Summary Report

201 6 Community Health
Needs Assessment Report

Holy Name Medical Center
Service Area

Prepared for:
Holy Name Medical Center
In collaboration with the Community Health Improvement Partnership (CHIP) of Bergen County

By:
Professional Research Consultants, Inc.
11326 P Street Omaha, NE 68136-2316

www.PRCCustomResearch.com

2015-0995-02
© October 2016

Professional Research Consultants, Inc.



COMMUNITY HEALTH NEEDS ASSESSMENT

Table of Contents

Introduction 4
About This Assessment 5
Methodology 5

PRC Community Health Survey 5
Online Key Informant Survey 7
Public Health, Vital Statistics & Other Data 9
Benchmark Data 10
Determining Significance 10
Information Gaps 11
IRS Form 990, Schedule H Compliance 12

Summary of Findings 13
Significant Health Needs of the Community 14
Summary Tables: Comparisons With Benchmark Data 17

Reading the Data Summary Tables 17

Data Charts & Key Informant Input 32

Community Characteristics 33
Population Characteristics 33
Social Determinants of Health 36

High-Need Areas 38

General Health Status 40
Overall Health Status 40
Mental Health 43

Death, Disease & Chronic Conditions 50
Leading Causes of Death 50
Cardiovascular Disease 52
Cancer 60
Respiratory Disease 68
Injury & Violence 72
Diabetes 79
Al zhei mer 6s Di sease 84
Kidney Disease 87
Septicemia 89
Potentially Disabling Conditions 90

Infectious Disease 95
Influenza & Pneumonia Vaccination 95
HIV 97

Professional Research Consultants, Inc. 2



COMMUNITY HEALTH NEEDS ASSESSMENT

Sexually Transmitted Diseases 100
Immunization & Infectious Diseases 102
Births 104
Birth Outcomes & Risks 104
Family Planning 106
Modifiable Health Risks 107
Actual Causes Of Death 107
Nutrition, Physical Activity & Weight 108
Substance Abuse 121
Tobacco Use 128
Access to Health Services 132
Lack of Health Insurance Coverage (Age 18 to 64) 132
Difficulties Accessing Healthcare 134
Health Literacy 139
Primary Care Services 140
Emergency Room Utilization 143
Oral Health 144
Vision Care 147
Local Resources 148
Perceptions of Local Healthcare Services 148
Resources Available to Address the Significant Health Needs 149
Appendices 153
Appendix |: Special Populations 154
Health Needs of Korean Residents 154
Health Needs of African American Residents 156
Appendix Il: Evaluation of Past Activities 159

Professional Research Consultants, Inc. 3



Introduction

Professional Research Consultants, Inc.



COMMUNITY HEALTH NEEDS ASSESSMENT

About This Assessment

A Community Health Needs Assessment (CHNA) is a systematic, data-driven approach to determining the
health status, behaviors and needs of residents. Subsequently, this information may be used to inform
decisions and guide efforts to improve community health and wellness. A Community Health Needs
Assessment provides information so that communities may identify issues of greatest concern and decide to
commit resources to those areas, thereby making the greatest possible impact on community health status.

This CHNA for Holy Name Medical Center is part of a broader regional assessment made possible through the
generous support of Christian Health Care Center (Ramapo Ridge Psychiatric Hospital), Englewood Hospital
and Medical Center, Hackensack University Medical Center, HackensackUMC at Pascack Valley, Holy Name
Medical Center, and The Valley Hospital. Representatives from each of these hospitals, along with
representatives of the Bergen County Department of Health Services (BCDHS) and the Community Health
Improvement Partnership (CHIP) of Bergen County, worked collaboratively to guide assessments of health
needs for Bergen County and for the specific communities served by each hospital.

This assessment was conducted by Professional Research Consultants, Inc. (PRC). PRC is a nationally-
recognized healthcare consulting firm with extensive experience conducting Community Health Needs
Assessments such as this in hundreds of communities across the United States since 1994. Subsequent
implementation planning for the county and hospital sponsors, based on the findings of this assessment, will be
conducted with the assistance of Strategy Solutions, Inc., a consulting group with more than 20 years of
experience in community health planning.

Methodology

This assessment incorporates data from both quantitative and qualitative sources. Quantitative data input
includes primary research (the PRC Community Health Survey) and secondary research (vital statistics and
other existing health-related data); these quantitative components allow for comparison to benchmark data at
the county, state and national levels. Qualitative data input includes primary research gathered through an
Online Key Informant Survey of various community stakeholders.

PRC Community Health Survey

Survey Instrument

The survey instrument used for this study is based largely on the Centers for Disease Control and Prevention
(CDC) Behavioral Risk Factor Surveillance System (BRFSS), as well as various other public health surveys
and customized questions addressing gaps in indicator data relative to health promotion and disease
prevention objectives and other recognized health issues. The final survey instrument was developed by the

Community Health Improvement Partnership of Bergen County and PRC.

Community Defined for This Assessment
The study areaforthes ur vey ef f ort (Serdce Aread e d nt o0 hia definedeapeadh dfithe
residential ZIP Codes comprising Holy Name Medical Centerd service area. This community definition,

determined based on the ZIP Codes of residence of recent patients, representsr oughly 80% of the hos
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inpatient volume (excluding newborns). This area is illustrated in the following map.

Sample Approach & Design

A precise and carefully executed methodology is critical in asserting the validity of the results gathered in the
PRC Community Health Survey. Thus, to ensure the best representation of the population surveyed a mixed-
mode methodology was implemented. This included surveys conducted via telephone (landline and cell
phone), as well as through online questionnaires.

The sample design used for this effort consisted of a random sample of 558 individuals age 18 and older in the
Service Area of Holy Name Medical Center. Once the interviews were completed, these were weighted in
proportion to the actual population distribution so as to appropriately represent the Service Area as a whole. All
administration of the surveys, data collection and data analysis was conducted by Professional Research
Consultants, Inc. (PRC).

For statistical purposes, the maximum rate of error associated with a sample size of 558 respondents is +4.2%
at the 95 percent level of confidence.

Sample Characteristics

To accurately represent the population studied, PRC strives to minimize bias through application of a proven

telephone methodology and random-selection techniques. And, while this random sampling of the population

produces a highly representative sample, it is a common a
improve this representativeness even further. This is accomplished by adjusting the results of a random

sample to match the geographic distribution and demographic characteristics of the population surveyed

(poststratification), so as to eliminate any naturally occurring bias.

Professional Research Consultants, Inc. 6
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The following chart outlines the characteristics of the Service Area sample for key demographic variables,

compared to actual population characteristics revealed in census data. [Note that the sample consisted solely

of area residents age 18 and older; data on children were given by proxy by the person most responsible for

thatchi | dés healthcare needs, and these children are not re

Population & Survey Sample Characteristics
(Service Area, 2016)
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Sources: Census 2010, Summary File 3 (SF 3). US Census Bureau.

2016 PRC Community Health Survey, Professional Research Consultants, Inc.

O« O¢

Further note that the poverty descriptions and segmentation used in this report are based on administrative

poverty thresholds determined by the US Department of Health & Human Services. These guidelines define

poverty status by household income level and number of persons in the household (e.g., the 2015 guidelines

place the poverty threshold for a family of four at $24,250 annual household income or lower). In sample

segment @winaomed refers to community members I|iving in a hou
living just above thepover t y | evel , earning up t midhbighircened heeperverteg tho
households living on incomes which are twice or more the federal poverty level.

The sample design and the quality control procedures used in the data collection ensure that the sample is
representative. Thus, the findings may be generalized to the total population of community members in the
defined area with a high degree of confidence.

Online Key Informant Survey

To solicit input from key informants, those individuals who have a broad interest in the health of the community,
an Online Key Informant Survey was also implemented as part of this process. A list of recommended
participants was provided by the Community Health Improvement Partnership of Bergen County; this list
included names and contact information for physicians, public health representatives, other health
professionals, social service providers, and a variety of other community leaders. Potential participants were
chosen because of their ability to identify primary concerns of the populations with whom they work, as well as

of the community overall.

Professional Research Consultants, Inc. 7



COMMUNITY HEALTH NEEDS ASSESSMENT

Key informants were contacted by email, introducing the purpose of the survey and providing a link to take the
survey online; reminder emails were sent as needed to increase participation. In all, 75 community
stakeholders in Bergen County took part in the Online Key Informant Survey, as outlined below:

Online Key Informant Survey Participation

Key Informant Type Number Invited Number Participating
Physician 7 3
Other Health (Non-Physician) 47 32
Public Health Expert 11 8
Social Services Representative 50 22
Community/Business Leader 25 10

Final participation included representatives of the organizations outlined below.

1 Bergen County Cancer Education and 9 Friends to Friends Community Church
Early Detection 9 Geriatric Services, Inc.

9 Bergen County Department of Health 9 Gold's Gym
Services 9 Hackensack University Medical Center

9 Bergen County Department of Human 9 HARP of Hackensack University Medical
Services Center

9 Bergen County School Nurses Association 9 Healthy Families North Jersey

9 Bergen County Special Services 9 High Focus Centers

9 Bergen County United Way 9 Holy Name Medical Center

9 Bergen County Youth Services 9 Jewish Family Service of Bergen and
Commission North Hudson

9 Bergen Regional Medical Center 9 Metropolitan AME Zion Church

9 Bergen Volunteer Center 9 Narcotics Anonymous

1 Bergenfield/Hackensack Health 9 North Hudson Community Action Corp
Departments Health Center

9 Brightview Senior Living 9 Northern Valley ADC

9 CancerCare 9 Paramus Board of Health and Human

9 Care Plus Medical Services Services

9 Center for Dentistry at HUMC 9 Partnership for Maternal and Child Health

9 Children's Aid and Family Services of North NJ

9 Christian Health Care Center 9 Pascack Valley Meals on Wheels

9 Edgewater Office of Public Health/Health 9 Senior Source
Department 9 Teaneck Health Department/Social

9 Englewood Health Department Services

9 Fair Lawn Senior Center 9 Teaneck Police Department

Professional Research Consultants, Inc. 8
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1 Community Health Improvement 9 Valley Home Care
Partnership (CHIP) of Bergen County 91 West Bergen Mental Healthcare
9 Valley Health System

Through this process, input was gathered from several individuals whose organizations work with low-income,
minority populations, or other medically underserved populations.

Minority/medically underserved populations represented:

African-Americans, Asians, children, day laborers, the disabled, elderly population, foster children, those with high
deductibles, Hispanics, the homeless, immigrants, Koreans, residents with low education level, low income residents,
Medicare/Medicaid recipients, the mentally ill, MICA clients, Native Americans, non-English speaking persons, obese
individuals, students attending schools in low income areas, teenage mothers, undocumented individuals, unemployed
residents, the uninsured/underinsured, veterans

In the online survey, key informants were asked to rate the degree to which various health issues are a
problem in their own community. Follow-up questions asked them to describe why they identify problem areas
as such, and how these might be better addressed. Results of their ratings, as well as their verbatim
comments, are included throughout this report as they relate to the various other data presented.

NOTE: These findings represent qualitative rather than quantitative data. The Online Key Informant Survey was
designed to gather input from participants regarding their opinions and perceptions of the health of the
residents in the area. Thus, these findings are based on perceptions, not facts.

Public Health, Vital Statistics & Other Data

A variety of existing (secondary) data sources was consulted to complement the research quality of this
Community Health Needs Assessment. Data for Bergen County were obtained from the following sources
(specific citations are included with the graphs throughout this report):

Center for Applied Research and Environmental Systems (CARES)
Centers for Disease Control & Prevention, Office of Infectious Disease, National Center for HIV/AIDS,
Viral Hepatitis, STD, and TB Prevention

1 Centers for Disease Control & Prevention, Office of Public Health Science Services, Center for
Surveillance, Epidemiology and Laboratory Services, Division of Health Informatics and Surveillance
(DHIS)

1 Centers for Disease Control & Prevention, Office of Public Health Science Services, National Center

for Health Statistics

Community Commons

ESRI ArcGIS Map Gallery

National Cancer Institute, State Cancer Profiles

OpenStreetMap (OSM)

Truven Health Analytics and Dignity Health

US Census Bureau, American Community Survey

US Census Bureau, County Business Patterns

US Census Bureau, Decennial Census

= 4 -4 -4 -4 -8 -5 -2 -2

US Department of Agriculture, Economic Research Service
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US Department of Health & Human Services
US Department of Health & Human Services, Health Resources and Services Administration (HRSA)

US Department of Justice, Federal Bureau of Investigation

= 4 -4 -

US Department of Labor, Bureau of Labor Statistics

Benchmark Data

Bergen County Survey Data
Because this survey was also conducted throughout Bergen County as part of a broader study facilitated by the
Community Health Improvement Partnership of Bergen County, comparisons can be made at the county level.

New Jersey Risk Factor Data

Statewide risk factor data are provided where available as an additional benchmark against which to compare
local survey findings; these data are reported in the most recent BRFSS (Behavioral Risk Factor Surveillance
System) Prevalence and Trend Data published by the Centers for Disease Control and Prevention and the US
Department of Health & Human Services. State-level vital statistics are also provided for comparison of
secondary data indicators.

Nationwide Risk Factor Data

Nationwide risk factor data, which are also provided in comparison charts, are taken from the 2015 PRC
National Health Survey; the methodological approach for the national study is identical to that employed in this
assessment, and these data may be generalized to the US population with a high degree of confidence.
National-level vital statistics are also provided for comparison of secondary data indicators.

Healthy People 2020

Healthy People provides science-based, 10-year national objectives for improving the health of all Americans.
The Healthy People initiative is grounded in the principle that setting national objectives and monitoring
progress can motivate action. For three decades, Healthy People has established benchmarks and monitored

progress over time in order to:

1 Encourage collaborations across sectors.

9 Guide individuals toward making informed health decisions. ‘ Healthy People \

1 Measure the impact of prevention activities. 2020

Healthy People 2020 is the product of an extensive stakeholder feedback

process that is unparalleled in government and health. It integrates input from public health and prevention
experts, a wide range of federal, state and local government officials, a consortium of more than 2,000
organizations, and perhaps most importantly, the public. More than 8,000 comments were considered in
drafting a comprehensive set of Healthy People 2020 objectives.

