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Penn Medicine Princeton Health
2018 Community Health Needs Assessment

EXECUTIVE SUMMARY

Background

Improving the health of @ommunity is essential to enhancittge quality of life foresidents in the
region and supporting futureocial and economic webleing.In 2018,Penn Medicine Princeton Health
(Princeton HealthengagedHealth Resources in Action (HRiA), a-paoofit public health consultancy
organization, to conducd community healtlplanningprocesdo gather information about théealth of
NBEAARSYyGa Ay t NXoddySdpian(Mercé Midilds&xsandiSEmMeB&)is effort
includes two phases: (1) a cominity needshealth assessment (QA) to identify the healtkrelated
needs and strengths of thegionand (2) astrategic implementation plan (Sl#®)identify major health
priorities, develop goals, and selesttategiesand identify partnergdo addresghese priaity issues
across the regiorilhis report provides an overview of key findings from the community heaiéus
assessmenfCHNA)To guide planning efforts underway, an additionaldepth analysis of a specific
geographic region that includdlse town of Robbinsville and several surrounding towns is also included
as anAddendum to thigull CHNA report.

Princeton Health has conducted similar community health needs assessments in 2012 and 2015. Priority
areas identified in the 2015 CHNA inclddiaronicdisease pbesity,healthy eating and active living;
behavioral health; health care access; maternal and child health; and elder health. Princeton Health and
its partners developed and implemented a range of strategies to address these idendédd(see

Appendix A)

Community HealtiNeedsAssessment Methods

The community healtineedsassessment was guided by a participatory, collaborative approach, which
examined health in its broadest sense. This process included integrating esestionpay dataon

social, economic, and healtbsues in the region witlguantitative information from a community health
survey andjualitative information fromd focus groups with community residents and service providers
and M4 interviews with community stakehders. Focus groups were conducted wsmiors, parents,
EMTSYSYOSNB 2F t NAYyOSG2y | SlIhedltKoflidgershospitabstafland 2 YYA GG S S
volunteers school nurses and guidance counselors, ar@nbers of thePenn MedicindPrinceton
HealthMedical Advisory Boardinterviewees includetbcal public healthofficials, social service

providers, health care providers, community leaders, Bnidceton Healtlstaff. The community health
survey was administered online and disseminated through maltthannels to individuals who live or
work in Mercer, Middlesex, and Somerset Counties. A total of 1,037 people completed the survey.

Key Findings
The following provides a brief overview of key findings that emerged from this assessment.
Community Sdal and Economic Context
1 Overall Populationin 2016, the total population of the three counties served by Princeton Health
gra 2SN mdp YAffA2Yy I | 02 dziBeween2021Tand2®6, theVSNE S& Qa
population of all three countiegrew.
1 Age Distribution: The age distribution in the three counties is similar to that for the state overall.
Slightly over 20% of residents in each of the counties are under 18 yearbi@cabout14% are
over age 65The proportion of senior residents greVightly across the counties since 2015.




1 Racial and Ethnic Diversit{¥ocis group and interview participants stated that the Princeton Health
service areancludesresidents from many different countries and cultured)o contribute

substantially to thevitality of Racial ad Ethnic Distribution, by State and County, 202916
local communities. Middlesex New S ”

County is the most diverse of Jersey 56.7% ke

the threecounties with the

largest proportion of Asian Mercer 2L eI

(23.5%) and Hispanic (20%)

. . L . i 0 0/
residents Diversity in the region Middlesex 2
has increased since the 2015
CHNA Somerset 58.5% M
1 Income, Poverty, and White m Black or African Americar
Employmert: The three Hispanic or Latino, any racm Asian
: Other

counties comprising Princeton

I'SHEUKQa asSNIBAOS I NEpaTA sNEReE: . NEerslisBurehuT Anbridgs Y U =
with median household income of each Community Survey-§ear Estimates, 2012016

exceeding the state median. However,

wealth is not equally shared across residents and some families in the region struggle. &tig pov
rate is hghest in Mercer County (8.2%he proportion of families living below the poverty level
across the region and state rose from 2011 to 2016.

1 Education:A welleducated population and substantial access to high quality educational
opportunitiesare regional assetsA higher proportion ofdult residents in all three counties than in
the state overall have a college degree or higloger half of adults in Somerset County have a
ol OKStf 2NR& RSINBS 2NJ KAIKSN

f Housing:Housing costs in the remi are highand interviewand | 42 § K} g8 i NI A
focus groupparticipantsexpressed concern that some are being gpartments and multimillion
priced out of the regioninall three counties at least 25% of dollar homes across the stred
owners contribute 35% or more of their household incometo | F NP Y &1 OK 2 K
housing costs and over 40% of renterssto ¢ Key Infemant

1 Transportation:Transportation identified as a substantial areg
of concern for residents in the 2012 and 2015 CHNe&mtinues to be of concern in 2018here
are few local public transportation option&ransportationis especially a challenge fegniors and
low-wage workers.

1 Crime and SafetyMercer County experiences higher rates of both violent and nonviolent crime
than the other two countiesHowever, cme rates have declined between 201832017 in all
three counties, andrime wasnot identified as a pressing concern in focus groups or interviews.

Community Health Outcomes and Behaviors

9 Overall Community Health Status and Health Concerfise majority of community health survey
respondents in the three counties reported that ovethirc2 Y Ydzy A 1 8 Qa KSIf 6K g1 a
2N aSEOSttSydés || LINPLRNIAZ2Y &AYAf | Nbedt#iedi K G Ay
by survey respondent®r residents and their families we musculoskeletal issues, aging, and
overweight or obesity, v over one third of respondents selecting these as ontheftop three
health concernsThe top community health concerns identified by survey respondents were access
to health care services, mental health issues, aging health concerns, caregiving gh@ldohol

abuse.




1 Morbidity and Mortality: The top five causes of death are the same across the three counties and
the state and include heart disease, cancer, accidents, stroke, and chreeicrigspiratory disease.

1 Overweightand Obesity:Obesity, specially among children and youth, was identified as a aonce
for the region, as in 201%-0cus grouparticipantsand interviewees reportedsing obesity rates
among residents, and related chronic diseases such as diabetes, heart disease, and gaep apn
were of growing concern. Over one quarter of adults in Middlesex and Mercer Counties were obese
in 2016, a rate similar to the state overall. Obesity rates rose in Mercer County between 2013 and
2016, declined slightly in Middlesex County, and remathedsame in Somerset.

9 Chronic Disease:

0 Heart DiseaseAgeadjusted death rates due to heart disease were lower in the three
counties in 2016 than in the state overall. Heart dise&as not a prominent theme in
interviews or focus groupsates declineetween 2012and 2016 in all three counties

0 DiabetesAs in 2015in 2018 diabetes emerged a& — -
chronic disease of greabncern to interviewees and azs _ b N‘§ s SSA y
focus groupparticipantswith particular concern about | RAF 60 Susa Ay &
the rising number of children being diagnoseithathe | ¢ Focus Group Participant
disease. Adult diabetes rates increased in all three
counties between 2013 and 2016 while they remained steady for the state overall.

o0 CancerCancer is the second leading cause of death in all three counties and in the state of
New Jersey. Agadjusted cancer death rates and incidence rates declined between 2012
and 2016 in the three countiedmong the three counties, Somerset had the highest rates
of breast and cervical cancer incidenBetween 2012 and 2016ates of mamnoagraphy
screening delinedin
MiddlesexCounty and
rates ofcervical cancer
scregning (pap test) 84.8%82.0% 88-9‘@3.1% 86.9%c 0, 74 29,85-5%
declined in loth Mercer
and Middlesex Counties
Mercer Countyhad the
highest rates of prostate

cancer and lung cancer New Jersey Mercer Middlesex Somerset
incidence. Colorectal

cancer incidence rates were  paTA SOURCE: New Jersey Behavioral Risk Factor Surve:

Percent Females Aged 85 Reported to Have Had a Pap Tes
in Past Three Years, by State and County, 2012 and 2016

lower inall three counties (NJBRFS), New Jersey Department of Health, Center for He
than the state and declined  Statistics, New Jersey State Health Assessmetat (N SHAD),
between 2012 and 2015. 2012 and 2016

0 Asthma:Asthma rates among
adults are substantially higher in Mercer County than in other geographies and have
increased from 2013 to 2016.

1 Healthy Eating and Physical ActivitgHNA prticipantsreported that while the region offers
substantial opportunities for healthy eating and physical activity, res&léattebarriers. The
proportion of adults who report having had no leisure time physical actigyrisen between 2013
and 2016across the three counties. CHNA participants noted thiag workdays, in addition to
family commitments, make it difficult for residents to find time to exercise. The increasingly
sedentary habits of children and youtere of particular concern.

1 Behaviomal Health:

0 Mental Health:Among focus group members and interviewees, mental health was cited as
an issue of substantial concern for residents in the Princeton Health service area, as it was in
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the previous CHNAs. Interview and focus group participaygened that mental health
issues exist across all age groups, with a particular concern for the mental health of children
and youth. As in both 2012 and 20I31NA participantsited lack of sufficient mental
health services as a major unmet need in thgion. Systemic issues, including low
reimbursement, insurancdefined limits on number of visits, high workforce turnoveng
wait times,and aging providers further contribute to concerns. A recent statewide initiative
to increase psychiatric beds wesen as a positive development.
0 Substance Use and A_bu§e1bstance use cpntinues to pe G{doaidtyos
a challenge for the Princeton Health service area, as it was,
in 2012 and 2015. The abuse of opioids was of highest
concern. Drug poisoning mortality rates increased
substantially across the three counties and the state
overall between 2012 and 201bBata about substance use
treatment admissions show that treatment for alcohol and heroin addiction comprised the
largest proportion of admissions in 2016 in both the statd #re three countiesCHNA
participants alssmotedthat among students usef marijuana, Adderall and Ritalin, and
vapingis increasinglLack of sufficient substance use services includipgfiient, out
patient and those that provide medication assisttherapies were noted.
Immunization and STICommunicable diseases were not extensively discussed by focus group
participantsor interviewees, although some mentioned rising rates of Hepatitis C.
Reproductive and Maternal HealttlReproductive and mateai health concerns/ere not discussed
extensively amonfpcus group and interview participants. Howeveuagtitative data indicate that
Mercer County experiences higher adolescent birth and infant mortality rates and lower rates of
prenatal care than thether two counties.
Oral Health:A higher proportion of adults in all three counties reported that they had a dental visit
in the past year than the state overall. A few interview and focus group patrticipants reported lack of
access to dentists for unders/ed groups.

mpant and mental health
KFda 0SSy A3y
¢ Focus Group Participant

Health Care Access and Utilization

T

Current Emergent and NeEmergent Healthcare Services Including Telehedhbcus group

members and interviewees reported that health care services were plentiful in the Princeton Health

service region. Tlnmajority of community health survey respondents (71.1%) indicated that they

have used an online portal to access medical information. In interviews and focus groups,

perspectives on the use of technolagguch as videoconferencingo deliver healthcare aih

interact with providers were mixed.

Provider Availability:Overall, most interview and focus group participants reported that there were

sufficient numbers of general healthcare providers in the Princeton Health service region, although

they noted a ned for more behavioral health services.

Access to Health Care Servic®¢hile the region has extensive health care servicesesresidents

face challenges iaccessing them. Community health survey respondents ranked mental health

services and alcohol @irug treatment for both adults and minors as the most difficult services to

accessAmong survey respondentdig most frequently cited barriers to accessing needed services

were long wait times for appointments and lack of evening or weekend ser@thsr barriers to

accesighealth care services included:

o0 Obtaining Health Insuranc&ocus group participants and interviewees reported that, while

the ACA has enhanced access to healthcare, there are still peoplar@hminsured or
underinsured SomersetCounty had the smallest uninsured population (7.1%) while



Midd|eseX County (103%) had the h|ghest Wh|te, Percent P0p|ati0n Uninsured’
non-Hispanic residents in the region were more likely by State and County, 2012016
to be insured than other racial or ethnic groups.

o Navigating Insurance Coverag&nother chdlenge to 10.7% 9.7% 10.3% 7 194
accessing healthcare mentioned in focus groups and B
interviews is the difficulty of navigating health
. A & ¢r e
insurance. & & & &

0 Cost of Health Care Servicgébe expenses e@ N & &
associated with healthcareincluding insurance N
premiums, deductibles and cegays, and DATA SOURCE: U.S. Census Bure

American Community SurveyYear

medication costs were all mentioned in focus
Estimates2012 and 2016

groups and interviews as barriers.
0o Cultural BarriersCultural attitudes about health and distrust of the healthcare system can
result in delayed or inadequate care. Providers spoke about the tension betwessira tb
respect cultural norms and the need tolder a high standard of carBroviders and others
saw a need for more education of providers around cultural diversity.
o Navigating HealthcareNavigating the healthcare system, including understanditimdpi

YR LINPOBARSNI ySGg2Nyaz Aa tftaz2 | OKIFffSy3as
who struggle with chronic disease or serious health issues

A related issués a need for enhancedoordination of OWhen you have to waste 4

services after hospital discharge. half a day getting to the

o Transpatation: Lack of transportation creates challengeg doctor, you may just say
to accessing healthcare in the region as well. While thereW¥ 2 NB Q% ¥ 4 B
are some medical transportation options, these are deal wih it.@
restricted to certain patients and some have waiting list§ ¢ Key Informant
or require advance notice.

Communiy Resources and Assets

CHNA participants identified masyrengths and assets in their communitiesluding:

1 Amenities and LocationProximity to large urban centers, a large number of multinational
corporations, and research and healthcare institutiaiscontribute to the economic success and
intellectual vitality of the region. Additionally, accessibility to open spaces, beaches, trails, local
events, and arts and cultural opportunities contribute to a high quality of life.

1 Human and Economic Resouc&ducated residents and educational opportunity were seen as
substantial assets in the regionwasre diversity and social cohesion.

1 Health Care and Social Services Infrastructukekey theme amon@HNAparticipants was the wide
availability of healtrcare services and the high quality of those services. The region also enjoys
strong communitybased programmingndhas strong faith communities.

Community Suggestions and Vision for the Future

Community health survey respondents identified increasingniinaber of services to help the elderly

stay in their homes, expanding the health/medical services focused on seniors (65+), and offering more

programs or services focusing on prevention of chronic diseatop priority issueskFocus group

members and iterviewees identifiedhe following additional suggestions for future programming:

1 Behavioral Health Service€ommunity members stated that the region needs more behavioral
health services, both ipatient and outpatient, especially for children and ydytas well as
community-based programs to provide loftgrm care to those in need after discharge from detox
or mental health ifpatient services. Mental health triagethe process of early identification and
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coordination of appropriate treatment and more elucation about mental health and substance
use were also mentioned as needed.

1 Expanded Prevention Services/EducatiddHNA participanteecognized that greater awareness
and education was needed to foster the behavior changes that contribute to goochh&aky saw
a need for enhanced programming in areas such as healthy lifestyles, vpoeusmtable diseases,
aging issas, and vectoborne diseasef?roviders and community agency staff suggested that
screening programs be expanded, particularly to headnerable populations.

