and access to services and education related to chronic diseases.  

 

Behavioral Health - Substance Abuse 

A major growing concern along with mental illnesses is substance abuse, which refers to the abuse of 
alcohol, the inappropriate use of prescription medicine, and the use of illegal drugs. According to the 
Substance Abuse and Mental Health Services Administration (SAMHSA) 2019 National Survey of Drug 
Use and Health, 7.4 percent, or 20.4 million individuals aged 12 years or older, had a substance use 
disorder (SUD) in the past year. As seen in Chart 10 below, SUD was higher among males (9.4 percent) vs 
their female counterparts (5.5 percent) and highest among adults aged 18-25 (14.1 percent). This 
included 14.5 million people who had an alcohol use disorder and 8.3 million who had an illicit drug use 
disorder. More specifically, 4.8 million people had a marijuana use disorder, 1.6 million people had an 
opioid use disorder, and 0.7 million had a heroin use disorder. Misuse of prescription pain relievers was 
estimated at 9.7 million people, or 3.5 percent of the population.  
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Chart 10: Past-Year Substance Use Disorder among People 12 or Older in the U.S. 

 

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 
2019. 

 

In a single-day count in March 2019, 1.5 million people in the United States were enrolled in substance 
use treatment—an increase from 1.3 million people in 2015. Among people aged 12 or older with a 
past-year alcohol use disorder in the United States in 2019, about 9 in 10 people (92.3 percent) did not 
perceive a need for treatment for their alcohol use and did not receive treatment at a specialty facility. 
Among people in the United States enrolled in substance use treatment in a single-day count in March 
2019, 52.2 percent received treatment for a drug problem only, 33.4 percent received treatment for 
both drug and alcohol problems, and 14.4 percent received treatment for an alcohol problem only. 

Maryland Department of Health’s 2018 Report on Drug- and Alcohol-related Intoxication Deaths show 
that, like the nation, Maryland has seen a sharp increase in opioid-related deaths, primarily due to 
fentanyl deaths and less as a result of prescription opioids and heroin (see Charts 11-16). The number of 
opioid-related deaths in Maryland increased by 70 percent between 2015 and 2016, and has more than 
quadrupled since 2010. (Note: Since an intoxication death may involve more than one substance, counts 
of deaths related to specific substances do not sum to the total number of deaths in the report.) 
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Chart 11:  Drug- and alcohol-related intoxication deaths by selected substances, Maryland 

 
Source:  Maryland Department of Health Report on Drug- and Alcohol-related Intoxication Deaths (2020) 

 

Baltimore City, in particular, has experienced large increases in fentanyl, cocaine, and alcohol-related 
deaths, followed by Baltimore County, Anne Arundel County, and Prince George’s County. The number 
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of heroin-related deaths in Maryland increased five-fold between 2010 and 2016 but has since declined 
dramatically.  

 

Chart 12.  Drug- and alcohol-related intoxication deaths by jurisdiction 

 
Source:  Maryland Department of Health Report on Drug- and Alcohol-related Intoxication Deaths (2020) 

 

In terms of demographics for drug- and alcohol-related intoxication deaths, although intoxication deaths 
have been increasing among all age groups, the increase has been greatest among individuals 55 years 
of age and above. The number of deaths among this age group increased more than seven-fold between 
2010 and 2019, from 86 to 643. The number of deaths among Whites is about 50 percent higher than 
among Blacks in 2019. The number of deaths among Hispanics is at a relatively low level as compared to 
other groups; however, the number of deaths among this group have been steadily increasing since 
2015. Men are dying at a much higher rate than women 2.6:1. 
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Chart 13.  Drug- and alcohol-related intoxication deaths age group, race/ethnicity and gender in 
Maryland 

 
Source:  Maryland Department of Health Report on Drug- and Alcohol-related Intoxication Deaths (2020) 
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Chart 14.  Fentanyl deaths by jurisdiction (Note: Since an intoxication death may involve more than one 
substance, counts of deaths related to specific substances do not sum to the total number of deaths in 
the report.) 

 
Source:  Maryland Department of Health Report on Drug- and Alcohol-related Intoxication Deaths (2018) 

 

Chart 15.  Heroin deaths by jurisdiction. (Note: Since an intoxication death may involve more than one 
substance, counts of deaths related to specific substances do not sum to the total number of deaths in 
the report.) 

 
Source:  Maryland Department of Health Report on Drug- and Alcohol-related Intoxication Deaths (2018) 
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Chart 16.  Prescription opioid deaths by jurisdiction. (Note: Since an intoxication death may involve more 
than one substance, counts of deaths related to specific substances do not sum to the total number of 
deaths in the report.) 

 
Source:  Maryland Department of Health Report on Drug- and Alcohol-related Intoxication Deaths (2018) 

 

Additional data revealed that Baltimore City residents saw a steady increase in emergency room visits 
for addiction-related conditions from 2010 to 2014 and a sharp increase in 2015, rates significantly 
higher rates than Baltimore County and the state. Rates in 2016 and 2017 are lower than 2015 but still 
trending higher than previous years.  In 2017, Baltimore City had 6633.6 (per 100,000 population) 
emergency room visits for addiction-related conditions compared to 1689.0 in Baltimore County and 
2017.0 in the state. (See Chart 17). 
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Chart 17:  ED Visits for Addiction-Related Conditions (Per 100,000 population) 

 

Source:  Maryland State Health Improvement Process 2010-2017 

 

Community residents recognize the dangers associated with drug and alcohol abuse. Results from the 
current survey revealed that 71.7 percent of respondents indicated it one of their greatest health 
concerns. This is up significantly from the 2016 survey when only 11.5 percent of survey respondents 
were most concerned about drug and alcohol use/addiction in their community. Discussions with 
community leaders echoed the concerns of survey respondents. Community leaders understood the 
severity of substance abuse in the community and the negative impact it has on the community at large.  

Community stakeholders reported that substance abuse is widespread in the city. Many community 
residents, especially young Black/African American males, struggle with the disease, and this contributes 
to a higher incidence of crime and violence. Without counseling and treatment options, community 
residents are less likely to obtain employment due to their erratic behavior, typical of individuals with 
substance abuse issues. Programs and services are lacking in the community and counseling and 
treatment options are scarce. Focus group participants expressed a strong need for more community 
resources and funding to combat the substance abuse problem, as well as a need for more mental and 
behavioral health programs.  

Per the SAMHSA survey, an estimated 8.2 million adults aged 18 and older had co-occurring mental 
illness and substance use disorders in 2016, about half of whom did not receive either mental health 
care or specialty substance use treatment. Behavioral health disorders, which include mental illness and 
substance abuse, left undiagnosed and untreated, can lead to physical, emotional, and spiritual issues 
manifesting into larger health problems. Community residents dealing with behavioral health issues 
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need access to adequate services and resources, as well as the knowledge of where to obtain care. 
Communities will suffer and face damaging effects if behavioral services and treatment options are not 
addressed. 

 

Behavioral Health - Mental Health 

There are many factors linked to mental health including genetics, age, income, education, employment, 
and environmental conditions. As identified by primary and secondary data, mental health provider 
shortages, overall access issues, high rates of co-occurring mental disorders, and substance abuse issues 
all create significant concerns about the state of behavioral health issues and the need to bring 
additional focus on providing behavioral health services. 

Community residents also struggle with environmental stress such as loss of or limited employment 
opportunities, poor living environments, and an overall sense of hopelessness creating feelings of 
depression and anxiety, all of which can impact the mental and spiritual well-being of the individual. The 
use and abuse of drugs and alcohol are attractive avenues for community residents who struggle to face 
their mental health problems. In many cases, residents who have a mental health issue also are 
substance abusers.  

According to the Substance Abuse and Mental Health Services Administration (SAMHSA), behavioral 
health is essential to overall health, with prevention and effective treatment measures allowing 
individuals to recover from mental health crises. Direct access to health professionals and health 
services for behavioral health problems enables community residents to obtain proper care and 
treatment leading to healthier lives. 

SAMHSA reported, based on the results of their 2019 national survey, that 15.7 percent of adolescents 
aged 12 to 17 (3.8 million), an increase from 9.0 percent (2.2 million) in 2004, and 15.2 percent of young 
adults aged 18 to 25 (5.0 million), an increase from 8.8 percent (2.8 million) in 2005, had a major 
depressive episode (MDE) during the past year.  Among those adolescents and young adults who had a 
past year MDE, only 43.9 percent of adolescents and 50.9 percent of young adults received treatment 
for depression.  

Across the nation, mental illness continues to be a major issue for individuals and families. The Centers 
for Disease Control and Prevention (CDC) defines mental illness as “collectively all diagnosable mental 
disorders” or “health conditions that are characterized by alterations in thinking, mood, or behavior 
associated with distress and/or impaired functioning.” According to the CDC, serious mental illness costs 
in the United States amount to $193.2 billion in lost earnings per year. In 2019, 19.2 percent of adults 
received mental health treatment in the past 12 months, including 15.8 percent who had taken 
prescription medication for their mental health and 9.5 percent who received counseling or therapy 
from a mental health professional. Women were more likely than men to receive treatment; non-
Hispanic White adults (23 percent) were more likely than non-Hispanic Black/African American (13.6 
percent) and Hispanic/Latino (12.9 percent) to receive treatment. 

Data show roughly 60 percent of adults with mental illness received no mental health treatment within 
the last year, indicating a nationwide issue with individuals being able to receive proper mental health 
services and treatment. This is due, in part, to the lack of mental health providers across the U.S. 
According to the U.S. Department of Health and Human Services, nearly 122 million adults live in areas 
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where shortages of mental health professionals make obtaining treatment difficult. In Maryland, 64 
percent of the population, or nearly 1.3 million people, live in a mental health professional shortage 
area. 

From a local perspective, the CDC Behavioral Risk Factor Surveillance System reported that Baltimore 
City residents had an average of 4.9 mentally unhealthy days in the past 30 days, which was higher than 
both Baltimore County and Maryland at 3.8 days (See Chart 18). 

 

Chart 18:  Average number of mentally unhealthy days reported in past 30 days (age-adjusted) 

 
Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2012- 2017 

 

Information collected from the surveys showed that community residents in the CBSA have an even 
greater need for mental health services. When asked to indicate if they had poor mental health days in 
the last month, 22.4 percent of people indicated they had one or more poor mental health days. The 
average number of poor mental health days overall was 11.8 days. A higher percentage of White 
respondents indicated poor days overall (37 percent) versus Black/African American respondents (17 
percent) and those who identified as Hispanic/Latino (25 percent). However, the average number of 
poor mental health days reported by White respondents was lower at 10.7 days versus 12.1 days for 
Black/African Americans. The average for Hispanics/Latinos was 10.4 days. 

In the 2016 CHNA, more specific questions were asked of survey respondents. More than one-fourth of 
respondents reported having depression (29.7 percent), while 25.1 percent reported having problems 
remembering things or concentrating, and 23.2 percent reported having anxiety, nervousness, and/or 
panic attacks. Among survey respondents, more than one-third received mental health services in the 
past 12 months (36 percent). Of those survey respondents who received mental health services, 41.5 
percent obtained services from a mental health counselor or provider while 18.6 percent obtained 
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services from their community or neighborhood organization, 18.6 percent went to the 
hospital/emergency department, 17.8 percent saw their primary care provider/health clinic, while the 
remaining 3.4 percent indicated “other”.   

Additionally, 16 percent of respondents reported they needed but did not receive mental health services 
in the past 12 months. Of those survey respondents who needed mental health services but did not 
receive care, 18.4 percent reported that their insurance did not cover the care. Other responses to the 
question included that they did not know where to go (13.2 percent) and/or preferred alternative forms 
of treatment (13.2 percent). It was reported that 20.3 percent had a mental/emotional problem that 
affected their daily activities. Information collected from the surveys highlights the growing local 
problem and the need to increase the availability of mental health providers for this population.   

The Maryland State Health Improvement Process data revealed that Baltimore City residents saw a 
steady increase from 2010 to 2014 in emergency department visits related to mental health conditions 
(with the only decreases occurring in 2013 and 2015). However, sharp increases have occurred in 2016 
and 2017. In 2017 there were 10,093.5 per 100,000 population of Baltimore City residents who visited 
the emergency department related to a mental health condition, compared to 4291.5 in the State and 
4210.1 in Baltimore County (See Chart 19).  

 

Chart 19:  Emergency Department Visits Related to Mental Health Conditions (Per 100,000 population) 

 

Source:  Maryland State Health Improvement Process 2020 

 

Suicide is a serious public health problem and is a preventable cause of death. Residents who attempt 
suicide are typically depressed and/or face other significant mental health challenges for which they 
believe there are limited or no solutions. Suicide is the second leading cause of death among people 
aged 10-34 according to the National Institute of Mental Health and the CDC. 
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According to SAMHSA, among adults aged 18 or older in the United States in 2019, 4.8 percent (or 12.0 
million) had serious thoughts of suicide in the past year. Past-year serious thoughts of suicide were 
higher among adult females (5.1 percent) than among their male counterparts (4.5 percent). Compared 
to the national average, past-year serious thoughts of suicide were lower among non-Hispanic 
Black/African American, Native Hawaiian or Other Pacific Islander, and Asian adults (4.0, 2.3, and 3.6, 
percent respectively). Compared to the national average, past-year serious thoughts of suicide were 
higher among young adults aged 18–25 (11.8 percent) and adults aged 26–44 (5.6 percent) and lower 
among adults aged 45–64 (3.1percent) and 65 or older (1.8 percent). 

The Maryland State Health Improvement Partnership from 2015-2017 reported 9.3 suicides per 100,000 
population among Maryland residents, meaning that more than 550 lives are lost each year in Maryland 
due to suicide (See Chart 20). This rate was higher in Baltimore County at 9.7 suicides and lower in 
Baltimore City at 8.2 suicides. 

