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CHA Overview

BA S ED ON MOB I L I Z I NG FOR 

A C T I ON THROUGH P L ANN ING AND 

PARTNER SH I P  ( MAPP )

2019 Vision: A community focused on health and 
wellness for all.

2019 Values: 

• Collaboration

• Equity

• Trust

• Safety

• Prevention

2022 CHA Core Team

• Luminis Health Doctors Community Medical Center
• Adventist Healthcare Fort Washington Medical Center
• MedStar Southern Maryland Hospital Center
• UM Capital Regional Health
• Prince George’s Health Department
• Prince George’s Healthcare Action Coalition Leadership

Prince George’s County Health Department 2024

Mission:  To lead, engage, and empower our community to work collaboratively toward disease prevention, 
health equity, and total well-being

Vision:  All Prince Georgians are their healthiest at every age and every stage

Values: Equity, respect, teamwork, accountability/integrity, 
Innovation, Excellence

https://www.naccho.org/programs/public-health-infrastructure/performance-improvement/community-health-assessment/mapp


Data Limitations

WE WILL NEED TO REV I S I T  SOME DATA SOURCES : 
• Census 2020: we know our population grew much more than estimated 

• 2019 American Community Survey Estimate: 909,327
• 2020 Census: 967,201  

• Maryland Department of Health Cyberattack
• Still no Maryland Behavioral Risk Factor Surveillance System Data website
• Moratorium on hospital discharge data
• 2020 Vital Statistics data has not yet been released

The COVID-19 fallout is largely not included in the current data, including the effect of delayed 
screenings and diagnoses, prevention efforts that rely on in-person and event outreach, and the 
overall effect on individuals and households including the trauma and loss experienced by our 
community. 



CHA Priorities

2022 PRIORITIES
Determined by consensus to retain the four priority areas: 

• Social Determinants of Health
• Behavioral Health
• Obesity & Metabolic Syndrome
• Cancer

In 2019 it was acknowledged that these are challenging priorities that are already 

difficult to “move the needle”. In 2022, many of the notable disparities continue to 

exist with some further exacerbated by the COVID-19 pandemic. In addition to the 

disruptions caused by the COVID-19 pandemic it is also uncertain what the far-

reaching effects will be on the health and well-being of residents. 



Social 
Determinants 

of Health



Population Changes



Access to Care 1
• Approximately 90,000 residents 

estimated to lack insurance as of 
2020, with 1 in 5 aged 26-44 
uninsured

• Provider to Resident Ratios
• 1 PCP to 1,890 residents
• 1 dentist to 1,570 residents
• 1 mental health to 550 residents

• Between March 2020 – June 2021, 
~40,000 enrolled for insurance 
through COVID-19 special 
enrollment (most in MD)



Access to Care 2
• Resident Surveys

• Nearly 25% unsatisfied with healthcare in the county

• 42% could not access a mental health provider

• 1/3 indicated lack of transportation & 43% affordable medications

• Top barriers:  money for copays/medications, no insurance, time limitations, 
childcare

• Community Experts
• Echoed resident surveys

• Lack of knowledge for resources, some don’t qualify

• Importance of culturally and linguistically appropriate services



Housing

• Indicators
• 5.8% units vacant 2019 (9.9 MD)

• Nearly 1 in 5 units had a severe 
housing problem (overcrowding, 
high cost, lack of kitchen/plumbing)

• Resident Surveys
• Only 28% said their community had 

enough affordable housing



Education

• Indicators
• Nearly half of Hispanic residents 

have less than high school ed.

• Only half of HS grads enrolled in 
college (63% in MD), drops to 30% 
for Hispanic grads

• Resident Surveys
• Approx 50% said their community 

had good schools

• 36% said county was a good place 
to raise children



Social & Community Context



Behavioral 
Health



Mental Health



Substance Use

• Risk factors:  mental health 
disorder, family history, age 
(younger use exposure), no 
social/family support

• Residents ranked #3 health 
issue

• Community experts ranked 
#6

• Noted need for early 
detection & treatment

• Health Indicators
• White NH drug-related mortality twice as high as 

county (36 to 18.7 / 100,000), 22.8% binge 
drinking in past month (12.9% county)

• Hispanic HS students more likely to vape (12.4%)