Determining Significance
Differences noted in this report represent those determined to be significant. For survey-derived indicators
(which are subject to sampling error), statistical significance is determined based on confidence intervals (at the

Professional Research Consultants, Inc. 10
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95 percent confidence level) using question-specific samples and response rates. For secondary data
indicators (which do not carry sampling error, but might
purpose of this report, is determined by a 5% variation from the comparative measure.

Information Gaps

While this assessment is quite comprehensive, it cannot measure all possible aspects of health in the

community, nor can it adequately represent all possible populations of interest. It must be recognized that

theseinfor mati on gaps might in some ways | imit the ability to

For example, certain population groups 8 such as the homeless, institutionalized persons, or those who only
speak a language other than English or Spanish 8 are not represented in the survey data. Other population
groups 8 for example, pregnant women, lesbian/gay/bisexual/transgender residents, undocumented residents,
and members of certain racial/ethnic or immigrant groups 8 might not be identifiable or might not be
represented in numbers sufficient for independent analyses.

In terms of content, this assessment was designed to provide a comprehensive and broad picture of the health
of the overall community. However, there are certainly a great number of medical conditions that are not
specifically addressed.

Professional Research Consultants, Inc. 11
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IRS Form 990, Schedule H Compliance

For non-profit hospitals, a Community Health Needs Assessment (CHNA) also serves to satisfy certain
requirements of tax reporting, pursuant to provisions of the Patient Protection & Affordable Care Act of 2010.
To understand which el ements of this report relate
Form 990 Schedule H, the following table cross-references related sections.

IRS Form 990, Schedule H (2016) e

Part V Section B Line 3a
A definition of the community served by the hospital facility

Part V Section B Line 3b

Demographics of the community &8

Part V Section B Line 3c
Existing health care facilities and resources within the community that are available to 149
respond to the health needs of the community

Part V Section B Line 3d

How data was obtained 5
Part V Section B Line 3e 14
The significant health needs of the community

Part V Section B Line 3f Addressed
Primary and chronic disease needs and other health issues of uninsured persons, low-income Throughout

persons, and minority groups

Part V Section B Line 3g
The process for identifying and prioritizing community health 15
needs and services to meet the community health needs

Part V Section B Line 3h
The process for consulting with persons 7
representing the community's interests

Part V Section B Line 3i
The impact of any actions taken to address the significant health needs identified in the 159
hospital facility's prior CHNA(s)

Professional Research Consultants, Inc.
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Significant Health Needs of the Community

The foll owing Aareas of opportunityo represent the signif
information gathered through this Community Health Needs Assessment and the guidelines set forth in Healthy

People 2020. From these data, opportunities for health improvement exist in the area with regard to the

following health issues (see also the summary tables presented in the following section).

The Areas of Opportunity were determined after consideration of various criteria, including: standing in
comparison with benchmark data (particularly national data); the preponderance of significant findings within
topic areas; the magnitude of the issue in terms of the number of persons affected; and the potential health
impact of a given issue.

Areas of Opportunity Identified Through This Assessment

9 Barriers to Access
0 Cost of Physician Visits

Access to MiDi fficulty Accessing Childrends Heal
Healthcare Services 1 Completion of Advance Directives

9 Specific Source of Ongoing Medical Care

fChil drenbés Dent al Car e

9 Cancer is a leading cause of death.

9 Cancer Incidence
0 Including Prostate Cancer, Female Breast Cancer Incidence

Cancer 1 Female Breast Cancer Screening
1 Cervical Cancer Screening
9 Cancer ranked as a top concern in the Online Key Informant Survey.
Dementia, Including fDementi as/ Al zhei mer 6s Disease rankec
Alzheimer's Disease Informant Survey.
. 1 Prevalence of Borderline/Pre-Diabetes
Diabetes ) . :
9 Diabetes ranked as a top concern in the Online Key Informant Survey.
9 Cardiovascular disease is a leading cause of death.
Heart Disease 1 Blood Pressure Screening
& Stroke 1 Heart Disease & Stroke ranked as a top concern in the Online Key Informant

Survey.
Immunization &

Infectious Diseases 9 Pneumonia Vaccination [65+]

9 Symptoms of Chronic Depression

Mental Health 1 Seeking Help for Mental Health
9 Mental Health ranked as a top concern in the Online Key Informant Survey.

9 Fruit/Vegetable Consumption

Nutrition, o :
Physical Activity i leflcglty Acs:essmg Fresh Produce
& Weight 9 Obesity [Children]
fChildrends Physical Activity
9 Drinking & Driving
Substance Abuse 9 Substance Abuse ranked as a top concern in the Online Key Informant

Survey.

Professional Research Consultants, Inc.
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Prioritization of Health Needs

Priorities were set as a result of analysis of data and input from each of: the Bergen County Department of
Health, local health departments, community health professionals, key informants (i.e., persons who have a
broad interest in the health of the community), population-specific outreach workers, and the CHNA steering
committee members.

Included in the process was an assessment of the magnitude of the problem in consideration of the following:

How many people are affected?
How does the local community data compare to state or national levels, or Healthy People 2020
targets?

1 To what degree does each health issue lead to death or disability, impair quality of life, or impact other

health issues?

Also noted was the perceived likelihood of the hospital having a positive impact on each health issue, given
available resources, competencies, spheres of influence, etc.

The community health priorities identified and prioritized by the stakeholders are:

9 Obesity (including fitness and nutrition) and Chronic Disease
1 Mental Health and Substance Abuse

M Access to Care

The target populations and conditions identified and prioritized by the steering committee and the other public
health and community health stakeholders are:

Population Targets Risk Factor Targets Health Condition Targets
Primary Populations Primary Risk Factor Primary Conditions
A Low income populations A Obesity/overweight A Heart disease
A Elders A Lack of physical fitness A Hypertension
A Asians A Poor nutrition A stroke
A Hispanics/Latinos A Diabetes A Cancer
A African Americans Secondary Risk Factors Secondary Conditions
A Mental health stigma A Depression
A Sociallphysical Isolation A Anxiety
A Substance abuse

Professional Research Consultants, Inc. 15
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Goals by Priority Area
Priority Area One: Obesity, Fitness, Nutrition & Chronic Disease

Goal 1: Increase healthy eating

Goal 2: Increase physical activity

Goal 3: Increase the number of residents who maintain a healthy weight

Goal 4: Promote care coordination and engagement in primary care

Goal 5: Improve screening and identification of chronic disease and its risk factors

Goal 6: Promote chronic disease management and behavior change

Priority Area Two: Mental Health and Substance Abuse

Goal 1: Reduce depression and isolation

Goal 2: Reduce anxiety and stress

Goal 3: Reduce stigma related to mental illness
Goal 4: Reduce risky and binge drinkers (alcohol)

Goal 5: Reduce prescription drug abuse

Priority Area Three: Access to Care

Goal 1: Promote access to and engagement in primary care

Goal 2: Promote access to and engagement in behavioral health care
Goal 3: Promote access to and engagement in medical specialty care
Goal 4: Increase access to culturally and linguistically appropriate care
Goal 5: Reduce transportation barriers

Goal 6: Reduce inappropriate ER use and hospital readmissions

Goal 7: Increase access to end-of-life and palliative care programs

Given Holy Nameds overall mi s si on, resowcesyand spdcificsevice i ce, oper
area characteristics, the Medical Center will focus its community health strategy on obesity (including fithess

and nutrition), chronic disease, and access to care. Special emphasis will be placed on meeting the needs of

low income populations and elders overall, as well as Asian, Hispanic/Latino, and African-American

populations.

Mental health, substance abuse, and access to behavioral health services will be addressed in partnership with
other health and social service organizations.

Professional Research Consultants, Inc. 16
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Summary Tables:
Compariso ns With Benchmark Data

The following tables provide an overview of indicators in the Service Area. These data are grouped to

correspond with the Focus Areas presented in Healthy People 2020.

Reading the Data Summary Tables

2 In the following charts, Service Area results are shown in the larger, blue column.

2N The columns to the right of the Service Area column provide comparisons between local data and any

available county, state and national findings, and Healthy People 2020 targets. Symbols indicate whether the

Service Area compares favorably (B), unfavorably (h), or comparably (d) to these external data.

Note that blank table cells signify that data are not available or are not reliable for that area and/or for that

indicator.
Service Ara vs. Benchmarks
Social Determinants SX:\e/I:e vs. Bergen vs.NJ  vs.US vs.
County HP2020
Linguistically Isolated Population (Percent) 7.5 h h
6.8 4.7
Population in Poverty (Percent) 7.5 B B
10.7 15.6
Population Below 200% FPL (Percent 18.6 B B
24.6 34.5
Children Below 200% FPL (Percent) 20.8 B B
31.5 44.2
No High School Diploma (Age 25+, Percent) 8.5 B B
11.6 13.7
Unemployment Rate (Age 16+, Percent) 3.8 B B
4.8 5.2
% Worry/Btss Over Rent/Mortgage in Past Year 37.4 d h
33.6 31.6
% Worried About Food in the Past Year 20.6 d d
17.2 21.0
% Ran Out of Food in the Past Year 16.9 d d
13.9 19.9
Professional Research Consultants, Inc. 17
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Service Area vs. Beimmarks

Service
Social Determinanfsontinued) Area vs. Bergen vs.NJ  vs.US VS
County ' ' HP2020
% Food Insecure 23.0 d d
19.5 25.9
B d h
better similar worse
Service Area vs. Benchmarks
Service
Overall Health Area vs.Bergen o N3 vs.US VS
County ' ' HP2020
% "Fair/Poor" Physical Health 14.4 h d B
10.5 16.9 18.3
% Activity Limitations 23.0 d h d
20.2 16.3 20.0
B d h
better similar worse
Service Area vs. Benchmarks
Service
Access to Health Services Area vs. Bergen vs.NJ  vs.US VS
County ' ' HP2020
% [Age 184] Lack Health Insurance 7.3 d B d h
5.6 15.0 10.1 0.0
% [Insured 484] Have Coverage Through ACA 115 d d
9.3 10.8
% Difficulty Accessing Healthcarstilésa (Composite) 39.9 d d
40.7 35.0
% Inconvenient Hrs Prevented Dr Visit in Past Year 17.8 d d
21.5 14.4
% Cost Prevented Getting Prescription in Past Year 8.6 d d
8.7 9.5
% Cost Prevented Physician Visitil & 19.2 d h
15.5 11.5
Professional Research Consultants, Inc. 18
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Service Area vs. Benchmarks

Service
Access to Health ServicgE®ntinued) Area VS(': oBuenrtgyen vs.NJ  vs.US HI\DIgOZO
% Difficulty Getting Appointment in Past Year 15.9 d d
19.2 154
% Difficulty Finding Physician in Past Year 11.1 d d
11.5 8.7
% Transportation Hindered Dr Visit in Past Year 6.3 d d
6.5 5.0
% Language/Culture Prevented Care in Past Year 3.0 d d
2.7 1.7
% Skipped Prescripbmses to Save Costs 8.8 d d
10.5 10.2
% Difficulty Getting Child's Healthcare in Past Year 10.3 d h
8.3 3.9
% Have Completed Advance Directive Documents 27.8 h h
33.7 33.7
% Low Health Literacy 24.4 d d
2.2 23.3
Primary Care Doctors per 100,000 1254 B B
85.6 74.5
% [Age 18+] Have a Specific Source of Ongoing Care 72.7 h d h
77.9 74.0 95.0
% [Age 184] Have a Specific Source of Ongoing Care 68.9 d d h
74.8 73.1 89.4
% [Age 65+] Have a Specific Source of Ongoing Care 85.5 d B h
88.0 76.8 100.0
% Have Had Routine Checkup in Past Year 71.4 d h d
71.2 75.9 70.5
% Child Has Had Checkup in Past Year 82.0 d d
854 89.3
% Two or More ERtVisi Past Year 9.2 d d
7.1 8.5

Professional Research Consultants, Inc.
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Service Area vs. Benchmarks