 

Chart 20:  Suicide Rate, Maryland 

 
Source:  Maryland State Health Improvement Process 2020 

 

Community stakeholders reported the need to continue to invest in improving access to health care, 
especially mental health and addiction recovery services. Shortages of mental health providers and 
facilities, lack of access, and challenges associated with obtaining employment can interfere with 
individuals seeking the mental health services they need. 

According to community stakeholders, many residents with a mental and/or a behavioral health issue 
also have a substance use disorder. Poor socioeconomic factors can contribute to substance use 
disorders. Additionally, some underlying chronic diseases such as diabetes, high blood pressure, heart 
disease, high cholesterol, and asthma often are exacerbated by the inability to control and receive 
treatment for a mental health issue. Daily trauma (e.g., not having enough food for the family, being 

8 8.3 8.2
7.3

8.3 8
8.5 8.2

9.5
10.1 10.3 10.5 10.2

9.6 9.7 9.7

8.7 8.9 8.8 9 9.2 9.1 9.2 9.3

0

2

4

6

8

10

12

2008-2010 2009-2011 2010-2012 2011-2013 2012-2014 2013-2015 2014-2016 2015-2017

Suicide Rate 
Per 100,000 Population

Baltimore City

Baltimore County

Maryland



   
 

48 | P a g e  
 

homeless, etc.), adapting to new cultural surroundings, and domestic violence are also perceived 
concerns that affect whole communities within the region. Community leaders reported that many 
community residents who have mental health issues also have dual behavioral diagnoses, making access 
to care and treatment essential.  

Additional primary data collected from focus group participants reported mental health is a significant 
issue that affects all members of the community regardless of age or race. Barriers such as the lack of 
insurance coverage, social stigma, and lack of health education prevent individuals from seeking needed 
care. Educating community members on the signs and symptoms of depression and other mental health 
issues can enable them to be more aware of the disease in order to seek and obtain services. 

Focus group participants also cited the stress and anxiety many families face because they are unable to 
meet the basic needs of their children. The prevalence of violence and crime in neighborhoods is a 
contributing factor to increased mental health issues. Focus group participants reported that youth in 
middle school are overwhelmed trying to address issues related to violence, peer pressure, depression, 
abuse, sexually transmitted infections, and early pregnancy. One solution suggested was that if funding 
were available, students could take advantage of school-sponsored therapy sessions, providing long-
term benefits to those students who struggle with a mental illness. Overall, both community leaders and 
focus group participants were aware of their communities’ mental health issues, yet access and the 
availability of treatment options hinder residents from obtaining appropriate care. 

 

Diabetes / Obesity 

Diabetes is a widespread, chronic disease caused by the inability of the body to produce or properly use 
insulin. It is characterized by high blood sugar levels. Diabetes predisposes people to costly 
complications, including heart disease, kidney failure, hypertension, and stroke. Diabetes is the leading 
cause of new cases of blindness, end-stage renal failure, and non-traumatic lower extremity amputation. 
In 2017, the American Diabetes Association estimated the cost of diagnosed diabetes at $327 billion in 
medical costs and lost productivity.  

The rate of residents in Baltimore City from 2010-2017 who visited the emergency department due to 
their diabetes was more than two times higher than in Baltimore County and the State (See Chart 21).   
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Chart 21:  Emergency Department Visit Rate Due to Diabetes (per 100,000 population) 

Source:  Maryland State Health Improvement Process 2020 

 

Leaders also cited that the region has a large population of people with diabetes (including a growing 
number of youth), high blood pressure, and obesity. Community leaders are aware that Blacks/African 
Americans are more likely to have diabetes, and state data reinforce that notion. The Maryland Vital 
Statistics Annual Report (2018) continued to show a disparity in the age-adjusted rate of death for 
diabetes between Black/African American and White males (39.1 vs 20.1 per 100,000 population) and 
between Black/African American and White females (26.8 vs 12.3 per 100,000 population). The age-
adjusted rate of death for diabetes for all residents in Maryland increased from 19.0 per 100,000 
population in 2013 to 19.6 per 100,000 population in 2018. 

Obesity, a growing national concern, has affected many communities and neighborhoods and shows no 
signs of waning. Communities are seeing children as young as two years old diagnosed as being 
overweight and/or obese. In the U.S., childhood obesity alone is estimated to cost $14 billion annually in 
direct health expenses. In 2017-18, 19.3 percent of kids ages 2 to 19 were obese according to the 
National Health and Nutrition Examination Survey. The adult obesity rate for ages 20+ was 42.4 percent 
for the same period. Since 1980, obesity rates among teens ages 12 to 19 quadrupled, from 5 percent to 
20.6 percent. 

In 2019, Maryland is reported as having the 25th highest adult obesity rate in the nation. Maryland's 
adult obesity rate is currently 32.3 percent, up from 29.9 percent in 2017, 19.6 percent in 2000 and 10.8 
percent in 1990. Maryland is ranked tenth in the U.S. for obesity in the 10 to 17 age group at 17.6 
percent.  

Specifically examining the body mass index (BMI) of adults, the CDC reported that there were more 
Baltimore City (35.3 percent) residents aged 18 and older with a BMI of 30 or greater (which indicates 
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that they are obese) when compared to residents in the state (31.3 percent) and the U.S. (29.5 percent) 
in 2017.  

Physical inactivity is associated with a higher prevalence of risk for Type 2 diabetes and many other 
maladies, including cardiovascular diseases, hypertension, certain cancers, dementia, anxiety, and 
depression. According to the United Health Foundation, costs associated with physical inactivity account 
for more than 11 percent of total health care expenditures and are estimated at $117 billion annually. In 
their annual health rankings for 2020, 23.4 percent of Maryland adults reported no physical activity or 
exercise other than their regular job in the past 30 days. This compares to 26.4 percent for the United 
States. Individuals making less than $25K (40.7 percent), ages 65+ (29.6 percent), Native Americans 
(31.2 percent), and those with less than a high school education (44 percent) were the most inactive. 

Results from 2016 CHNA survey identified more than one-third of respondents (40.2 percent) had been 
told by a health professional that they are overweight or obese. More than one-half of survey 
respondents (51.5 percent) reported that they had high blood pressure, 22.5 percent said they had 
diabetes, and 20.6 percent acknowledged heart problems. Top health concerns reported by current 
survey respondents include drug and alcohol abuse, mental health problems, diabetes/high blood sugar, 
heart disease/high blood pressure, smoking/tobacco use, obesity/overweight, and cancer, in that order. 

Obesity, according to community stakeholders, has become a community epidemic. While obesity can 
be considered an intergenerational issue, there are additional contributing factors - for example, the 
limited availability of fresh, healthy foods in the community. Low-income areas are stricken with 
poverty, and certain regions in the city have access to only fast food. It is understood from community 
stakeholders that accessibility is an issue, and socioeconomic factors play a significant role in the obesity 
epidemic. 

Information cited from focus group participants, especially Hispanic/Latino respondents, and from the 
stakeholder interviews also revealed their growing concerns over obesity in the community. The groups 
discussed the role obesity plays in an individual’s overall physical health as well as mental health issues. 
The lack of accessibility to affordable healthy foods along with limited opportunities for physical fitness 
contribute to the rise in obesity. The inability to engage in outdoor activities due to factors such as crime 
and safety pose limited options for residents to engage in exercise. Community leaders and residents 
are aware that obesity can lead to diabetes and other chronic diseases and that exercising and eating 
healthy can often alter and help manage the condition. However, not having access to primary care 
services makes chronic diseases difficult to diagnose, treat, and manage. 

There is an awareness of the high rates of Blacks/African Americans who have diabetes, and many cite 
cultural eating habits, the lack of quality grocery stores (living in a food desert), and the unaffordability 
of healthy foods as being underlying factors that contribute to the high rates of diabetes in their 
community.  

 

Cardiovascular Disease (CVD) 

Heart disease is the number one cause of death in Americans, killing more than 868,000 people each 
year, costing the health care system $214 billion annually, and causing $138 billion in lost productivity 
on the job. As indicated in Chart 22, the CDC reported that Baltimore City is a major hot spot within 
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Maryland for deaths due to cardiovascular disease. The City has a death rate of 584.5 per 100,000 
compared to Baltimore County at 461.3 per 100,000 and 422.3 per 100,000 for the U.S. 

 

Chart 22: Total Cardiovascular Disease Death Rate per 100,000, 35+, in Maryland 2016-2018 

 
 
Source: National Center for Chronic Disease Prevention and Health Promotion, 2021 

 

Hypertension is one of the most common risk factors for diseases of the heart. The presence of 
hypertension doubles the risk of heart disease in men and triples the risk in women. It is documented 
that Blacks/African Americans have a greater risk than Whites for cardiovascular disease, due in part to 
more severe high blood pressure problems. Educating the broad community to understand the risks and 
signs of heart disease and stroke serves as the major impetus in the prevention and treatment of heart 
disease. As shown in Chart 23, the rate of death due to diseases of the heart have been steadily 
declining since 2009. Black/African American males are 27 percent more likely than their White 
counterparts to die from heart disease. 
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Chart 23:  Age-Adjusted Death Rate for Diseases of the Heart by Race and Hispanic Origin, Trend, and 
Race and Sex. Rate per 100,000 Population. 

 
Source: Maryland Department of Health and Mental Hygiene Vital Statistics, 2020 
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Chronic Disease Management & Education 

Maryland State Health Improvement Process (SHIP) reported that Marylanders have a life expectancy of 
79.2 years (2015-2017) and Baltimore County residents have a slightly lower life expectancy at 78.3 
years, while Baltimore City residents have a dramatically lower life expectancy of 72.8 years.  Heart 
disease, cancer, diabetes, and stroke are a few leading causes of death and disability among Maryland 
and Baltimore City and County citizens. These and other chronic diseases are responsible for seven of 
the top ten causes of death each year. According to the CDC, 90 percent of the nation’s $3.8 trillion in 
annual health care expenditures are for treating people with chronic and mental health conditions. 
Although common, many of the chronic diseases diagnosed in community members are preventable. 
Living a healthy lifestyle by incorporating exercise, eating healthy foods, and avoiding tobacco and 
alcohol can reduce the risk of developing certain diseases.      

The average life expectancy in Baltimore City in 2018 was 72.7 years. Life expectancy in our CBSA varies 
greatly from the high end at 80.8 years in Canton to the low end of 70.1 years in Belair-Edison, 68.4 in 
Madison/East End, and 67.4 in Clifton-Berea. 
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Chart 24:  Life Expectancy, Baltimore City, 2018 

     
Source:  Baltimore Neighborhood Indicators Alliance, 2020 
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Data obtained from the Maryland Department of Health and Mental Hygiene identify the leading causes 
of death in Baltimore City and Baltimore County as heart disease, cancer, accidents and stroke. These 
are also the top four leading causes of death for Maryland (See Tables 8-9, Chart 25).  

Table 8:  Top 10 Causes of Death in Baltimore City, 2018 

 Percent of 
Total Deaths 

1. Heart Disease 21.3 
2. Cancer 19.8 
3. Accidents 6.1 
4. Stroke 5.1 
5. Assault/Homicide 3.8 
6. Diabetes 3.3 
7. Chronic lower respiratory disease 3.2 
8. Septicemia 2.4 
9. Nephritis 1.9 
10. Influenza and pneumonia 1.7 

Source:  Maryland Vital Statistics 2018 Annual Report 

 

Table 9:  Top 10 Causes of Death in Baltimore County, 2018 

 Percent of 
Total Deaths 

1. Heart Disease 24.0 
2. Cancer 20.7 
3. Stroke 6.1 
4. Accidents 5.0 
5. Chronic lower respiratory diseases 4.5 
6. Diabetes 2.3 
7. Alzheimer disease 2.1 
8. Influenza and pneumonia 2.1 
9. Nephritis 1.7 
10. Septicemia 1.7 

Source:  Maryland Vital Statistics 2018 Annual Report 
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Chart 25:  Top 10 Causes of Death in Maryland, 2016 compared to 2018 

     
Source:  Maryland Vital Statistics Annual Report 2016 and 2018 

 

Cancer in some form affects more than 1.7 million people annually as reported by the American Cancer 
Society (ACS). The death rate from cancer in the U.S. has continued to decline. From 1991 to 2018, the 
cancer death rate has fallen 31 percent, including a 2.4 percent decline from 2017 to 2018. This is the 
largest one-year drop in the cancer death rate. Unfortunately, cancer is still the second leading cause of 
all deaths. Declines since 1991 are mainly due to fewer people smoking, but also advances in early 
detection and treatment for some cancers. 

The decline in cancer rates is mostly due to long-term drops in the four most common cancers: lung, 
colorectal, breast, and prostate. These four cancers account for more than four out of every ten cancer 
deaths in the U.S., with lung cancer accounting for more than the other three combined. 

Malignant neoplasms is the second leading cause of death in Baltimore City, Baltimore County and the 
state of Maryland. The rate of malignant neoplasms was higher among Blacks/African Americans (172.13 
per 100,000) as compared to Whites at (150.6 per 100,000) as shown in Chart 26. Both are significantly 
higher than the rate for Hispanics/Latinos at 81.4 per 100,000. 
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Chart 26: Age-Adjusted Death Rate for Malignant Neoplasms by Race and Hispanic Origin. Rate per 
100,000 Population.  

 
Source: Maryland Department of Health and Mental Hygiene Vital Statistics, 2018 Annual Report 

 
The ACS noted that much of the suffering and death caused by cancer could be prevented by more 
systematic efforts to reduce underlying causes and to expand the use of established screening tests. 
Therefore, a greater emphasis must be placed on cancer screenings to provide early detection and 
public education and awareness to reduce the risk and prevent the various types of cancer.   