Obesity & 
Metabolic 
Syndrome



Obesity

• Community Perception:
• #7 ranked priority by residents

• #14 by community experts



Heart Disease

• Health Indicators/Disparities
• #1 leading cause of death
• Mortailty rate per 100,000

• 225.6 males
• 128.7 females

• Black residents had highest 
inpatient visit rate for heart failure 
(33.8 / 10,000 adults)

• Community Perception
• #7 by residents
• #10 by community experts



Diabetes

• Health Indicators/Disparities
• #6 leading cause of death

• 13.8% reported ever having dx

• Mortality Highest for Black, NH

• 1 in 5 residents 45-64 have 
diabetes

• Community Perception
• Residents ranked #3

• Community experts tied as #1



Hypertension & Stroke

• Health Indicators/disparities
• Over 1/3 residents reported hypertension dx
• Rates & inpatient visits highest for Black 

residents

• Community Perception
• Tied as #7 for residents
• Tied as #6 by community experts



Cancer



Cancer

• Health Indicators/Disparities
• #2 cause of death in the County

• Black, NH men have highest 
mortality rate

• Men have higher incidence rates

• Community Perception - #10 by 
community & experts



Breast 
Cancer



Prostate Cancer

• Health Indicators/Disparities
• Incidence rate and mortality rate is 

higher than the state

• Incidence and mortality rate for 
Black NH men nearly twice white 
NH men



Additional 
Areas of 
Interest



HIV

• PGC = 30% of new cases in MD

• 57% new cases age 20-39

• Over ¾ of new cases are Black, 
NH

• Not ranked by community, #15 
by community experts



Maternal & Infant Health

• Health Indicators/Disparities
• Infant mortality in 2020 at a low (5.5/1,000), 

highest for Black NH
• Teen birth rate 16.5/1,000 but 42.2 for 

Hispanic teens
• Premature birth & low birth weight highest for 

Black NH mothers



CHA Data



2022 CHA Components

• Demographics & Population Description

• Health Indicators

• Key Informant Interviews (N=15)

• Community Expert Survey (ongoing)

• Community Resident Survey (N=118)

• Asset and Resource Identification (ongoing)



Population Profile



Population Profile



Health Indicators Report

• Data Sources: Maryland Health Services 
Cost Review Commission, Maryland Vital 
Statistics Annual Report, MDH Annual 
Cancer Reports, Behavioral Risk Factor 
Surveillance System, CDC WONDER 
Online Database, Centers for Medicare 
and Medicaid Services, National Vital 
Statistics Report, MD State Health 
Improvement Plan, PCGHD data website

• Data Limitations: Cyberattack, COVID-19, 
residents seeking services in 
Washington, D.C., immigrant population 
not always captured through 
race/ethnicity data.



Mortality



Access to Care



Cancer



Diabetes



Heart Disease



HIV



Maternal & Infant Health



Mental Health



Obesity



Substance Use 1



Substance Use 2



Senior Health



Community Surveys
• 3 methods of soliciting community feedback

• Key informant interviews – county leaders, special populations

• Community expert surveys – community partners and experts

• Community resident survey – same questions as expert survey, residents

• Pandemic severely limited responses
• Lack of resources

• Survey fatigue

• Not representative of county



Key Informant Interviews



Key Findings
• Most important health issues: (1) behavioral health (2) chronic disease 

(3) access to care (4) healthy eating/active living
• Same from 2019 key informant interviews

• Most important SDOH: (1) economic stability (2) transportation (3) 
adequate and affordable housing (4) access to healthy food

• Most important barriers: (1) lack of mental health services (2) 
awareness of programs/resources (3) limited primary care/specialists 
(4) health literacy (5) transportation (6) housing (7) pandemic

• Residents do not want to see temporary fixes, they want permanent 
change in the County regarding health outcomes – requires stable 
funding



Community Expert Survey
• Core CHA team provided lists of community-based partners & 

representatives.  Questions corresponded with the community resident 
survey

• E-mail sent to 100 participants, 27 responses
• Government orgs (50%)

• Non-profits (22.2%)

• Public health orgs (16.7%)

• Healthcare providers (11.1%)

• Faith-based orgs (11.1%)