Service
Access to Health Servicg®ntinued) Area VS ECE vs.NJ  vs.US VS
County ' ' HP2020
% Rate Local Healthcare "Fair/Poor" 15.0 d d
11.9 14.2
B d h
better similar worse
Service Area vs. Benchmarks
Service
Arthritis, Osteoporosis & Chronic Back Conditions Area vs. Bergen vs.NJ  vs.US VS
’ County ' ' HP2020
% [50+] Arthritis/Rheumatism 29.1 d d
28.6 32.0
% [50}Osteoporosis 9.9 d d h
8.5 8.7 5.3
% Sciatica/Chronic Back Pain 22.0 d d
20.7 19.4
% Caregiver to a Friend/Family Member 22.5 d d
22.1 20.9
B d h
better similar worse
Service Aga vs. Benchmarks
Service
Cancer Area vs.Bergen o N3 vs. US VS
County ’ ’ HP2020
Cancer (Agdjusted Death Rate) 142.2 B B B
157.5 163.6 161.4
Lung Cancer (Agdjusted Death Rate) 32.6 B B B
38.5 43.4 45.5
Prostate Cancer (Akgjusted DeathtBa 5.9 B B B
18.5 19.2 21.8
Female Breast Cancer {Agjested Death Rate) 11.4 B B B
22.5 20.9 20.7
Professional Research Consultants, Inc. 20
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Service Area vs. Benchmarks
Service
Cance(continued) Area vséoBuenr?yen b N, S HI\DlgbZO
Colorectal Ceer (Agé\djusted Death Rate) 12.8 B B B
15.0 14.6 14.5
Prostate Cancer Incidence per 100,000 149.0 B h
157.3 131.7
Female Breast Cancer Incidence per 100,000 134.1 d h
130.2 123.0
Lung Cancer Incidence per 100,000 507 B B
60.0 63.7
Colorectal Cancer Incidence per 100,000 40.3 B d
44.4 41.9
Cervical Cancer Incidence per 100,000 7.3 B B
8.0 7.7
% Cancer 7.8 d
8.8
% [Women 40+] Mammogram in Past 2 Years 64.9 d h
66.6 74.4 74.4
% [Women 53 Mammogram in Past 2 Years 71.5 d h h
72.2 78.2 80.3 81.1
% [Women 5] Pap Smear in Past 3 Years 74.1 d h
74.5 83.8 84.8 93.0
% [Age 50+] Sigmoid/Colonoscopy Ever 74.7 B d
75.4 67.7 75.6
% [Age 50+] Blood Stool Test in Past 2 Years 28.9 d B d
29.1 11.7 31.8
% [Age 5@5] Colorectal Cancer Screening 72.6 d d d
72.8 65.0 74.5 70.5
% Difficulty Obtaining Cancer Screening in Past Year 53 d
51
B d h
better similar worse
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Service Area vs. Benchmarks
Service 5
Chronic Kidney Disease Area vséouenr?yen vs.NJ  vs.US HI\DI;OZO
Kidney Disease (Aagjusted Death Rate) 12.1 B B
13.5 13.2
% Kidney Disease 2.5 d d d
3.1 2.4 3.6
B d h
better similar worse
Service Area vs. Benchmarks
Service 8
Dementias, Including Alzheimer's Disease Area vsé:ouer:?yen vs.NJ  vs.US H;;bzo
Alzheimer's Disease (Adpisted Death Rate) 14.9 B B
16.9 24.2
% [Age 45+] Increasing Confusion/Memory Loss in Pas 9.5 d d
10.2 12.8
B d h
better similar worse
Service Area vs. Benchmarks
Service 5
Diabetes Area VS(': ouenr?yen vs.NJ vs.US H;;ozo
Diabetes Mellitus (#ghusted Death Rate) 14.0 B B B
19.3 21.1 20.5
% Diabetes/High Blood Sugar 8.9 d d B
9.2 9.7 14.5
% Borderline/Péabetes 9.4 d h h
8.6 1.4 5.7
% [NotDiabetes] Blood Sugar Tested in Pamts3 Y 51.3 d d
55.3 55.1
B d h
better similar worse
22
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Service Area vs. Benchmarks

Hearing & Other Sensory or Communication Disorders SK:\e/:e vséoBuenrtgyen vs.NJ  vs.US HI\DIgOZO
% Deafness/Trouble Hearing 8.9 d d
9.1 8.6
B d h
better similar worse
Service Area vs. Benchmarks
Heart Disease & Stroke Sz:\éla(.:e vs. Bergen vs.NJ  vs.US vs.
County HP2020
Diseases of the Heart {Adjeisted Death Rate) 143.9 B B B
169.3 169.1 156.9
Stroke (Agadjusted Death Rate) 27.2 B B B
32.2 36.5 34.8
% Heart Disease (Heart Attack, Angina, Coronary Dise: 5.2 d d
6.3 6.9
% Stroke 4.0 d d
34 2.6 2.6
% Blood Pressure Checked in Nastrg 89.8 d h h
90.1 93.6 92.6
% Told Have High Blood Pressure (Ever) 37.4 d h d h
36.9 31.1 36.5 26.9
% [HBP] Taking Action to Control High Blood Pressure 95.8 d d
92.7 92.5
% Cholesterol Checked in Past 5 Years 88.6 d B d B
88.9 81.0 87.4 82.1
% Told Have High Cholesterol (Ever) 36.9 d d h
39.6 335 13.5
% [HBC] Taking Action to Control High Blood Cholester| 85.7 d d
834 84.2
% 1+ Cardiovascular Risk Factor 84.1 d d
83.1 83.0
B d h
better similar worse
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Service Area vs. Benchmarks

Service
HIV Area | VS:Bereen s Ny owsus VS
County ' ' HP2020
HIV/AIDS (Ageljusted Death Rate) 0.7 B B B
2.8 2.1 3.3
HIV Prevalence per 100,000 240.2 B B
505.8 353.2
9% [Age 184] HIV Test in the Past Year 28.3 d d
29.1 21.3
B d h
better similar worse
Service Area vs. Benchmarks
Service
Immunization & Infectious Diseases Area Vi EC(E vs.NJ  vs.US VS
County ' ' HP2020
% [Age 65+] Flu Vaccine in Past Year 54.9 d d d h
55.3 59.4 58.9 70.0
% [HigtRisk 184] Flu Vaccine in Past Year 36.4 d d h
41.5 48.0 70.0
% [Age 65+] Pneumonia Vaccine Ever 61.0 d d h h
67.4 64.1 76.3 90.0
% [HigiRisk 184] Pneumonia Vaccine Ever 43.2 d d h
38.6 38.7 60.0
B d h
better similar worse
Service Area vs. Benchmarks
Service
. . . vs. Bergen VS.
Injury & Violence Prevention Area County vs.NJ  vs.US HP2020
Unintentional Injury (Ag@usted Death Rate) 23.7 B B B
31.5 39.7 36.4
Motor Vehicle Crashes {Adjasted Death Rate) 4.2 B B B
6.2 10.6 12.4
% [Age 45+] Fell in the Past Year 24.6 d d
23.9 28.2
24
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Service Area vs. Bermolarks

Service
Injury & Violence Preventi@ontinued) Area VSC' ()Buer:?yen vs.NJ  vs.US HI\D/;bZO
[65+] Falls (Adaljusted Death Rate) 29.2 d B
29.1 57.2 47.0
FirearnRelated Deaths (Adgiusted Death Rate) 1.8 B B B
54 10.4 9.3
% Firarm in Home 7.2 d
9.1 33.8
% [Homes With Children] Firearm in Home 8.1 d B
10.8 31.0
Homicide (Agfedjusted Death Rate) 1.3 B B B
4.7 5.2 5.5
Violent Crime per 100,000 97.6 B B
302.0 395.5
% Perceive Nghbor hood as ASIig 7.6 d
6.6 15.3
% Victim of Violent Crime in Past 5 Years 1.4 d d
2.0 2.3
% Victim of Domestic Violence (Ever) 11.1 d B
11.0 15.1
B d h
better similar worse
Service Area vs. Benchmarks
Service
Maternal, Infant & Child Health Area vsc.:oBuenr?yen vs.NJ  vs.US H;;-OZO
Infant Death Rate 3.4 B B B
4.4 5.9 6.0
B d h
better similar worse
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Service Aga vs. Benchmarks

Mental Health & Mental Disorders SK:\e/:e vs. Bergen vs.NJ  vs.US vS.
County HP2020

% "Fair/Poor" Mental Health 13.0 d d

10.6 15.5
% Diagnosed Depression 12.1 d d B

11.4 13.4 17.9
% Symptoms of Chronic Depressiora(8y Ye 32.6 h d

26.6 29.9
Suicide (Agkdjusted Death Rate) 7.6 d B B

7.9 12.7 10.2

% Ever Sought Help for Mental Health 22.0 d h

23.4 27.4
% Taking Rx/Receiving Mental Health Trtmt 10.9 d d

10.3 13.6
% Unhle to Get Mental Health Svcs in Past Yr 4.6 d d

4.7 4.4
% Typical Day Is "Extremely/Very" Stressful 14.4 d d

14.4 11.7
% Average <7 Hours of Sleep per Night 41.5 d d

39.1 39.5

B d h

better similar worse

Service Area vs. Benchmarks
Nutrition, Physical Activity & Weight Sﬁ:\e”:i:e vs. Bergen vs.NJ  vs.US VS
County HP2020

% Eat 5+ Servings of Fruit or Vegetables per Day 24.5 h d

30.5 27.4
% "Very/Somewhat" Difficulytésh Produce 20.9 h d

15.3 21.9
Population With Low Food Access (Percent) 11.7 B B

26.3 23.6
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Service Area vs. Benchmarks

Nutrition, Physical Activity & Wei@tantinued) SK:\e/:e VS(': oBuenr?yen vs.NJ  vs.US HI\DI;OZO
% 7+ Sug@weetened Drinks in Past Week 17.9 d B
16.9 30.2
% Healthy Weight (BMI-28.9) 33.9 d d d d
35.3 35.1 32.9 33.9
% Overweight (BMI 25+) 64.0 d d d
61.2 63.2 65.2
% Obese (BMI 30+) 26.7 d d B B
25.3 26.9 33.4 30.5
% Medical Advice on Weight in Past Year 25.4 d B
23.2 20.4
% [Overweights] Counseled About Weight in Past Year 35.8 d B
31.8 27.1
% [Obese Adults] Counseled About Weight in Past Yeal  50.4 d d
448 40.8
% [Overweights] Trying to Lose Weight Both Diet/Exerg 64.7 d B
64.6 57.0
% Children [Agd 3] Overweight (85th Percentile) 33.3 d d
28.5 24.2
% Children [AgeLB] Obese (95th Percentile) 24.6 d h h
18.6 9.5 14.5
% No LeisufEime Physical Activity 24.8 d d d B
23.4 23.3 27.9 32.6
% Meeting Physical Activity Guidelines 27.3 d B d B
25.7 21.6 23.6 20.1
Recreation/Fitness Facilities per 100,000 19.8 B B
14.3 9.7
% Child [AgelZ] Physically Active 1+ Hours per Day 34.5 d h
33.6 47.9
B d h
better similar worse
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Service Area vs. Benchmarks

Oral Health S,i:\é:e vs.Bergen o Ny vs.us VS
County HP2020
% [Age 18+] Dental Visit in Rast Y 70.7 d d d B
73.0 70.2 67.2 49.0
% Child [AgelZ] Dental Visit in Past Year 66.4 d h B
74.7 90.7 49.0
% Have Dental Insurance 69.7 d d
67.3 66.5
B d h
better similar worse
Service fea vs. Benchmarks
Respiratory Diseases S/ixlac.:e vs. Bergen vs.NJ  vs.US vs.
County HP2020
CLRD (Agadjusted Death Rate) 21.6 B B
304 41.4
Pneumonia/Influenza {Adpisted Death Rate) 10.9 B B
11.5 15.1
% COPD (Lung Disease) 8.3 d h d
10.3 5.6 9.5
% [Adult] Currently Has Asthma 9.6 d d d
9.0 8.3 9.5
% [Ever Having Asthma] ER/Urgent Care for Asthma in 11.1 d
11.8
% [Child-07] Currently Has Asthma 4.2 d d
3.6 6.5
B d h
better similar worse
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Service Area vs. Benchmarks

Service 5
Septicemia Area VS(': ouenr?yen vs.NJ  vs.US HI\DI;OZO
Septicemia (Adaljusted Death Rate) 13.2 B h
16.5 10.6
B d h
better similar worse
Service Area vs. Benchmarks
Service 5
Sexually Transmitted Diseases Area vsc.: Ouer:?yen vs.NJ  vs.US HI\D/ZbZO
Gonorrhea Incidence per 100,000 22.9 B B
74.6 110.7
Chlamydia Incidence per 100,000 169.4 B B
335.2 4%.1
% [Unmarried-68] 3+ Sexual Partners in Past Year 7.4 d d
11.2 10.3
% [Unmarried-68] Using Condoms 45.8 d d
49.9 44.5
B d h
better similar worse
Service Area vs. Benchmarks
Service 5
Sulkstance Abuse Area vs(.:ouenr?yen vs.NJ  vs.US ng;bzo
Cirrhosis/Liver Disease {Adjasted Death Rate) 4.9 B B B
7.3 10.2 8.2
% Current Drinker 63.8 B h d
68.8 56.3 59.7
% Excessive Drinker 26.0 d d d
23.8 22.2 25.4
% Driking & Driving in Past Month 6.8 d h
5.9 4.1
Druginduced Deaths (AMgjusted Death Rate) 9.6 B B B
14.5 14.6 11.3
29
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Service Area vs. Benchmarks

Substance Abuggontinued) SK:\e/:e vs. Bergen vs.NJ vs.lB vs.
County HP2020
% Took Prescription Drugs On Own in Past Year 4.8 d
5.4
% Used Marijuana in Past Year 6.9 d
7.1
% lllegal Drug Use in Past Year 2.1 d
1.9
% Ever Sought Help for Alcohol or Drug Problem 2.4 d d
24 4.1
% Life Negatively Affected by Substance Abuse 30.3 d d
30.1 32.2
B d h
better similar worse
Service Area vs. Benchmarks
Tobacco Use Sz:\éla(.:e vs. Bergen vs.NJ  vs.US vs.
County HP2020
% Current Smoker 10.9 d B d d
9.8 15.1 14.0 12.0
% Someone Smokes at Home 9.8 d d
10.3 10.2
% [Nonsmokers] Someone Smokes in the Home 4.2 d d
4.6 3.9
% [Household With Children] Someone Smokes in the | 9.2 d d
9.4 10.2
% Currently Use Electronic Cigarettes 5.9 d d
3.9 3.8
B d h
better similar worse
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Service Area vs. Benchmarks
Service Beraen
- VS. g VS.
Vision Area County vs.NJ  vs.US HP2020
% Blindness/Trouble Seein 7.9 d h d
6.8 3.9 7.3
% Eye Exam in Past 2 Years 66.6 d B
65.3 59.3
B d h
better similar worse
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Community Characteristics

Population Characteristics

The service area primarily falls within Bergen County, New Jersey. This effort was in fact part of a larger effort
to assess health needs across the county. From these shared data, the following represent the population
characteristics of Bergen County.

Land Area, Population Size & Density
Data from the US Census Bureau reveal the following statistics for Bergen County relative to size, population,
and density.

Total Population
(Estimated Population, 2010-2014)

Total Total Land Area | PopulatiorDensity
Population (Squariiles) (Per Square Mile
Bergen County 920,456 233.1 3,949.6
New Jersey 8,874,374 7,354.8 1,206.6
United States 314,107,083 3,631,932.3 88.9

Sources: 6 US Census Bureau American Community-$earessmates.
& Retrieved April 2016 from Community Commons at http://www.chna.org.