Sexually transmitted infections (STIs) are significant health issues that are largely preventable. 
Socioeconomic factors have a strong relationship with how STIs are spread. Racial and ethnic disparities, 
poverty, drug abuse, and access to care are some factors that contribute to the spread of the disease. 
The Maryland Department of Health reported estimates that at the end of 2019, 10,600 people were 
living with HIV in Baltimore City, 33 percent were between the ages of 50-59, 65.5 percent male, 83.5 
percent Non-Hispanic Black/African American. This rate is almost three times the rate of Baltimore 
County residents.  Baltimore City and Prince George’s County had the highest rates (per 100,000) of new 
HIV diagnoses.   

Baltimore City residents had higher rates of chlamydia, gonorrhea, and syphilis compared to Baltimore 
County residents. Baltimore City residents, compared to those in Baltimore County, had more than 
double the cases of chlamydia and more than three times the gonorrhea and syphilis cases in 2018.  
Alarmingly, between 2013 and 2017, Baltimore City saw a marked increase in the rate of gonorrhea 
cases (See Charts 27-29), although a decline was seen in 2018.  
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 Charts 27-29:  Sexually Transmitted Infection Rates, 2013-2018 
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Source:  Maryland Dept. of Health and Mental Hygiene Vital Statistics, 2018 

 

Chronic diseases can be managed, and many are preventable; however, generational attitudes along 
with the ability to obtain necessary health care services need to be addressed in order to allow 
community residents the opportunity to live healthier lives. Information gathered related to causes of 
death, high blood pressure, diabetes, etc. all point toward the need for community action. Education, 
information, improved access, and care management for those in the area can have a significant impact 
in reducing the chronic conditions of residents.      

Community stakeholders reported lifestyle choices to be a major factor that contribute to the 
development of chronic diseases. Many cited smoking, obesity, substance abuse, high blood pressure, 
and poor food choices to be significant contributing factors for chronic diseases in residents. It was 
noted that more education and information is needed for community residents and patients who have 
these conditions to reduce complications and improve their overall health. Some stakeholders reported 
the lack of available community resources to assist diabetic patients in complying with treatment plans 
(e.g., diet, weight loss, exercise, and medications). Lack of access to affordable healthy food, safe venues 
for physical exercise, and adequate education and support are major road blocks to many who want to 
improve their health. Many feel a need for a more concerted effort to make a significant change in the 
community.  

 

COVID-19 Pandemic Notations 

The COVID-19 pandemic and the subsequent economic recession has affected the mental health of 
many Americans and has created new barriers for people already suffering from mental illness and 
substance use disorders. During the pandemic, about 4 in 10 adults in the U.S. reported symptoms of 
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anxiety or depressive disorder, up from one in 10 adults who reported these symptoms from January to 
June 2019. A Kaiser Family Foundation (KFF) Health Tracking Poll from July 2020 also found that many 
adults are reporting specific negative impacts on their mental health and well-being, such as difficulty 
sleeping (36 percent) or eating (32 percent), increases in alcohol consumption or substance use (12 
percent), and worsening chronic conditions (12 percent), due to worry and stress over the coronavirus. 
As the pandemic wears on, ongoing and necessary public health measures expose many people to 
experiencing situations linked to poor mental health outcomes, such as isolation and job loss.6 

 

Chart 30: Average Share of Adults Reporting Symptoms of Anxiety Disorder and/or Depressive Disorder 

  

 

The National Center for Health Statistics (NCHS) partnered with the Census Bureau to monitor recent 
changes in mental health through the Household Pulse Survey. This survey is designed to rapidly 
respond and provide relevant information about the impact of the coronavirus pandemic in the U.S. The 
NCHS included questions to obtain information on the frequency of anxiety and depression symptoms, 
collecting information on symptoms over the last 7 days. The data reflects the percentage of adults who 
reported symptoms of anxiety or depression that have been shown to be associated with the diagnosis 
of generalized anxiety disorder or major depressive disorder. These symptoms occur more than half the 
days or nearly every day. The majority of participants were females between 18-29 years of age 
identifying as non-Hispanics/other races. As shown in Table 10 below, there has been a significant 
increase in anxiety and depressive symptoms since the start of the pandemic. 

 

 

                                                           
6 Panchal, N., Kamal, R., Cox, C., and Garfield, R. (2021). The implications of COVID-19 for mental health and 
substance use. Retrieved from https://www.kff.org/coronavirus-covid-19/issue-brief/the-implications-of-covid-19-
for-mental-health-and-substance-use/ 
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Table 10: Trend of Adults Reporting Symptoms of Anxiety and/or Depressive Order 

Period % Anxiety Disorder % Depressive Disorder % Anxiety or 
Depressive Disorder 

Jan 2019 – Jun 2019 8.2 6.6 11.0 
Apr 2020 – Jul 2020 31.8 25.9 36.7 
Aug 2020 – Feb, 2021 34.8 27.0 39.6 

Source:  KFF Health Tracking Polls, 2021 

 

Key takeaways identified from the KFF analysis of data include:  

• Young adults have experienced a number of pandemic-related consequences, such as closures of 
universities and loss of income, that may contribute to poor mental health. During the pandemic, a 
larger than average share of young adults (ages 18-24) report symptoms of anxiety and/or 
depressive disorder (56 percent). Compared to all adults, young adults are more likely to report 
substance use (25 percent vs. 13 percent) and suicidal thoughts (26 percent vs. 11 percent). Prior to 
the pandemic, young adults were already at high risk of poor mental health and substance use 
disorder, though many did not receive treatment.  

• The pandemic has disproportionately affected the health of communities of color. Non-Hispanic 
Black/African American adults (48 percent) and Hispanic/Latino adults (46 percent) are more likely 
to report symptoms of anxiety and/or depressive disorder than Non-Hispanic White adults (41 
percent). Historically, these communities of color have faced challenges accessing mental health 
care. 

• Research from prior economic downturns shows that job loss is associated with increased 
depression, anxiety, distress, and low self-esteem and may lead to higher rates of substance use 
disorder and suicide. During the pandemic, adults in households with job loss or lower incomes 
report higher rates of symptoms of mental illness than those without job or income loss (53 percent 
vs. 32 percent). 

• Research during the pandemic points to concerns around poor mental health and well-being for 
children and their parents, particularly mothers, as many are experiencing challenges with school 
closures and lack of childcare. Women with children are more likely to report symptoms of anxiety 
and/or depressive disorder than men with children (49 percent vs. 40 percent). In general, both 
prior to, and during, the pandemic, women have reported higher rates of anxiety and depression 
compared to men. 

• Many essential workers continue to face a number of challenges, including greater risk of 
contracting the coronavirus than other workers. Compared to nonessential workers, essential 
workers are more likely to report symptoms of anxiety or depressive disorder (42 percent vs. 30 
percent), starting or increasing substance use (25 percent vs. 11 percent), and suicidal thoughts (22 
percent vs. 8 percent) during the pandemic. 
 

There are a variety of ways the pandemic has likely affected mental health, particularly with widespread 
social isolation resulting from necessary safety measures. A broad body of research links social isolation 
and loneliness to both poor mental and physical health. The widespread experience of loneliness 
became a public health concern even before the pandemic, given its association with reduced lifespan 
and greater risk of both mental and physical illnesses. Both those newly experiencing mental health or 
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substance abuse disorders and those already diagnosed before the pandemic may require mental health 
and substance use services but could face additional barriers because of the pandemic.  

According to a recent article published by the Proceedings of the National Academy of Sciences, life 
expectancy in the U.S. is projected to be reduced in 2020 by 1.13 years due to COVID-19.7 Estimated 
reductions for the Black/African American and Hispanic/Latino populations are three to four times that 
for Whites. Consequently, COVID-19 is expected to reverse over 10 years of progress made in closing the 
Black/African American-White gap in life expectancy and reducing the Hispanic/Latino mortality 
advantage by over 70 percent. Some reduction in life expectancy may persist beyond 2020 because of 
continued COVID-19 mortality and long-term health, social, and economic impacts of the pandemic.  

                                                           
7 Theresa Andrasfay and Noreen Goldman, “Reductions in 2020 life expectancy due to COVID-19 and the 
disproportionate impact on the Black/African American and Latino populations”, PNAS February 2, 2021, 
https://www.pnas.org/content/118/5/e2014746118. 
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Conclusions and Recommendations  

With the completion of the 2021 CHNA, The Johns Hopkins Hospital (JHH) and Johns Hopkins Bayview 
Medical Center (JHBMC) will develop updated goals and strategies for the CHNA implementation phase. 
In this phase, the hospitals will leverage their strengths, resources, and outreach and work with 
community partners to identify ways to address their communities’ health needs, thus improving 
overall health and addressing the critical health issues and well-being of residents in their communities. 
The community health needs assessment and implementation planning builds on the previous CHNA 
assessment and planning reports (2018, 2016 and 2013). The comprehensive CHNA addressed who was 
involved, what, where, and why, while the implementation planning phase will address how and when 
JHH and JHBMC will address the identified community health needs.   

The Johns Hopkins Hospital and Johns Hopkins Bayview Medical Center, partnering with community 
organizations and regional partners, understand that the CHNA document is not the last step in the 
assessment phase, but rather the first step in an ongoing evaluation process. Communication and 
continuous planning efforts are vital throughout the next phase of the CHNA. Information regarding the 
CHNA findings will be important to residents, community groups, leaders, and other organizations that 
seek to better understand the health needs of the communities surrounding JHH and JHBMC and how to 
best serve those needs. 

In the assessment process, common themes and issues rose to the top as each project component was 
completed. The data collected from the overall assessment included feedback and input from 
community leaders and hard-to-reach, underserved, and vulnerable populations. The information 
collected provides JHH and JHBMC with a framework to begin identifying, evaluating, and addressing 
gaps in services and care, which will ultimately alleviate challenges for individuals living in the 
community. 

Solidifying and reinforcing existing relationships and creating new relationships must be paramount in 
order to address the needs of community residents. Expanding and creating new partnerships with 
multiple regional entities is vital to developing community-based strategies to tackle the region’s key 
community health needs. 

The key community health needs identified by JHH and JHBMC include improving socioeconomic factors 
(housing/homelessness, job opportunities including education and job training, neighborhood safety, 
access to care/support, and food environment) and improving access to direct health services 
(substance abuse, mental health, diabetes/obesity, cardiovascular disease, and chronic disease 
management and education).  

The collection and analysis of primary and secondary data provided the working group with an 
abundance of information, which enabled the group to identify key health services gaps. Collaborating 
with local, regional, statewide, and national partners, JHH and JHBMC understand the CHNA is one 
component of creating strategies to improve the health and well-being of community residents. 

Implementation strategies will take into consideration the higher need areas that exist in regions that 
have greater difficulties obtaining and accessing services.  
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Action Steps: 

 Communicate the results of the CHNA process to staff, providers, leadership, boards, 
community stakeholders, and the community as a whole.  

 Use the inventory of available resources in the community to explore further partnerships and 
collaborations.  

 Implement a comprehensive grassroots community engagement strategy to build upon the 
resources that already exist in the community, including committed community leaders that 
have been engaged in the CHNA process.  

 Develop working groups to focus on specific strategies to address the top identified needs of 
the communities the health system serves and develop a comprehensive implementation plan.  

 Invite key community stakeholders to participate or be involved with working groups that will 
strategically address and provide expert knowledge on ways to address key community health 
needs. 
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Implementation Strategy 

The CHNA is a report based on epidemiological, qualitative, and comparative methods that assess the 
health issues in a hospital organization’s community and that community’s access to services related to 
those issues.  The Implementation Strategy is a list of specific actions and goals that demonstrate how 
The Johns Hopkins Hospital (JHH) and Johns Hopkins Bayview Medical Center (JHBMC) plan to meet the 
CHNA-identified health needs of the residents in the communities surrounding the hospitals, i.e. the 
Community Benefit Service Area (CBSA).  This Implementation Strategy was approved by the hospitals’ 
Boards of Trustees on June 2, 2021 for The Johns Hopkins Hospital and May 24, 2021 for the Johns 
Hopkins Bayview Medical Center.  

Internal Revenue Service Requirements – Implementation Strategy 

The Implementation Strategy that is developed and adopted by each hospital must address each of the 
needs identified in the CHNA by either describing how the hospital plans to meet the need or identifying 
it as a need not to be addressed by the hospital and why.  Each need addressed must be tailored to that 
hospital’s programs, resources, priorities, plans, and/or collaboration with governmental, non-profit, or 
other health care organizations.  If collaborating with other organizations to develop the 
implementation strategy, the organizations must be identified.  The board of each hospital must 
approve the Implementation Strategy for the hospital. 

Health Priorities 

Based on the primary and secondary data collected and analyzed during the CHNA process, JHH and 
JHBMC’s Implementation Strategy remains committed to the goals and strategies identified in the 
previous CHNA work sessions. Although some of the focus areas have changed in their order of priority 
per community feedback, the overall needs remain relatively the same as those reported in the 2018 
CHNA. For the first time, housing/homelessness has escalated to the top concern among socioeconomic 
needs, with job opportunities and neighborhood safety remaining in the top three. Behavioral 
health/substance abuse and mental health are the top direct health needs. Dental services were not 
identified as a need in the 2021 CHNA, but it’s importance to overall health will be addressed as 
appropriate under chronic disease management and education. 
 
Johns Hopkins is engaged in hundreds of programs addressing the identified needs in their surrounding 
communities. The hospitals work to strategically allocate scarce resources to best serve the 
communities, partnering with Community Based Organizations (CBOs) whenever possible to expand the 
depth and breadth of resources. The Johns Hopkins Hospital and Johns Hopkins Bayview Medical Center 
share the same Community Benefit Service Area and as such are considered to be partners in delivering 
programs to local residents for the purposes of CHNA reporting regardless of the distinction of specific 
hospital funding sources. 
 