9 Healthy Living and Disease Preventidparticipants suggested expansion of successful evidence
based chrorg disease management progran®sograms for diabetes education, in partnership with
primary care providers, were seen aarficularly essential.

1 Expanded Collaboration with Community Organizatioi@mmunity institutions schools, faith
communities, and workplacesare trusted by and connected to residents. Partnerships with these
institutions, as well as with primary care priders and pediatricians, were seas critical.

1 Healthcare Navigation SupporParticipants also saw a need to enhance the care
coordination/navigation workforce to ensure that patients are connected to needed health and
community services during and aftbospitalization.

9 Cultural CompetencyA few interview and focus group participants also suggested that more work
was needed to enhance the skills of the provider workforce relative to working with people of
different cultures, working with the elderland working with LGBTQ patients.

Key Themes and Conclusions
Many of the issues identified in the 2015 CHNA continue to be pressing needs in the region. Overarching
themes that emerge from this synthesis include:
1 While residents of Mercer, Middlesex, andBierset Counties are generally highly educated and
affluent, the high cost of living in the area creates challenges for soMedian household income
in the area remains higher than the state of New Jersey overall, and rates of unemployment remain
low. Acess to higkquality education in the area was frequently cited as an asset. However, the
LINE L2 NIGA2Y 2F FEYAEASAE fAQAY3I AYy LROSNIeE Ay GKS
high cost of living leads to a variety of challenges suchffisudty finding affordable housing and
accessing transportation
1 Diversity in the threecounty region is increasing-here is substantial racial, ethnic, and cultural
diversity in the region. Since the previous CHNA, the percentage of residents wiiessfy as
Hispanic or Latino and the percentage of residents whaidelitify as Asian have increased slightly.
While in general interview and focus group participants valued this diversity, some noted a need for
additional outreach and culturallgppropiate services.
1 Overall, Mercer, Middlesex, and Somerset Counties compare favorably to the state on many
health indicators. However, health concerns remain. Similar to the 2012 and 2015 CHNA,
behavioral health was one of the most frequently cited health amrns.In the community health
survey, mental health and substance use issues were identified by respondents as top health issues
for the community. Interview and focus group participants also described concerns related to stress
and anxiety, for the popation in general and specifically for children and youth. Opiate use was
also frequently mentioned, as it was in 2015. Concerns about use of marijuana and vaping by youth
were more prominent in 2018 than in past years. While systemic efforts are undeintey,jew
and focus group participants cited a need for increased mental health and substance use treatment.
1 Chronic disease and related issues remain important issues for the commuimitgrview and
focus group patrticipants frequently shared concernated to diabetes and weight management,
and noted the relationship of these issues to lifestyle factors and barriers such as lack of exercise for



both children and adults. Chronic disease including heart disease and diabetes, physical activity and
nutrition, and overweight or obesity were rated by survey respondents as top issues and /or high
priorities for future areas for programs and services. Heart disease and cancer remain the leading
causes of death in the thresounty region, though death rates frothese causes are declining.
While cancer incidence and screening rates are generally similar to the state overaipsetéd
screening rates have declined slightly in some counties and for some cancers. Interview and focus
group participants also expssed concern regarding barriers to cancer screenings, particularly for
low-income and immigrant communities.

1 While the area benefits from the availability of many higiuality health care facilities, access and
navigation are challenges for some residenfhere are many health care services in the three
county region. However, despite this availability, barriers to accessing care and challenges
navigating the health care system remain. A need for additional mental health and substance use
services was netd. Additional access barriers included issues related to scheduling appointments,
cost of care and insurance issues, challenges navigating and coordinating care, transportation, and
cultural barriers. It was noted that access issues are particularly canfiondower income
residents, undocumented communities, and new immigrants.

1 A need for additional healthrelated services and supports for seniors and their caregivers was
commonly cited.Demographic data indicates that the region is aging slightly. Bxistsources
such as senior centers and adult communities were described as assets. However, health concerns
related to aging (including musculoskeletal issues such as joint pain and arthritis) and caregiving
were selected as top health issues by survespomdents, who also indicated expansion of services
for elderly to stay in their homes and health/medical services for seniors as high priority issues for
future funding and resources.

1 Given these identified needs, various recommendations were offeireduding expanding
programs and services to address behavioral health, providing more health education and healthy
living and prevention programming (including screening programs), collaborating with trusted
community organizations to engage and reach resiggincreasing support for health system
navigation, and increasing cultural competency

Priority Health Needs of the Community
In July and August 2018, HRIA led a facilitated process with senior leaders from Penn Medicine Princeton
Health. In July 2018JRiA presented the priorities identified by the 2018 community health needs
assessment (CHNA), including the magnitude and severity of these issues and their impact on priority
populations. Penn Medicine Princeton Health leadership determihatiall ofthe community neds
identified in the CHNAvould be included in th€018-2020Strategic Implementation Plgi®IP)n the
following clustered priority categories:

9 Priority 1: Chronic Disease, Obesity, amalthy Eating and Active Living (HEAL)

9 Priority 2 Behavioral Health

1 Priority 3: Health Care Access

91 Priority 4: Maternal Child Health

9 Priority 5:Elder Health
Thesepriority needscontinuefrom the previousCHNASIPprocessasthey are ongoingneedsand
severalinitiativesare still in progresso addressthem. In August2018,HRiAled SIPplanningsessions
that includedmappingcurrentand emergingprogramsandinitiativesagainsttheseneeds,aswell as
decisionmakingregardingwhich existingprogramsand initiativeswould be continuedandwhat new
programsor initiativeswould be developed.All areashighlightedby the 2018 CHNAare beingaddressed
by the 2018-2020 StrategidmplementationPlan.



BACKGROUND

Overview ofPenn Medicine Princeton Health

Penn Medicine Princeton Heal(Rrinceton Healt) is one of the most comprehensive healthcare

systems in New Jerselprinceton Health providescute care hospital services through Princeton

Medical Centerbehavioral healthcaréhrough Princeton House Behavioral Healthhome nursing,
rehabilitation,and hospice care through Princeton HomeCare; primary and specialty care through

Princeton Medicine Physicians; ambulatory surgery and wellness seiSines.May 20122rinceton

Medical Centehas been located in a statef-the-art facility in Plainsbord@ownship which offers

services in areas such eancer, cardiac and pulmonary care, critical care, emergency, imaging and

outpatient laboratory services, maternal and newborn care, neuroscience, susieep, disorders,

pediatric care, and eating disondePrinceton Healttalsohouses the BristeMyers Squibb Community

Health Center which provides adult and pediatric care to uninsured and underinsured residents and

maintainsa partnershipg A 1 K ¢ KS / KA f RNBy Qa | anadhaiy|2@8Priacetont KA f | RS
Healthand its affiliates joinedthe Yy A S NBRAGE 2F t Syyaet gryal | SHfGaK {
leading academic medical centers.

As part of its commitment to the communiti?rinceton Healttestablished the Community Education

and Oureach Program to offer a dynamic curriculum of comprehensive health education, screenings,
and support facilitated by its outstanding physicians, nurses, and health professionals. The Program also
works closely with leading national organizatiortse Ameican Cancer Society, the American Heart
Association, and the Susan G. Komen Breast Cancer Foundation, among @ahraise funds, heighten
awareness, and bring important health programming to the community it seRmasceton Healths

dedicated to promting healthy living at every stage of life and to enhancing quality of life by addressing
the unique needs of women, men, seniors, children, adolescents, and diverse populations.

Summary of Previou€ommunity Health Needs Assessment

Princeton Healt & viauslBNHAtilized a methodology similar to that used to develop this report.

This comprehensiv@015community needs assemsientused a collaborative approach and focused on
Mercer, Middlesex, and Somerset Counties. Data from key informant interviews, §ooupsa

community healthsurvey I yR aSO2y RIFNE a2dz2NOSa ¢6SNB Fylrftel SR
economic issues, health behaviors and health outcomes, health care access, strengths and challenges,
and resources to help achieve a visiontfo future. Priority areas identified in the 2015 CHNA included
chronicdiseasepbesity,healthy eating and active living; behavioral health; health care access; maternal
and child health; and elder health. Princeton Health and its partners have dededogkimplemented a
range of strategies to address these identified neddee full 2015 CHNA may be accessed here:
https://www.princetonhcs.org/community

Review of Initiatives

As a result of the 2BLCHNA, Penn Medicine Princeton Health developed a plan to address identified

key health needs and issues through clinical care, programs and services, and in collabora@on with
variety of community agencieSince the 208 CHNAPenn Medicine Princetomas provided a variety of
services and programming to address the identified key needs and issues (see Appebiiategic

Initiatives have been implemented to address the following Priority Areas: Chronic Disease, Obesity, and
Health Eating Active Ling; Behavioral Health; Health Care Access; Maternal and Child Health; and Elder
Care.


https://www.princetonhcs.org/community

Purpose and Scope of th2018Princeton HealthCommunity Health Needs Assessment (CHNA)
Toensure thatPrinceton Healths achievingts mission and meeting the needtbe community, and in
furtherance ofits obligations under the Affordable Care Aetjnceton Healthundertook a community
health needs assessment (CHNA) process isghiag of 208. Health Resources in Action (HRiA), a
non-profit public health consuétncy organization, was engaged to conduct the CHINRA conducted a
similar assessment fétrinceton Healthn spring 2012nd spring 2015

A CHNA process aims to provide a broad portrait of the health of a community in order to lay the
foundation for fuure datadriven planning efforts. In addition to fulfilling the requirement by the IRS
Section H/Form 990 mandate, tfinceton HealtlCHNA process was undertaken to achieve the
following overarching goals:

1 To examine the current health status of resitkein the threecounty region served bigrinceton
Health including met and unmet health needs, within the larger social context of the
community; and

1 To identify community assets and current infrastructure, which may be leveraged to guide
future programning and strategic opportunities f&®rinceton Health

The CHNA process includidmlee components: a review @kxisting social, economic, and health data
aboutthe three counties comprising NJ& y O S (i 2 sérvide &rkaf doriirGuaityhealthsurvey;andin-
depthinterviewdiscussions with leaders in public health, health care, education, social services, and
other sectorsand focus groups with residents identify the perceived health needs of the community,
challenges to accessing services, the curren@ingjths and assets, and opportunities

Definition of Community Served

Princeton HealtRh & & SNIA OS | NXEBdlesex, hdd $oinersetSONIDiEdglrel befowr shows

the location of these three counties withthe state of New Jerseyhif assessment examined the

social, economic, and health issues across the three counties. While the assessment looked at
conditions across the counties, particular emphasis was given to examining issues among populations
that were most atrisk, seniors, and from racial/ethnic minority groups. In many instances, quantitative
data were not available for these specific sygoups; therefore, qualitative data collectiorthrough

focus groups with residents and interviews/as conduted to identify the needs of those from these
populations.




Figurel. Mercer, Middlesex, and Somerset Counties, New Jersey

DATA SOURCE: Map created by Health Resources in Action using 2010 data fi@n Erepartment of
Commece, Bureau of the Census

Robbinsville Addendum

As part of the 2018 CHNA and to guide planning efforts underway, Princeton Health requested an

additional, indepth analysis of a specific geographic region that includes the town of Robbinsville and

several &ZNNR dzy RAy 3 G246y ad { LISOAFAOIf &z th&falawingy !l f &aAia
towns: Columbus, Roosevelt, Trenton/Hamilton, Allentown, Windsor, Bordentown, Wrightstown, and
Robbinsville. This analysis is included as an Addendum to fuigt (see Robbinsville Addendum).
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METHODS

The following section details how the data for thenn Medicine Princeton Heal(Rrinceton Health
community healthheedsassessment was compiled and analyzed, as well as the broader lens used to
guide thisprocess. Specifically, the community healtedsassessment defines health in the broadest
sense and recognizéisat numerous factors and multiple levelsfrom lifestyle behaviors (e.qg., diet and
exercise) to clinical care (e.g., access to medical ssivio social and economic factors (e.qg.,
employment opportunities) to the physical environment (e.g., air qualisl) have an impact on the
O2YYdzyAileQa KSIfiK®

Approach andSocial Determinants of Health Framework

It is important to recognize that muftie factors have an impact on health, and there is a dynamic
relationship between peopland their lived environmentdVhere we are born, grow, live, work, and

aga from the environment in the womb to our community environment later intifend the

intercony SOGA2ya | Y2y3d GKS&S FTIFO02NAR | NB ONRGAOIE (2 C
lifestyle behaviors affect their health, but health is also influenced by more upstream factors such as
employment statusind quality of housing stockhe sociadeterminant of health framework addresses
the distribution of wellness and illness among a populatidihile the data to which we have access is
often a snapshot of a population in time, the people represented by that data have lived their lives in
waysthat are constrained and enabled by economic circumstances, social context, and government
policies.Building on this framework, this assessment approaches data in a manner designed to discuss
who is healthiest and least healthy in the community, as agkxamines the larger social and economic
factors associated with good and ill health.

Figure2 below provides a visual representation of this relationship, demonstrating how individual
lifestyle factors, whiclare closest to health outcomes, are influenced by more upstream factors such as
employment status and educational opportunities. This report provides information on many of these
factors, as well as reviews key health outcomes among the residents oftiitiNew Jersey region.

Figure2. Social Determinants of Health Framework

Living and working

_— conditions \

Unemployment

Water and
sanitation

Health
care
services

Age, sex, &
hereditary
factors

Agriculture
and food
production

Housing

DATA SOURCE: World Health Organization, Commission on the Social Determinants of Health, Towards a
Conceptual Framework for Analysis and Action onSbeial Determinants of Health, 2005. Graphic reformatted
by Health Resources in Action.
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Secondary Data

ThePrinceton Healttommunity health needs assessment (CHNA) incorporates data on important
social, economic, and health indicators pulled from vaisaurces, including the U.S. Census, Centers
for Disease Control and Prevention, U.S. Bureau of Lilesv,Jersey Department of Health and Senior
Services, the New Jersey Department of Educaaond national databases that compile cougyel

data,such & ! yAGSNEAGE 2F 2Aa02yaiyQa /2dzyde 1SHEGK wkh

Types of data include seiporting of health behaviors from large, populatidyased surveys such as
the Behavioral Risk Factor Surveillance System (BRFSS), avita|stsistics based on birth and
death records. All tables and graphs note the specific data source.

Most of the social, economic, and health data in this report are provided for each of the three counties
as well as the state overall. However, coulttyel data were not available for all measures. In the cases
where countylevel data were not available, state data are providédhould also be noted that for

data that derive from the American Community Survey,-figar (2A2-2016) estimates are usedPer
Census recommendations, these figear aggregates are used to yield a large enough sample size.
Where possible, the most current data are compared to data shared in the 2015 CHNA to enable the
examination of trendslt should be noted, however, thatancer incidence rates from prior years have
been updated by the New Jersey State Cancer Registry and thus may not reflect data shared on the
same measures in the 2015 CHNA.