Age

It is important to understand the age distribution of the population as different age groups have unique health
needs which should be considered separately from others along the age spectrum.
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Total Population by Age Groups, Percent
(2010-2014)

100%
mAge 0-17 OAge 18-64 O Age 65+

80%

62.4% 63.0% 62.8%

60%

40%

23.5%

22.1%

20% 15.5%

14.1% 13.7%

0%

Bergen County NJ us

Sources: 6 USCensus Bureau American ComiBunigy year estimates.
6 Retrieved April 2016 from Community Commons at http://www.chna.org.

Race & Ethnicity
The following charts illustrate the racial and ethnic makeup of Bergen County. Note that ethnicity (Hispanic or

Latino) can be of any race.

Total Population by Race Alone, Percent
(2010-2014)

100%
EWhite OBlack @Asian OSome Other Raced Multiple Races

80%
© o 71.2% 68.7% 73.8%

60%

40%

20% 15.2% 13.5% 12.6%

0
8.8% g 50 50% 5.7%

2.9%
0%

Bergen County NJ us
Sources: 6 US Census Bureau American Community-Searessiimates.
0 Retrievedpril 2016 froBommunity Commons at http://www.chna.org.
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Hispanic Population
(2010-2014)

100%

80%

60%

40%

20% 17.4% 18.6% 16.9%

0%
Bergen County NJ us
Sources 6 USCensus Bureau American Com@unigy year estimates.
& Retrieved April 2016 from Community Commons at http://www.chna.org.

Notes: 6 Ori gin can be viewed as the heritage, nat i onraricastorybefgre their privalinthe e a ¢

United States. People who identify their origin as Hispanic, Latino, or Spanish may be of any race.
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Social Determinants of Health

About Social Determinants

Health starts in our homes, schools, workplaces, neighborhoods, and communities. We know that taking care of ourselves by eating
well and staying active, not smoking, getting the recommended immunizations and screening tests, and seeing a doctor when we
are sick all influence our health. Our health is also determined in part by access to social and economic opportunities; the resources
and supports available in our homes, neighborhoods, and communities; the quality of our schooling; the safety of our workplaces;
the cleanliness of our water, food, and air; and the nature of our social interactions and relationships. The conditions in which we live
explain in part why some Americans are healthier than others and why Americans more generally are not as healthy as they could
be.

1 Healthy People 2020 (www.healthypeople.gov)

Poverty
The following chart outlines the proportion of Bergen County below the federal poverty threshold, as well as
below 200% of the federal poverty level, in comparison to state and national proportions.

Population in Poverty
(Populations Living Below 100% and Below 200% of the Poverty Level; 2010-2014)

100%

E<100% of Poverty 0<200% of Poverty
80%
60%
169,353
40% individuals 34.5%
Y 24.6%
0,
20% 18.6% 15.6%
0,
7.5% 10.7%
0% —
Bergen County NJ us
Sources 6 USCensus Bureau American Comi@unigy year estimates.
6 Retrieved April 2016 from Community Commons at http://www.chna.org.

Notes: 0 Poverty is considered a key driver of health status. This indicator is relevant because poverty cr iniehesith ies, healthy food,
andother necessities that contribute to poor health status.
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Education levels are reflected in the proportion of Bergen County without a high school diploma:

80%

60%

40%

20%

Population With No High School Diploma

(Population Age 25+ Without a High School Diploma or Equivalent, 2010-2014)

100%

54,837 individualg

b

g

11.6% 13.7%

0%

Bergen County

NJ us

Sources 6 USCensus Bureau American Com@unigy §ear estimates.

Notes:

6 Retrieved April 2016 from Community Commons at http://www.chna.org.
& This indicator is relevant because educational attainment is linked to positive health outcomes.
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High -Need Areas

High-need areas in the Holy Name Medical Center Service Area were identified using the Community Health
Needs Index (CNI). The CNI score was developed by Dignity Health (formerly known as Catholic Healthcare
West [CHW]) and Truven Health Analytics. This index aggregates five socioeconomic indicators that contribute
to health disparity: income, culture, education, insurance, and housing. Each ZIP Code is assigned a score 1
(low need) to 5 (high need) for each of the five indicators which are averaged to yield the CNI score for that
area. The scores are then compared to the index, which is based on national need, and separated into groups
ranging from highest need to lowest need.

Research indicates a strong correlation between high CNI scores and hospital admission rates. Residents who
live in areas with the highest need were twice as likely to experience preventable hospitalization for

manageable conditions (i.e. ear infections, pneumonia...).
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ZIP Code-specific CNI scores are outlined below.
Zip CNI

Code Score Population City County State
- 07087 4.8 68,804 Union City Hudson New Jersey
- 07093 4.6 64,326 West New York Hudson New Jersey
- 07047 4.4 64,800 North Brgen Hudson New Jersey
- 07022 4.2 14,349 Fairview Bergen  New Jersey
- 07026 4.0 31,198 Garfield Bergen  New Jersey
- 07644 4.0 25,211 Lodi Bergen  New Jersey
- 07010 3.8 24,524 Cliffside Park Bergen  New Jersey
- 07601 3.8 45,022 Hackerack Bergen  New Jersey
- 07631 3.8 28,396 Englewood Bergen  New Jersey
- 07650 3.8 20,436 Palisades Park Bergen  New Jersey
- 07094 3.6 17,310 Secaucus Hudson New Jersey
- 07407 3.6 20,158 Elmwood Park Bergen  New Jersey
- 07020 3.4 13,512 Edgewater Bergen New Jersey
- 07657 34 11,682 Ridgefield Bergen New Jersey
- 07660 3.4 12,925 Ridgefield Park Bergen New Jersey
- 07024 3.2 36,435 Fort Lee Bergen New Jersey
- 07071 3.2 21,392 Lyndhurst Bergen  New Jersey
- 07603 3.2 7,926 Bogota Bergen New Jersey
- 07605 3.2 9,151 Leonia Bergen New Jersey
- 07621 3.2 28,335 Bergenfield Bergen  New Jersey
- 07643 3.2 11,098 Little Ferry Bergen  New Jersey
- 07604 3.0 12,135 Hasbrouck Heights Bergen New Jersey
- 07646 3.0 16,728 New Milford Bergen  New Jersey
- 07607 2.8 9,746 Maywood Bergen New Jersey
- 07628 2.6 17,481 Dumont Bergen New Jersey
- 07661 2.6 11,336 River Edge Bergen  New Jersey
- 07666 2.6 41,134 Teaneck Bergen New Jersey
- 07675 2.4 27,067 Westwood Bergen New Jersey
- 07410 2.2 33,343 Fair Lawn Bergen New Jersey
- 07670 2.2 14,931 Tenafly Bergen New Jersey
- 07652 2.0 27,248 Paramus Bergen New Jersey
- 07649 1.6 8,103 Oradell Bergen  New Jersey
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General Health Stat us
Overall Health Status

Self-Reported Health Status
The initial inquiry of the PRC Community Health Survey asked respondents the following:

AWould you say that in general your health is: excellent,

Self-Reported Health Status
(Service Area, 2016)

Poor 4.2%
Fair 10.2% Excellent 18.5%

Very Good 36.5%

Sources: 6 2016 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 5]
Notes: & Asked of all respondents.

The following charts further det theServidefAradimcomppareantd® over al |
benchmark data, as well as by basic demographic characteristics (namely by gender, age groupings, income

[based on poverty status], and race/ethnicity).

\

Experience fAFair oHeath APoor o

100%
80%
60%

40%

0,
20% 14.4% 16.9% 18.3%
-__10-5% -
0%
Service Area Bergen County NJ us
Sources: 6 2016PRC Community Health Survey, Professional Research Consultagfs, Inc. [ltem
& Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of litesiiiCanteri foaDiSease
Control and Prevention (CDC): 2014 New Jersey data.
& 2015 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: 6 Asked of all respondents.
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Experiencei Fai r 6 or fiPoor o Over
(Service Area, 2016)

100%
80%
60%

40%

19.7% 18195 2237 19.4%

0,
20%  159% 13 995 121%  12.5% 1050 _L4:4%

o ml sl

Men Women  18-39 40-64 65+ Low  Mid/High White Hispanic Other  Service

Income Income Area
Sources: 6 2016 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 5]
Notes: 0 Asked of all respondents.
& Hispanics can be of any race. Otherrace categoritbiarepoa ni ¢ cat egor i z aHispanioVghitespondents), A Whi t eo 1t
6 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éorfitHeiohouséholccsz me 0 i nc |

with incomes up to 200% of the federal poverty hdfeleradovertyievel. d/ Hi gt

Activity Limitations

About Disability & Health

An individual can get a disabling impairment or chronic condition at any point in life. Compared with people without disabilities,
people with disabilities are more likely to:

1 Experience difficulties or delays in getting the health care they need.
Not have had an annual dental visit.

Not have had a mammogram in past 2 years.
Not have had a Pap test within the past 3 years.
Not engage in fitness activities.

Use tobacco.

Be overweight or obese.

Have high blood pressure.

Experience symptoms of psychological distress.
Receive less social-emotional support.

1 Have lower employment rates.

=a =4 =8 -a-a_a_a_a_9

There are many social and physical factors that influence the health of people with disabilities. The following three areas for public
health action have been identified, using the International Classification of Functioning, Disability, and Health (ICF) and the three
World Health Organization (WHO) principles of action for addressing health determinants.

1 Improve the conditions of daily life by: encouraging communities to be accessible so all can live in, move through, and
interact with their environment; encouraging community living; and removing barriers in the environment using both physical
universal design concepts and operational policy shifts.

1 Address the inequitable distribution of resources among people with disabilities and those without disabilities by
increasing: appropriate health care for people with disabilities; education and work opportunities; social participation; and
access to needed technologies and assistive supports.

1 Expand the knowledge base and raise awareness about determinants of health for people with disabilities by
increasing: the inclusion of people with disabilities in public health data collection efforts across the lifespan; the inclusion of
people with disabilities in health promotion activities; and the expansion of disability and health training opportunities for
public health and health care professionals.

1 Healthy People 2020 (www.healthypeople.gov)
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ifAre you | imited in any way in any activities because of

Limited in Activities in Some Way
Due to a Physical, Mental or Emotional Problem

100%
80%
60%
40%
23.0%
20.2% 20.0%
20% > 16.3% °
0%
Service Area Bergen County NJ us
Sources 0 2016PRC Community Health Survey, Professional Research Consultad@8]nc. [ltem
& Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of litesifiCanteri foaDiSease
Control and Prevention (CDC): 2014 New Jersey data.
& 2015 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: 0 Asked of all respondents.
Limited in Activities in Some Way
Due to a Physical, Mental or Emotional Problem
(Service Area, 2016)
100%
80%
60%
0% 30.1%
-170 29.0%
26.4% Y
 100% 25.7% 22205 242%  239% Lo 23.0%
20% 12.9%
0%
Men Women  18-39 40-64 65+ Low  Mid/High White Hispanic Other  Service
Income Income Area
Sources: 2016 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 128]
Notes: Asked of all respondents.

Hispanics can be of any race. Other race categoriésiarepoa ni ¢ cat egor i z aHispanioWVgbitespondents), fAWhi t eo 1
Income categories reflect respondent’s household income as a ratio to the federal poverty level (FPL) éorfitHeiohouséholccsz me 6 i nc |
with incomes up to 200% of the federal poverty hdfeleradovertyievel. d/ Hi gt
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Mental Health

About Mental Health & Mental Disorders

Mental health is a state of successful performance of mental function, resulting in productive activities, fulfilling relationships with
other people, and the ability to adapt to change and to cope with challenges. Mental health is essential to personal well-being, family
and interpersonal relationships, and the ability to contribute to community or society. Mental disorders are health conditions that are
characterized by alterations in thinking, mood, and/or behavior that are associated with distress and/or impaired functioning. Mental
disorders contribute to a host of problems that may include disability, pain, or death. Mental illness is the term that refers collectively
to all diagnosable mental disorders. Mental disorders are among the most common causes of disability. The resulting disease
burden of mental illness is among the highest of all diseases.

Ment al health and physical health are closely connected Ment
physical health. Mental illnesses, such a stciphte ip health-pronmting kehmadorsa n x
In turn, problems with physical health, such as chronic diseases, can have a serious impact on mental health and decrease a
persond6s ability to participate in treatment and recovery.

The existing model for understanding mental health and mental disorders emphasizes the interaction of social, environmental, and
genetic factors throughout the lifespan. In behavioral health, researchers identify: risk factors, which predispose individuals to
mental illness; and protective factors, which protect them from developing mental disorders. Researchers now know that the
prevention of mental, emotional, and behavioral (MEB) disorders is inherently interdisciplinary and draws on a variety of different
strategies. Over the past 20 years, research on the prevention of mental disorders has progressed. The major areas of progress
include evidence that:

1 MEB disorders are common and begin early in life.

1 The greatest opportunity for prevention is among young people.

1 There are multiyear effects of multiple preventive interventions on reducing substance abuse, conduct disorder, antisocial
behavior, aggression, and child maltreatment.

1 The incidence of depression among pregnant women and adolescents can be reduced.

1 School-based violence prevention can reduce the base rate of aggressive problems in an average school by 25 to 33%.

1 There are potential indicated preventive interventions for schizophrenia.

1 Improving family functioning and positive parenting can have positive outcomes on mental health and can reduce poverty-
related risk.

1 School-based preventive interventions aimed at improving social and emotional outcomes can also improve academic
outcomes.

1 Interventions targeting families dealing with adversities, such as parental depression or divorce, can be effective in reducing
risk for depression in children and increasing effective parenting.

1 Some preventive interventions have benefits that exceed costs, with the available evidence strongest for early childhood
interventions.

1 Implementation is complex, it is important that interventions be relevant to the target audiences.

1 In addition to advancements in the prevention of mental disorders, there continues to be steady progress in treating mental

disorders as new drugs and stronger evidence-based outcomes become available.