The Implementation Strategy is the action plan component of the CHNA that guides strategic planning 
on community engagement.  As noted in the CHNA, ten key need areas were identified through the 
gathering of primary and secondary data from local, state, and national resources, community 
stakeholder interviews, surveys, focus groups with vulnerable populations, and a health provider 
inventory (highlighting organizations and agencies that serve the community). The identified community 
needs are depicted in order of priority in the graph below, with socioeconomic needs in orange and 
direct health needs in blue (See Chart 1).  The Implementation Strategy items which follow provide 
action plan strategies that address the identified needs. Programs listed are examples and may change 
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as resources avail themselves or unexpected needs arise, such as has been experienced during the 
COVID-19 pandemic. 
 

Chart 1: JHH/JHBMC Key Community Health Needs 
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IMPROVING SOCIOECONOMIC FACTORS 

 

SOCIOECONOMIC NEED 1: HOUSING/HOMELESSNESS 
Goal  Strategies Metrics/What we are 

measuring 
Potential Partner 
Organizations:  

Increase 
access to 
housing 
and 
healthy 
homes in 
the CBSA 

Strategy 1: Expand 
capacity to identify 
housing issues among 
low-income, uninsured, 
and homeless residents 
and connect to 
resources. 

Number of encounters 
addressing housing issues 
Number of positive 
screenings and referrals to 
resources for housing issues  

Community based 
organizations (CBOs)  
Hopkins Community 
Connection  
External resource providers  
Charitable organizations 

Strategy 2: Support "safe 
at home" initiatives for 
seniors and low-income 
residents in need.   

Number of persons served 
Amount invested in home 
improvement partnerships 

Banner Neighborhoods 
Civic Works 
Southeast CDC 
Habitat for Humanity 
Meals on Wheels 

Strategy 3: Support 
housing opportunities to 
decrease homelessness 
in East Baltimore. 

Number of persons housed 
(short term and long term)  

Helping Up Mission 
HEBCAC 
BCHD / City Hospital 
coalition 
Charm City Care Connection 
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SOCIOECONOMIC NEED 2: JOB OPPORTUNITIES/EDUCATION 
Goal  Strategies Metrics/What we are 

measuring 
Potential Partner 
Organizations:  

Increase 
employment 
and 
procurement 
opportunities 
to local and 
minority 
communities 

Strategy 1: Increase 
youth and adult 
workforce training and 
education programs. 

Number of participants in 
career development and 
mentoring programs  
Number of programs 
offered in vulnerable 
neighborhood locations 

Baltimore City Public 
Schools 
Baltimore City Community 
College 
Kaiser Permanente 
University of Baltimore 

Strategy 2: Create new 
employment 
opportunities for 
underserved community 
residents including hires 
and/or recruitment 
and/or training to at risk 
populations i.e. justice 
involved, victims of 
violence and trauma.   

Number of program 
participants and/or 
number of programs for 
at-risk populations 
Number of trade school or 
certification program 
placements  
Number of hires from 
target populations  

BUILD 
Community Organizations 
Faith Based partners 
MD Dept of Human 
Services (DHS) 

Strategy 3: 
Support/contract with 
local, minority- and 
women-owned 
businesses to improve 
the local economy. 

Number of hires from 
underserved 
neighborhoods 
Amount spent with 
minority owned vendors 
Number of hires from 
minority contractor firms  

Local minority owned 
business partners  
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SOCIOECONOMIC NEED 3: CRIME AND NEIGHBORHOOD SAFETY 
Goal  Strategies Metrics/What we are 

measuring 
Potential Partner 
Organizations:  

Enhance 
neighbor-
hood safety 
and reduce 
violent 
encounters 

Strategy 1: Implement 
“Break the Cycle 
Intentional Violence 
Intervention Program “ 

Success rate of encounters 
to successful engagement 
of victims of blunt force 
intentional trauma (incl. 
gunshot wounds, stabbings)  
Number of participants 
linked to needed SDoH 
resources 

ROCA 
UMB ROAR 
Safe Streets 
Baltimore City Health 
Department 

Strategy 1: Partner with 
community engagement 
outreach programs to 
increase safe after 
school activities and 
reduce youth violence. 

Number of youth 
participants in programs 

Baltimore Police Dept.  
Buddies Inc.  
Patterson High School 
John Ruhrah School 
Mack Lewis Foundation 
Faith-based partners and 
other CBOs 

Strategy 2: Reduce 
violent encounters and 
STI transmission among 
local sex workers 
through increased 
access to health services 
and support. 

Number of referrals to 
mobile healthcare clinic 
and/or community clinics 
Number of STI tests 
administered 
Number of street outreach 
contacts reached with 
information packets.  

Safe Haven 
Southeast Community 
Development Corp 
Charm City Care Connection 
Baltimore City District 1 
Health Committee 
Creative Alliance 

 
  



   
 

70 | P a g e  
 

HEALTH NEED 4: ACCESS TO 
CARE/SUPPORT 

    

Goal  Strategies Metrics/What we are 
measuring 

Potential Partner 
Organizations:  

Improve 
access to 
healthcare 
services for 
residents 
across JHH/ 
JHBMC 
CBSA 

Strategy 1: 
Insure/improve access to 
health care services and 
health education for the 
Hispanic/Latino and 
immigrant communities. 

Spanish speaking CHWs and 
PRSs 
Number of new programs 
Number of Participants 

Centro SOL  
Care-A-Van 
Esperanza Center 
Sacred Heart 

Strategy 2: Improve ease 
of access to services and 
provide support to 
increase connection to 
care (e.g. transportation, 
financial assistance, 
pharmacy assistance etc.) 

Number of patients linked 
to insurance and/or 
financial assistance 
Number of persons served 
in programs designed to 
improve physical access to 
care.   
Numbers of transportation 
vouchers disbursed 
Number of patients 
receiving post discharge 
medication access 
Reduction of no shows 

Transportation services 
(Lyft/Uber etc.) 
MDHD - MD Primary Care 
Program 

Strategy 3: Increase 
telehealth capacity to 
extend beyond the 
hospital walls to deliver 
care to more community 
members. 

Number of sessions 
Number of programs 
Expansion of care / number 
served 

Primary Care physicians 
Skilled Nursing Facilities 
(SNFs) 
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SOCIOECONOMIC NEED 5: FOOD ENVIRONMENT (INCLUDING ACCESS & NUTRITION) 
Goal  Strategies Metrics/What we are 

measuring 
Potential Partner 
Organizations:  

GOAL: 
Improve 
access to 
healthy 
food and 
healthy 
behaviors 
among 
youth and 
adults 

Strategy 1: Screen and 
provide resources to 
community residents 
with food insecurity. 

Number of people served 
Amount of food distributed 
Number of programs etc. 

MD Food Bank (Hopkins 
Community Connection) 
Civic Works (delivering food 
to seniors) 
Let's Eat 
Hungry Harvest 

Strategy 2:   Expand 
program education on 
healthy eating and food 
preparation. (Nutrition / 
cooking etc.) 

Number of people served 
Number of programs etc. 
nutrition, zoom cooking 
classes, podcasts etc. 
Measured increased 
skills/knowledge for healthy 
eating 

Days of Taste  
Baltimore City Public 
Schools 
American Heart Association  
External programming 
partners  
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DIRECT HEALTH NEEDS   
 

HEALTH NEED 1: BEHAVIORAL HEALTH/ SUBSTANCE ABUSE (SA) 
Goal  Strategies Metrics/What we are 

measuring 
Potential Partner 
Organizations:  

Improve 
access to 
available 
substance 
abuse (SA) 
services 
   

Strategy 1: Provide 
medical stabilization and 
linkage to treatment to 
persons with SA who 
present to the 
emergency department. 

Number of persons linked 
to treatment through the 
Next Step program 
Number of patients seen by 
Peer Recovery coaches 

Helping Up Mission  
Dayspring Program 
House of Ruth 
External service providers in 
the community  

Strategy 2: Provide crisis 
services/SUD treatment 
services to address 
opioid use disorder in 
local community. 

Number served by 
community outreach crisis 
and/or treatment services   
Number of homeless served 

G-BRICS 
Broadway Center for 
Addictions 
Amazing Grace 
Dee's Place 
Spot Van: Community clinic 
referral partners (Baltimore 
City Health Department, 
Esperanza Center, Health 
Care for the Homeless, 
Chase Brexton Health Care) 

Strategy 3: Provide 
community members 
with Naloxone access 
and education for 
emergency response in 
opioid overdose cases. 

Number served  
Number of kits distributed  

BCHD 
CBOs and Faith-based 
partners 
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HEALTH NEED 2: BEHAVIORAL HEALTH/ MENTAL HEALTH 
Goal  Strategies Metrics/What we are 

measuring 
Potential Partner 
Organizations:  

Improve 
access and 
coordination 
to mental 
health and 
behavioral 
health 
services  

Strategy1: Provide 
psychiatric consults for 
undocumented adults. 

Number of consults  EBMC 
Behavioral Health System 
Baltimore 
Community clinic referral 
partners (Baltimore City 
Health Department, 
Esperanza Center, Health 
Care for the Homeless, 
Chase Brexton Health Care) 

Strategy 2: Provide 
psychiatric in-home 
outreach and support to 
seniors in their homes 
and provide caregiver 
training; improve 
referrals and 
coordination of 
community services for 
seniors. 

Patient Health 
Questionnaire (PHQ-9) 
Psychiatric Symptoms 
Scale, e.g. patient rating of 
symptoms of depression, 
anxiety, sleep, etc.  

Behavioral Health System 
Baltimore  
GEDCO  
Univ of MD Senior 
Outreach Services 
Senior centers 
BCHD 
JH community partners 

Strategy 3: Participate in 
new HSCRC regional 
partnership track for 
behavioral health by 
collaborating with area 
hospitals and health 
agencies to develop and 
implement a Crisis Now 
model program for 
greater Baltimore (G-
BRICS). 

Milestone progress on 
creation, setup, launch and 
numbers served 

Baltimore City hospitals  
BCHD and MDHD 

Strategy 4: Provide 
individual, group, family 
therapy, medication 
treatment, and other 
mental health services, 
as well as prevention 
interventions and 
supportive outreach. 

Number of schools 
participating in program  
Number of children who 
receive services 
Number of adults who 
receive services 
Number of engagements 
addressing barriers to care 
for behavioral health care 

Baltimore City and County 
School Districts 
Head Start Programs 
Judy Center at Commodore 
John Rogers School 
After Care Clinic 
Faith based organizations 
(CDAP program partners) 
Helping Up Mission 
Office of Behavioral Health 
Integration (OBHI) 
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HEALTH NEED 3: DIABETES/OBESITY 
Goal  Strategies Metrics/What we are 

measuring 
Potential Partner Organizations:  

Increase 
access to 
and 
utilization 
of resources 
that 
address 
obesity and 
diabetes 

Strategy 1: The Access 
Partnership/JHBMC 
Endocrine partnership to 
increase access to care and 
patient support services in 
endocrine/diabetes clinic 

Number of patients 
referred and seen 
Number of patients served 
by bariatric clinic for 
surgery 

Community clinic referral 
partners (Esperanza Center, 
Health Care for the Homeless, 
Chase Brexton Health Care, 
Baltimore Medical System at East 
Baltimore Medical Center and 
Highlandtown Healthy Living 
Center) 

Strategy 2: Increase 
physical activity and 
healthy lifestyle choice 
education to prevent 
obesity among adults and 
youth 

Number of education and 
exercise programs Number 
of participants 
Number of community and 
school-based partners 
Increase in % of healthy 
BMI measurements in 
patient visits  

Youth organizations, schools, and 
churches 
Playworks (Baltimore City Youth 
Program) 
Partnering CBOs  
American Heart Association 

Strategy 3: Increase access 
to the Diabetes Prevention 
Program (DPP) to people 
with an elevated BMI and 
high-risk for developing 
diabetes and/or Diabetes 
Self-Management Training 
(DSMT) for those with 
diabetes 

Number of people 
enrolled, referred, losing 
weight and/or completing 
the DPP from local 
communities 
Number of people 
screened at community-
based outreach events  
Number of people 
initiating, engaged, and 
retained in DSMT 

Brancati Center outreach events  
Maryland Health Department 
Faith-based organizations 
Centro SOL  
Community clinic referral 
partners (Esperanza Center, 
Health Care for the Homeless, 
Chase Brexton Health Care, 
Baltimore Medical System at East 
Baltimore Medical Center and 
Highlandtown Healthy Living 
Center) 
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HEALTH NEED 4: CARDIOVASCULAR DISEASE 
Goal  Strategies Metrics/What we are 

measuring 
Potential Partner 
Organizations:  

Increase the 
awareness of 
CVD in the 
community, 
the factors 
contributing 
to heart 
disease and 
connection 
to care 

Strategy 1:  Increase 
access to specialty 
heart failure care and 
promote health equity 
in our community. 

Number of appointments to 
specialty care at the Heart 
Failure Bridge Clinic or to 
followup connections with a 
cardiologist within seven 
days of discharge 

Community clinic referral 
partners (Baltimore City 
Health Department, 
Esperanza Center, Health 
Care for the Homeless, 
Chase Brexton Health Care) 
and other external 
providers 
Baltimore City Health 
Department 

Strategy 2: Provide 
blood pressure 
screenings and 
education sessions with 
community partners, 
senior centers, faith-
based orgs and 
outreach to high-risk 
patients residing in the 
community. 

Number of "Train the 
trainer" sessions 
Number of blood pressure 
screenings and education 
sessions in community  

Called to Care 
Faith Partnership Orgs 
CONNECT & other CBOs 
Center for Urban 
Environmental Health 

Strategy 3: Provide 
smoking cessation 
counseling and 
screening for COPD and 
asthma patients, 
congregations, and 
community members.  