Primary Data: Input from Community Representatives

Community Health Survey

In order to gather quantitative data that were not provided by secondary sources and to understand
public perceptims around health issues, a-22m community survey was developed and administered
onlineand on papeto residents within thehree counties durig 4.5 weeks from mid\pril 2018

through midMay 2018 The survey explored key health concerns of community residents as well as their
primary priorities for services and programmingineeton Healthreviewed and provided feedback on

the surveyduring anin-person kickoff meeting and a pilot tesfnd also disseminati the online survey

link and hard copy survey through a varietydifsemination channeigscluding aremployee Listserv,

the Bistol-MyersSquibb Community Health Center, and community partorganizations.

A total of1,037respondentswvho live and/or work in Mercer, Middlesex, or Somerset County completed
the survey (a additional31 respondentsavho lived and worked in othecounties ordid not specify
countiescompleted the survey were natcluded in the survey analyge$he survey was administered

in both English and Spanish, online and through hard dMinere possible throughout this report,
comparisons are made to the 2015 Princeton HealthCare System CHNA Survey, which was fielded in
May-June 2015 and completed By308 respondents who ligeand/or worked in Mercer, Middlesex, or
Somerset County

Tablel presents the demographics of the 1,037 survey respondents included in the analysis. The
demographics of respondents from the three counties were similar, therefoi@biel summary
demographics are presented in the aggregate. The majority (97.4 %) of respondents completed the
survey in electronic fon and in English. Around h&#7.6%) of the respondents reported that they live

or work in Mercer county. The age of the respondents ranged from 18 to 65 or older, with 81.6% above
the age of 50 and only 19.6% of respondents were parents of children umnel@ge of 18. The majority

of respondents were Caucasiaf(6%) and English was the most frequent primanglege spoken at
home (91.9%)The majorityof respondentg72.6%) had at least a college level education.
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Tablel: Charateristics of the2018 Community Health Needs Assessment Sunivgrcer, Middlesex,
and Somerset CountiRespondents

County in which work or live

Mercer 47.6%
Middlesex 29.8%
Somerset 22.6%
Survey method

Electronic 97.4%
Paper 2.6%
Language swey was administered

English 97.4%
Spanish 2.6%
Age

18-39 years old 8.5%
40-49 years old 9.9%
50-64 years old 38.1%
65 years or older 43.5%
Gender

Female 74.3%
Male 25.7%
Ethnicity

Caucasian/White, Naehlispanic 77.6%
African American/BlackNonHispanic 5.6%
Hispanic/Latino(a) 5.6%
East Asian / Pacific Islanderg., Chinese, Kilnho, Viethamese, 4.0%
Korean) NonHispanic

South Asiarfe.g., Indian, BangladeshNonHispanic 3.2%
Other 4.0%
Primary language spoken at home

English 91.9%
Spanish 3.8%
Other 4.3%
Highest level of education completed

High school diploma or less 7.3%
Some college 9.6%
Associate's degree/ Technical certification 10.5%
College graduate or more 72.6%
Parent of a child under the age of 18

Yes 19.6%
No 80.4%

DATA SOURCE: Penn Medicine Princeton Health Community Health Needs Assessment Survey, 2018

Qualitative Data: Focus Groups and Interviews
In April2018, focus groups and interviews were conducted with leaders from wide range of
organizations in ifferent sectors. In total9 focus groups and4 key informant discussions were
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conducted with individuals frorRrinceton Healt & & S NEhA @& 100 Mdviduals were engaged
in this qualitative data collectiariFocus groups were held with senigoarents, EMTsnembers of

t NAYyOSiz2y | St f iKQ& heakthoficeipogp@alstafh andivBlth®eerdchizol huis€s
and guidance counselors, amiembers of thePenn Medicind’rincetonHealthMedical Advisory Board.
Tenkey informant discusions were conducted with individuals includingal public healttofficials,
social service providers, health care providers, community leaders?anceton Healtlstaff. In

addition, one focus group and four interviews were conducted with individodtlse Robbinsville
Hamiltoncommunity. The focus group included board members of the Hamilton YMCA and interviewees
included school superintendents, YMCA stgéfyernment leadershipand members of a partnering
housing organizatiorA full list of the diferent sectors engaged during the focus group and interview
process can be found in Appendix

C20dzda 3INRdzZL) F' YR AY(UISNWASSG RA&AOdzaaA2z2ya SELX 2NBR LI
health concerns, perceptions of public health, pretten, and health care services, and suggestions for

future programming and seices to address these issudssemia i NHzO G dzNB R Y2 RSNJI {2 NR &
used across all discussions to ensuresistency in the topics covereBach focus group and interview

was facilitated by a trained moderator, and detailed notes were taken during conversations. On average,
focus groups lasted 90 minutes and includetBgarticipants, while interviews lasted approximately

30-60 minutes. Participants for the focus groups wezeruited byPrinceton Healthworking with

clinical and community partners.

The collected qualitative data were coded and analyzed thematically, where data analysis identified
themes that emerged across all groups and intervigsalitative data colleted specifically from
Robbinsville were analyzed with the data for the overall region for the main report and examined
separately for theRobbinsville Addendunfirequency and intensity of discussion on a specific topic
were key indicators used for extraeg main themes. Selected quotesvithout personal identifying
informationt are presented in the report to further illustrate points within topic areas.

Limitations

As with all data collection efforts, there are several limitations related to the assesén@entNE & S I ND K
methods that should be acknowledged. Years of the most current data available differ by data source. In
some instances, 2@0dmay be the most current year available for data, witd4 or 2015nay be the

most current year for other sourceSone of the secondary data were not available at the county level.
Additionally, several sources did not provide current data stratified by race/ethnicity, gender, qr age

thus these data could only be analyzed by total population. Finally, yspehific daa from the New

Jersey Student Health Survey, as were used in past Ciiislargely not availabléThis is because

the NJ Department of Education was not able to obtain the number of responses required by the
Centers for Disease Control (CBiD)eight the data to be representative of the New Jersey high school
student population.

Secondarysurvey datahat is included in this CHNA report andb&sed on selfeports, such as the
Behavioral Risk Factor Surveillance Survey (BRFSS), should be interfirepedtigular caution. In

some instances, respondents may ovar underreport behaviors and illnesses based on fear of social
stigma or misunderstanding the question being asked. In addition, respondents may be prone to recall
biag that is, they may attept to answer accurately, but they remember incorrectly. In some surveys,
reporting and recall bias may differ according to a risk factor or health outcome of interest. Despite
these limitations, most of the selfeport surveys analyzed in this CHNA bdérfedm large sample sizes

and repeated administrations, enabling comparison over time.
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Thecommunity healthsurveyfielded specifically for this CHNsed a convenience sample for gathering
information; while strong efforts were made to disseminate thevey to a broad crossection of
respondents from the region, results are nmcessarilytatistically representative of the larger
population living in Mercer, Middlesex and Somerset Coumtigsto norrrandom sampling techniques
It should also be notéthat survey respondents did not always answer every question on the survey;
therefore, percentages shown below reflect only those participants who answered each question.

Similarly, vinile the focus groups and interviews conducted for this study provadgable insights,

results are not statistically representative of a larger population due tonamdom recruiting

techniques and a small sample size. Recruitment for focus groups was condué&sddagon Health
working with clinical and community paetrs. Because of this, it is possible that the responses received
only provide one perspective of the issues discussed. It is also important to note that data were
collected at one point in time, so findings, while directional and descriptive, shouldenotdrpreted as
definitive.

15



FINDINGS

Community Social and Economic Context

The health of a community is associated with numerous factors including what resources and services

are available (e.g., safe green space, access to healthy foods) as weil laesin the community. The

section below provides an overvieat the population of the threecounty area served byenn Medicine

Princeton Health (Princeton Health/ho lives in a community is significantly related to the rates of

health outcomes anddhaviors of that area. While age, gender, race, and ethnicity are important

OKI N OGSNRaGAOa GKIF{G KI @S IdigtribAtigridrtii@se clardcterisficad Y RA A R
community may affect the number and type of services and resourcekbla

DemographicCharacteristis

The three counties of Mercer, Middlesex, and Somerset together compb84,639people, about 17%

2F bSs WSNESE QmblepmRIRIRf I921Sdzt I/ Bday/yie A& GKS adlrasSoa
with an estimaed 804,299personsMercer County and Somerset County are th& 48d 13" most

populous respectively2 T b S¢ WSNESE Q& 201k and® 20d8y thefpbiation of af thréeS S y
counties,as well as that of New Jersey as a whgtew, with the poplation of Middlesex County

growing by the largest proportiorseveral focus group members and interviewsemntioned the

NB 3 A 2 ¥y QdescabM@ thelciadge from a farmingiented to more suburban communitgs

people from other towns and other coun&s have moved in

Table2. Total Population, by State and County, 20@011 and 2012016

2011 2016 % change
New Jersey 8,753,064 8,915,456 1.9%
Mercer 365,318 371,101 1.6%
Middlesex 804,299 831,852 3.4%
Somerset 321,304 331,686 3.2%

DATA SOURCE: U.S. Census Bureau, American Community Saaef &imates, 2062011 and 20122016

Age Distribution

aLd Aa | sedi&s add youfigeyagdigioupreO2 YA Y I A Yy dé
¢ Focus Group Participant

The population of the thee counties largely reflectthe population age distribution of the state.

Slightly over 20% of residents in each of the courdiesinder 18 years oldFigure3). The proportion

of 1824 yearoldsis highest in Mrcer County, while Somerset$ihe highest proportion of 454 year
olds. Approximatelyt4% of resident$n each othe three counties are over age 65, with about 6% older
than 75 yearsThese numbers are similar to thopeesentedin the 2015 CHNAnNd the slight uptick in
senior population is consistent with the projectiopesentedin the 2015 CHNAlata not shown)

Overall, the age distribution in the three counties is similar to that for the state overall.

Focuggroup membersand intervieweesharal observations of their communities consistavith the
guantitative dataThey noted that the region is aging, as evidenced by a growing number of adult
communities and senior center§he towns of Monroe, Windsor, and West Windsoparticular were
noted for having largesenior populationsMeeting the needs of an aging populatiqtoth seniors and
the families who care for themgwas a themeén many conversation#t the same timeinterview and

16



focus group participantmentioned that communities sucdis Robbinsville are attracting younger and
more culturally diverse families.

Figure3. Age Distribution, by State and County, 202D16

m Under 18 years m 18-24 years m 25-44 years m 45-64 years m 65-74 years m 75 years and ove

DATA SOURCE: U.S. Census Bureau, American Community Yaaef &imates, 2012016

Radal and Ethnic Diversisnd Country of Origin

a | N&:; thenNRing thBrcdtdFrSiNGaheld ST Ky A O
O2YYdzyriie I -y 0SS GKS 0O2YYdzyAle ¢

¢ Focus Group Participant

a! f20 2F NB
y

G2S KI @S OKI y 3 jayud haR&sy Red aldhdl#Fade @imake sure that we are
YSSiAy3a GKS ySSRa 2F (K2aS 02YYdzyAlGASaodé
¢ Key Informant

The three counties sharsubstantial racial and ethnic diversityzocts group and interview participants
statedthat the Princeton Health service arémsresidents from many different countries and cultures

who contribute substantially to theitality oflocal communitiesParticipants shared the perception that
residents fromAsia and Southeast Aslai G NI OG SR 0 & -quakySchbid aAnd 2rypfanent K A 3 K
opportunities,comprise a large and growing segment of flmpulation Theregion also haalarge
international communityemployedbyb S ¢  WSMuEn&t®r@licorporations antbcaluniversities.

Thethree countiesjn particularMiddlesex,alsohavea growing Hispanic pagation (Figure4).

Middlesex County is the most diverse of the three, with about 55% ofeetddentifying as non

White. The County has the largest Asian population (23.5%) dahtiee counties. Middlesex also has
the largest poportion of Hispanic resident20%). Somerset County had the largest proportion of white
residents $8.3%).Mercer County has the highest proportionAfrican Americaneasidents (19.7%A
comparison of thes data with thosepresentedin the 2015 CHNA indicate that diversitythe region
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hasincreasedFor example, the percentage of residents who-gddhtify as Hispanic or Latino and the
percentage of residents who seétfentify as Asian increased slighitlyall 3 counties.

Figure4. Racial and Ethnic Distribution, by State and County, 2Q026

White  m Black or African American m Hispanic or Latino, any race m Asian  m Other

e
o R

DATA SOURCE: U.S. Census Bureau, American Community Yaaef &imates, 2012016

NOTEWhite, Black, Asian, and Other includeyoinldividuals that identify as one race; Hispanic/Latino include
individuals of any raceOther includes American Indian and Alaska Native, Native Hawaiian and other Pacific
Islander, other race alone, or two or more races

New Jersey

Data from the U.S. Census Buresduow that MddlesexCounty has the highest proportion of residents
who are foreigrborn, about one third figureb). Across the region and the state overall, the proportion
of foreignbornresidents has risen sia011.

Figure5. Percent Foreign Born Population, by State and County, 200%1 and 2012016
2011 = 2016

04 33.8%
21.8% 23.0% 21 1% 23.0% 31.6% ° 24.1% 25.2%

New Jersey Mercer Middlesex Somerset

DATA SOURCE: U.S. Census Bureau, American Community Saaef &imates, 202011 and 20122016

The proportion of resident&ho speak a language other than English at home has also grown between
2011 and 2016, in all three counties and the state oveFadjure6). Middlesex County has the higte
proportion of residents who speak a lgurage other than English at home (42.7%) while in Mercer
County this proportion is substantially lower (29.4%).
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Figure6. Percent Population who Speak a Language Other than English at Home, by State and County,
2007-2011 and 20122016

2011 m 2016

40.5% 42.7%
29.2% 30.7% 27.0% 29.4% 29.0% 30.2%

New Jersey Mercer Middlesex Somerset

DATA SOURCE: U.S. Census Bureau, American Community Seaef&imates, 202011 and 2012016

English and Spanigpanish Creolare thetop languages spoken at hontethe region Table3). Other
languages spokeat home include Chinese, Hindi, and other Asian languages. Middlesex County has the
lowest proportion of residents who speak exclusively English at homeyasdhe highest

proportion of those who speak Spanish, Hindi, and other Alsiaguagest home.