• Social services, mental/behavioral health, education/youth services (5.6% each)



Results



Community Resident Survey
• Mirrored Community Expert Survey

• Translated to Spanish

• Available online and printed copies

• Distributed as a convenience sample

• Available March 2022 through May 11, 2022

• 118 participants (106 English, 12 Spanish)
• Southern part of county absent

• Over 4/5 female

• Over 70% had a college degree or higher



Results



Respondents



Community 
Health 

Improvement 
Plan (CHIP)



Next Steps –
Community Health Improvement Plan



Health 
Equity 

Workgroup

Priority area: Social Determinants of Health

Goal 1: To advocate for the implementation of 
Health in All Policies (HiAP), CR-127-2020. 

Goal 2: Enhance the accessibility and inclusivity 
of public health messaging across communities 
of diverse cultures, socioeconomic backgrounds, 
languages, and geographical locations. 



Behavioral 
Health 

Advisory 
Group

Priority area: Behavioral/Mental Health

Goal 1: Promote upstream behavioral health 
care to prevent the onset of crises. 

Goal 2: Integrate programs and services in the 
continuum of care for high-risk individuals and 
social support networks. 

Goal 3: Destigmatize the utilization of behavioral 
health services.  



Healthy Eating, 
Active Living 
Workgroup

Priority area: Obesity and Metabolic Syndrome 

Goal 1: Improve the health and wellness 
of individuals with chronic conditions by 
providing access to nutritious food.

Goal 2: Promote Healthy Eating, Active 
Living (HEAL) in County Policy and 
Zoning.



Community 
Care 

Coordination 
Team

Priority area: Access to Care

Goal 1: Identify and improve 
connectivity with existing community 
health resources.

Goal 2: Promote data sharing 
between partners. 



Data
Requests



Current Data Limitations

• COVID-19 data – the exception rather than the rule
• Accurate, timely, specific

• Data takes time to process and verify
• Most data updated annually, available 1-2 years ago
• More recent data “preliminary”, may not be publicly available

• HIPAA & Privacy
• The more detailed you get in one area, the less you can in others
• Often county level – sometimes zip code, rarely census tract – district-level 

data very difficult to extract
• Small cell sizes – the more details you add, the easier to identify someone
• Rarely have access to individual-level data



Data Availability

• Local public health departments access is limited
• Programmatic data
• Most data reported to state/federal agencies
• Rely on data use agreements (DUAs)

• How we can use the data is limited
• May not be able to provide to public
• Must have a reason
• IRBs for research studies

• Data is rarely perfect
• Can only work with available variables – not customizable
• No way to link between data sets



Data Infrastructure Systems and Limitations

• Public Health data and systems have historically been based on 
diseases condition, funding source, reporting requirements, or other 
factors

• There were no centralized data environment to share data or as a 
system have a source of truth

• The COVID-19 Pandemic shed a spotlight on the need for public 
health to link to clinical and population data to create a more 
comprehensive picture between disease prevention, clinical services, 
treatment, and follow-up



Limitations and Challenges

• Currently do not have access to all needed data
• Do not have access to tangible and real-time data

• Inability to connect with all data systems supporting Public Health
• Immunzation Registry: ImmunNet
• Electronic Health Records Linking
• Electronic Lab Reporting System

CDC Data Modernization Initiative aimed at improving historical public 
health systems connection and adaptability is ongoing in hopes to 

reduce the limitation and challenges with data availability and system 
connectivity



Data Systems and Data Availability

• Chesapeake Regional Information System for Patients (CRISP) is the Health 
Information Exchange (HIE) that allows clinical information to be shared to 
systems and local health departments

• Data available based on Data Use Agreements (DUA)

• Data Use Agreements (DUA)
• Community Partners to support programmatic deliverables and performance measures 
• Other Agencies: HSCRC, CRISP

• County-wide Surveys
• Community Health Assessment
• Senior Survey

• Publicly Available Data
• Census
• National Data Sources
• Open Data Portals



Current Data Resources

• Social Determinants of Health Data 
• US Census Data

• Communicable Disease Data
• National Electronic Disease Surveillance System

• Health Equity Related Data
• CRISP Public Health Dashboard

• Vital Records
• Data Use Agreement with Maryland Department of Health (MDH)