=

Healthy People 2020 (www.healthypeople.gov)
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Self-Reported Mental Health Status
ANow thinking about your mental health, which includes st

emotions, would you say that, in general, your mental health is: excellent, very good, good, fair or

poor ?0
Self-Reported Mental Health Status
(Service Area, 2016)
Poor 4.3%
Fair 8.7%
Excellent 29.8%
Good 23.29
Very Good 34.0%
Sources: 6 2016 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 116]
Notes: 0 Asked of all respondents.
Experience AFairo or fAPooro
(Service Area, 2016)
100%
80%
60%
40%

0,
16.0% 17.9% 167% 13706 13.0% 15.5%

20%
° 12.4% 135% 125% 7 9% 11.8% 10.0% 10.6%
.. o I =

Men Women 18-39 40-64 65+ Low Mid/High White Hispanic Other Service Bergen US

Income Income Area County
Sources: 6 2016 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 116]
Notes: 0 Asked of all respondents.
6 Hispanics can be of any race. Otherrace categoritbiarepoa ni ¢ cat egor i z aHispanioVghitespondents), A Whi t eo 1
& Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éorftheiohouséholccsz me 0 i nc |

with incomes up to 200% of the federal poverty hdfeleradovertyievel. d/ Hi gt
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Depression
Diagnosed Depression: fiHas a doctor or other healthcare provider ever told you that you have a
depressive disorder, including depression, major depression, dysthymia, or minor depression?0

Have Been Diagnosed With a Depressive Disorder

100%
80%
60%
40%
17.9%
20%
| = — — -
Service Area Bergen County NJ us
Sources: 6 2016PRC Community Health SuRmfessional Research Consultants, Inc. [Item 119]
0 Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of litesifiCanters foabDiSease
Control arf@revention (CD2)14 New Jersagta
0 2015 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: 6 Asked of all respondents.

0 Depressive disorders include depression, major depression, dysthymia, or minor depression.
Symptoms of Chronic Depression:AHave you had two years or more in your |
depressed or sad most days, even if you felt okay sometim

Have Experienced Symptoms of Chronic Depression
100%
80%
60%
40% 5
32.6% 29.9%
20%
0%
Service Area Bergen County
Sources: 6 2016PRC Community Health SuRefessional Research Consultants, Inc. [ltem 117]
& 2015 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: 0 Asked of all respondents.
& Chronic depression includes periods of two or more years during which the respondent felt depressed or séd)herfektak imes.
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Have Experienced Symptoms of Chronic Depression
(Service Area, 2016)

100%
80%
60% 53.5%
44.2%
40% 34.4% 35.3% o,
30.6% BA% o 28.8% . 32.6%
6% - 27.2% 25.6%
20%
0%
Men Women  18-39 40-64 65+ Low  Mid/High White Hispanic Other  Service
Income Income Area
Sources: 6 2016 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 117]
Notes: 0 Asked of all respondents.
& Chronic depression includes periods of two or more years dunng which the respondent felt depressed or sdq)he imes.
0 Hispanics can be of any race. Other race categoriebiarepoa ni ¢ cat egori z al—nspammwblte(spmndmts) AWhiteo
6 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éorfiteiohouséholdsz me 6 i nc |
with incomes up to 200% of the federal poverty hdfeleragovertyfieMd. d/ Hi gt
Suicide

The following chart outlines the most current age-adjusted mortality rates attributed to suicide in Bergen
County. (Refer to fiLeading Causes of Deadustingfortheseratas) expl anat

Suicide: Age-Adjusted Mortality

(2012-14 Annual Average Deaths per 100,000 Population)
Healthy People 2020 Target = 10.2 or Lower
14

12

10
7.9

Bergen County NJ us

Sources: 6 CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program QféakhBuisieifiariceubtid
Informatic®ata extracted April 2016.

US Department of Health and Human Séteamlélsy People 2020. December 2010. http://www.healthypeople.gov [@b]ective MHM
Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases arldrRe @& ®)ealth Prob

Rates are per 100,000 populatieadpmed to the 2000 US Standard Population.

Notes:

O¢ O¢ O«
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Mental Health Treatment
AHave you ever sought help from a professional for

fiAre you now taking medication or receiving treatment from a doctor or other health professional for
any type of mental health condition or emotional problem? 0

Mental Health Treatment

100%
B Service Area OBergen County ®US

80%
60%

40%

27.4%

22.0% 23.4%

20%

13.6%

10.9% 10.3%

0%

Ever Sought Help for a Currently Taking Medication/
Mental or Emotional Problem Receiving Mental Health Treatment

Sources: 6 2016PRC Community Health Survey, Professional Research Consliiargd,2a21]
6 2015 PRC National Health Survey, Professional Research Consultants, Inc.

Notes: 0 Reflectthe total sample of respondents.

fiwas there a time in the past 12 months when you needed mental health services but were not able to

get them? o

Unable to Get Mental Health Services

When Needed in the Past Year
(Service Area, 2016)

100%
80%
60%
40%
20% o
4% 46% == T8% 5290 46% 47%  4.4%
.o .6% 3.7% 3.1% 2.0% rady .6% AN 4%
0, B ()
ov T —— 3% — ] — e
Men Women 18-39 40-64 65+ Low Mid/High White Hispanic Other Service Bergen US
Income Income Area County
Sources: 2016 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 122]
Notes: Asked of all respondents.

Hispanics can be of any race. Otherrace categoritbiarepoa ni ¢ cat egor i z aHispanioVghitespondents), A Whi t edo 1t
Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éorftheiohsuseéholccsz me 6 i nc |
with incomes up to 200% of the federal poverty hdfederagovertyfiev. d/ Hi gt

O¢ O¢ O¢ O¢
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Key Informant Input: Mental Health
The following chart outlines key Mentdl ldenltmasratpreblemmée cept i ons
community:

Perceptions of Mental Health

as a Problem in the Community
(Key Informants, 2016)

® Major Problemd Moderate Problen® Minor Problem@ No Problem At All

56.9% 31.9%

Sources: 6 PRC Online Key Informant Survey, Professional Research Consultants, Inc.
Notes: 6 Asked of all respondents.

Challenges
Among those rating this issue as a fimajor problem, 0 the

main challenges for persons with mental iliness:

Access to Care/Services

Access to care is a huge problem, there are not enough psychiatrists and counselors that can see patients on an
emergency basis, especially the teen population. They often end up in our Emergency Rooms and then have to go to
Inpatient. Anxiety amongst adults is rising and attributing to physiological disorders; we live in a high stress environment.
We are also seeing anxiety on the rise with high school students, who are putting increasing pressure on themselves. -
Other Health Provider

Insufficient resources, the problem continues to grow, mismanagement. Crowding the Emergency Departments with
insufficient beds for involuntary care. - Other Health Provider

Awareness of resources and access to care. Elimination of stigma. Social support and acceptance to equal stigma
reduction. Integration into workforce. Job training and skill development. Early intervention and awareness among youth
and families. - Other Health Provider

Accessing mental health for elderly is becoming a challenge. Most of our residents will benefit from in-home services. -
Social Services Provider

Inability to receive long term treatment and accessibility to programs and increase use of substance abuse. The
community and first responders need better education on how to respond to a mental health crisis. - Other Health Provider

Access to services continues to be a large issue. The community mental health centers do an excellent job, but the need
far outweighs their ability to serve. Continued cuts have made services difficult to access. - Other Health Provider

Access to treatment for those who do not have commercial insurance. Shortage of government funded treatment. - Social
Services Provider

Access to care. - Other Health Provider
Access and reimbursement for treatment. - Other Health Provider
Access to Mental Health Care. - Other Health Provider

No stability due to transience. Need Housing First model to get people the basics, then can attend to other issues better.
More structured day activities leading to education or employment. More psychiatric access. - Community/Business
Leader

There are insufficient mental health practitioners to service the community. Entering the system is extremely difficult.
Quality mental health care from existing practitioners is a problem. - Public Health Representative

Access to psychiatrist, mental health professionals. - Other Health Provider
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Denial/Stigma
People's hesitation to seek help. - Community/Business Leader

Mental illness is still not seen as an illness the way physical illness is. We need more than tolerance. Acceptance that
people are different should be the goal. - Other Health Provider

Stigma. - Other Health Provider
Overcoming the stigma that comes along with mental health. - Public Health Representative

There is still a stigma around mental health, which prevents people from seeking help. In addition, help is hard to access
for those with limited or no insurance. We don't always have the proper safety net for people and they land in jail or
become homeless. Hoarding and other code enforcement violations are a huge challenge for municipalities, which only
have one tool to deal with these issues. - Community/Business Leader

Stigma, language barriers, cultural barriers. - Other Health Provider

Stigma associated with mental health and the related shame associated with it. This impacts on the number of individuals
seeking treatment for mental health disorders. Need for education and increased awareness of mental health disorders.
Availability of complementary services, instead of or in addition to medication. - Social Services Provider

Older Adults

Lumping mental health patients with senior citizens is not right. Especially since there is no training for those hired for
senior centers, etc. Dangerous situations that employees are unprepared and untrained for arrival. And police are
essentially the first-responder that has to deal with these situations. - Social Services Provider

Older adults aging with mental illness. Also older adults aging who have dependent adult children with mental iliness. -
Social Services Provider

Contributing Factors
Hi gh anxiety |l evels in both aduComsunityfBusindssldaslerdue t o todayds press
Safety, homeless, day programs. - Other Health Provider

Social, environmental stress and pressure as the impact of it triggers other issues such as mental health, substance abuse
and physical health issues. - Other Health Provider

Prevalencel/lncidence

Its prevalence especially in young people. Self-medicating with drugs, alcohol instead of seeking supervised and
professional treatment. - Public Health Representative

So prevalent, leaving a big problem with violence and abuse. So misunderstood. - Community/Business Leader

Disease Management
Noncompliance with medication and lack of support. - Social Services Provider
Lack of willingness to follow prescribed treatment or inadequate family/friend support network to assist patient in following
prescribed treatment. - Social Services Provider
Affordable Care/Services
Lack of affordable supportive housing. - Other Health Provider
Not enough programs to assist the underinsured, uninsured or seniors on a fixed low income. - Other Health Provider
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Death, Disease & Chronic Conditions

Leading Causes of Death

Distribution of Deaths by Cause
Cancers and cardiovascular disease (heart disease and stroke) are leading causes of death in Bergen
County.

Leading Causes of Death
(Bergen County, 2014)

Other Conditions
33.3%

Heart Diseas26.8%

Alzheimer's Diseas22%
CLRDB.6%
Unintentional Injurie3.7%

Stroke5.2% Cancer4.2%

Sources: &6 CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Qféatth[Suisieitiarideublic
and Informatics. Data extracted April 2016.
Notes: 0 Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases andiRei@&f ®jealth Prob
& CLRD is chronic lower respiratory disease.

Age-Adjusted Death Rates for Selected Causes

In order to compare mortality in Bergen County with other localities (in this case, the state and the United
States), it is necessary to look at rates of death 0 these are figures which represent the number of deaths in
relation to the population size (such as deaths per 100,000 population, as is used here).

Furthermore, in order to compare localities without undue bias toward younger or older populations, the

common convention is to adjust the datatosome c ommon baseline age distributi

adjustedod rates provides the most valuable means of gaugi

Healthy People 2020 targets.

The following chart outlines annual average age-adjusted death rates per 100,000 population for selected
causes of death in the area. (For infant mortality data, see Birth Outcomes & Risks in the Births section of this
report.)
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Age-Adjusted Death Rates for Selected Causes
(2012-14 Deaths per 100,000 Population)
| BegenCounty | NJ | __us [ HP2020 _

Diseases of the Heart 143.9 169.3 169.1 156.9*
Malignant Neoplasms (Cancers) 142.2 157.5 163.6 161.4
FallRelated Deaths (65+) 29.2 29.1 57.2 47.0
Cerebrovascular Disease (Stroke) 27.2 32.2 36.5 34.8
Unintentional Injuries 23.7 315 39.7 36.4
Chronic Lower Respiratory Disease (CLRD) 21.6 30.4 41.4 n/a
Alzheimer's Disease 14.9 16.9 24.2 n/a
Diabetes Mellitus 14.0 19.3 21.1 20.5*
Septicemia 13.2 16.5 10.6 n/a
Kidney Diseases 12.1 13.5 13.2 n/a
Pneumonia/Influenza 10.9 11.5 15.1 n/a
Druglinduced 9.6 14.5 14.6 11.3
Intentional Sefflarm (Suicide) 7.6 7.9 12.7 10.2
Cirrhosis/Liver Disease 4.9 7.3 10.2 8.2
Motor Vehicle Deaths 4.2 6.2 10.6 12.4
FirearrRelated 1.8 5.4 10.4 9.3
Homicide 1.3 4.7 5.2 5.5
HIV/AIDS 0.7 2.8 2.1 3.3

Sources: 6 CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program QHéaéhCHvisieitl axfdeudtid
Informatics. Data extracted April 2016.

US Department of Health and Human Sétealélsy People 2020. December 2010. http://www.healthypeople.gov.

Rates are per 100,000 populaticadpmgted to the 2000 US Standard Population and coded @siodd€D

*The Healthy People 2020 Heart Disease target is adjusted to account for all diseases of the heart; thpiSiedtdesfiadeaint/atiabetes melli
coded deaths.

Note:

O O¢ O«
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Cardiovascular Disease
]

About Heart Disease & Stroke

Heart disease is the leading cause of death in the United States, with stroke following as the third leading cause. Together, heart
disease and stroke are among the most widespread and costly health problems facing the nation today, accounting for more than
$500 billion in healthcare expenditures and related expenses in 2010 alone. Fortunately, they are also among the most preventable.

The leading modifiable (controllable) risk factors for heart disease and stroke are:

High blood pressure

High cholesterol

Cigarette smoking

Diabetes

Poor diet and physical inactivity
Overweight and obesity

E ]

The risk of Americans developing and dying from cardiovascular disease would be substantially reduced if major improvements
were made across the US population in diet and physical activity, control of high blood pressure and cholesterol, smoking cessation,
and appropriate aspirin use.