Table3. Top Five Languages Spoken at Home by Percent of Population, by State and County, 2011
2015

New Jersey Mercer Middlesex Somerset
English only English only English only English oly
1 69.5% 71.0% 57.6% 69.4%
Spanish/Spanish | Spanish/Spanish Creol Spanish/Spanish Creol Spanish/Spanish Creol
2 Creolel5.8% 13.7% 15.9% 11.6%

Other Asian languagey
3 3.8%

Other Asian language| Other Asian languages Hindi Other Asian language
4 1.0% 1.5% 3.2% 1.9%
Tagalog Hindi
5 1.0% 1.1%

DATA SOURCE: U.S. Census Bureau, American Community Yaaef &imates, 2012015

NOTE Total population 5 years and over as denominator to calcytareentagesOther Asian languages include
Asian languages other than Chinese; Japaneseak; MonKhmer, Cambodian; Hmg; Thai; Laotian; and
Vietnamese

Focus group members and interviewees valued the diversity of their communitiealdouoted some
challengesSome participants shared their perception thgian and SouthAsian residents were

generally weloff financially, while Hispanic and African American residents were seen as more
disadvantaged. A femterview and focus group participansgoke about resentment of newcomer
groupsamong some more established residers onefocus group participanéxplainedd i K Se\EE

lot of challenges with incoming people of more diverse backgrounds and people who have been here a
f2y3 GAYSSaAa8KMF2 AT MNHEK (0tHers ydkriedh&l Sohbcaminhiditiés? ¢ y Q ® £
LI NI A Odzf F NI @ (K2&S hése froR shefalal Ortaddis Delsh conimlibity ar& | Y R
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more isolated and difficult to reach with services and progranealth and sociaervice provider
interviewees and focus group members shared that it can be challenging to pitmgdestically and
culturally appropriate serviceginally, nany participantsexpressed concern about undocumented
residents, including children, whare hcreasingly disconnected from services because, as one focus

group participant stateddi KS& R2y QiU g+ yid LIS2LX S G2 1y2s (GKS& QNS

Income, Poverty, and Employment

“

GLY OSNIFAY NBIA2Yya Ay 26y sAGK2dzG | R2dz; i
¢ Foaws Group Participant

G2S KIF@S (NI Af SNI LI-riljod dollathbdheblacresS thel sireet-frgniReadhidzt (i A
20 KSNWE
¢ Key Informant

The three counties comprisinBrinceton Healtlf2 ervice area ardargelyaffluent, but there are

communities wtere residents face economitardship A high cost of living creates further challenges

for some Focus group members and interviewedascribed residents of the region served by Princeton
Health as lagely whitecollar professionals, wedlducated and uppemiddle class. Theealth of the

region translates to good amenities in many communitieerview and focus group participants

LIN AaSR (GKS NBIA2Y QA AK2LILAYy3AZ Odz G dzNIF Howevéy dzS a =
wealth is not equajl shared across residents and respondents noted that some families in the region
struggle.As one person described, i K S NB Q& ¢land Run@duartzipastsshared thatower

income residents facehallenges taneeting basic needs as well ascessig healthcareandfacilities

and programs thatontribute to good health.

Income

Income data fothe region show that the median household income2016in each of the three

counties was higher than for New Jersey oveFtire7). While median household income in Mercer
County was only slightly higher than that for the state in 2016, median income in Somerset County, at
over $100,000 annually, was substantially higisemmerset County is the third wealthiesiuntyin New
Jersey. Median household income rose for the state and in all three counties between 2011 and 2016

1h Wo ORvET®N.Ji couptranked by where people make the mostmothey | OOSaaSR pkonkmy |Gy
http://www.nj.com/news/index.ssf/2017/09/new_jersey_counties_income_ranked_worst_to_best.html
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Figure7. Median Household Income, by State and County, 2@02.1 and 2012016

2011 m 2016
$98,84%$102,405
$71,180673,702 $73,883573,966 $78,622580,716
New Jersey Mercer Middlesex Somerset

DATA SOURCE: U.&nh<lis Bureau, American Community Survégear Estimates, 20€2011 and 20122016

Poverty
U.S Census povertgatashow thatoverall poverty rates differ substantialfcross the three counties

(FigureB). Mercer County had the highest poverty levnal2016 8.2%, a rateabout equal to thafor
New Jersey overalB(1%). By contrast, the poverty rate in Somerset Coudie4) was less than half
that rate. The proportion ofamilies living below the poverty levatross the regiomnd staterose from
2011 to 2016.

Figure8. Percent Families Living Below Poverty Level, by State and County ;2007 and 2012016

2011 m 2016
7.0% 81% 7.6% 8:2% 6.5%
4.9% 3 6%
2.5% °°7°
New Jersey Mercer Middlesex Somerset

DATA SOURCE: U.S. Census Bureau, American Community Seae&imate20072011 and 2012016

Rising rates of poverty and challenges meeting daily expenses were discussed in several interviews and
focus groupskFor example, somimterview and focus group participangxpressed concerns about food

security, notinga rise n the number ohewfood pantries in the regiorOthersobserved that fgh taxes

and expensive housing have led some peoptg¢ablyseniors, to leave the regioit. was noted that he

high cost of living affectd 5 & A Reéakhiasiw@llAs one providesharedd A 0 A& || @SNE KA 3IK
O2YYdzyAlleT ¢6KSy Fy AffySaa O2YSa (GKSANI gl e&sx LIS2LId

Employment
Trends in unemployment in the regionirror national trends, with unemployment rising during the

GANBF G NBOSaAaRA 2 i éeceht yeRrgFigired)yHowe8e) bveryhe pask decade,
unemployment in the three counties was lower than for the state, vdimerset County consistently
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experiencing the lowest unemployment ravéthe three counties.As shownn Figure9, in 2016, the
unemployment rate in Mercer, Middlesex, and Somerset counties was 4.3%, 4.4%, and 4.1%,
respectively, allightlylower than the rate for the state of New Jersey (5.0%).

Figure9. Trend in Unemployment Rate, by State and County, 2036

—New Jersey =——Mercer ——Middlesex Somerset
9.3%
8.6%

5.0%
1% 4 av 4.4% ’

7.4% ]
4.3% - 4.3%

3.5% 4.1%

2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

DATA SOURCE: Bureau of Labor Statistics, Local Area Unemployment Statist3]1 2006
NOTE: There were revisedgulation controls and model restimation when calculating the percentages for New
Jersey for 2013 and onward.

Data on disconnected youth, defined as those age24.&/ho are neither in school nor employed, show
that Mercer County has the highest proportion of such youth (11.4%) among the thuegeoand the
state overall Figurel0). Somerset County has the lowest rate (7.3%).

FigurelO. Percent Disconnected Youth, by State and County, 2016

0
10.1% 11.4% 8.3% 7 3%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: Measure of Ameri¢heoSocial Science Research Couusihg U.S. Census Bureau, American
Community Survey,-Year Estimates, 2018]ore Than a Million Reasons for Hope
http://www.measureofamerica.org/DYinterdive/, 2016

NOTE: Disconnected youth is defined as youth between the ages of 16 and 24 years old who are neither in school
or employed, excluding those in the military or are in school or workingtpag. Youth actively seeking jobs are

also consideredisconnected.
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Education

GwSlffe FIFHKRIAAR2DKE LIS2LA S O02YS G2 2dz2NJ O2 YYdzy
¢ Focus Group Participant

G¢KSNBE I NB ¢2y RSNFdzZT theyCarehigf ISRE A NMNA PH® Agzi 0 KEQa
challenge: there is lots of pressure onkigsifa LINS & a4 dzNB 2y LI NByda G2 KS
¢ Key Informant

A well-educated population and substantial access to high quality educational opportunities was
consistently identified as a substantial asset in the region, and the reason many chanbee there.A
downside to this, however, is substantial academic pressure on studehtxus group members and
interviewees consistently pointed to the high quality of local schasle/ell as local universities and the
community college systews a stragth of the regionThey reported that community members avery
academically motivatedsoutheast Asian families in particular were mentioned for their strong
academic focus.

Data about educational achievemeainong adults ages 25 years and oldeowthat a higter

proportion of residentsn all three countieshan in the state overaliavea college degree or higher

(Figurell). Over half of adults if 2 YSNER SO / 2dzyié KI @S LlesdthaBrSt 2 ND& RS
have not completed high scho@y contrasta far higher proportion of adults iMercerand Middlesex

Countiesdid not complete high schodlhe proportion obdultsg A G K | o OKSf 2 N&@a RS3INB
risen slightly since the 20XBHNAacross dlcounties and the statewhile the proportion with less than

a high school diploma has fallen slighhata not shown)

Figurell Education Attainment for Population 25 Years and Over, by State and County,-2018

m Less than high school diploma High school diploma/GED
Some college/ Associate's m Bachelor's or higher

New Jersey FEERILZ)

Mercer 12.3%

Middlesex BEEE)

53.0%

Somerset sHel

DATA SORCE: U.S. Census Bureau, American Community Stiegy Estimates, 2012016

A higher proportion of high school studernitsall three counties than in the state received their high
school diplomas in four years during the school year 28045 with Middlesex County experiencing
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the highest ratgFigurel2). On time graduation rates rose substantiallyMercer County between 2012
and 2015 andremained relativelyconsistentin Middlesex and Somerset countiesdathie state overall

Figurel2 Percent Students Receiving High School Diploma in Four Years, by State and County, 2011
2012 and 2014015

2012 m 2015
86.8% 88.5% 89.7% 89.1% 90.3% 93.1% 92.8%
' 81.1%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: U.S. Department of Education, EDFacts, accessed via Data.gov, aDARESR] byd reported by
Community Commons, 2012012 and 2014015

2 KAfTS KAIK ljdza tAGe adKz22ta yR | aOdz GdzNBE 2F SEOS
the region, focus group members and interviewadso pointed to somaegative consguencesThey

cited concerns about mental health issues, bullying, and substancanusieg children and youtas

consequences of a highressure cultureAs oneschool staff persostated,éwe are finding more

anxietyridden students, starting as young kdadergartners, coming in and struggling with being able to

cope with home and school expectatidng

Housing and Transportation

Housing

G{2YSNESGQ4 YR aARRf $ oS &f buddingdF nddzimbré éxpegsives & S E LIt
K2dzaAy3oé
¢ Key Informan

Gl 2dzaAy3a A& PE2BRS OKY Q& SYBE®HNR (GKA& | NBF FyR
6 & ¢
¢ Key Informant

High housing costsind lack of affordable housingiere identified as substantial challenges in the

region. A prominent theme in fogas group discussions and interviews was the high cost of housing in the
region.Interview and focus group participantsported that expensive housing continues to be
developed.and some expressed concerns tiaitlennialsand younger families areeing piced out of

the region.A fewparticipantsmentioneda growing push for more affordable housifgy familiesin the
region, although withthe exception of Robbinsville, participantported that this has not yet been
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developed.Senior housingommunitiescontinue to be developed, including planned senior housing,
both independent and assisted livinggarthe Princeton Health campus.

Quantitative data show that whiledusing cost$or renters and ownergn Middlesex and Mercer
Counties is similar to thstate overallin Somerset Countthey are highefFigurel3). A comparison of
median housing costs to those reported in the 2@I3NAeveal that median costs for owners declined
slightly betweer2009-2013 and 202-2016,while costs for renters rose slightly over this time period
(data not shown)

Figurel3. Median Monthly Housing Costs by Tenyrgy State and County20122016

m Owner with mortgage ® Renter

$2,374 $2,268 $2,385 $2,645

$1,213 $1,144 $1,332 $1,435

New Jersey Mercer Middlesex Somerset

DATA SOURCE: U.S. Census Bureau, American Community Yaaef &imates, 2012016

Theproportion of residents whose housing costs are greater than 35% of household inclawerir

about the same in the three counties as for the state, for both renters and owRaysrel4). However,

in all three counties at least 25% of owners contribute 35% or more of their household income to
housing costs and over 40% of renters doGlmallenges for renters were mentioned by a few focus

group members and interviewees. Thatpted that the high cost of rental housing has led to some
overcrowding. Poor quality housing, including issues tvhting and coolingwas also reported. As one
interviewee statedd 8 Y SNE R2y Qi (I | SFin@ly, Nd8bugstveré regortedit®® v G & d ¢
concern insomerental communities.
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Figureld. Percent Households where Housing Costs are 35% or More of Household Income by ;Tenure
by State and County20122016

m Owner with mortgage m Renter

44.1% 44.3% 40.3% 38.1%
307%l 259%. 2870/0. 2640/0.
New Jersey Mercer Middlesex Somerset

DATA SOURCE: U.S. Census Bureau, Americaru@ipnBurvey 5rear Estimates, 2012016

A comparison of housing data from tB815CHNA reveals thahe proportion of owners who pay more
than 35% for housing declined from 202013 to 20122016 in all three counties and the state overall
(data not shavn). Over the same time period, the proportion of renters who pay more B&# for
housing declined in Somerset while it remained roughly the same in the other two counties and the
state overall.

Transportation

GLT @&2dz tAGS Ay BB WSNERSE:I &2dz ySSR | Ol

¢ Focus Group Participant

G9BSY Ay adzmdzNDIly | NEB lreSourdeS anil $eies ard2nbt cddniedient2 Ty
t

wi2 NBaARSyGae FyR N yaLRNIlIGA2Y A& | OKI
¢ Focus Group Participant

SS
Sy
Transportatiort identified as a substantial area ofonicern for residents in the 2012 and 2015

CHNAs continues to be of concern in 2018 ocus group members and interviewees consistently
YSYGA2YySR GNIYYALRZNIOFGAZ2Y | &,ebpeddlly sehiorSayicHdwags 2 NJ 0 KS N
workers Residentdiving in the three countieare largely careliant. While trains run to NYC and

Philadelphia, local public transportation options weeported to be limited While Uber and Lyft

expanded transportation choicesinterview and focus group participansdiaral that these options are
too expensivdfor somel YR G KIF G dzaAy 3 |y alabaderford®her®2 2 NRAYF GS  NJ

American Community Survey data shthat i K S NXB 3 A 2 gr€vary réliBton RiGiE dads
(Figurelb). In 2016, aboutl1.8% of Mercer County households did not have a vehicle available, a
proportion similar to the state overallA smaller proportion of Middlesex County residents (7.7%) and
Somerset County residents (5.2%) reported thtgeproportion of residents with no vehicle available
has remained relatively steady between 2011 and 2016.
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Figurel5. Percent Households with No Vehicle Available, by State and County,-20Q7 and 2012
2016

2011 m 2016
11.7% 11.6% 11.6% 11.8%
T B mmm 52>
L] —

New Jersey Mercer Middlesex Somerset
DATA SOURCE: U.hq€bs Bureau, American Community Surveyear Estimates, 2062011 and 20122016
Most workers across the three counties and the state of New Jersey drive alone toRigurie( 6). The
highest proportion of Somees workers (78.5%) drive alone to work. Use of public transportation by
adult workers in the three counties is smaller than for the state oveaatlsubstantially smaller for
Somerset Countyl he use of public transportation to get to work has not inseghsubstantiallpver
the past few yearg¢data not shown)

Figurel6. Means of Transportation to Work for Workers 16 Years and Over, by State and County,
20122016

m Car, Truck, Van (alone) Car, Truck, Van (carpool)  m Public Transportation

i
mos
gzr

DATA SOURCE: U.S. Census Bureau, American Community Seardysimates, 2012016

Crime and Safety

Crime and safety were natlentified as a pressing concern focus groups or interviewsinterview
and focus group participangenerally viewed their communities as saféhough a coupl@erceiveda
rise in thdts anda rise in domestic violenagver the past several year&ime statistics from the state
of New Jersey indicate thidercer County experiencesibstantiallyhigher rates of both violent and
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nonviolent crime than the other two counties or the staieerallin 2017(Table4). Crime rates have
declined between 2013 and 2017 in all three counties and the state overall, for both violent and
nonviolent crimes.