Number of tobacco-free 
clinics set up at our 
community partners 
Number of educational and 
screening sessions 
Number of air quality and 
air pollution educational 
sessions 

American Lung Association 
JH BREATHE Center 
Medicine for the Greater 
Good (MGG) 
Faith partners ((Healthy 
Community Partnership, 
Spiritual Care & Chaplaincy) 
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HEALTH NEED 5: CHRONIC DISEASE MANAGEMENT & EDUCATION 
Goal  Strategies Metrics/What we are 

measuring 
Potential Partner 
Organizations:  

Share clinical 
expertise 
with 
community 
organizations 
to prevent, 
detect, and 
manage 
chronic 
diseases 

Strategy 1: Increase 
prevention, care 
coordination and 
management of chronic 
diseases though 
outreach in partnership 
with community 
organizations, 
congregational health 
networks and 
individuals to reach 
residents via in-person 
contact and electronic 
media.  

Number of health 
education/outreach 
encounters provided to 
community- based 
organizations and churches 
Number of participants in 
health events and number of 
screenings performed 
Number of vision screenings 
(retinopathy, glaucoma, 
testing in schools, etc.) 
Number of support groups / 
podcasts / programs 

Called to Care 
East Baltimore schools  
Faith Partnership Orgs 
CONNECT & other CBOs 
BCHD 
Comendo Juntos / Centro 
SOL 
Isaiah Wellness Center 

Strategy 2: Ensure high-
risk patients with 
chronic disease receive 
access to coordinated 
health and support 
services, assistance with 
social determinants, 
medications, nutrition 
education and other 
resources to better 
manage their disease. 

Number of visits 
Readmission rates 
Nutrition education sessions 
held with number of 
participants 

Community clinic referral 
partners (Baltimore City 
Health Department, 
Esperanza Center, Health 
Care for the Homeless, 
Chase Brexton Health 
Care) and other social 
determinant support 
resources 
SPOHNC Baltimore 
Debbie's Dream 
Foundation Support for 
Gastric Cancer 
JSTEPP JHHS 

Strategy 3: Provide in-
home care to 
individuals over 65 
years old who are 
limited in physical or 
cognitive function due 
to chronic illness and 
unable to leave their 
homes for medical care 
in an office setting.  

Number of patients 
Number of deaths at home 

Gilcrest Hospice and other 
facilities and providers  
JHOME partners 

 

 

Note: For more information on community benefit programs and support please see the annual 
Community Benefit Report for each hospital available at http://web.jhu.edu/administration/gca/CHNA 
or contact the Johns Hopkins Office of Government and Community Affairs at gca@jhu.edu. 

http://web.jhu.edu/administration/gca/CHNA
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Appendix A:  Primary Data   

Process Overview 

A comprehensive community-wide CHNA process was completed for The Johns Hopkins Hospital (JHH) 
and Johns Hopkins Bayview Medical Center (JHBMC), connecting public and private organizations, such 
as health and human services entities, government officials, faith-based organizations, and educational 
institutions to evaluate the needs of the community. The 2021 assessment included primary and 
secondary data collection that incorporated public commentary, community stakeholder interviews, a 
resident survey, and focus groups.  

Collected primary and secondary data led to the identification of key community health needs in the 
region. Johns Hopkins leadership will develop an Implementation Strategy that will highlight, discuss, 
and identify ways the health system will meet the needs of the communities they serve. 

As shown in Flow Chart 2, the process of each project component in the CHNA is outlined. 

 

Flow Chart 2:  CHNA Process 

 

 

Public Commentary 

As part of the CHNA, The Johns Hopkins Hospital and Johns Hopkins Bayview Medical Center solicit 
public comments and feedback on the methods, findings, and subsequent actions taken as a result of 
the previous CHNA and planning process. For past reports, a notice was posted at several locations in 
the hospital, including information desks where patients and visitors would see the request and have 
access to the materials and comment sheets to respond. Due to the COVID-19 pandemic and the closure 
of hospitals to visitors and members of the public per a mandate by the Governor of Maryland, the 2021 
CHNA public commentary request was limited to electronic delivery channels.  

PUBLIC 
COMMENTARY

SECONDARY DATA 
ANALYSIS

COMMUNITY 
STAKEHOLDER 
INTERVIEWS

FOCUS GROUPS / 
TOWN HALL SURVEYS

DRAFT 
PRIORITIZATION 

OF NEEDS

FINAL CHNA 
PRESENTATION & 

REPORTS

IMPLEMENTATION 
PLANNING

JHH/JHBMC 
BOARD APPROVAL
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Respondents agreed that: 

• The report included input from community members or organizations. 

• The assessment did not exclude any community members or organizations that should have been 
involved in the assessment. 

• The Implementation Plan was directly related to the needs identified in the CHNA.  

• The Implementation Plan benefited them and their community by the following: 

o Provided access to familiar and in-place community resources, including educational 
programs and professional resources for the uninsured and homeless via referrals. 

o The implementation plan focused on the socioeconomic needs of Baltimore City and 
addressed the ways in which Johns Hopkins Health System can improve the health of 
Baltimore City residents while reducing the existing health disparities. 

• In response to the question “Are there needs in the community related to health (e.g., physical 
health, mental health, medical services, dental services, etc.) that were not represented in the 
CHNA”, one commenter indicated Black maternal health outcomes and infant mortality were 
not covered and another commenter said reduced or limited access to eye care due to barriers 
similar to those limiting dental care were not addressed.  

There was no additional feedback shared on the CHNA/Implementation Plan via the final open-ended 
question. 

 

Community Stakeholder Interviews 

As part of the CHNA, telephone interviews were completed with community stakeholders in the 
community benefit service area to better understand the changing health environment. Community 
stakeholder interviews were conducted between September and December 2020.  

Community stakeholders targeted for interviews encompassed a wide variety of professional 
backgrounds including: 1) public health expertise; 2) professionals with access to community health-
related data; and 3) representatives of underserved populations. The 50 stakeholders interviewed 
represented a diverse group of community-based organizations and agencies. The interviews offered 
community stakeholders an opportunity to provide feedback on the needs of the community, secondary 
data resources, and other information relevant to the study. 

Each interview was conducted by a Johns Hopkins manager and was approximately 30 to 60 minutes in 
duration. The interviews provided a platform for stakeholders to identify health issues and concerns 
affecting residents in their service area, as well as ways to address those concerns. 

The qualitative data collected from community stakeholders are the opinions, perceptions, and insights 
of those who were interviewed as part of the CHNA process.   
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The common themes from the stakeholder interviews were (in no particular order): 

1) Environment (crime/safety issues, the economy, housing, education and job training, 
employment availability, parks/recreation, and systematic racism) 

2) Health services (access) 

3) Health issues (mental health, substance abuse, trauma, chronic diseases) 

4) Barriers to health (employment, environment, poverty, transportation, language, physical 
inactivity, and lack of grocery stores) 

5) Populations/residents (children, seniors, Blacks/African Americans, Latinos/Hispanics, LGBTQ) 

Key suggestions (in no particular order): 

• Neighborhood Navigators and Community Health Workers (community based) 

• School-based services (health clinics, social workers, mental health, full time nurse practitioners) 

• Case management needed for substance abuse population 

• Jobs with good pay/living wages 

• Affordable, safe quality housing (free of lead paint, mold, rodents, pests) 

• Transportation services and lower co-pays to assist with access issues 

• Deal with the crime, violence, and drug epidemic 

• Access to healthy foods 

• Replace vacant houses with community gardens 

• Community engagement training 

• Free screenings at the hospital and in the community 

 

Focus Groups 

Between October and November 2020, Johns Hopkins facilitated six focus groups within the study area 
with at-risk populations. Targeted underserved focus group audiences were identified and selected with 
direction from hospital leadership based on their knowledge of their Community Benefit Service Area 
(CBSA). Johns Hopkins worked closely with community-based organizations and their representatives to 
schedule, recruit, and facilitate focus groups within each of the at-risk communities. Due to the COVID-
19 pandemic, the average number of participants per focus group was limited to allow for social 
distancing, with each focus group lasting roughly 1.5 hours. Participants were provided with a cash 
incentive and, where possible, food and refreshments for their participation. 

Additionally, the Baltimore City coalition of hospitals conducted 12 other city-wide focus groups with 
other at-risk populations between the months of August and December 2020. The input from all focus 
groups was shared amongst the coalition hospitals for consideration in their individual CHNAs.  
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The common themes from the focus group audiences were (in alphabetical order):

1) Access to care / insurance coverage 

2) Chronic diseases 

3) COVID-19 

4) Crime and safety 

5) Employment / job training  

6) Food environment 

7) Housing 

8) Isolation / loneliness 

9) Mental health / trauma 

10) Patient engagement 

11) Physical inactivity / obesity 

12) Poverty 

13) Racism 

14) Sexually transmitted infections 

15) Substance abuse 

16) Transportation 

 

Table 11 below lists the focus group audiences and the locations where each group was conducted. 

Table 11:  Focus Group Audiences 

East Baltimore 

FOCUS GROUP AUDIENCE: LOCATION OF THE EVENT: 

Latinos/Spanish-Speaking Mixed Adults 
Number of Attendees: 6 

Zoom 

Latinos/Spanish-Speaking Men 
Number of Attendees: 3 

Patterson Park 

Latinos/Spanish-Speaking Women 
Number of Attendees: 5 

Zoom 

Substance Users 
Number of Attendees: 10 

Dee’s Place/HEBCAC 

Homeless Latinos 
Number of Attendees: 3 

Beans and Bread 

Justice Involved 
Number of Attendees: 10 

Men and Family Center 

 

Town Hall 

The Baltimore City Hospital Collaborative piloted a new telephone town hall in the greater Baltimore 
region, facilitated by The Sexton Group. This new communication tool directly connects with thousands 
of people at once using a phone with a 21st century web interface to create an interactive town hall 
meeting. Participants interacted with a speaker from the comfort of their homes. There were more than 
58,000 call attempts from the list of Baltimore City residents, with 11,959 calls answered by humans. 
Nearly 4,100 community members joined the call, over 2,800 stayed on the call, and nearly 100 asked 
questions. 
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The key findings are as follows: 

• Health Issues –the top three leading health problems that affect people in their community: 
o Addiction/substance abuse (27 percent) 
o Chronic diseases (26 percent) 
o Senior health (17 percent) 

• Access to Care – the top three reasons why people in their community do not get the health 
care they need at the right time: 

o Cost (67 percent)  
o Transportation (17 percent) 
o Language, fear, and no doctor in the area (tied at 6 percent each) 

• Social Needs – the top three leading social problems: 
o Neighborhood safety (41 percent) 
o Social isolation (21 percent) 
o Access to doctor’s office (18 percent) 

Live questions resulted in many concerns of community safety, trauma, and education needed. Noted as 
a limitation and key consideration, the survey was administered during the COVID-19 pandemic. As a 
result, many respondents were likely to endure temporarily unique challenges associated with social 
isolation, unemployment, mixed messages from health care providers, media, and officials, and personal 
fear of contracting the virus. 

 

Surveys 

As part of a city-wide effort, Baltimore City hospitals collectively developed a short survey in order to 
identify health risk factors and health needs in the community. The survey was similar to the one 
administered in 2017 with questions added related to COVID-19. The survey was distributed by the 
hospitals through community-based organizations, community associations, faith-based organizations, 
local elected officials, FQHCs/clinics, blood drives, and COVID-19 testing sites. The survey was available 
in English and Spanish either online or in paper format.  

Due to COVID-19 restrictions on in-person events, several email lists were utilized to request 
participation including the following: 

• Johns Hopkins Bayview Community Update e-newsletter with approximately 15,000 Baltimore 
City and County residents 

• Healthy Community Partnership weekly e-mail – 850 recipients 
• JH CONNECTS e-newsletter – 2,900 recipients 
• INSIDE HOPKINS e-newsletter to approximately 50,000 JHM employees, estimated it included 

13,000 Baltimore residents 
• Inclusion in Baltimore City Councilpersons Zeke Cohen, Shannon Sneed and Robert Stokes 

emails to their constituent bases 
 

Various social media avenues were utilized to solicit participation, including a targeted Facebook 
campaign to East Baltimore City residents, dedicated informational pages on the web sites of Johns 
Hopkins Medicine, Johns Hopkins Hospital (JHH) and Johns Hopkins Bayview Medical Center (JHBMC), 
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along with an employee notice on the JHH plasma screens throughout the hospital, and a screensaver 
on clinical workstations. 

Several community-based organizations assisted with paper surveys that were collected and entered 
into the online tool. Engagement of local community organizations was vital in the distribution process 
to vulnerable populations in the city. The information collected from the paper surveys is representative 
of residents who utilize and obtain services from local community-based organizations including Sisters 
Together and Reaching (STAR), CONNECT, Men & Families Center, Dee’s Place, Helping Up Mission, and 
Beans and Bread via the Johns Hopkins School of Nursing. 

In total, 3,268 surveys were collected. There were 1,122 surveys representing residents in the 
JHH/JHBMC CBSA that were used for analysis. Fifty-five percent of survey respondents were female; 
roughly half were under 50 and half were 50+; 61 percent identified as Black/African American, and 10.5 
percent identified as Hispanic/Latino.  

The information below represents key findings collected from the survey.  Respondents were told to 
skip any question they did not want to answer. The percentages referenced below are based on the 
total number of respondents since respondents were able to choose more than one answer for several 
questions including their top health and social concerns and reasons why they do not get health care. 