The burden of cardiovascular disease is disproportionately distributed across the population. There are significant disparities in the
following based on gender, age, race/ethnicity, geographic area, and socioeconomic status:

9 Prevalence of risk factors

9§ Access to treatment

1 Appropriate and timely treatment

9 Treatment outcomes
1 Mortality

Disease does not occur in isolation, and cardiovascular disease is no exception. Cardiovascular health is significantly influenced by
the physical, social, and political environment, including: maternal and child health; access to educational opportunities; availability
of healthy foods, physical education, and extracurricular activities in schools; opportunities for physical activity, including access to
safe and walkable communities; access to healthy foods; quality of working conditions and worksite health; availability of community
support and resources; and access to affordable, quality healthcare.

1 Healthy People 2020 (www.healthypeople.gov)

Age-Adjusted Heart Disease & Stroke Deaths
The greatest share of cardiovascular deaths is attributed to heart disease. The following charts outline age-
adjusted mortality rates for heart disease and for stroke in Bergen County.
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Heart Disease: Age-Adjusted Mortality

(2012-14 Annual Average Deaths per 100,000 Population)
Healthy People 2020 Target = 156.9 or Lower (Adjusted)

169.3 169.1

143.9

Bergen County NJ us

CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program QHée&h[Bvisieitl ari¢euatid
Informatics. Data extracted April 2016.

US Department of Health and Human Sétealélsy People 2020. December 2010. http://www.healthypeople.gov {&bjective HDS
Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases arldrRe @& ¢)ealth Prob

Rates are per 100,000 populatieadpmted to the 2000 US Standard Population.

The Healthy People 2020 Heart Disease target is adjusted to account for all diseases of the heart.

Stroke: Age-Adjusted Mortality

(2012-14 Annual Average Deaths per 100,000 Population)
Healthy People 2020 Target = 34.8 or Lower

32.2

Bergen County NJ us

CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program QHéiaéth[Suisieitl arii¢eustid
Informatics. Dagstracted April 2016.

US Department of Health and Human Séteaiéisy People 2020. December 2010. http://www.healthypeople.gov {&bjective HDS
Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases arldrRel@&fl¢)ealth Prob

Rates are per 100,000 populaticagpged to the 2000 US Standard Population.
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Prevalence of Heart Disease & Stroke
ifiHas a doctor, nurse or other health professional ever to
Called a Myocardial Infar ct i on; or Angi na or Co(Heam diseyse ffevalente Di sease?0

below is a calculated prevalence that includes those responding affirmatively to either.)

ifiHas a doctor, nurse or other health professional ever to

Prevalence of Heart Disease

100%
80%
60%
40%
20%
5.2% 6.3% 6.9%
w TN [T .
Service Area Bergen County us
Sources: 6 2016PRC Community Health SuPvefessional Research Consultants, Inc. [Item 146]
0 2015 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: & Asked of all respondents.
6 Includes diagnoses of heart attack, angina or coronary heart disease.
Prevalence of Stroke
100%
80%
60%
40%
20%
4.0% 3.4% 2.6% 2.6%
o e— I | I
Service Area Bergen County NJ us
Sources: 2016°RC Community Health SuPvefessional Research Consultants, Inc. [ltem 35]

2015 PRC National Health Survey, Professional Research Consultants, Inc.

Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of litesfiCanteri foaDiSease
Control and Prevention (CDC): 2014 New Jersey data.

Notes: 0 Asked of all respondents.

O« O¢ O«
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Cardiovascular Risk Factors

About Cardiovascular Risk

Controlling risk factors for heart disease and stroke remains a challenge. High blood pressure and cholesterol are still major
contributors to the national epidemic of cardiovascular disease. High blood pressure affects approximately 1 in 3 adults in the United
States, and more than half of Americans with high blood pressure do not have it under control. High sodium intake is a known risk
factor for high blood pressure and heart disease, yet about 90% of American adults exceed their recommendation for sodium intake.

1 Healthy People 2020 (www.healthypeople.gov)

High Blood Pressure & Cholesterol Prevalence
AfiHave you ever been told by a doctor, nurse or other heal
pressure?o

9 fAre you currently taking any action to help control your high blood pressure, such as taking

medication, changing your diet, or exercising?0

fiBlood cholesterol is a fatty substance found in the blood. Have you ever been told by a doctor, nurse,
or other health care professional that your blood cholesterol is high?0

9  fAre you currently taking any action to help control your high cholesterol, such as taking medication,

changing your diet, or exercising?0

Prevalence of High Blood Pressure

Healthy People 2020 Target = 26.9% or Lower
100%

95.8% of adults with multiplg
HBP readings are taking

80%|  action to help control their

levels (such as medication
diet, and/or exercise).

609 ! !
40% 37.4% 36.9% 36.5%
31.1%
20%
0%
Service Area Bergen County NJ us
Sources: 6 2016PRC Community Health SuPvefessional Research Consultants, Inc. [Items 43, 147]
& Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of fitesiiiCanteri foaDiSease
Control and Prevention (CDC): 2013 New Jersey data.
& 2015 PRC National Health Survey, Professional Research Consultants, Inc.
& US Department of Health and Human Sétewmiéisy People 2020. December 2010. http://www.healthypeople.gov {®hb]ective HDS
Notes: 0 Asked of all respondents.
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Prevalence of High Blood Cholesterol
Healthy People 2020 Target = 13.5% or Lower

100%
80% 85.7% of adults are takin
action to help control thei
levels (such as medication,
60% diet, and/or exercise).
39.6%
40% 36.9% 33.5%
20%
0%
Service Area Bergen County us
Sources: 6 2016PRC Community Health Survey, Professional Research Quns{iltamts 46, 148]
& 2015 PRC National Health Survey, Professional Research Consultants, Inc.
& US Department of Health and Human Sétewmiéisy People 2020. December 2010. http://www.healthypeople.gov {@bjective HDS
Notes: 0 Asked of all respondents.

About Cardiovascular Risk

Individual level risk factors which put people at increased risk for cardiovascular diseases include:

1 High Blood Pressure

1 High Blood Cholesterol
q Tobacco Use

1 Physical Inactivity
9 Poor Nutrition

1 Overweight/Obesity
1 Diabetes

1

National Center for Chronic Disease Prevention and Health Promotion, Centers for Disease Control and Prevention
Three health-related behaviors contribute markedly to cardiovascular disease:

Poor nutrition. People who are overweight have a higher risk for cardiovascular disease. Almost 60% of adults are overweight or
obese. To maintain a proper body weight, experts recommend a well-balanced diet which is low in fat and high in fiber,
accompanied by regular exercise.

Lack of physical activity. People who are not physically active have twice the risk for heart disease of those who are active. More
than half of adults do not achieve recommended levels of physical activity.

Tobacco use. Smokers have twice the risk for heart attack of nonsmokers. Nearly one-fifth of all deaths from cardiovascular
disease, or about 190,000 deaths a year nationally, are smoking-related. Every day, more than 3,000 young people become daily
smokers in the US

Modifying these behaviors is critical both for preventing and for controlling cardiovascular disease. Other steps that adults who have
cardiovascular disease should take to reduce their risk of death and disability include adhering to treatment for high blood pressure
and cholesterol, using aspirin as appropriate, and learning the symptoms of heart attack and stroke.

1 National Center for Chronic Disease Prevention and Health Promotion, Centers for Disease Control and Prevention
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Total Cardiovascular Risk

The following chart reflects the percentage of adults in the Service Area who report one or more of the
following: being overweight; smoking cigarettes; being physically inactive; or having high blood pressure or
cholesterol. See also Nutrition, Physical Activity & Weight and Tobacco Use in the Modifiable Health Risk
section of this report.

Present One or More Cardiovascular Risks or Behaviors
(Service Area, 2016)

100%

93.19

80% 86.4% 85.5% |84.2% (g2 400 LR [83.194

74.79
60%

40%

20%

0%
Men Women 18-39 40-64 65+ Low Mid/High White Hispanic Other Service Bergen US
Income Income Area County
Sources: 6 2016 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 149]

Notes: & Asked of all respondents.
& Cardiovascular risk is defined as exhibiting one or more of the followingdintg phyisisalractivity; 2) regutasimnal cigarette smoking; 3) hypertension;
4) high blood cholesterol; and/or 5) being overweight/obese.
Hispanics can be of any race. Other race categoriébia® poani ¢ cat egor i z aHispanioVebitespondents), fAWhi teodo reflect

< O

& Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éoritHeiohouséholccsz me 6 i ncl udes h«
with incomes up to 200% of the federal poverty hdfelerapovertyievl. d/ Hi gh | ncom
Key Informant Input: Heart Disease & Stroke
The following chart outlines key HeartfDisgase& Sttoke@s gpmbleane pt i ons

in the community:

Perceptions of Heart Disease and Stroke

as a Problem in the Community
(Key Informants, 2016)

® Major Problem O Moderate Problem ® Minor Problem ©No Problem At All

43.3% 34.3% 6.0%

Sources: 6 PRC Online Key Informant Survey, Professional Research Consultants, Inc.
Notes: 6 Asked of all respondents.
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Top Concerns
Among those rating thi s reasorsteltedasthedollofiinpaj or pr obl em, o

Leading Cause of Death

Heart Disease and stroke- the combination- are the leading cause of death in the United States. These are high priority
issues. - Public Health Representative

With cancer, leading cause of death. - Social Services Provider

Heart Disease and stroke continues to be in the top three leading causes of death, not only in Paramus or the state, but
nationally. Health-damaging behaviors- such as tobacco use, lack of physical activity and poor diets- are major causes to
heart disease and other chronic diseases. Paramus Board of Health works with community partners and organizations to
educate the public on how to prevent heart disease. Every February for National Heart Awareness Month, we raise money
for the American Heart Association with programs, and we have had the Jeannie Card made up and sent to all residents.
The Jeannie Card was produced after a resident came in to tell his story about his wife suddenly dying, due to symptoms
they did not realize were warning signs for a heart attack. He wanted to create an awareness to prevent this from
happening to anyone else. - Public Health Representative

Heart disease is the leading cause of death in the United States. Stroke is the third-leading cause of death in the United
States. Together, heart disease and stroke are among the most widespread and costly health problems facing the Nation
today, accounting for more than $500 billion in health care expenditures and related expenses in 2010 alone. Fortunately,
they are also among the most preventable. - Public Health Representative

Lifestyle

Inadequate exercise, poor eating habits, cost of healthy food and availability of same are prevalent in many communities.
Particularly in low income and more urban settings in the county. - Social Services Provider

Current trend in lifestyle, poor eating habits yielding increased incidence of obesity and lack of activity. - Other Health
Provider

Sedentary lifestyle, poor diet, high stress levels. - Other Health Provider
Poor diets and eating habits have led to people being overweight and more at risk. - Community/Business Leader

A large percentage of the population in the community tends to be overweight, lack appropriate physical exercise, and
smoke and/or drink excessively. - Community/Business Leader

Health Education

Lack of education. Peopl eds poor diets, smokSocajSeavioed overall bac
Provider

Education and access to treatments. - Other Health Provider
People needs education about healthy living habits and how to balance all aspects of their lives. - Social Services Provider

Aging Population
Elderly population. May not know they have hypertension. - Other Health Provider

With the aging population, we see an increase in HD and stroke. There is a lack of knowledge about early signs of stroke
the different symptomology of men vs. women. This older population grew up in a time when exercise was not a necessity,
smoking was the norm, and eating healthy was not widely discussed. So we are now dealing with all these effects. - Other
Health Provider

Prevalencel/lncidence
Heart disease and stroke is prevalent in the clients for PV Meals on Wheels. - Social Services Provider
| hear from doctors that it is a big problem. - Social Services Provider

Vulnerable Populations
Heart disease still goes undetected in women. Again, the population is aging. - Other Health Provider
Increased risk factors related to demographics. - Other Health Provider

Affordable Care/Services

Low income -and even folks with adequate income- allowing weight gain and poor health control. Again, cost of medical
care and proper diet make it hard to control advance of symptoms until full-blown. - Community/Business Leader

Comorbidities

Seems to be a correlation between diabetes and obesity; lack of exercise and stress are very high in the community. -
Community/Business Leader
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Disease Management
Compliance with medications, follow up visits, exercise, and compliance with diet. - Other Health Provider

Genetic Predisposition
Genetic predisposition, language barriers, increased risk factors. - Other Health Provider
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Cancer

About Cancer

Continued advances in cancer research, detection, and treatment have resulted in a decline in both incidence and death rates for all
cancers. Among people who develop cancer, more than half will be alive in five years. Yet, cancer remains a leading cause of
death in the United States, second only to heart disease.

Many cancers are preventable by reducing risk factors such as: use of tobacco products; physical inactivity and poor nutrition;
obesity; and ultraviolet light exposure. Other cancers can be prevented by getting vaccinated against human papillomavirus and
hepatitis B virus. In the past decade, overweight and obesity have emerged as new risk factors for developing certain cancers,
including colorectal, breast, uterine corpus (endometrial), and kidney cancers. The impact of the current weight trends on cancer
incidence will not be fully known for several decades. Continued focus on preventing weight gain will lead to lower rates of cancer
and many chronic diseases.

Screening is effective in identifying some types of cancers (see US Preventive Services Task Force [USPSTF] recommendations),
including:

1 Breast cancer (using mammography)
1 Cervical cancer (using Pap tests)
9 Colorectal cancer (using fecal occult blood testing, sigmoidoscopy, or colonoscopy)

1 Healthy People 2020 (www.healthypeople.gov)

Age-Adjusted Cancer Deaths

The following chart illustrates age-adjusted cancer mortality (all types) in Bergen County.

Cancer: Age-Adjusted Mortality

(2012-14 Annual Average Deaths per 100,000 Population)
Healthy People 2020 Target = 161.4 or Lower
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Sources: 6 CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program QféakhBuisieitiariceublid
Informatics. Data extracted April 2016.