Table4. Violent and Nonvioént Crime Rate per 100,000 Population, by State and County, 2013 and
2017

New Jersey 284.6 1,872.2 226.8 1,551.8
Mercer 414.0 2,108.8 378.7 1,896.4
Middlesex 149.0 1,591.3 1395 1,306.1
Somerset 68.0 1,220.7 62.3 1,016.6

DATA SOURCE: State of New Jersey, Department of Law and Public Safety, Uniform Crime Reporting Unit, 2017 and
Uniform Crime Report, 2013; Rates calculated per U.S. Census Bureau, American Community\sarvey 1

Estimates, 2016

NOTE: Violent crime includes homicide, rape, robbery, assault and simple assault; Nonviolent crime includes
burglary, larceny, theft, and motor vehicle theft

28



Community Health Outcomes and Behaviors

This section focuses on health isstand concerns that emerged during fienn Medicine Princeton
Health(Princeton Healthi)eeds assessment process. It examines health outcomes as well as the
lifestyle behaviors among residents that support or hinder health including physical activiiipnu

and alcohol and substance use. Where appropriate and available, ctavetystatistics are compared to
the state as a whole as well as data reported in theSXmmunity health needs assessment.

Overall Community Health Status and Health Camse

Overall, quantitative data suggest that residenis the Princeton Health service regicare healthier

compared the rest of the stateThe County Health Rankings system provides an overview of county

level health based on several keglicators? Accoding to the 2018 ounty Health Rankings, Somerset

County ranke®, Middlesex County rankegf" and Mercer County ranketd" Y2y 3 bSg WSNRASEC
counties for health outcomeimcluding length and quality of lif&his is a slight decline rankingfrom

2015 in all countiesithin the Health Factors ratings, which asssdgealth behaviors, clinical care,

social and economic factors, and the physical environmn®amerset County rankei®, Middlesex

ranked &' and Mercer ranke®". Compared to 201550merset County improved by one place, Mercer

declined by one place, and Middlesex remained the same.

Data from the community health survey conducted for this CHNA indicate that the majority of survey
respondents in the three counties reported that theNJ 2 SNI £ € O2YYdzyAdeQa KSIfi
a SEOSt t SHigurel7)KaSsimdller fropartion of respondents from Mercer County than the other
G2 O2dzyiASa NBLERZ2NISR (KSAANORSNUAKOL QBry KEKS GKn h @&
54.2% of respondents across all three counties rated Bedr Y Y dzyKASIH &t iak | & a4 SEOSt f Sy i
dJ22RET AAYAEFINI@ZIT Ay (GKA&A Hamy ORI ddyrdakife®&> pn dnz

A N v A

Figurel?: Perceived Health Status of Community in Which Live by County

Excellent m Very Good m Good m Fair mPoor

@

g 0.8X

S Total

(@]

> 0.4%
e

°

= Somerset

= 1.0%
=

2 Middlesex

c

S 0.8%
=

£ Mercer

(@]

@)

DATA SOURCE: Penn Medicine Princeton Health Community Health Needs Assessment Survey, 2018

2 http://www.countyhealthrankings.org/sites/default/files/state/downloads/CHR2018 _NJ.pdf
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Community arveyrespondents weralsoasked to seledhe top 5 health issues that have the biggest

impact on them and their families personally, and the community in which theyTlhehealth

concerns that survey respondents indicated had the biggest impact on themselves or their family were

related tomusculoskeletal issues (e.g. joint pain, arthrité&ging, and overweight or obesity, with over

one third of respondents selecting these as one of the top three health condéime€18). Dental and

oral health, &cess to health care, and caregiving (including elder and childware)the next most

commonly citedssuesas affecting respondents. it aK2dz R 6S y2GSR GKFd NBaLR
OKNRBYAO RAA&ASIFaS¢ 6adzOK a4 RN dYRSHDARS ISNIOSRME/S 223
were included in the hard copy survey but not the online surtdwever,y (1 KS a2 0 KSNE NB a LJ:;
option of the online survey, however, many respondents noted that chronic diseases (including cardiac

health, heart healthblood pressure, and hypertension) are priority concefsull list of health issues

listed can bdound in Appendix D.

There were some differences across respondents from different counties. A higher proportion of
SomerseCounty residents than resitts of the other two counties, for example, identifiading
concerns and caregiviras a top health concemA higher proportion of residents froMiddlesex
Countythan the other two counties reported concerns relatedawerweight or obesity and dentahd
oral health

2 KSy O2YLI NBR (2 GKS wnmp /2YYdzyArAte 1SIHf4iK bSSRa

selected as a top health issue in both 2015 and 28l health issues andumaculoskeletal issues were

not identified as a top health issie 2015 (0 K2 dzZ3 K & Ydza Odzf 241 St St A&aadzsSasé
iN201& ® Gh@SNBSAIKG YR 20Sardesd gla I (2L 02y OSNYy

was also a top health issue.
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Figurel8: Top Health Issues witthe Biggest Impact on Respondent/Rel2 Y RSy 1 Qa ClF YAf & o8&

48.3%
Musculoskeletal issues (e.g. joint pai 44.6%
arthritis) 53.7%
53.6%

Aging health concerns (e.g. Alzheimer'
dementia)

38.6%

_ _ 35.4%
Overweight or obesity - 45.9%
o (1]

39.3%

37.0%

34.3%
Dental and oral health
44.0%

36.9%

33.6%
33.4%
38.1%
31.0%

Access to health care services due to locatiof
hours of operation, transportation, or
availability of needed services.

31.2%
29.8%
32.1%
35.7%

Caregiving (e.g. elder care, child careg)

0% 10% 20% 30% 40% 50% 60%

m Total = Mercer = Middlesex = Somerset

DATA SOURCEenn Medicine Princeton Heal@ommunity Health Needs Assessment Survey, 2018

Community survey respondents identifiddferent top health concerns that they perceived asvirey

an impact on their community overalWhen asked about health concerns for their communities, survey
respondents identifiedhe following topconcernsaccess to health cagervices (due to insurance, lack
of insurance, or cost), mental health issegy., anxiety, depression, suicide), aging health concerns
6Sd3Idx | f 1 KS kare§indda g, eldeScar§ vhildicarednd drug / alcohahbuse. While
healthcare access, aging, and mental healéne the top health issues for communitieseidtified in the
2015 CHNA survey, substance abcrsecernswvere not among the top community issusslected by
survey respondents 2015(caregiving was a new response option added in 2018)
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Figurel9: Top Health Issues with thBiggest Impact on the Community by County

Access to health care services due to insuranc
lack of insurance, or cost

Mental health issues (e.g. anxiety, depressio
suicide)

Aging health concerns (e.g. Alzheimer's
dementia)

Caregiving (e.g. elder care, child care

Drug/alcohol abuse

0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50%

m Total mMercer mMiddlesex m Somerset

DATA SOURGCEenn Medicine Princeton Health Community Health Needs Assessment Survey, 2018
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Mortality and Morbidity

Overall mortality rates vary across the regioBimilar tothe state of New Jerseyheart diase and
cancer were the leading causes of death in Somerset, Middlesex, and Mercer Couifitieoverall
ageadjusted death ratevashighest in Mercer County{0.8per 100,000 population), a rate slightly
higher than the death rate for the state overéfigure20). Somersehad the lowest death rate of the
three countieq566.2 per 100,000 population)-he overall death rate declined substantially between
2012 and 2016 in Somerset Courdgclinedslightly in the state androse slightly in Mercer and
Middlesex Counties.

Figure20. AgeAdjusted Overall Mortality Rate per 100,000 Population, by Stated County 2012 and
2016

2012 m 2016
677.6 668.5 668.5 670.8 621.8 625.3 600.0 5gg 2
New Jersey Mercer Middlesex Somerset

DATA SOURCE: Centers for Disease Control and PreveationaNCenter for Health Statistics, Underlying Cause
of Death 1992015 on CDC WONDER Online Database, 2012 and 2016

Another measure of mortality is the Years of Potential Life Lost (YPLL) which assesses premature
mortality or theaverageyearsa personwould have lived if he or she had not died prematurdigrcer
County hal the highest ageadjusted rate of YPLftr the years 201420160f the three counties (6,00
andhigher thanthe state overal(Figure21). Somerset County lththe lowest rate(3,900years).

Figure2l. AgeAdjusted Years of Potential Life Lost Before Age 75 per 100,000 Population, by State
and County, 2014016

5500 6,100

4,300 3,900

New Jersey Mercer Middlesex Somerset

DATA SOURCE: National Vital Statistics System, N&lemtalr for Health StatisticdMortality Files, as reported
by County Health Rankings, University of Wisconsin Population Health Institute, Robert Wood Johnson Foundation,
20142016

The top five causes of death are the same across the three countigb@stateand include heart
disease, cancer, accidents, stroke, and chronic lower respiratory disease (Ciil€h). Ageadjusted
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death rates across all five causes of deatire lower in Somerset County in 201i&an inMercer and
Middlesex Countiesr the state.With the exception of cancer mortality rates in Mercer County, death
rates were lower in the three countries in 20diencompared with the state overall.

Table5. Top Five Leddg Causes of Death, Agledjusted Rates per 100,000 Population, by State and
County, 2016

New Jersey Mercer Middlesex Somerset

Chronic lower Chronic lower Chronic lower Chronic lowe
respiratory disease| respiratory disease| respiratory disease respiratory disease
5 27.9 29.8 22.4 23.1

DATA SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, Underlying Cause
of Death 19992015 on CDC WONDER Online Database, 2012 and 2016

NOTE: Accidents (or unintentional injuries) incll@B10 codes V0X59, Y85Y86. Examples include deaths due

to motor vehicle accidents, pedestrian accidents, falls, accidental drowning, accidental poisoning, etc.

Between 2012 and 2016, mortality rates for heart disease, cancer, and diabetes declioesiaktthree
counties and the state overdlable6). Rates of unintentional injuries increased across all three
counties and the state overall during this time peritdtercer County experienced an increaselie t
rate of deaths due to stroke arahronic lower respiratory diseaseser this time period, while
Middlesex and Somerset County experienced decreases.

Table6: AgeAdjusted Death Rates, per 100,000 population, by Cou2fy12and 2016

Heart Diseas 163.3 157.0 159.4 155.2 136.0 131.2
Cancer 158.6 156.3 156.5 1354 152.3 125.8
Stoke 27.7 = 30.2 28.3 27.0 34.1 27.8
Chronic Lower Respiary Diseases (CLRI 28.2 = 29.8 26.5 22.4 27.0 23.1
Unintentional injurie8 28.1 333 32.1 38.0 23.5 29.0
Diabetes mellitus 22.0 184 17.6 16.5 14.4 12.4

DATA SOURCE: Centers for Disease Control and Prevention, National Center for Health Stagsticag@alise
of Death 1992015 on CDC WONDER Online Database, 2012 and 2016.

NOTE: Heart Disease includes-k0xodes 10009, 111, 113, 12061; Cancer includes I€ID codes COC97; Stroke
includes ICE10 codes 16069; CLRD includes D codes J4047; Unintentional Injuries includes KD codes
V01-X59, Y85r86; and Diabetes includes KD codes E1&E14.
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Chronic Diseases and Related Risk Factors

Overweight and Obesity

GhoSaAride Kl at ARA FLESNB yE 2 NG egithytooSisixpehdivelra i
FFFEdzSyd O2YYdzyAGASAaZ A0Qa LRNIA2Y aAiAl Saoé
¢ Key Informant

Obesity, especially among children and youth, was identified as a concern for the regisiin 2015
Focus group members and interviewees reported that rising obesity rates@nesidents, and related
chronic diseases such as diabetes, heart disease, and sleep, ajmeaf growing concerrRroviders
reported rising rates of Type Il diabetes amohddren and youthwith the disease appearing in
increasingly younger childreRoor eating habits ahsedentary lifestyles weneported to be the

leading causes for obesity among children and yoighnoted above, overweight and obesity were also
identified as top health concerns in the community health survey.

Quanttative data sipport perceptions about obesity in the regioRigure22). Over one quarter of
adults in Middlesex and Merceon@nties was obese 2016 a rate similar to the state overalthe
obesity rate inSomerseCounty vas lower(19.4%).A review of trends reveals thabesity rategosein
Mercer County between 2013 and 2016 and declined slightly in Midd@sarty over this time periad
They have remained the same in Somerset and in the state oveuaiient cita abou obesity rates
among children and youth are not available.

Figure22. Percent Adults Reported to be Obese, by State and County, 2013 and 2016

2013 m 2016
0 0 % 29.6% 29.0% 9
26.8% 27.0% 26.8% 0 27.6% 19.8% 19 4%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Behavioral Risk Factor Survey (NJBRFS), New Jersey dépeatthe@enter for
Health Statistics, New Jersey State Health Assessment Data (NJSHAD), 2013 and 2016
NOTE: Adults 20 years and older

Heart Disease

Vital statistics data show that agaljusted death rates due to heart diseasere lower in the three
counties in 2016 than in the state overéfligure23). Heart disease rates declined between 2012 and
2016 in all three counties and the statéeart disease was not a prominent theme in interviews or focus
groups; @ greater concern tgarticipantswas diabetes.
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Figure23. AgeAdjusted Heart Disease Mortality Rate per 100,000 Population, by State and County,
2012 and 2016

2012 m 2016
171.5 164.7 163.3 157.0 159.4 155.2 136.0 131.2
New Jersey Mercer Middlesex Somerset

DATA SOURCE: Centers for Disease Control and Prevention, Nagiotealfor Health Statistics, Underlying Cause
of Death 19922015 on CDC WONDER Online Database, 2012 and 2016
NOTE: Includes ICID codes 10809, 111, 113, 12051

According to BRFSS results,-sefforted rates of heart attack in 2016 were lowest antrset County
and highest in Middlese¥i{gure24). Rates have increased in Middlesex County between 2013 and
2016 while they have remained largely the same in the other counties and the state

Figure24. Percent Adults Reported to Have Had a Heart Attack, by State and County, 2013 and 2016

2013 m 2016
0
3.5% 3.8% 319 3.8% 270 2% 2.7% 2.7%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Behavioral Risk Factor Survey (NJBRFS), New Jersey Department of Health, Center for
Health Statistics, New Jersey Statealte Assessment Data (NJSHAD), 2013 and 2016

A far higher proportion of adults iMercer County (6.3%han those in the other two counties or the

state have reported thathey ever had a stroke in 201Bigure25). This rate has increased substantially
from 2013 to 2016 in Mercer County while it declined substantially in Somerset County.
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Figure25. Percent Adults Reported to Have Had a Stroke, by State and County, 2013 and 2016

2013 m 2016
6.3%
% 2.6% 3.0% 9 9 2.6%
2.2% 0 2.3% 2.3% 6%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Behavioral Risk Factor Survey (NJBRFS), New Jersey Department of Health, Center for
Health Statistics, New Jersey State Health Assessment Data (NJSHAD), 2013 and 2016

Selfreported rates of high blood pressure were roughly the san0ith in Mercer and Middlesex
Counties and the state, about 28%idure26). The rate was slightly lower in Somerset County (23.2%).
The rates have increased from 2011 to 2015 in both Mercer and Middlesex Counties

Figure26. Percent Adults Reported to Have Had High Blood Pressure, by State and County, 2011 and
2015

2011 = 2015
28.8% 28.2% 24.8% 28.8% 25.8% 29.2% 24.0% 23.2%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Behavioral Risk Factor Survey (NJBRFS), New Jersey Department of Health, Center for
Health Statists, New Jersey State Health Assessment Data (NJSHAD), 2011 and 2015

Diabetes

G2S FTNBE aSSAy3a Y2NB ¢@LJS LL RAFoSiSa Ay e2dzy3S
¢ Focus Group Participant

G L al With a lot of older patientd] K SNBS A a L Syde 2F dzyO2y iNBff SR
¢ Focus Groupparticipant

As in 2015, diabetes emerged as the chronic disease of greatest concern to interviewees and focus
group membersn 2018 Interview and focus group participant®ted the rise in the number of people
in the regionwith diabetesand the risingiumber of children being diagnosed with the disease.
Participantsshared a number of causé rising rates of diabetes among children and youttiuding
poor eating habitsexcess screen timend lack of exerciséligh rates of diabetes among Hispanic
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residentswas also mentioned by several interviewees and focus group memhgmne interviewee
stated,d T2 NJ (0 KA & 3 NP dzLJEhroRid diseaSdj¥hile dietiand lak ®f exeribEnvére
cited as causes of the disease among Hispanic residatgrview and focus group participants
perceived that itseverity is exacerbated by poor understanding of prevention approadespf
access to care, arttie high cost of effetive diabetes medications.