Key Findings: 

• Drug and alcohol addiction (72 percent), mental health/depression/anxiety (39 percent), 
diabetes/high blood sugar (28 percent), heart disease/blood pressure (27 percent), 
smoking/tobacco use (21 percent), and overweight/obesity (19 percent) were the top health 
concerns reported by survey respondents.  

• The top social concerns were housing/homelessness (37 percent), lack of job opportunities (31 
percent), neighborhood safety/violence (28 percent), poverty (19 percent), availability/access to 
insurance (17 percent), and limited access to healthy foods (16 percent). 

• Twenty-two percent of survey respondents indicated that within the past 30 days, they had a 
number of days when their mental health was not good. The average number of poor mental 
health days was 11.8, more than one-third of the past 30 days. 

• Eighty-five percent of respondents indicated they had health insurance coverage. This number 
was impacted significantly by the Hispanic/Latino respondents who completed the survey in 
Spanish, 89 percent of which did not have insurance coverage. 

• The main reasons people in the community do not get health care are that it’s too expensive (67 
percent), no insurance (58 percent), lack of transportation (24 percent), wait is too long (22 
percent), and insurance not accepted (18 percent). These reasons remain relatively unchanged 
from the last survey.  

• Forty-three percent of people who responded to the COVID-19 specific questions indicated they 
did not know anyone who had been diagnosed with COVID-19; 28 percent said a friend or 
someone outside their family was diagnosed; 13 percent said a family member outside their 
household had been diagnosed; 5 percent said they were personally diagnosed and 3.5 percent 
said a household member was diagnosed. 
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• Asked if they needed any assistance as a result of COVID, 43 percent indicated none, 31 percent 
said food assistance, 28 percent financial assistance, 13 percent energy assistance, 11 percent 
rental assistance, 9 percent Wi-fi/internet assistance, 8 percent housing/shelter, and 6 percent 
childcare. 

• Asked to rank their concerns when it comes to COVID-19, 46 percent indicated their biggest 
concern was members of their household becoming infected, followed by financial hardship, the 
emotional health of their household, and then the health of the community as the pandemic 
continues. 

• The final question on the survey asked for any ideas or suggestions to improve health in the 
respondent’s community. Many responses were directed toward COVID-19 such as wearing 
masks, social distancing, hand washing, and free testing sites. Additional comments and 
suggestions: 

o Clear information and access to services 
o Free basic preventative health care, low copays, and prescriptions 
o Health education including healthy living, eating and exercise 
o Helping the homeless and veterans, convert abandoned buildings into affordable 

housing 
o Fewer liquor stores and more healthy food alternatives 
o More detox beds 
o Funding of mental health resources 
o More focus groups and avenues for residents to have input and voice concerns 
o Crime reduction and less corruption 

 
Provider Resource Inventory 

An inventory of programs and services available in the region was developed in 2016 and is updated 
regularly as appropriate. The provider inventory highlights available programs and services within the 
JHH/JHBMC CBSA. The inventory identifies the range of organizations and agencies in the community 
that are serving the various target populations within each of the priority needs. The inventory provides 
program descriptions and collects information about the potential for coordinating community activities 
and creating linkages among agencies.  

An interactive link of the provider resource inventory is available on JHH’s and JHBMC’s website. 

https://www.hopkinsmedicine.org/about/community_health/johns-hopkins-
hospital/community_health_needs_assessment.html 

https://www.hopkinsmedicine.org/about/community_health/johns-hopkins-
bayview/health_needs_initiatives/community_health_needs_assessment.html 

 

 

 

 

https://www.hopkinsmedicine.org/about/community_health/johns-hopkins-hospital/community_health_needs_assessment.html
https://www.hopkinsmedicine.org/about/community_health/johns-hopkins-hospital/community_health_needs_assessment.html
https://www.hopkinsmedicine.org/about/community_health/johns-hopkins-bayview/health_needs_initiatives/community_health_needs_assessment.html
https://www.hopkinsmedicine.org/about/community_health/johns-hopkins-bayview/health_needs_initiatives/community_health_needs_assessment.html
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Prioritization of Needs 

Based upon feedback and input from hospital leadership, community stakeholders, community 
residents, project leadership, and extensive primary and secondary data research, ten CBSA needs were 
identified. To finalize the prioritization within the list, community partners affiliated with Baltimore 
CONNECT, a coalition of over 30 East Baltimore community organizations, were asked to review the 
process, the findings, and participate in the prioritization. During the review and discussion session the 
community participants ensured an appropriately diverse group of residents from the CBSA contributed 
and were represented from the perspective of demographics and location of residence. The group was 
also asked to identify any oversights or weaknesses in the process. Their final review resulted in the list 
of needs as presented in this report.    

The key community needs were grouped into broader areas (i.e., socioeconomic needs and health 
needs) while taking into account the previous CHNA results of the Johns Hopkins Institutions (e.g., 
employment, crime/neighborhood safety, housing/homelessness, education, food environment, 
substance abuse/addiction, mental health, chronic diseases, access to care, and dental services.) Please 
note that some of the CHNA community-identified needs encompass more than one commonly defined 
health or social need. For example, "chronic disease" not only includes health conditions such as cancer, 
arthritis, asthma, and oral health, but also health education and literacy to manage and/or prevent 
chronic health issues. Also, job opportunities include job training and education, which are essential to 
gainful employment with living wages and advancement opportunities. Likewise, food environment 
includes access to healthy foods and nutrition education which could overlap with similar initiatives 
focused specifically on diabetes prevention and management. In the 2021 CHNA, diabetes and 
cardiovascular disease were identified at a much higher priority than in previous assessments. 
Therefore, they have been presented in independent and distinct categories. All identified key 
community needs are addressed either directly through designation as a prioritized key community 
need or incorporated as a component of a prioritized key community need.   

The key need areas from the 2021 CHNA are aligned and merged with the previous CHNA needs and are 
depicted in the chart below (See Chart 31).  
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Chart 31: JHH/JHBMC Prioritized Key Community Health Needs  

2021 COMMUNITY HEALTH NEEDS 
   

   

SOCIOECONOMIC NEEDS 
 

HEALTH NEEDS 
   

HOUSING / HOMELESSNESS 
 

BEHAVIORAL HEALTH - 
SUBSTANCE ABUSE 

   

JOB OPPORTUNITIES 
 

BEHAVIORAL HEALTH - 
MENTAL HEALTH 

   

NEIGHBORHOOD SAFETY 
 

DIABETES / OBESITY 
   

ACCESS TO CARE / SUPPORT 
 

CARDIOVASCULAR DISEASE 
(CVD) 

   

FOOD ENVIRONMENT 
 

CHRONIC DISEASE MGMT & 
EDUCATION 

 

 

Implementation Planning  

Based on the primary and secondary data collected and analyzed during the CHNA process, JHH and 
JHBMC’s Implementation Strategy remains committed to the goals and strategies identified in the 
previous CHNA work sessions. Although some of the focus areas have changed in their order of priority 
per community feedback, the overall needs remain relatively the same as those reported in the 2018 
CHNA. For the first time, housing/homelessness has escalated to the top concern among socioeconomic 
needs, with job opportunities and neighborhood safety remaining in the top three. Behavioral 
health/substance abuse and mental are the top direct health needs. Dental services were not identified 
as a need in the 2021 CHNA. 

Johns Hopkins is engaged in hundreds of programs addressing the identified needs in their surrounding 
communities. The hospitals work to strategically allocate scarce resources to best serve the 
communities, increase trust, and build stronger community partnerships. The Implementation Strategy 
is the action plan component of the CHNA that guides strategic planning on community engagement. 
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Board of Trustees Approval 

The CHNA and Implementation Strategy were presented to and approved by the Board of Trustees of 
The Johns Hopkins Hospital on June 2, 2021 and the Board of Trustees of Johns Hopkins Bayview 
Medical Center on May 24, 2021. 
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Appendix B:  Baltimore City Health Department Community Maps 
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Appendix C:  Secondary Data Profile  

Secondary Data Profile 

Johns Hopkins collected and analyzed secondary data from multiple sources, including Baltimore City 
Health Department, Community Commons, County Health Rankings, Maryland Department of Health 
and Human Services, Governor’s Office on Crime Control and Prevention, Neighborhood Health Profiles, 
Substance Abuse and Mental Health Services Administration, The Annie E. Casey Foundation, The 
Centers for Disease Control and Prevention (CDC), and Dignity Health, as well as other sources. 

The secondary data profile includes information from multiple health, social, and demographics sources 
which was utilized during the 2016 and 2018 CHNA and updated with current data from sources as 
available. The secondary data sources were used to compile information related to disease prevalence, 
socioeconomic factors, and behavioral habits. Where applicable, data were benchmarked against state 
and national trends. ZIP code analysis was also completed to illustrate community health needs at the 
local level.  

A robust secondary data report was compiled for JHH and JHBMC; select information collected from the 
report has been presented throughout the CHNA. Data specifically related to the identified needs were 
used to support the key health needs.  

The Community Need Index (CNI) was obtained for the CHNA through Dignity Health and used to 
quantify the severity of health disparities for ZIP codes in The Johns Hopkins Hospital’s and Johns 
Hopkins Bayview Medical Center’s community benefit service area (CBSA). CNI considers multiple 
factors that are known to limit health care access. The tool is useful in identifying and addressing the 
disproportionate and unmet health-related needs of neighborhoods. The five prominent socioeconomic 
barriers to community health quantified in the CNI are income barriers, cultural/language barriers, 
educational barriers, insurance barriers, and housing barriers.  

 

Dignity Health: Community Needs Index (CNI) Overview 

Dignity Health and IBM Watson Health™ jointly developed a Community Need Index (CNI) in 2004 to 
assist in the process of gathering vital socioeconomic factors in the community. The CNI is strongly 
linked to variations in community health care needs and is a strong indicator of a community’s demand 
for various health care services. 

Based on a wide array of demographic and economic statistics, the CNI provides a score for every 
populated ZIP code in the United States on a scale of 1.0 to 5.0. A score of 1.0 indicates a ZIP code with 
the least need, while a score of 5.0 represents a ZIP code with the most need compared to the US 
national average (score of 3.0). The CNI is strongly linked to variations in community health care needs 
and is a good indicator of a community’s demand for a range of health care services. Not-for-profit 
and community-based hospitals, for whom community need is central to the mission of service, are 
often challenged to prioritize and effectively distribute hospital resources. The CNI can be used to help 
them identify specific initiatives best designed to address the health disparities of a given community. 
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Methodology 

The CNI score is an average of five different barrier scores that measure various socioeconomic 
indicators of each community using the source data. The five barriers are listed below along with the 
individual statistics that are analyzed for each barrier. The following barriers, and the statistics that 
comprise them, were carefully chosen and tested individually by both Dignity Health and Truven 
Health: 

1. Income Barrier 

• Percentage of households below poverty line, with head of household aged 65 or older 

• Percentage of families, with children under age 18, below poverty line 

• Percentage of single female-headed families, with children under age 18, below poverty line 
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2. Cultural Barrier 

• Percentage of population that is a minority (including Hispanic ethnicity) 

• Percentage of population, over age 5, that speaks English poorly or not at all 

3. Education Barrier 

• Percentage of population, over age 25, without a high school diploma 

4. Insurance Barrier 

• Percentage of population in the labor force, age 16 or older, without employment 

• Percentage of population without health insurance 

5. Housing Barrier 

• Percentage of households renting their home 

Every populated ZIP code in the United States is assigned a barrier score of 1,2,3,4, or 5, depending upon the 
ZIP national rank (quintile). A score of 1 represents the lowest (i.e., best) rank nationally for the statistics 
listed, while a score of 5 indicates the highest rank nationally. For example, ZIP codes that score a 1 for the 
education barrier contain highly educated populations; ZIP codes with a score of 5 have a very small 
percentage of high school graduates. 

For the two barriers with only one statistic each (education and housing), Truven Health used only the single 
statistic listed to calculate the barrier score. For the three barriers with more than one component statistic 
(income, cultural, and insurance), Truven Health analyzed the variation and contribution of each statistic for 
its barrier; Truven Health then weighted each component statistic appropriately when calculating the 
barrier score. 

Once each ZIP code is assigned its barrier scores from 1 to 5, all five barrier scores for each ZIP code are 
averaged together to yield the CNI score. Each of the five barrier scores receives equal weight (20 percent 
each) in the CNI score. An overall score of 1.0 indicates a ZIP code with the least need, while a score of 5.0 
represents a ZIP code with the most need. 

 

2020 Data Sources 

• 2020 Demographic Data, © 2020 The Claritas Company 

• 2020 Poverty Data, © 2020 The Claritas Company 

• 2020 Insurance Coverage Estimates, IBM Watson Health™ 

Applications and Caveats 

• CNI scores are not calculated for non-populated ZIP codes. These include such areas as national parks, 
public spaces, post office boxes, and large unoccupied buildings. 

• CNI scores for ZIP codes with small populations (especially less than 100 people) may be less accurate. 
This is due to the fact that the sample of respondents to the 2010 census is too small to provide accurate 
statistics for such ZIP codes.  
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A total of nine ZIP codes were analyzed for the Johns Hopkins Institutions. These ZIP codes represent the 
community served by JHH and JHBMC as portions of the health institutions’ community benefit service areas. 
The community health assessment focused on these nine specific ZIP codes which fell into Baltimore City and 
parts of Baltimore County. They included 21202, 21205, 21206, 21213, 21218, 21219, 21222, 21224 and 21231. 

The following map geographically depicts the community benefits service area by showing the communities 
that are shaded. As indicated in Map 4, the CBSA encompasses nine ZIP codes across east and southeast 
Baltimore City and County.  