US Department of Health and Human Séteamlélsy People 2020. December 2010. http://www.healthypeople.gog] [Objective C

Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases arldrRel@&@®)ealth Prob

Rates are per 100,000 populatieadpmed to the 2000 US Standard Population.

Notes:

O¢ O¢ O«
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Lung cancer is by far the leading cause of cancer deaths in Bergen County. Other leading sites include

colorectal cancer (both genders), breast cancer among women, and prostate cancer among men.

Age-Adjusted Cancer Death Rates by Site
(2012-14 Annual Average Deaths per 100,000 Population)

ALL CANCERS 142.2 157.5 163.6 161.4
Lung Cancer 32.6 38.5 43.4 45.5
Colorectal Cancer 12.8 15.0 14.6 14.5
Female Breast Cancer 11.4 225 20.9 20.7
Prostate Cancer 5.9 18.5 19.2 21.8

Sources: 6 CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public
Health Surveillance and Informatics. Data extracted April 2016.
0 US Department of Health and Human Sétealtlsy People 2020. December 2010. http://www.healthypeople.gov

Cancer Incidence
Incidence rates (or case rates) reflect the number of newly diagnosed cases in a given population in a given

year, regardless of outcome. Theyareusual |l y expressed as cases per 100, 00O
these rates are also age-adjusted.

Cancer Incidence Rates by Site
(Annual Average Age-Adjusted Incidence per 100,000 Population, 2008-12)

- EBergen County @NJ ®US
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Sources: 6 State Cancerofiles.
0 Retrieved April 2016 from Community Commons at http://www.chna.org.
Notes: 0 This indicator reports the age adjusted incidence rate (cases per 100,000 population per year) of cancesstanlzstegapaaforage groups
(under age 14159, ..., 884, 85 and older). This indicator is relevant because cancer is a leading causes afrgieathrand identify cancers
separately to better target interventions.
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Cancer Risk
I

About Cancer Risk

Reducing t he nationds cancer burden requires reducing the preval
risk.

1 All cancers caused by cigarette smoking could be prevented. At least one-third of cancer deaths that occur in the United
States are due to cigarette smoking.

1 According to the American Cancer Society, about one-third of cancer deaths that occur in the United States each year are
due to nutrition and physical activity factors, including obesity.

T National Center for Chronic Disease Prevention and Health Promotion, Centers for Disease Control and Prevention

Cancer Screenings

The American Cancer Society recommends that both men and women get a cancer-related checkup during a
regular doctor's checkup. It should include examination for cancers of the thyroid, testicles, ovaries, lymph
nodes, oral cavity, and skin, as well as health counseling about tobacco, sun exposure, diet and nutrition, risk
factors, sexual practices, and environmental and occupational exposures.

Screening levels in the community were measured in the PRC Community Health Survey relative to: female
breast cancer (mammography); cervical cancer (Pap smear testing); and colorectal cancer (sigmoidoscopy and
fecal occult blood testing).

Female Breast Cancer Screening

About Screening for Breast Cancer

The US Preventive Services Task Force (USPSTF) recommends screening mammography, with or without clinical breast
examination (CBE), every 1-2 years for women age 40 and older.

Rationale: The USPSTF found fair evidence that mammography screening every 12-33 months significantly reduces mortality from
breast cancer. Evidence is strongest for women age 50-69, the age group generally included in screening trials. For women age 40-
49, the evidence that screening mammography reduces mortality from breast cancer is weaker, and the absolute benefit of
mammography is smaller, than it is for older women. Most, but not all, studies indicate a mortality benefit for women undergoing
mammography at ages 40-49, but the delay in observed benefit in women younger than 50 makes it difficult to determine the
incremental benefit of beginning screening at age 40 rather than at age 50.

The absolute benefit is smaller because the incidence of breast cancer is lower among women in their 40s than it is among older
women. The USPSTF concluded that the evidence is also generalizable to women age 70 and older (who face a higher absolute
risk for breast cancer) if their life expectancy is not compromised by comorbid disease. The absolute probability of benefits of
regular mammaography increase along a continuum with age, whereas the likelihood of harms from screening (false-positive results
and unnecessary anxiety, biopsies, and cost) diminish from ages 40-70. The balance of benefits and potential harms, therefore,
grows more favorable as women age. The precise age at which the potential benefits of mammography justify the possible harms is
a subjective choice. The USPSTF did not find sufficient evidence to specify the optimal screening interval for women age 40-49.

1 US Preventive Services Task Force, Agency for Healthcare Research and Quality, US Department of Health & Human Services

Note that other organizations (e.g., American Cancer Society, American Academy of Family Physicians, American College of Physicians, National Cancer Institute) may have
slightly different screening guidelines.

Breast Cancer Screening: AA mammogram is an x-ray of each breast to look for cancer. How long has
it been since you had your last mammogram?0 (Calculated below among women age 50 to 74

indicating screening within the past 2 years.)
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Have Had a Mammogram in the Past Two Years

(Among Women Age 50-74)
Healthy People 2020 Target = 81.1% or Higher
100%

80.3%
80% 78.2%

71.5% 72.2%

60%

40%

20%

0%

Service Area Bergen County NJ

Sources: 2016PRC Community Health Survey, Professional Research Quns(iitemtd,51]

Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of titesiiiCanteri foaDiSease
Control and Prevention (CDC): 2014 New Jersey data.

2015 PRC National Health Survey, Professional Research Consultants, Inc.

US Department of Health and Human Séteaiélsy People 2020. December 2010. http://www.healthypeople.go7[Objective C

Reflects female respondent#50

O¢ O¢

O¢ O¢ O¢

Notes:

Cervical Cancer Screenings

About Screening for Cervical Cancer

The US Preventive Services Task Force (USPSTF) strongly recommends screening for cervical cancer in women who have been
sexually active and have a cervix.

Rationale: The USPSTF found good evidence from multiple observational studies that screening with cervical cytology (Pap smears)
reduces incidence of and mortality from cervical cancer. Direct evidence to determine the optimal starting and stopping age and
interval for screening is limited. Indirect evidence suggests most of the benefit can be obtained by beginning screening within 3
years of onset of sexual activity or age 21 (whichever comes first) and screening at least every 3 years. The USPSTF concludes
that the benefits of screening substantially outweigh potential harms.

The USPSTF recommends against routinely screening women older than age 65 for cervical cancer if they have had adequate
recent screening with normal Pap smears and are not otherwise at high risk for cervical cancer.

Rationale: The USPSTF found limited evidence to determine the benefits of continued screening in women older than 65. The yield
of screening is low in previously screened women older than 65 due to the declining incidence of high-grade cervical lesions after
middle age. There is fair evidence that screening women older than 65 is associated with an increased risk for potential harms,
including false-positive results and invasive procedures. The USPSTF concludes that the potential harms of screening are likely to
exceed benefits among older women who have had normal results previously and who are not otherwise at high risk for cervical
cancer.

The USPSTF recommends against routine Pap smear screening in women who have had a total hysterectomy for benign disease.

Rationale: The USPSTF found fair evidence that the yield of cytologic screening is very low in women after hysterectomy and poor
evidence that screening to detect vaginal cancer improves health outcomes. The USPSTF concludes that potential harms of
continued screening after hysterectomy are likely to exceed benefits.

1 US Preventive Services Task Force, Agency for Healthcare Research and Quality, US Department of Health & Human Services

Note that other organizations (e.g., American Cancer Society, American Academy of Family Physicians, American College of Physicians, National Cancer Institute) may have
slightly different screening guidelines.
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Cervical Cancer Screening: A A Pap test is a test for cancer of the cer\
you had your | gCaltulaikd Ipelow ansong2wdmen age 21 to 65 indicating screening within
the past 3 years.)

Have Had a Pap Smear in the Past Three Years

(Among Women Age 21-65)
Healthy People 2020 Target = 93.0% or Higher
100%

83.8% 84.8%

80% 74.1% 74.5%

60%

40%

20%

0%

Service Area Bergen County NJ

Sources: 2016PRC Community Health Survey, Professional Research Quns(iitemtd,52]

Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of titesifiCanteri foaDiSease
Control and Prevention (CDC): 2014 New Jersey data.

2015 PRC National Health Survey, Professional Research Consultants, Inc.

US Department of Health and Human Séteamiéisy People 2020. December 2010. http://iwww.healthypeople.gog5[Objective C

Reflects female respondents age 21 to 65.

O¢ O¢

O¢ O¢ O«

Notes:

Colorectal Cancer Screenings

About Screening for Colorectal Cancer

The USPSTF recommends screening for colorectal cancer using fecal occult blood testing, sigmoidoscopy, or colonoscopy in
adults, beginning at age 50 years and continuing until age 75 years.

The evidence is convincing that screening for colorectal cancer with fecal occult blood testing, sigmoidoscopy, or colonoscopy
detects early-stage cancer and adenomatous polyps. There is convincing evidence that screening with any of the three
recommended tests (FOBT, sigmoidoscopy, colonoscopy) reduces colorectal cancer mortality in adults age 50 to 75 years. Follow-
up of positive screening test results requires colonoscopy regardless of the screening test used.

1 US Preventive Services Task Force, Agency for Healthcare Research and Quality, US Department of Health & Human Services

Note that other organizations (e.g., American Cancer Society, American Academy of Family Physicians, American College of Physicians, National Cancer Institute) may have
slightly different screening guidelines.

Colorectal Cancer Screening: fSigmoidoscopy and colonoscopy are exams in which a tube is inserted

in the rectum to view the colon for signs of cancer or other health problems. How long has it been

since your last sigmoidoscopy or colonoscopy?0 and A A bl ood stool test is a test t
special kit at home to determine whether the stool contains blood. How long has it been since you had

your | ast bl odCGhlcdated belowareond bdbth genders age 50 to 75 indicating fecal occult

blood testing within the past year and/or sigmoidoscopy/colonoscopy [lower endoscopy] within the

past 10 years.)
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Have Had a Colorectal Cancer Screening

(Among Adults Age 50-75)
Healthy People 2020 Target = 70.5% or Higher
100%

80% 72.6% 72.8% 74.5%

65.0%
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o«

Sources: 2016PRC Community Health Survey, Professional Research Qons(itentd55]

Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of lites{iCantertufoaBiSease Control

and Prevention (C2Dt4 New Jerségta

2015 PRC National Health SiPvefessional Research Consultants, Inc.

US Department of Health and Human Sétealtsy People 2020. December 2010. http://www.healthypeople.ge#6]Objective C

Asked of all respondents age 50 through 75.

In this case, the term fd5oréceivingaROBT (fecalmeceltdlood tes) bytze pad/az a lswertendosaogyu | t s age 50
(sigmoidoscopy/colonoscopy) in the past 10 years.

o

Notes:

OO O O¢

Key Informant Input: Cancer

The following chart outlines key Gdamcérasraprablemimdhe per cepti ons
community:

Perceptions of Cancer

as a Problem in the Community
(Key Informants, 2016)

® Major Problemd Moderate Problenm Minor Problem@ No Problem At Al

44.3% 37.1% 8.6%

Sources: 6 PRC Online Key Informant Survey, Professional Research Consultants, Inc.
Notes: & Asked of all respondents.

Top Concerns

Among those rating thi s reasorstekltedacsthedollofiingpaj or pr obl em, 0

Prevalence/lncidence

There are so many types of cancers, and we are a large community; it becomes a major problem. - Community/Business
Leader

NJ has a history of cancer clusters, and | am sure that Bergen County also is susceptible. Treatment seems to be very
accessible for the well-to-do and insured, but still takes a monumental toll. While there is a great deal of information and
education available, | do not know to what extent people take advantage of the screenings. - Community/Business Leader

There are many individuals of differing ages with diagnoses of cancer. - Social Services Provider
Increased prevalence. - Social Services Provider
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Empirically, it's everywhere. Slightly hyperbolic, but seemingly true. - Community/Business Leader

Especially breast cancer. It seems everyone knows multiple cancer survivors, decedents and those battling cancer. - Other
Health Provider

Everyone is touched by cancer to some extent. - Community/Business Leader

Despite the enormous headway we have made with many cancers such as breast, liver, pancreatic and all Gl cancers are
still causing death in relatively short periods of time. - Other Health Provider

I have seen many Meals on Wheels clients with different forms of cancer. - Social Services Provider
Growing incidence and lethality of the disease. - Social Services Provider

Pediatric disorders treated as a pediatric specialty here, with increased #s. More research needed re: diagnosis, genetic
predisposition possibilities, preventions, etc. - Other Health Provider

Cancer is a major problem- not only in our community- but is the second leading cause of death in NJ. Prostate cancer is
the most common, while lung cancer continues to be the single largest cause of death, while we may never know the exact
science behind. - Public Health Representative

Cancer of all types seem to be a growing epidemic within our community. It started with breast and prostate, and now it
has hit all organs. Treatments have improved greatly, still no cure in spite of all the money through various organizations
being raised. - Other Health Provider

Because of the high incidence and lack of treatment options for the uninsured or underinsured. - Public Health
Representative

Everyone in the community has either had that diagnosis or has someone in the family or a close friend who had dealt with
it. - Other Health Provider

Number of occurrences. - Social Services Provider

Aging Population

Older adults are not always participating in preventive screening because transportation to doctors is limited. And because
Medicare Advantage plans limit what doctors they can see. In addition, treatment for cancer can be expected, especially
some of the chemo drugs. Affording these treatments pose problems for low-income seniors. - Social Services Provider

Elderly population that cannot afford cancer treatment due to co pays, balancing billing, or access to care, any age, if they
are uninsured. - Other Health Provider

Varied age groups, however we have a large number of seniors. A population where cancer is on the rise. | do not think
we do a good enough job at screening. - Other Health Provider

Early Detection

Patients ignoring symptoms for early detection and not having the financial means to seek until too late. - Social Services
Provider

Lack of motivation on part of consumer to available themselves of preventative care/early detection. - Other Health
Provider

Cancer screening. - Other Health Provider

Impact on Families/Caregivers

Too many lives and families are affected, and the cost of care is huge. More access to preventative options are needed.
Treating and attempting to recover from the disease should not render families bankrupt or prohibit access to care by those
who are under or not insured. - Other Health Provider

| work with cancer patients and their families, and the needs for emotional support- as well as financial aid- is most
important and lacking. - Social Services Provider

Affordable Care/Services

I think we have a lot of programs that help finance screening programs but not diagnostic testing. Patient who cannot
afford diagnostic testing go untreated. - Other Health Provider

It is hard for some individuals to obtain treatment. And even if they do, the costs and co-pays of drugs and treatments and
hospitals are prohibitive. For these reasons often symptoms are ignored until the cancer is so far gone that treatment will
not even help. - Community/Business Leader

Leading Cause of Death
Leading cause of death, along with heart disease. - Social Services Provider

Cancer is rapidly becoming the leading cause of death. This would be a high concern in any community in the United
States. - Public Health Representative
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Nutrition
The bad nutrition that we have; and sometimes, for some, there is no alternative. Stress inherent to our society, general
contaminants in the environment. Not enough activity and exercise for many of us. - Social Services Provider
Environmental Contributors
The community has concerns regarding a superfund site (hexavalent chromium) which is a known carcinogen. - Other
Health Provider
Genetic Predisposition
Genetic predisposition, lifestyle. Increased risks. - Other Health Provider
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Respiratory Disease

I
About Asthma & COPD

Asthma and chronic obstructive pulmonary disease (COPD) are significant public health burdens. Specific methods of detection,
intervention, and treatment exist that may reduce this burden and promote health.