Quantitative data confirnperceptions sharethy focus group members and interviewees. Adult diabetes
ratesincreased in all three counties betweenlZand 2.6 while theyremained steady at 8.2% for the
state overall Figure27). Ahigher proportion of adus in Mercer 11.3%) and Middlesex Counties

(10.26) than in Somerset Coun®.{%) reported in 208 that they had been diagnosed with diabetes.

Figure27. Percent Adults Reported to Have Been Diagnoses with Diabetes, by Stat€Caunnty, 2013
and 2016

2013 m 2016
8.2% 8.2% 8.7% 11.3% 9.7% 10.2% 7.2% 8.1%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Behavioral Risk Factor Survey (NJBRFS), New Jersey Department of Health, Center for
Health Statistics, New Jersey State Health Assessment Data (NJSHAD), 2013 and 2016

Interview and focus group participantsported that diabetes education programs exist in the
community. For example, the health clinic provides diabetesrsatiagement education through an on
staff diabetes educator. However, providers saw a need for more evidemeed programs in primary
care offices and enhancezlitreach and education related to chronic disease preventempecially to
hardto-reach communities

Cancer
G/ I y®ENFSSta tA1S AdQa AYSOAGlIof Sodé
¢ Key Informant

O Kese[screeningsgre just not something that is culturalacceptable. People are not going in
F2NJ 0KSAN) AaONBSyAyTa de
¢ Focus Group Participant

Cancer wasdentified as a concern ithe Princeton Health service area lspmefocus groups and
interviews. Quantitative data and provider perspectivesiggestthat lack of cancer screening is a
concern,especially among some groupBerceptions about the prevalence of cancer in the region
differed acrosdocus group members and interviewe€cus goup members from th&€€ancer
Collaborative noted rising rates of ooéctal cancer among younger patients and an uptidd
related cancers including orahd neck cancer®revalence of breast canceasmentioned by other
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interviewees and focus group participants. One pensported seeing cancerslung and stomach
predominantlyt among the patients who comfer servicegdo Princeton International Health
Quantitative data indicate thatamcer is the second leading cause of ddathll three counties and in

the state of New Jersgifable5 above. Ageadjusted ancer death rates declined between 2012 and
2016, with Somerset County experiencing the greatest decline (from 152.3 deathi90,000

population to 125.8 per 100,000pverall canceincidencerates were highest iMercer County and

lowest in Middlesex Counin 2015(Figure28). Canceiincidencerates declined irall three countiesand

in the state overall between 2012 and 2015, with Mercer County experiencing the most sufiistanti
decline As will be shown itater graphs, the incidence of different types of cancers varies substantially
across theegion as do trends in incidence rates.

Figure28. AgeAdjusted Cancer Incidence Rate per 100,000 Popatatby County and State, 2012 and
2015

2012 m 2015
539.8 530.1 580.6 5386 501.9 4815 533.6 511.0
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey State Cancer Registry, New Jasgeyebepf Health, 2012 and 2015

NOTECancer incidence rates were pulled from the New Jersey State Cancer Registry in May 2018. Reported rates
pulled atone point in time may differ from rates pulled at another point in time due to data updates reflecting

newly reported cases.

Somerset County had the highest breast and cergaater incidence rates 2015, 193.&er 100,000
populationand 9.8 per 10®00, respectivelyFigure29 and Figure30). The incidence of breast cancer

rose between 2012 and 2015 in Middlesex and Somerset Ceumté the state overall, while

declined in Mercer CountyCervical cancer rates rose in Somerset County and New Jersey over this time
period, while they declined in Middlesex County and remained the same in Mercer County.

Figure29. AgeAdjusted Female Breast Caer Incidence Rate per 100,000 Population, by County and
State, 2012 and 2015

2012 m 2015
172.3 175.1 178.2 166.5 153.6 157.9 181.8 193.8
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey State Cancer Registry, New JeageyeDepf Health, 2012 and 2015
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NOTECancer incidence rates were pulled from the New Jersey State Cancer Raditayy 2018. Reported rates
pulled at one point in time may differ from rates pulled at another point in time due to data updates reflecting
newly reported cases.

Figure30. AgeAdjusted Cervical Cancer Incidence Rate per 100@6pulation, by County and State,
2012 and 2015

2012 m 2015
72 81 52 50 7.7 6.6 82 98
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey State Cancer Registry, New Jaasgeyebepf Health, 2012 and 2015

NOTECancer incidence rates were pulled from the New Jersey State Cancer Registry in May 2018. Reported rates
pulled at one point in time may differ from rates pulled at another point in time due to data updates reflecting

newly reported cases.

Prostate cancer incidence rates were substantially higher in Mercer County in 2015 than in the other
two counties or thestate Figure31). While incidence rates have declined in Middlesex and Somerset
Counties the state overall between 2012 and 2015, they have remained the same in Mercer County.

Figure31l. AgeAdjusted Prostate Cancer Incidence Rate per 100,000 Population, by County and State,
2012 and 2015

2012 m 2015
135.9 1272 147.8 148.5 134.3 117.2 130.7 112.6
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey State Cancer Registry, New JeageyeDepf Health, 2012 and 2015

NOTECancer incidence rates were pulled from the Nevsdg State Cancer Registry in May 2018. Reported rates
pulled at one point in time may differ from rates pulled at another point in time due to data updates reflecting
newly reported cases.

Colorectakancerincidencerates werelower in all three countie than the state overall in 2015, with the
lowest rates in Somerset Courffyigure32). Rates across all counties and the state overall have
declined between 2012 and 2015, with Mercer County experiencing theagedécline.
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Figure32. AgeAdjusted Colorectal Cancer Incidence Rate per 100,000 Population, by County and
State, 2012 and 2015

2012 m 2015
44.7 42.1 52.7 39.0 442 413 40.2 350
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey State Cancer Registry, New JeageyeDepf Health, 2012 and 2015

NOTECancer incidence rates were pulled from the New Jersey State Cancer Registry in May 2018. Reported rates
pulled at one point in time may differ from rates pulled at another point in time due to data updates reflecting

newly reported cases.

Lung cancer ridence rates were highest in Mercer County in 2015 and lowest in SomEigetg33).

Lung cancer incidence rates in Middlesex and Somerset were substantially lower than the state overall.
While lung cancer incahce rates have declined between 2012 and 2015 in the state and in Middlesex
and Somerset Counties, they have risen in Mercer County.

Figure33. AgeAdjusted Lung Cancer Incidence Rate per 100,000 Population, by County and State,
2012 and 2015

2012 m 2015
57.7 60.9
55.3 52.2 525 489 514 453
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey State Cancer Registry, New JeageyeDepf Health, 2012 and 2015

NOTECancer incidence rates were pulled from the New Jersey State Cancer Registry in May 2018. Reported rates
pulled at one point in time may dér from rates pulled at another point in time due to data updates reflecting

newly reported cases.

Regular screening is a criticaltyportant intervention to detect early stages of cancddowever,
interviewees and focus group membexspressed concertihat some residentin the Princeton Health
service areare not being screened. They citadlltiple barriers to screeningd.he ability to access
screenings was citeloly focus group members and interviewegs asubstantiabarrier for lowincome
adults.Whilethe BristotMyers Squibb Community Health Cenpeovides cancer screening to its
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patients,other low-income groups were reported to have less accédsits with no insurancand

undocumented peoplevere identifiedasa particularly vulnerable popation. As one provider

explainedd (i KS 2 yuSrsurahde B2 R2y Q0 tKINBS (IRK2GIS2 NiBK2 aK2dzZ R 0
Interview and focus group participangsated that ransportationis a barrier fomany ofthese

residents They noted that screening pragnsthat that provide transportation, such ake free

prostate cancer screeningogramfor men sponsored by Princeton Heattirougha partnership with

local churchesare very importantAs one person remarkeabout this programa G KS FNBS o6dza 6|
sucessful moded

Additional barriers to screenings, accordingriterview and focus group participantsmclude lack of

awareness of the importance of screenings and fear and lack of tiaoi of awareness of the

importance of screening and cultural cderations create barriers to screeniagcording to some

focus group members and interviewed$eyreported that among some cultures, screeningas

common orviewed as important. As one providersharéd. G KAy 1 GKSNB Aa | LISNDOSL
SouttSI &G ! &ALy O2YYdzyAaide GKIG LYRAFy&a R2y Qi 3ISiG 0O2f
Additionally, cultural differences create a barrier to some screenings. Discomfort with breast or

gynecological exantdue to cultural moresfor exampleresuts in some groups not accessing

screeningsFear and lack of time were also mentioned as barriers to screenings. As one provider stated,
GLIS2LIX S GSYR (2 Llzi G KAVgraéducatidrifabodt$abdedaadSscreeing® QNS  a O
were seen as needed

Quantitative datashow varying patterns cancer screening ratesross the regiorincludinga decline
over time in some ratesThis iconsistent with perceptions shared in interviews and focus grolzta
aboutmammogranrates for examplereveak thatrates remained roughly the same between 2012 and
2016 in Mercer and Somerset Counties, and the state overall; however, they declined substantially in
Middlesex from 79% to 72%eigure34). The proportion ofwomen receiving mammogranis 2016was
highest (88.8%) in Somerset County and lowest (72.0%) in Middlesex County

Figure34. Percent Females Aged 5@ Reported to Have Had a Mammogram in Past Two Years, by
State and County, 201a@nd 2016

2012 m 2016
0
79.8% 80.9% 82.4% 81.4% 79.1% 88.0% 88.8%
72.0%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Behavioral Risk Factor Survey (NJBRFS), New Jersey Department of Health, Center for
Health Statistics, New Jersey State Health Assessment Data (NJSHAD), 2012 and 2016

Cervical cancer screenifpap test) ratesalsoshowed substantial variatioracross the regiorirhe

proportion of women receiving a pap test in 2016 was highest in Somerset Q853b%6)and lowest in
Mercer County (73.1%JFigure35). Both Mercer and Middlesex Qaties had pap test rates lower than

the state. Between 2012 and 2016, the proportion of women receiving a pap test declined substantially
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in Mercer and Middlesex Counties, and declined by a lesser amount in the state overall. By contrast, the
rate increagd in Somerset County.

Figure35. Percent Females Aged &b Reported to Have Had a Pap Test in Past Three Years, by State
and County, 2012 and 2016

2012 m 2016
84.8% 82 00 88.9% 86.9% 85.5%
73.1% 75.2% 74.2%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Behavioral Risk Factor Survey (NJBRFS), Nepadensey @feHealth, Center for
Health Statistics, New Jersey State Health Assessment Data (NJSHAD), 2012 and 2016

Colorectal screening rates among aditt2016 wagsighest in Mercer Count{80%)and the rate has
increased substantially from 201Rigure36). The rates in the other two counties is comparable to the
state overall, about 66%. The rates have remained the same between 2012 and 2016 in Middlesex and
New Jersey overall, but declined in Somerset.

Figure36. Percent Adults Aged 585 Reported to Have Met Colorectal Cancer Screening Guidelines,
by State and County, 2012 and 2016

2012 m 2016
0
80.0% 72.7%
64.2% 66.4% 66.2% 64.8% 64.1% 66.6%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Behavioral Risk Factor Survey (NJBRFS), New Jersey Department oftHealth, Cente
Health Statistics, New Jersey State Health Assessment Data (NJSHAD), 2012 and 2016

NOTE: Guidelines as defined assadny of a fecal occult blood test (FOBT) within the previous year or a
sigmoidoscopy within the previous 5 years and a FOBT witRiprevious 3 years or a colonoscopy within the
previous 10 years
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The human papilloma virus (HPV) is a common virus that affects teens and adults. When untreated, the
infections can cause cancer; each year, HPV causes more than 32,000 cases of tantesimhe

New Jersey Department of Health/Center for Health Statistics does not currently collect data about HPV
vaccinaton rates at the county leveHowever, data collected by the Centers for Disease Control (CDC)
indicate that h 2016, 50.1%f femaes aged 137 and 35.8% of males aged-18 were up to date with

their HPV vaccination ithe state ofNew Jersey.Cancer Collaborative focus group membegorted a

rise in HPV and related cancémnghe regionand saw a need to increase vaccinatiotesaThey noted

that lack of awareness of the importance of vaccinati@s well as a reluctance to talk about seas

barriers to vaccinationAs one providestated a 6 S R2y Ui G £ 1 NBORAMzi¢ GSE Rizy @
about it. Bit they are doingitt Y R & KS@& y M&&pulilikefucatiéh 2incldding PSAs, was
suggested, as was more education of primary care providers and dentists.

Asthma

Quantitative and qualitativedata indicate that asthma is a concern the region, especially in
undersened communities Selfreported rates of asthma among adults in 2016 was substantially higher
for those in Mercer County than in the other two counties or the state overajlfe37). Mercer

County also experienceaasubstantial increase in the proportion of adults with asthma between 2013
and 2016.