 

Map 4:  Overall Community Benefits Service Area – 2020 Study Area Map  
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Table 12:  Community Needs Index Summary Trend by ZIP code 2014-2020 

 

 

As shown in Table 12, the CNI analysis for the CBSA encompassed nine ZIP codes in the 2020 CHNA study. They 
include 21202, 21205, 21206, 21213, 21218, 21219, 21222, 21224 and 21231.  Of the nine ZIP codes in The JHH 
and JHBMC study area: 

• CNI scores in green indicate a positive change in scores, showing a decrease in score from 2017 to 
2020. Only 21219 and 21231 saw declines in CNI scores (reduced barriers to health care.) 

• CNI scores in red indicate a negative change in scores, showing an increase in score from 2017 to 2020. 
ZIP codes 21206 and 21218 experienced rises in CNI scores (increased barriers to health care.) 

• Five ZIP codes showed no improvement or degradation in score since 2017. 

The CNI score for the CBSA in 2014 was 4.2, 2015 was 4.3, 2017 was 4.1 and 2020 was 4.1. While the CNI 
increased by +0.1 from 2014 to 2015, the CNI decreased in subsequent years to 4.1, indicating that the overall 
CBSA faces fewer barriers to accessing care.  Even though the CBSA CNI has improved during this period, it is 
well behind the CNI of the overall city at 3.7 and Baltimore County at 2.9. 

% Population 
Increase/ 

(Decrease)

Increase/ 
(Decrease) 

2017 to 
2020

21202 Baltimore City  Baltimore 23,893 -2.8% 5.0 5.0 4.8 4.8 0.0

21205 Baltimore City  Baltimore 15,131 -5.3% 5.0 5.0 4.8 4.8 0.0

21206
Baltimore City / 
County  Baltimore 48,203 -4.2% 3.8 4.0 3.6 4.0 0.4

21213 Baltimore City  Baltimore 30,318 -4.7% 4.6 4.8 4.8 4.8 0.0

21218 Baltimore City  Baltimore 46,813 -4.4% 4.4 4.4 4.2 4.4 0.2

21219
Baltimore 
County

 Sparrows 
Point 9,353 -3.9% 2.6 2.6 2.8 2.4 -0.4

21222
Baltimore City / 
County  Dundalk 55,968 -2.0% 3.6 3.4 3.6 3.6 0.0

21224
Baltimore City / 
County  Baltimore 49,506 -2.8% 4.6 4.6 4.4 4.4 0.0

21231 Baltimore City  Baltimore 15,984 -2.7% 4.8 4.6 4.2 4.0 -0.2
Overall 

Study Area 295,169 -3.5% 4.2 4.3 4.1 4.1                   -   
Baltimore 

City 4.1 3.7
Baltimore 

County 2.3 2.9

ZIP County City
 2020 CNI 

Score 
 2020 

Population 
 2017 CNI 

Score 
 2014 CNI 

Score 
 2015 CNI 

Score 
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At the ZIP code level, the highest CNI score in the study area is 4.8 for the ZIP codes of 21202, 21205 and 
21213. This indicates that these ZIP codes have the most barriers to accessing health care when compared to 
other ZIP codes in the study area.  

The lowest CNI score in the study area was 2.4 in ZIP code 21219 (Sparrows Point). This ZIP code has the least 
barriers to health care access in the study area, but this does not imply that this area requires no attention.  
The median income for this ZIP code as shown previously in Chart 3 is $87,174, which is the highest in the 
CBSA.  By comparison, the median income for 21205 was only $31,949. 

 
Chart 33:  Community Needs Index Overall Study Area Summary  
 

 
Source:  Dignity Health 2020 
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Appendix D:  General Description of Johns Hopkins Medicine, The Johns 
Hopkins Hospital, and Johns Hopkins Bayview Medical Center   

Johns Hopkins Medicine (JHM), headquartered in Baltimore, Maryland is an integrated global health enterprise 
and one of the leading health care systems in the United States.  Johns Hopkins Medicine has six academic and 
community hospitals, four suburban health care and surgery centers, over 40 patient care locations, a home 
care group, and an international division, and it offers an array of health care services.   

JHM’s vision, “Together, we will deliver the promise of medicine,” is supported by its mission to improve the 
health of the community and the world by setting the standard of excellence in medical education, research, 
and clinical care. Diverse and inclusive, JHM educates medical students, scientists, health care professionals 
and the public; conducts biomedical research, and provides patient-centered medicine to prevent, diagnose, 
and treat human illness. 

Opened in 1889, The Johns Hopkins Hospital (JHH) has been consistently ranked by U.S. News & World Report 
as one of the top hospitals in the nation. JHH is a premier medical facility serving the health care needs of the 
greater Baltimore community, those in Maryland, nationally, and internationally. Training and educating 
researchers, scientists, health care professionals, and students are part of JHH’s mission and tradition. The 
advancement of medicine, detection and treatment of diseases sets the standard in medical education and 
research. JHH has 1,162 licensed beds and over 2,400 full-time attending physicians.  JHH is home to the Johns 
Hopkins Children’s Center and the Johns Hopkins Kimmel Cancer Center, both of which are consistently ranked 
among the top in the nation by U.S. News & World Report. 

Johns Hopkins Bayview Medical Center (JHBMC), committed to superior and innovative health care, education, 
and research, traces its history back to 1773. Since Johns Hopkins acquired Baltimore City Hospitals in 1984, 
more than $600 million has been invested to transform and modernize the campus.  Uniting with The Johns 
Hopkins Hospital, the medical campus of JHBMC has been transformed to connect clinical care and medical 
education focusing on distinctive models of care in Johns Hopkins Centers of Excellence, including the Burn 
Center, Women’s Center for Pelvic Health, Asthma & Allergy Center, and Memory and Alzheimer’s Treatment 
Center. JHBMC’s Geriatric Medicine and Rheumatology programs are consistently ranked highly by U.S. News & 
World Report. JHBMC has 455 licensed beds and over 680 attending physicians. 
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Appendix E:  Communities Served by JHH and JHBMC 

Community Benefit Service Area of JHH and JHBMC8  

In 2015, The Johns Hopkins Hospital (JHH) and Johns Hopkins Bayview Medical Center (JHBMC) merged their 
respective Community Benefit Service Areas (CBSA) in order to better integrate community health and 
community outreach across the east and southeast Baltimore City and County region.  The CBSA geographic 
area is comprised of nine ZIP codes: 21202, 21205, 21206, 21213, 21218, 21219, 21222, 21224, and 21231. 
This area reflects the population with the largest usage of the emergency departments and the majority of 
recipients of community contributions and programming. Within the CBSA, JHH and JHBMC have focused on 
certain target populations such as the elderly, at-risk children and adolescents, uninsured individuals and 
households, and underinsured and low-income individuals and households. 

The CBSA covers approximately 27.9 square miles within the City of Baltimore, or approximately 34 percent of 
the total 80.94 square miles of land area for the city, and 25.6 square miles in Baltimore County. In terms of 
population, an estimated 295,169 people live within the CBSA, of which the population in City ZIP codes 
accounts for 37 percent of the City’s population and the population in the County ZIP codes accounts for 9 
percent of the County’s population (2019 Census estimate of Baltimore City population, 593,490, and 
Baltimore County population, 827,370). 

Within the CBSA, there are three Baltimore County neighborhoods - Dundalk, Sparrows Point, and Edgemere. 
The Baltimore City Department of Health has subdivided the city area into 23 neighborhoods or neighborhood 
groupings that are completely or partially included within the CBSA.  These neighborhoods are Belair-Edison, 
Canton, Cedonia/Frankford, Claremont/Armistead, Clifton-Berea, Downtown/Seton Hill, Fells Point, Greater 
Charles Village/Barclay, Greater Govans, Greenmount East, Hamilton, Highlandtown, Jonestown/Oldtown, 
Lauraville, Madison/East End, Midtown, Midway- Coldstream, Northwood, Orangeville/East Highlandtown, 
Patterson Park North & East, Perkins/Middle East, Southeastern, and the Waverlies. 

The Johns Hopkins Hospital is in the neighborhood known as Perkins/Middle East, and the neighborhoods that 
are adjacent to the campus include Greenmount East, Clifton-Berea, Madison/East End, Patterson Park North & 
East, Fells Point, and Jonestown/Oldtown. Residents of most of these neighborhoods are primarily 
Black/African American, with the exceptions of Fells Point, which is primarily White, and Patterson Park North 
& East, which represents a diversity of resident ethnicities. With the exceptions of Fells Point and Patterson 
Park N&E, the median household income of most of these neighborhoods is significantly lower than the 
Baltimore City median household income. Median income in Fells Point and Patterson Park N&E skews higher, 
and there are higher percentages of White households having higher median incomes residing in these 
neighborhoods. 

Johns Hopkins Bayview Medical Center is located in east Baltimore City and southeast Baltimore County where 
the CBSA population demographics have historically trended as White middle-income, working-class 
communities; however, in the past few decades, southeast Baltimore City has become much more diverse with 
a growing Hispanic/Latino population clustered around Patterson Park and Highlandtown. In Baltimore County, 
Dundalk, Sparrows Point, and Edgemere have been predominantly White with increasing populations of 
Hispanic/Latino and Black/African American residents. Many of these new residents come to JHBMC for their 

                                                           
8 Information in this section (Communities Served by JHH and JHBMC) was obtained from the Johns Hopkins Health System 
Community Benefits Report.   
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health care needs. Challenges for Hispanic/Latino families include poor access to primary care, need for 
prenatal care for women, unintentional injury-related deaths, and high rates of alcohol use among 
Hispanic/Latino men. To address these disparities, Johns Hopkins Bayview has increased clinical services and 
developed new initiatives, including more language interpretation for patient services, the Care-a-Van mobile 
health unit, the Children's Medical Practice, and Centro SOL, which provides outreach, education, mental 
health support, and improved access to services. 

Neighborhoods farther north of The Johns Hopkins Hospital include Belair-Edison, Cedonia/Frankford, 
Claremont/Armistead, Clifton-Berea, Greater Charles Village/Barclay, Greater Govans, Hamilton, Lauraville, 
Midtown, Midway-Coldstream, Northwood, and The Waverlies. These neighborhoods are racially more 
diverse than the neighborhoods closest to JHH, and median household incomes range from significantly 
above the median to close to the median household income for Baltimore City.  

Since the end of the Second World War, much of the population of Baltimore City has been leaving the 
city and moving to the surrounding suburban counties. This demographic trend accelerated in the 1960s 
and 1970s, greatly affecting the neighborhoods around JHH and JHBMC. As the population of Baltimore 
City dropped, there has been a considerable disinvestment in housing stock in these neighborhoods. 
Economic conditions that resulted in the closing or relocation of manufacturing and industrial jobs in 
Baltimore City and Baltimore County led to higher unemployment in the neighborhoods around The Johns 
Hopkins Hospital and Johns Hopkins Bayview Medical Center, and social trends during the 1970s and 
1980s led to increases in substance abuse and violent crime as well. 

Greater health disparities are found in these neighborhoods closest to the hospitals compared to 
Maryland state averages and surrounding county averages. The June 2012 Charts of Selected 
Black/African American vs. White Chronic Disease SHIP Metrics for Baltimore City prepared by the 
Maryland Office of Minority Health and Health Disparities highlights some of these health disparities, 
including higher emergency department visit rates for asthma, diabetes, and hypertension in 
Black/African Americans compared to Whites, higher heart disease and cancer mortality in Black/African 
Americans than Whites, higher rates of adult smoking and lower percentages of adults at a healthy 
weight. 
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Appendix F:  JHH and JHBMC Community Benefit Service Area - Demographic 
Snapshot 

  Data Source  
Community Benefits 
Service Area (CBSA) 

21202, 21205, 21206, 21213, 21218, 21219, 
21222, 21224, 21231 

JHM Market Analysis & 
Business Planning 

CBSA demographics, by 
sex, race, ethnicity and 
average age 

Total population: 295,169 
 
Sex 
Male: 144,030/48.8% 
Female: 151,139/51.2% 
 
Race 
White: 127,014/43.0% 
Black/African American/African American: 
135,911/46.0% 
Multiple Races: 9,177/3.1% 
Asian: 9,437/3.2% 
American Indian/Alaska Native: 1,745/.6% 
All others: 11,885/4.1% 
 
Ethnicity 
Hispanic (Any Race): 26,007/8.8% 
Non-Hispanic (Any Race): 269,162/91.28% 
 
Age 
0-14: 51,636/17.5% 
15-17: 9,409/3.2% 
18-24: 26,263/8.9% 
25-34: 54,802/18.5% 
35-54: 75,997/25.8% 
55-64: 36,465/12.4% 
65+:    40,597/13.7% 
 
Household Income 
<$15K: 16,807/14.5% 
$15-25K: 10,406/9.0% 
$25-50K: 25,506/22.1% 
$50-75K: 19,450/16.8% 
$75-100K: 12,738/11.0% 
>$100K: 30,864/26.6% 

Sg2 Market 
Demographics Tool 

Median household 
income  

Baltimore City: $50,500 
Baltimore County: $75,800 
Maryland:  $83,100 

2020 County Health 
Rankings 

Percentage of 
uninsured adults within 
CBSA counties 

Baltimore City: 9% 
Baltimore County: 7% 
Maryland: 8% 

2020 County Health 
Rankings 
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Insurance coverage 
estimates by payor 
type within CBSA  

Commercial: 58.9% 
Medicaid: 12.2% 
Medicare: 18.7% 
Veterans: 3.2% 
Other: 1.6% 
Uninsured: 5.6% 

Sg2 Market 
Demographics Tool 

Life expectancy by 
County within CBSA 
(2017-2019) 

Baltimore City: 72.8 years at birth 
Baltimore County: 78.1 years at birth 
Maryland: 79.2 years at birth 
 
Baltimore City by Race 
White: 76.2 years at birth 
Black/African American: 70.8 years at birth 
 