Asthma is a chronic inflammatory disorder of the airways characterized by episodes of reversible breathing problems due to airway
narrowing and obstruction. These episodes can range in severity from mild to life threatening. Symptoms of asthma include
wheezing, coughing, chest tightness, and shortness of breath. Daily preventive treatment can prevent symptoms and attacks and
enable individuals who have asthma to lead active lives.

COPD is a preventable and treatable disease characterized by airflow limitation that is not fully reversible. The airflow limitation is
usually progressive and associated with an abnormal inflammatory response of the lung to noxious particles or gases (typically from
exposure to cigarette smoke). Treatment can lessen symptoms and improve quality of life for those with COPD.

The burden of respiratory diseases affects individuals and their families, schools, workplaces, neighborhoods, cities, and states.
Because of the cost to the healthcare system, the burden of respiratory diseases also falls on society; it is paid for with higher health
insurance rates, lost productivity, and tax dollars. Annual healthcare expenditures for asthma alone are estimated at $20.7 billion.

Asthma. The prevalence of asthma has increased since 1980. However, deaths from asthma have decreased since the mid-1990s.
The causes of asthma are an active area of research and involve both genetic and environmental factors.
Risk factors for asthma currently being investigated include:

1 Having a parent with asthma

1 Sensitization to irritants and allergens
1 Respiratory infections in childhood

1 Overweight

Asthma affects people of every race, sex, and age. However, significant disparities in asthma morbidity and mortality exist, in
particular for low-income and minority populations. Populations with higher rates of asthma include: children; women (among
adults) and boys (among children); African Americans; Puerto Ricans; people living in the Northeast United States; people living
below the Federal poverty level; and employees with certain exposures in the workplace.

While there is not a cure for asthma yet, there are diagnoses and treatment guidelines that are aimed at ensuring that all people with
asthma live full and active lives.

1 Healthy People 2020 (www.healthypeople.gov)

[NOTE: COPD was changed to chronic lower respiratory disease (CLRD) with the introduction of ICD-10 codes. CLRD is used in vital statistics reporting, but COPD is still
widely used and commonly found in surveillance reports.]

Age-Adjusted Respiratory Disease Deaths
Chronic lower respiratory diseases (CLRD) are diseases affecting the lungs; the most deadly of these is
chronic obstructive pulmonary disease (COPD), which includes emphysema and chronic bronchitis.

Pneumonia and influenza mortality is also illustrated in the following chart. For prevalence of vaccinations
against pneumonia and influenza, see also Immunization & Infectious Disease.
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Prevalence of Respiratory Diseases
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CLRD: Age-Adjusted Mortality
(2012-14 Annual Average Deaths per 100,000 Population)

41.4

30.4

Bergen County NJ us

CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program QHéia&th[Suisieiti ari¢euitid
InformaticBata extracted April 2016.

Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases arldrRel@&f¢)ealth Prob

Rates are per 100,000 populaticagpaged to the 2000 US Standard Population.

CLRD is chronic lower respiratory disease.

Pneumonia/Influenza: Age-Adjusted Mortality
(2012-14 Annual Average Deaths per 100,000 Population)

Bergen County NJ us

CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program QHéaéh[Bvisieitl ari¢euéatid
InformaticBata extracted April 2016.

Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases arldrRel@&@®)ealth Prob

Rates are per 100,000 populatieacpmged to the 2000 US Standard Population.

COPD
AWoul d you p¢éieynshavetewet suffered from or been diagnosed with COPD or chronic
obstructive pul monary disease, including bronchiti
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Prevalence of
Chronic Obstructive Pulmonary Disease (COPD)

100%
80%
60%
40%
20%
0, 10.3% 9.5%
8.3% | 5.6%
I | [
Service Area Bergen County NJ us
Sources: 6 2016PRC Community Health Survey, Professional Research Quns{iltamt24]
& Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of ftesifiCanteri foaDiSease
Control anrevention (CD2J14 New Jersagta.
& 2015 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: 0 Asked of all respondents.
0 Includes those having ever suffered from or been diagnosed with COPD or chronic obstructive pulmonary digtéase eimglhyegrizon
Asthma
Adults: AHave you ever been told by a doctor, nurse, or other

asthma?0 and fADo you (€dculatéd bélawas a pevdlemarafaldadults who have
ever been diagnosed with asthmaummentwhastshmdd] have ast hma

Children: iHas a doctor or other health professional ever told
AfDoes this chil d galclldted bedowas agpsevatente 6f all children who have ever
been diagnosed with asthmaandwho st i Il have asthma [ficurrent asthmao]).

Adult Asthma: Current Prevalence

100%
80%
60%
40%
20%
9.6% 9.0% 8.3% 9.5%
v | || |
Service Area Bergen County NJ us
Sources: 6 2016PRC Community Health Survey, Professional Research Qunis{iitaumt4.56]
& 2015 PRC National Health Survey, Professional Research Consultants, Inc.
0 Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of litesifiCanters foabDiSease

Control and Prevention (CDC): 2014 New Jersey data.
Notes: & Asked of all respondents.
0 Includes those who have ever been diagnosed with asthma, and who report that they still have asthma.
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Childhood Asthma; Current Prevalence
(Among Parents of Children Age 0-17)

100%
80%
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20%

4.2% 3.6% 6.5%
w TSR e [
Service Area Bergen County us

Sources: 6 2016PRC Community Health Survey, Professional Research Quns{iitamt4,57]
6 2015 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: 0 Asked of all respondents with children 0 to 17 in the household.
0 Includes children who have ever been diagnosed with asthma, and whom are reported to still have asthma.

Key Informant Input: Respiratory Disease
The following chart outlines key HRespifatony Diseast ass@prgpemine pt i ons

the community:

Perceptions of Respiratory Diseases

as a Problem in the Community
(Key Informants, 2016)

B Major Problemd Moderate Problen® Minor Problem@ No Problem At All

54.7% 10.9%

Sources: 6 PRC Online Key Informant Survey, Professional Research Consultants, Inc.
Notes: & Asked of all respondents.

Top Concerns
Among those rating this reasoskekltedasthedollofvingaj or pr obl em, 0

Smoking
COPD in smokers, asthma, flu/pneumonia. - Other Health Provider
Smoking and COPD. - Social Services Provider

Genetic Predisposition
Genetic predisposition. - Other Health Provider

Professional Research Consultants, Inc. 71



COMMUNITY HEALTH NEEDS ASSESSMENT

Injury & Violence

About Injury & Violence

Injuries and violence are widespread in society. Both unintentional injuries and those caused by acts of violence are among the top
15 kilersforAmer i cans of all ages. Many people accept them as fiacci
resulting in injury, disability, or death are predictable and preventable.

Injuries are the leading cause of death for Americans ages 1 to 44, and a leading cause of disability for all ages, regardless of sex,
race/ethnicity, or socioeconomic status. More than 180,000 people die from injuries each year, and approximately 1 in 10 sustains a
nonfatal injury serious enough to be treated in a hospital emergency department.

Beyond their immediate health consequences, injuries and violence have a significant impact on the well-being of Americans by
contributing to:

9 Premature death

1 Disability

9 Poor mental health

1 High medical costs
1 Lost productivity

The effects of injuries and violence extend beyond the injured person or victim of violence to family members, friends, coworkers,
employers, and communities.

Numerous factors can affect the risk of unintentional injury and violence, including individual behaviors, physical environment,
access to health services (ranging from pre-hospital and acute care to rehabilitation), and social environment (from parental
monitoring and supervision of youth to peer group associations, neighborhoods, and communities).

Interventions addressing these social and physical factors have the potential to prevent unintentional injuries and violence. Efforts to
prevent unintentional injury may focus on:

1 Modifications of the environment

1 Improvements in product safety

1 Legislation and enforcement

9 Education and behavior change
1 Technology and engineering

Efforts to prevent violence may focus on:

1 Changing social norms about the acceptability of violence

1 Improving problem-solving skills (for example, parenting, conflict resolution, coping)

1 Changing policies to address the social and economic conditions that often give rise to violence
1

Healthy People 2020 (www.healthypeople.gov)
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Leading Causes of Accidental Death

Leading causes of accidental death in Bergen County include the following:

Leading Causes of Accidental Death
(Bergen County, 2012-14)

Other 22.1%
Poisoning/Noxious

Exposure to Smoke, Substance$3.3%

Fire, Flame&.1%

Motor Vehicle
Accidentsl7.0%

Falls23.0%

Sources: 6 CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program CGHéiathSBuisieitiariceuatid
Informatics. Data extracted April 2016.
Notes: & Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases arldiRelg@¢jealth Prob

Unintentional Injury
Age-Adjusted Unintentional Injury Deaths
The following chart outlines age-adjusted mortality rates for unintentional injury in Bergen County.

91 Note the Healthy People 2020 targets.

Unintentional Injuries: Age-Adjusted Mortality

(2012-14 Annual Average Deaths per 100,000 Population)
Healthy People 2020 Target = 36.4 or Lower
45

40

3% 315

30
25 23.7
20
15

10

Bergen County NJ us

Sources: 6 CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Qffatth[Buisieitiaricaublid
Informatics. Data extracted April 2016.

US Department of Health and Human Séteaiéisy People 2020. December 2010. http://www.healthypeople.gov-IOpjective IVP
Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases arldrRel@&fl®¢)ealth Prob

Rates are per 100,000 populaticadpmted to the 2000 US Standard Population.

Notes:

O¢ O« O¢
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Age-Adjusted Deaths for Selected Injury-Related Causes
The following chart outlines shows age-adjusted mortality rates for drug-induced deaths, motor vehicle crash
deaths, and fall-related deaths (among adults age 65+).

Select Injury Death Rates
(By Cause of Death; Annual Average Deaths per 100,000 Population)

o mBergen County GNJ muUS

60 57.2

Drug-Induced Deaths* Motor Vehicle Accidents Falls (65+)
HP2020 Goal = 11.3 or Lower  HP2020 Goal =12.4 or Lower  HP2020 Goal = 47.0 or Lowel

Sources: 6 CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program CGféatth[Buisieitiariceublid
Informatics. Data extradied 2016.

US Department of Health and Human Sétealélsy People 2020. December 2010. http://www.healthypeople.do\RI@1jdatR8.2, SA2]
Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases arldrRel@&fl®¢)ealth Prob

Rates are per 100,000 populaticacpagted to the 2000 US Standard Population.

*Drugnduced deathgluddoth intentional and unintentional drug overdoses.

Notes:

O« O¢ O« O¢

Intentional Injury (Violence)
Homicide

Age-adjusted mortality attributed to homicide is shown below.

Homicide: Age-Adjusted Mortality

(2012-14 Annual Average Deaths per 100,000 Population)
Healthy People 2020 Target = 5.5 or Lower

13

Bergen County NJ us

Sources: 6 CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program QffakhBuisieifiariceubtid
Informatics. Data extracted April 2016.

US Department of Health and Human Sétealélsy People 2020. December 2010. http://www.healthypeople.gov-Z@bjective IVP
Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases arldrRe /@& ®)ealth Prob

Rates are per 100,000 populatieadpmted to the 2000 US Standard Population.

Notes:

O¢ O¢ O«
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Violent Crime

Violent crime is composed of four offenses (FBI Index offenses): murder and non-negligent manslaughter;
forcible rape; robbery; and aggravated assault. Note that the quality of crime data can vary widely from
location to location, depending on the consistency and completeness of reporting among various jurisdictions.

Violent Crime
(Rate per 100,000 Population, 2010-2012)

450
395.5
400

350

302.0
300

200
150

97.6
100

50

Bergen County NJ us

Sources Federal Bureau of Investigation, FBI UniforRe@oirtse

Retrieved April 2016 from Community Commons at http://www.chna.org.

This indicator reports the rate of violent crime offenses reported by the sheriff's office or county poli@@@& pestdenis peidlént crime includes

homicide, rape, robbery, and aggravated assault. This indicator is relevant because it assesses community safety.

Participation by law enforcement agencies in the UCR program is sihtetdata$iabnot necessarily represent atiexkiatiof crimes due to gaps in reporting.
Also, some institutions of higher education have their own police departments, which handle offenses oagatnis witeisecaffgmses are not included in the
violent crime statistics, but can be obtained from the Uniform Crime Reports Universities and Colleges data tables.

[SR-1-1

Notes:

o

Violent Crime Experience: iHave you been the victim of a violent

year s?o0
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