Figure37. Percent Adults Reported Current Asthma, by State and County, 2013 and 2016

2013 m 2016

0
9.0% 8.2% 8.99% 129% 6.9% 7.3% 7.0% 7.0%
New Jersey Mercer County Middlesex County =~ Somerset County

DATA SOURCE: New Jersey Behavioral Risk Factor(SUBRFS), New Jersey Department of Health, Center for
Health Statistics, New Jersey State Health Assessment Data (NJSHAD), 2013 and 2016

The rate ofageadjustedemergency department visifer asthmain 2016wasfar higher in Mercer
County,84 visits petl 0,000 populationthan it was in either of the other counties or the stékégure
38). Thigate was over twice as high as in Middlesex Co(4dy77 visits per 1000 population) and
almostfour times the ratein Somerset County28.5 visits per 1000 population)lt was also higher
than the state rate. While ER visits for asthma declined between 2012 and 2016 for Middlesex and
Somerset Counties and the state overtlgy increased in Mercer County.

3 https://www.cdc.gov/hpv/parents/hy-for-boysand-girls/index.html?s_cid=PNCIREHPVYConrAW-HPVQ<arent4
4 DATA SOURCE: National Immunization Stireey (NISeen), as reported by Centers for Disease Control and Prevention,
TeenVaxView, Adolescent Human Papillomavirus (HPV) VacciGatienage Report, 2016.
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Figure38. AgeAdjusted Asthma Emergency DepartmeXisit Rate per 10,000 Population, 2012 and
2016

2012 m 2016
762 840
66.7 g4
485 40.7
28.2 935
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Discharge Data Collection System, Office of Health Care Quality Assessment, New
Jersey Department of Healthew Jersey State Health Assessment Data (NJSB@®I?,and 2016
NOTE: Data includes ED visits where asthma was primary diagnosis

Data about asthma among children was not available. However, providers participating in focus groups

and interviewsoted ahighprevalence of asthma in children. As one shated, 8 i KYI Ay {ARa&a A&
prevalent in the underservedds£ Poor quality housing as well as other environmental triggers were

identified as causes of asthma in childr&everal participants in a new pardotus group notedfor

example,that issues with HVAC systems in schools, including lack of air conditioning, contributes to

asthma and allergy issuasongstudents.

Healthy Eating and Physical Activity

a 2hat | find most insping working out at the seniccenter is when | see people the in their 80s
and 90s coming in and workingout 3S A& 2dza G | ydzYo SN
¢ Focus Group Participant

& b dzi NR& G &u i thé\Hispanig'corindunity.S2 LIt S OF y Qi T FF2NR F22R |
Fo2dzi KSFfGKe F22RPE
¢ Key Informant

Chronic disease and associated lifestyle factors continue to be a concern in the community, as they
were in 2012 and 2015-ocus group members and interviewees reported timainy communities in the
region offer substantial opportunities fdrealthy eating and physical activifijhe region, according to
interview and focus group participantsas many facilities for recreation and physical activity, including
hiking trails and open spaces, playgrounds, and gipadicipantseported thatsomecommunities, like
Robbinsvilleand Princetonare incorporating a walkable communities desi§aniorgraised the role of
senior centers in supporting healthy lifestyles through opportunities such as exercise programs.

While the population watargelyreported to befairly active focus group members and interviewees

also noted that long workdays, in addit to family commitments, maki difficult for residents to find

time to exerciseLower income residents face additional challenges to gettingoesseaccording to

participants For example, at all residents have equal access to safe, open spaces for exercise and lack

of transportation is a barrier for some. As one person shaied, K SNS A& F 00Saa G2 UGKAY
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IS4 GMidtindalih safety in some communities was reported todbeoncern As one focus group
member statedpsafety causes an issue with exergisemetimes | want to run locally instead of driving
to the canal, for exampldout | need to think of what | would encoundeEinally,interview and focus
group participantgeported, fees charged for gym memberships make it difficult for lower income
individuals to exercise in the winter months.

A theme in several discussions was the increasingly sedentary habits ofclifdtgouth. As one

person describedkids are textingin§€ I R 2 F 32 Ay 3 IrRedvigw dngfécusigiiokpd A y I d ¢
participantsattributed this in part as well to the focus on academics in the community which leaves
students little time for recreationgdhysical activity. While most schools have a gym requirement,

school nurses and counselors noted that students often try to get out of gym class; they expressed
concern that physical fithess among students is declining.

Similar to exercisahe ability ofresidents toaccess healthy foodsaries.Healthy food was reported to
be available in more affluent communitiasd more difficult to access in poorer neighborhootise
low cost of fast food, cultural food norms, and poor education about nutrition wéesl by participants
as factors influencingnhealthy eating habits.

Focus group members and interviews shared that some progress is being made to pronititeehea

eating among resident&chools, for example, are providimgpre healthyoptions and remaving junk

food. Providers reported that they are increasingly engaging patients in discussions about nutrition and
connecting them to support frordieticians and nutritionistddowever, they face challenges funding this

type of support, especlly for lower income patientsParticipantssaw a need for more educati@bout

healthy lifestyles and ore programming to support this. Some reported tipabgrams that engaged

families were most likely to be successi#é one focus group member explainédii K Sle féankilp

NEFfte ySSRa G2 3ASG Ay@2ft SR 2SS ySSR G2 3ISG TFF YA

Quantitative data from the BRFSS support the perceptions of focus group participants and interviewees.
The proportion of adults who report having had no leisure time physicaligchas risen between 2013

and 2016, most dramatically in Mercer Cou(fjgure39). Overall,adults in Mercer County were more

likely than adults in the other two counties and the state to be physical inacti281i6 Data about

physical activity among children and youth are not available.

Figure39. Percent Adults Reported to Have Had No Leisure Time Physical Activity, by State and
County, 2013 and 2016

2013 m 2016
29.2% 31.0% o 28.8%
26.5% 26.5% 27.2% 22 50 23.4%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Beta@\Risk Factor Survey (NJBRFS), New Jersey Department of Health, Center for
Health Statistics, New Jersey State Health Assessment Data (NJSHAD), 2013 and 2016
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Business datérom 2015indicate thataccess to recreation and fitness facilities is lowerésidents of
Mercer and Middlesex Counties than for Somerset County residents atdbe overal(Figure40).
Somerset County, with 24 facilities per 100,000 population in 2015, had over twice adauilitigsfor
physical activittasMercer andMiddlesex Courigs (13 and 12 facilities per 100,000 population,
respectively)

Figure40. Rate of Recreation and Fitness Facilities per 100,000 Population, by State and County,
2015

24
15 13 12
]
New Jersey Mercer Middlesex Somerset

DATA BURCE: U.S. Census Bureau, County Business Patterns, analyzed by CARES, as reported by Community
Commons, 2015

Challenges to healthy eating described by focus group members and interviewees are reflected in
guantitative data as wellL.ow income residentis the three counties face greater challenges to
accessing grocery stores thkow income residentin the state overallfigure41). The proportion of
residents whowere low income andvho had low access to a grecy storein 2015was highest in
Somerset County (22.8%).

Figure4l. Percent Low Income Population with Low Access to Grocery Store, by State and County,
2015

0,
15.2% 16.9% 18.4% 22.8%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: U.S. Department of Agriculture, Economic Reseaoeh Beod Access Research Atlas, as
reported by Community Commons, 2015

NOTE: Low access is definedidag more than 1 mileirf urban areas) or more than 10 mildén fural areas) from
the nearest supermarket, supercenter, or large grocery store

The rat of fast food restaurants per 100,000 populatiorR015wassimilar in the state and Mercer and
Middlesex Countieand slightly higher in Somerset Coufigjgure42).
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Figure42. Rateof Fast Food Restaurants per 100,000 Population, by State and County, 2015

77 79 81

New Jersey Mercer Middlesex Somerset

DATA SOURCE: U.S. Census Bureau, County Business Patterns, analyzed by CARES, as reported by Community
Commons, 2015

Another way to look at access to healthy food is to examsiatstics related to food security'he
proportion of householdgarticipating in theSupplemental Nutrition Assistance Program (SN#eR)

lower in all three counties than the state overall for the reporting period 20026 Figure43). In

Mercer County, almost 10% of households participated in SNAP. Mercer County also had the highest
proportion of population that was food insecure in 2015, slightly over Fdgufe44). Overall food
insecurity has declined between 2012 and 2015 in all three counties and the state.

Figure43. Percent Households Receiving Food Stamps/SNAP, by State and County2@0a.2

9.3% 9.1%
0
New Jersey Mercer Middlesex Somerset

DATA SOURCE: U.S. Census Bureau, Anfédoanunity Survey-¥ear Estimates, 2012016

Figure44. Percent Population Food Insecure, by State and County, 2012 and 2015

2012 m 2015
0,
13'0/010.8% 12.4% 11 4% 10.9% o o,
New Jersey Mercer Middlesex Somerset

DATA SOURCE: Feeding America, Map the Meal Gap, 2012 and 2015
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Behavioral Health

As in both 2012 and 2Ib, kehavioral health emerged as the topic most frequently identified as a
health concern in the region by focus group members and interviewédse same specifisehavioral
health concerns were raised as wajkowing opiate useandmental health concerneelated tostress

and anxietyPediatric providerseported seeing more patients with behavioral health concerns, and at
increasingly younger agdsMS staffeported getting more calls for people with mental health and
substance use issugacluding ovedoses. School counselors and nursigsd rising rates of anxiety and
depression among their studenss well as rising prevalence of marijuana use and vapsghown
above, mental health issues and drug / alcohol abuse were identified by communiti bealey
respondents as top concerns for the communiglrel9). These are health concerns in their own
right, but alsosubstantially andhegatively affectongterm physical health.

Mental Health

G. dzZNy@8ar ARAIKSET G + GSNEB &2dzy3 | 3So¢

¢ Focus Group Participant

G¢KS 2O0SNI NOKAY3 A&dadzsS GKIG 6SONB aSSAy3a Aa +y
ol Y2y3 OKAftRNBY |yR @&2dzike FyR (GKS LINRPoOofSY 27F
¢ Key Informant

G . SOl dzaddmoBraphics kif$he communityh § Q& S RdzO (i SRerdisfld®s ¢ S (1 KA !
recognition of mental illness withinfandlia ® . dzi YSy Gl t AftfySadaa R2SayQ

I NB ®¢
¢ Key Informant

Among focus group members and interviewees, mental healths cited as an issue of substantial

concern for residentsn the Princeton Health service areas it was in thgrevious CHNAsInterview

and focus group participanteported that mental health issues exist across all age grddigh

pressurgobs amd a competitive environmenvere mentioned sourceof stress for many working
adults.Mental health concerns among seniavas also mentioned by several participantis includes
depression that comes from social isolatamwell as cognitive issues buas dementia and

I £ T KS MAYise MRaarding behaviors among seniors was also repdemmhomic concerns,

language and cultural barriers, and worries associated with immigration processes were cited as reasons
for high stress and anxiety among imnaigt residentsgspecially undocumented peoplé growing

number of people of all ages and groups are experiencing traiased mental health conditions

according to mental health provider§he impact of poor mental health on physical health was noted b
several provideparticipans. As one focus group member statéde (i Kvithan8ntal health concerns]

32 Ayid2 LIKeaAOlf RSOfAYS YdzOK FIFadSNW» tKeaArAolft |y

Mental health concerns among children and youth were mentioned in siire@ry focus group and

interview. Excessivacademic stresoverscheduling and lack of downtime, sleep deprivation, family
chaosandnegative influencesf social media werall mentioned as contributors to poor mental health

among a growing number ehildren and youth in the region. Pediatric providers and school staff

reportedthat mental health issuemanifest themselves iselfharm behaviorsuch asutting, eating

disorders and suicidelnterview and focus group participamtsported thattheseissues are appearing

in increasingly younger childreAs onepediatricianshared,d 4§ KS o6A33Sad A&aadzS Aa YSy
that across the board and across the lifespan starting with kidsbal/@ntal health concerns among
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LGBTQlesbian, gay, biseal, transgender, questioning, quésmuth are also rising, according to
participants. While pediatricians and school staff report that mental health screening of children and
youth has increased in recent years, the challenge is finding mental healtidg@r®who can provide
care to those young people who need it.

Data about mental health status of children and youth in the region are not available. However,
according to theBehavioral Risk Factor Survey, greportion of adults reporting 14 or more ga of

poor mental health in the past month was 11% in both Mercer County and the state overall and slightly
lower in Middlesex (10%) and Somerset (9%) Couf(figsire45).

Figure45. Pecent Adults Reported 14 or More Days of Poor Mental Health in Past Month, by State
and County, 2016

11% 11% 10% 9%
New Jersey Mercer Middlesex Somerset

DATA SOUREehavioral Risk Factor Surveillance System, Centers for Disease Control and Prevention, as reported
by County Health Rankings, UniversityMisconsin Population Health Institute, Robert Wood Johnson Foundation,
2016

Theageadjusted suicide ratéor 2016 was lowest for Mercer County at 5.1 per 100,000 population
(Figure46). The suicide rates for Mitlssex and Somerset Counties and the state overall in 2016 were
about 7.0 per 100,000 populatiokVhile data about youth suicide are not available, several focus group
members and interviewees mentioned suicides and suicide ideation as concerns. As orievirge
involved in a local school district explainédii K SNE Q&4 o6SSy | ydzYoSNI 2F &d
seeingthatinwelLISNF 2 NY¥Ay 3 aoOKz22ta o0SOFdaAaS 2F GKS | OFRS
in [lower-performing schoolspithprS & & dzZNBE FNRY GKS a20AFf | aLISO0d¢

Figure46. AgeAdjusted Suicide Mortality Rate per 100,000 Population, by State and County, 2012 and
2016

2012 m 2016
7.4 7.2 5.8 5.1 6.6 7.2 6.3 7.0
New Jersey Mercer Middlesex Somerset

DATA SOURCE: Centers for Disease Control and Prevention, National Center for Heélth, &tatierlying Cause
of Death 1992015 on CDC WONDER Online Database, 2012 andNRDTE&: Includes ICID codes
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Mental Health Treatment

As in both 2012 and 201fgcus group members and interviewees citadk ofsufficientmental health

servicesas amajor unmet need in the region served by Princeton Healthile Princeton House was

mentioned by nearly everyone as the foremost provider of mental health services in the régi@s

reportedthat demand exceeds the suppkneedwas identifiedfor more psychiatrists and social

workers, in-patient beds, and school counselors and others skilled at addressing the needs of children

and teens More bngerterm communitybased programming and suppofgere also cited as being

critical for creatinga contiruum of careAs one focus group participant stateéd@ 2 dz Yy SSR (KS&asS a
f2y3 GSNX¥T wn RlI&a 62yQG 0SS Sy2dzaAK®E

Systemic issues, including low reimburseméamyurancedefinedlimits on number of visitd)igh
workforceturnover,and agingorovidersfurther contribute to concernsihile more affluent residents

were seen as having greater access to mental health servicesndomwe residents face substantial

challenges including transportation and lack of insurance and resources to pay for servicés out o

pocket. According tanterview and focus group participantmany providers do not takeffsrdable

Care Act (ACAsurance or Medicaid. As one person statédj KS ljdzr t AGe 2F YSyidlf K¢
based on income. To be able to get a psychiatriatlabut especially a good one, is nearly impossible if
82dzQNBE 2y aSRAOI AR®E

While mental health services in general were seen as lacking in the region, services for children and
youth were reported to be particularly scarddiTOPS in Princeton was miemied for its work with

adolescents, but in general the region was repdrto have fewspecialists irthild or youth mental

health. As one school nurse statefl,6 K Sy & 2 deafold with a behawioral health problem, you

are screwed. There is nothiggdziT G KSNB FT2NJ St SYSy Gl NBE &aAcsoafet 1 AR
ofparticipantsg 2 Y RSNBR AT t NAyOSG2y | SI fwill se@rtime, Fefid £ A (A 2
attract psychiatristgo the region

As shown imable7, the proportion of residents per mental health providar2017is lowest in Mercer

County B40residents per provider), while the ratio is highest in Middlesex Coudg r@sidents per

provider) The ratios in Mercer and Somersebunties are lower thathe state ratio of 530 residents per
mental health provider.