Baltimore County by Race 
White: 78.3 years at birth 
Black/African American: 76.8 years at birth 
 
Maryland by Race 
White: 79.9 years at birth 
Black/African American: 76.9 years at birth 

Maryland Vital 
Statistics Annual 
Report 2019 
http://dhmh.maryland.
gov/vsa 

Infant mortality rates 
within CBSA  

Baltimore City - 2019 
All: 8.8 per 1,000 live births 
White: 4.4 per 1,000 live births 
Black/African American: 11.4 per 1,000 live births 
Hispanic: 6.3 per 1,000 live births 
 
Baltimore County - 2019 
All: 7.1 per 1,000 live births 
White:  4.0 per 1,000 live births 
Black/African American:  12.0 per 1,000 live births 
Hispanic: 6.9 per 1,000 live births 
 
Maryland - 2019 
All: 5.9 per 1,000 live births 
White:  4.1 per 1,000 live births 
Black/African American:  9.3 per 1,000 live births 
Hispanic: 5.1 per 1,000 live births 

Maryland Vital 
Statistics Infant 
Mortality in Maryland, 
2019 
http://dhmh.maryland.
gov/vsa 

Education 
Level/Language other 
than English spoken at 
home within CBSA 
(Pop. Age 25+) 

Less than H.S.:  11,561/5.6% 
Some H.S.: 23,441/11.3% 
H.S. Degree: 66,787/32.1% 
Some College: 55,091/ 26.5% 
Bachelor’s Degree or Greater:  50,972/24.6% 

Sg2 Market 
Demographics Tool 

Access to healthy food 23.5% of Baltimore City residents live in a healthy 
food priority area  
 

Baltimore City 2018 
Food Environment 
Brief 
 



 
 

102 | P a g e  
 

28.3% of all school age children in Baltimore City 
live in a healthy food priority area  
 
Percentages of Baltimore City population living in 
healthy food priority areas by race/ethnicity: 
31% African Americans 
8.9% White 
 
Baltimore City 
Food insecurity: 21% 
Limited access to healthy foods: 1% 
 
Baltimore County 
Food insecurity: 11% 
Limited access to healthy foods: 3% 
 
Maryland 
Food insecurity: 11% 
Limited access to healthy foods: 3% 

 
 
 
 
 
 
 
 
2020 County Health 
Rankings 

Access to 
transportation – 
percentage of 
households with no 
vehicle available 

Baltimore City 
White:15% 
People of color: 37% 
 
Maryland 
White:6% 
People of color: 14% 

National Equity Atlas, 
2017 

Healthy Behaviors Baltimore City 
Adult smoking: 20% 
Adult obesity: 35% 
Physical inactivity: 27% 
Excessive drinking: 19% 
 
Baltimore County 
Adult smoking: 13% 
Adult obesity: 31% 
Physical inactivity: 24% 
Excessive drinking: 17% 
 
Maryland 
Adult smoking: 14% 
Adult obesity: 31% 
Physical inactivity: 22% 
Excessive drinking: 17% 

2020 County Health 
Rankings 
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Appendix G:  Community Stakeholder Interviewees 

Johns Hopkins completed interviews with community stakeholders throughout the region to gain a better 
understanding of community health needs from the perspective of organizations, agencies, and government 
officials that have a deep understanding from their day-to-day interactions with populations in greatest needs.  

Interviews and focus groups provided information about the community’s health status, risk factors, service 
utilizations, and community resource needs, as well as gaps and service suggestions. 

Listed below in alphabetic order by last name are the community stakeholders that participated in this CHNA. 

 

Name Organization  
Stephanie Archer-Smith Meals on Wheels of Central Maryland 
Lauren Averella Civic Works 
Barbara Bates-Hopkins Johns Hopkins Bloomberg School of Public Health 
Brooke Baumberger Greektown Neighborhood Association 
Vance Benton Patterson High School 
David Bishai Baltimore City District 1 Health Committee; Johns Hopkins 

University 
Delegate D. Antonio Bridges Maryland State Delegate – District 41 
Councilman Kristerfer Burnett Baltimore City Council – District 8 
Councilman Zeke Cohen Baltimore City Council – District 1 
Lisa Cooper Johns Hopkins Urban Health Institute 
Patricia DeBerry Chapel Springs Senior Housing 
Gary Dittman Amazing Grace Lutheran Church 
Mary Donnelly John Ruhrah Elementary School 
Ryan Durr Bluford Drew Jemison STEM Academy 
Janice Evans Johns Hopkins Bayview Community Advisory Board 
Leonard Feldman Johns Hopkins / East Baltimore Medical Center 
Alejandra Flores-Miller Johns Hopkins Centro SOL 
Ronald SirRon Fountain Dee’s Place 
David Harris McElderry Park Community Association 
Margie Hatch John Ruhrah Elementary School / Southeast Community 

Development Corporation 
Councilman Bill Henry Baltimore City Council – District 4 
Debbie Hickman Sisters Together and Reaching (STAR) 
Donte Hickman Southern Baptist Church 
Norma Kanarek Johns Hopkins Bloomberg School of Public Health 
Anne Langley Maryland State Health Department 
Bruce Lewandowski Sacred Heart of Jesus 
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Name Organization  
Amy Menzer Dundalk Renaissance Corporation 
Doris Minor-Terrell New Broadway East Community Association 
Lois Mitchel Dee’s Place 
Gloria Nelson Turner Station Conservation Team 
Kathleen Page Johns Hopkins Centro SOL 
Leon Purnell Men and Families Center 
Samuel Redd Operation Pulse 
Natanya Robinowitz Charm City CARE Connection 
Joshua Sharfstein Johns Hopkins Bloomberg School of Public Health 
Katherine Shaw Johns Hopkins / East Baltimore Medical Center 
Betsy Simon Zeta Center for Healthy and Active Aging 
Oscar Smith First Baptist Church of Maryland 
Kari Snyder Southeast Community Development Corporation (SECDC) 
Barry Solomon Johns Hopkins Community Connection 
Dana Stein Civic Works 
Councilman Robert Stokes Baltimore City Council – District 12 
Shirley Sutton Baltimore Medical System, Inc. 
Heang Tan Baltimore City Health Department, Division of Aging and CARE 

Services 
Kristen Topel Johns Hopkins Community Connection 
Jeff Thompson Historic East Baltimore Community Action Coalition (HEBCAC) 
Vincent Truant Matrix Ventures, LLC. 
Robin Truiett-Theodorson Banner Neighborhoods Community Corporation 
Alicia Wilson Johns Hopkins University Office of Economic Development 
Thema Wilson The Door 
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Appendix H:  Community Organizations and Partners 

The Johns Hopkins Hospital and Johns Hopkins Bayview Medical Center came together to conduct a community 
health needs assessment (CHNA). As leading health care providers, JHH and JHBMC are dedicated to 
understanding community needs and offering and enhancing quality programs to address those needs and 
promote population wellness.  

The primary data collected in the CHNA provided invaluable input and represents ongoing dedication to 
assisting JHH and JHBMC in identifying community health needs priorities and building a foundation upon 
which to develop strategies that will address the needs of residents in east Baltimore City and southeast 
Baltimore County. 

Listed below are the community organizations that assisted JHH and JHBMC with the primary collection for the 
2021 CHNA.  

  Community Organizations and Partners 

1.  Abell Improvement Association 
2.  Action in Maturity 
3.  Amazing Grace Lutheran Church 
4.  Asylee Women’s Enterprise 
5.  Baltimore City Council 
6.  Baltimore City District 1 Health Committee 
7.  Baltimore City Health Department 
8.  Baltimore CONNECT 
9.  Baltimore Medical System, Inc.  
10.  Banner Neighborhoods Community Corporation 
11.  Bayview Community Association  
12.  Bea Gaddy Family Center 
13.  Berea East Side Community Association  
14.  Better Waverly Community Organization 
15.  Bluford Drew Jemison STEM Academy 
16.  Bon Secours Community Works 
17.  BUILD (Baltimoreans United in Leadership Development) 
18.  C.A.R.E. Community Association 
19.  CCBC - Dundalk 
20.  Central Baptist Church 
21.  Chapel Springs Senior Housing 
22.  Charles Village Civic Association 
23.  Charles Village Community Benefits District 
24.  Charm City Care Connection 
25.  Civic Works 
26.  Coldspring Senior Housing 
27.  Dayspring Programs 
28.  Dee’s Place 
29.  Dundalk Renaissance Corporation 
30.  East Baltimore Medical Center  
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  Community Organizations and Partners 

31.  Echo Resource Development Inc. 
32.  Esperanza Center  
33.  First Apostolic Church 
34.  First Baptist Church of Maryland 
35.  Fort Worthington Neighborhood Association 
36.  Franciscan Center 
37.  Friends of Patterson Park 
38.  Fulton Mortgage Company 
39.  Greater Remington Improvement Association 
40.  Greektown Neighborhood Association  
41.  Green & Healthy Homes Initiative 
42.  Harwood Community Association 

 43.  Helping Up Mission 
44.  Historic East Baltimore Community Action Coalition, Inc. 
45.  John Ruhrah Elementary Middle School/The Judy Center 
46.  Johns Hopkins Bayview Community Advisory Board 
47.  Johns Hopkins Centro SOL 
48.  Johns Hopkins Community Connection 
49.  Johns Hopkins Community Physicians 
50.  Johns Hopkins Diaspora Employee Resource Group 
51.  Johns Hopkins School of Medicine 
52.  Johns Hopkins School of Nursing 
53.  Johns Hopkins University Bloomberg School of Public Health American Health Initiative 
54.  Johns Hopkins University Bloomberg School of Public Health Center for Health Equity 
55.  League for People with Disabilities 
56.  Life Bridge Health 
57.  Life Bridge Health Hispanic Latino Employee Network 
58.  Local Meals 
59.  Manna Bible Baptist Church 
60.  Manna House Inc. 
61.  Maryland New Directions 
62.  Maryland State Health Department 
63.  Matrix Ventures 
64.  Mayor’s Office of Neighborhoods 
65.  McElderry Park Community Association 
66.  Meals on Wheels of Central Maryland 
67.  MedStar Health 
68.  MedStar Total Elder Care 
69.  Men & Families Center  
70.  Mercy Medical Center 
71.  Midtown Community Benefits District 
72.  Ministerial Alliance of Baltimore County 
73.  Ministers Conference of Baltimore 
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  Community Organizations and Partners 

74.  Mount Vernon Belvedere Association 
75.  Moveable Feast 
76.  NAMI Metro Baltimore 
77.  New Broadway East Community Association 
78.  New Solid Rock Fellowship Church 
79.  Northwest Faith Based Partnership 
80.  Old Goucher Community Association 
81.  Oliver Community Association 
82.  Operation P.U.L.S.E. (People United to Live in a Safe Environment) 
83.  Our Daily Bread / Catholic Charities 
84.  Patterson High School 
85.  Roberta’s House 
86.  Rolling Oaks Community Association 
87.  Sacred Heart of Jesus 
88.  Sisters Together and Reaching (STAR) 
89.  South East Community Development Corporation 
90.  Southern Baptist Church 
91.  St. Agnes / Ascension 
92.  St. Ambrose Housing Aid Center 
93.  St. Vincent de Paul of Baltimore/ Beans & Bread 
94.  Stevenswood Community Association 
95.  Susanna Wesley House 
96.  The Door Inc. (Baltimore Urban Leadership Foundation) 
97.  The Mix Church 
98.  Turner Station Community Conservation Organization 
99.  University of Maryland Medical System 

 100.  Urban Health Institute 
101.  Washington Hill Community 
102.  Waverly Improvement Association 
103.  Waxter Center for Senior Citizens 
104.  Zeta Healthy Aging Partnership 
105.  Zion Baptist Church 
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Appendix J:  CHNA Task Force/Working Group & Consulting Group Members 

 

Members of the task force/working group were charged with the project components of the CHNA, report 
preparation, and implementation planning.  Members of the task force/working group are listed below.  

Task Force/Working Group Members: 

1. Dr. Redonda Miller, President, The Johns Hopkins Hospital 
2. Dr. Richard Bennett, President, Johns Hopkins Bayview Medical Center 
3. Sharon Tiebert-Maddox, Director, Strategic Initiatives and Community Health Improvement, Government 

and Community Affairs, Johns Hopkins Institutions 
4. Dr. Dan Hale, Special Advisor, Office of the President, Johns Hopkins Bayview Medical Center 
5. Sherry Fluke, Senior Financial/Project Manager, Government and Community Affairs, Johns Hopkins 

Institutions 
6. Kimberly Monson, Community Program Coordinator, Healthy Community Partnership, Johns Hopkins 

Bayview Medical Center 
 

Consulting group members were advisory to the task force and brought in for review and consultation as 
needed during various phases of the CHNA development and needs prioritization.  The members of the 
consulting group are listed below.  

Consulting Group Members: 

1. Nicole McCann, Vice President Provider/Payor Transformation, Johns Hopkins Health System 
2. Thomas Lewis, Vice President, Government and Community Affairs, Johns Hopkins Institutions 
3. Selwyn Ray, Director, Community Relations, Health and Wellness, Johns Hopkins Bayview Medical Center 
4. Adrianna Moore, Senior Project Manager, Healthcare Transformation and Strategic Planning, Johns Hopkins 

Health System 
5. Lindsay Hebert, DrPH, Johns Hopkins Bloomberg School of Public Health and Baltimore CONNECT 
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Appendix K:  2020 Survey (English and Spanish Version) 
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Appendix L:  2018 Survey (English and Spanish Version) 
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For more informa  on contact: 
Johns Hopkins 
Government and Community Affairs 
1101 E 33rd Street, Suite B301 
BalƟ more, MD 21218
(443) 997-5999
www.jhu.edu/gca
gca@jhu.edu
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