Table7. Ratios of Population taviental HealthProvider, by State and County

Mental Health Provider(2017)

New Jersey 530:1
Mercer 340:1
Middlesex 630:1
Somerset 400:1

DATA SOURGQOKational Provider Identification Registry, Centers for Medicare and Medicaid Services, as reported
by County Health Rankings, University of Wisconsin Population Health Institute, Robert Wood Johnson Foundation,
2017

According to focus group members and interviewees, the scarcity of mental health providers means that
those who neednental healthservices musbften wait to access them or go untreatedhis is

especially the case for lower income residerts.additonaland costlyconsequence igse of hospital
emergency roomg$ERYor mental health careAccording to providers and EMS staff, a growing number
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of people are appearing in the ER for mental health issues. ERs, accorpantjdipants are il

equippedto handle the health and often security issues that are related to mental health care. When As
one provider summed ug hiere are patients ithe hospital with physical issues that hospital can

handle but mental health it cannof. The strain of mentahealth on hospital ERs has, according to a

couple ofinterview and focus grouparticipans, led to a practice in whicdomehospitalsdirect

patients with mental health issues appearing in their ER to another hospital ER. This causes problems for
both patents and hospitals to which patients are diverted.

The scarcity of mental health providers alseans that pimary careproviders and counselors and
school nurses play ancreasing role in mental health ca@erole for whichjnterview and focus group
participantsreport, many are itequipped. Pediatriciansn focus groups statethat they are
increasinglyequiredto intervene in mental health issued their patients something that they are not
trained inor comfortable with Few providers have esite mental health counselors or psychiatric
nurses. School counselors and school nurses report a similar chaltenige), that most schoolkck
sufficient mental health providerg\n additional challenge, school staff shared, is that tueyoften
caled upon, but ilprepared to let families know theéange of mental healtlservices available to
children and youth.

As in the past, stigmaas mentionedhs a barrier to better mental health. A highessure competitive

culture contributes to thisparticipantsreport. As one school staff member explained stated, ( KAy 1 &
Ffa2 KFESS + aKFYS FIFOG2N gAGK 2dzNJ LI NByida FyR (K
1Y26 ¢ KI G QGultuBBaksed Berc2pyiohs:of mental health alsdeat whether residents will

seek careAs one provider explained,a 2 YS Odzf 6 dzZNBa R2y Qi ¢l yid (2 &aKINB
healthd® &s a result of stigmaarticipantsreported, people wait until a mental health issue is very

serious before seekg help. School staff reported that they are working to educate parents and

students about mentahealthand the role academic pressure plays in this. They reported holding

educational workshops for parents and mental wellness fairs for students. Hoytbegrshared, stigma

is still a prevailing issuds onecounselorstated, aWhere will you put on their transcript that my kid has

a mental health issu€X hat is whafparents]worry abouté

S
S

Despite the many challengés accessing mental health seres in the region, focus group members

and interviewees shad some positive developmenfhey noted that the state of New Jersey has

recently called for an addition#the number of beds bgver 850through the certificate of need process

including a sustantial number in Middlesex CountyHowever, challenges remaias one person noted:

GOKIG Aa || KdAS ydzyoSNX® LG R2Say Qi Léc8 Schoolpdhicg® 2 K I {
changes including later school start times, limitations on ARssks, and homewotifkee weekends

although not welcomed by all, were mentioned as positive steps to reducing student stress.

Substance Use and Abuse

G{dzoadlyOS |6dzaS A& NYYLIyYyd FyR YSydalrft KSFEGK
¢ Focus Group Participant

GhJA2ARAaY L GKAY]l AlG KAGA Y2NB FlLYATfASA GKIYy £S5
¢ Key Informant

5 http://www.nj.gov/health/legal/documents/cn_call_adult _acute _care psych_beds.pdf
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Substance use continues to be a challenge for Bréinceton Health service areas it was in 2012 and

2015. The abuse adpioids was of highest concerms in 2015wheninterview and focus group

participantsnoted a rise in the use of opioids, focus group members and interviewees for this CHNA
continued to express concern about tisisbstance in particulaihey reported a rise in overdose deaths

and widespread use of Namcaver the past several year&s one EMS provider sharédg S QNBE T2 NOSR
dzaAS bl NOly | f20® 2SQNB 3I2Ay 3 {KNPAdddidhal varrisomg NB (0 K I
trends mentioned byarticipants include use of more powerful fentanyl, badid batches, and

polydrugging (combining drugs). School staff reported growing use of opioids among students. As one
personstatedd 4 SQNB a0l NI Ay 3 G2 &SS I Padidipantsttibutdd oplate @S | Y R
use in the region to many facteincluding overprescribing, doctor shopping, trauma, and mental health

issues. They also reported a rise irooourring (mental health and substance use) disorders

Drug Use

Quantitative data confirm insights shared from focus group members and ieveees. According to

the Centers for Disease Control and Prevention, drug poisoning mortality rates increased substantially
across the three counties and the state overall between 2012 and Zd6ré47). Among tke three
counties, the mortality rate was highest in Middlesex County (20.8 per 100,000 population) and lowest
in Mercer County (16.3 per 100,000 population).

Figure47. Drug Poisoning Mortality Rate per 100,000 Population, byt&tnd County, 2012 and 2016

2012 m 2016
137 23?2 95 163 120 208 69 164
New Jersey Mercer Middlesex Somerset

DATA SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, Underlying Cause
of Death 1992015 on CDC WONDER Online Database, 2012 and 2016
NOTE: Includes ICID codesK40X44, X60X64, X8,andY10Y14

In 2016,384 opioid-related deaths occurred in the three counties, accounting3fdrof all opioiel

related deaths in New Jersey for that ye@alle8). Of all deaths due to opioids in the three ctigs,
42.9% were due to heroin an80.26were due to fentanyl. Of the three counties, Middlesex County had
the highest number of deaths across all drug types.

Table8. Count of Opioid Related Deaths by Drug, by State and Cour@t$62
Heroin  Morphine Fentanyl Fentanyl Analog Oxycodone Methadone

New Jersey 1,347 45 818 164 349 126
Mercer 33 2 21 0 7 1
Middlesex 110 3 79 28 35 16
Somerset 22 0 16 1 7 3

DATA SOURCE: Drug Deaths for 2016, New Jersey Office of the State MadiicedrEas reported by NJ CARES,
New Jersey Office of the Attorney General, 2016
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According to the NJ Office of the Attorney General, in 2017, the naloxone administration rate for the
three counties was lower than for New Jersey as a wheitpu(e48). Among the three counties,
Somerset had the lowest rate at 74.5 per 100,000 population while Middlesex and Mercer Counties
were almost twice as high at 135 per 100,000 population.

Figure48. Ndoxone Administration Rate per 100,000 Population, by State and County, 2017

159.4 134.5 135.5
L
New Jersey Mercer Middlesex Somerset

DATA SOURCE: NJ CARES, New Jersey Office of the Attorney General, 2017
NOTES: Data includes naloxone administrations by NJ law enforcement and emergency medical services; Rates
calculated using U.S. Census 2017 Population Estimates

In 2017, the three counties in the Princeton Health service area accounted for about 15% of the total
opioid dispensations in the stat@4ble9). Mercer Couty had the highest rate of dispensations,
followed by Somerset County.

Table9. Count of Opioid Dispensations, by State and County, 2017

Count
New Jersey 4,867,130
Mercer 200,533
Middlesex 371,591
Somerset 141,565

DATA SOUWEE: New Jersey Prescription Monitoring Program, as reported by NJ CARES, New Jersey Office of the
Attorney General, 2017

Although gcondary data about substance use among children and youth are not avaftahle group

members and interviewees sharedmnse perspectives abouhis. They expressed concerns about rising

rates of marijuana and synthetic marijuana use which they attributed to legaliz&t®one person

explainedd L 'Y NBFffte O2yOSNYSR | 602dzi a2 OAngfacrdssODOS LJi | y C
GKS O2dzy iNE® t S2LX S Ades gfQubstaiiceSio hkelf with @cademics is ahotheS | f d ¢
trend noted byinterview and focus group participant§hey reported that more students are using

Adderall and Ritalin to help tine study andyet higher grades. One respondestated,done thing that

stood out in lastwo years, kids using [marijuana] are not a gubup that struggle emotionally. QY

ASSAY3a LIS2LA S K2 LISNF2N)N oSt IFidelyREphg dragi £ & G dzN/ A
youth, which was not an issue in 2015, was identified by separéicipant in 2018As one guidance

counselor describedy  OO2 NRAY 3 (G2 {AR&ax (GKS@QNB R2Ay3a AG S@St

Alcohol

Alcohol was mentioned by a couplegrticipantsbut was not a prominent theme in focus groups or
interviews.Selfreported data about alcohol use indicates that a higher proportion of adults in Somerset
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County (60.7%) than in the other two counties or the state reported consuming any alcohol in 2016
(Figure49). The reported use of alcohol declined in all geographies between 2013 and 2016, with
Mercer County experiencing the greatest decline (59.4% to 5534t). about youth are not available.

Figure49. Percent Adults Reported to Have Consumed Any Alcohol, by State and County, 2013 and
2016

2013 m 2016

59.0% 57.1% 59.4% 55 504 5 8% 52 504 61.6% 60.7%

New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Behavioral Risk Factor Survey (NJBRFS), New Jersey Department of Health, Center for
Health Statistics, New Jersey Statsath Assessment Data (NJSHAD), 2013 and 2016

A higher proportion of adults in Middlesex County (17.6%) reported binge drinking, a rate similar to the
state overallbut higher than adults in either Mercer (12.9%) or Somerset (13.1%) Coufigese50).
Furthermore, binge drinking increased substantially in Middlesex County between 2013 and 2016, while
it declined in Mercer and Somerset Counties.

Figure50. Percent Adults Reported Binderinking, by State and County, 2013 and 2016

2013 m 2016
o) 0
17.3% 17.2% 14.7% 1 9o 11.9% 17.6% 14.7% 13 19
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Behavioral Risk Factor Survey (NJBRFS), New Jersey Department of Health, Center for
Health Statistics, New Jersey State Health Assessment Data (NJSHAD), 2013 and 2016

Tobacco

Tobaccause was not extensively discussed in focus groups and intenidata.about seffeported
smokingin 2016indicate thata smaller proportion of adults in the three counties than the state smoke
(Figure51). Ratesare lowest for Somerset County, where rates have also declined substantially
between 2013 and 2016.
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Figure51. Percent Adults Reported Current Smokers, by State and County, 2013 and 2016

2013 m 2016
15.9% 14.29% 12.9% 13.0% 12.5% 11.9% 11.8%
8.7%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey BehavigtaFR¢tor Survey (NJBRFS), New Jersey Department of Health, Center for
Health Statistics, New Jersey State Health Assessment Data (NJSHAD), 2013 and 2016

Substance Use Treatment

As with mental health servicefcus group members and interviewees reportédt the region lacks

sufficient substance use servidesluding inpatient, outpatient and those that provide medication

assistive therapiesThose that exist were reported to loé short duration, with high relapse rateslost

substance use treatmergervices for adolescents, especiallpatient, are far away, which creates

challenges for familie€€Communitybased services, seen as essential to prevent relapse, are also lacking

and generally are not reimbursed servicads one person shared, (i K fis &tércare what do you do

FFGSN) a2YS2ySQa 0SSy GKNRdAZAK ((NBFGYSyliod ¢KSNB ySS
NHzy ( K S Stirha¥vds{ai®creported to be a barrier to treatment.

Focus group members and interviewees reported thateyic efforts to address substanase in the

region are underwayEducation of providers and new legislatidesigned taeduceopioid prescriptions

were seen as having an impaéts one person explained, G KAy 1 GKS fl ga | NS KSf LY
the inconvenience of the reporting that you have to do if you prescribe more than a feystags

LIS2LX S FNRBY LINSAONROGAY A Y2NEKoverdge fgr behavier§l healR € & A T 0
treatment through the Affordable Care Act (ACA), altholigpited, was also seen as a step in the right

direction.

Education about substance abuse was reported to be minimal. The SAFE program (formerly DARE) is
provided in health class in elementary and middle schools and online alcohol awareness programs are
offered at the high school levelhere are granfunded alliances within each municipality that provide
substance use edutian, primarily around alcohoFocus group members and interviewees reported

that more education about substance use preventiespecially to children and youtiyas needed.

Data about substance use treatment admissishew that treatment for alcohol and heroin addiction
comprisel the largest proportion of admissions in 2016 in both the state and the three couiiggré
52). Admission for alcohol treatment was higher in Somerset Couray for heroin while in the otr
two counties and the state, admission for heroin treatment was higher.
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Figure52. Percentof Substance Use Treatment Admissions by Primary Drug, by State and County,
2016

m Alcohol mHeroin m Other opiates ® Cocaine = Marijuana m® Other drugs

43.0% 37 0% 41.0% 41.0%
07 0 32.09 3.0%
0
14.0% 19.0% . 15.0% ., 13.0%
é)O% 3.0% 0% 3.0% 0% 00813.0% 0% 004.0%
[ == [ ==
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Department of Human Services, Division of Mental Health and Addiction Services, New
Jersey Drug and Alcohol Abuse Treatment Substance Abuse OvezQiav

Across the three counties and in the state, the highest proportion of treatment admissieasone
third, are of those between the ages of 30 and #dgure53). Those under age 18 comprise the smallest
proportion.

Figure53. Percent of Substance Use Treatment Admissions by Age at Admission, by County and State,
2016

mUnder 18 m18-21 m22-29 m 30-44 m45-54

36.0% 35 0% 35.0% 9
29.0% ’ 32.0% 32.06:0%
17 0% ©20.0% 500 16 0% N 160%
.09 40 .
2.0% 1.0% I I 2.0% 1.0%
g i i [
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Department of Human Services, Division of Mental Health and Addiction Services, New
Jersg Drug and Alcohol Abuse Treatment Substance Abuse Overview, 2016

Quantitative data about unmet demahébr substance use treatment shows thatmet demand is
higher in Somerset and Middlesex Counties than the state ovE&iglifg54).

6 Unmet demandare thoseestimated aduls who did rot receive treatment in the 12 months prior to the interview but who felt
they needed and wanted treatment.
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Figure54. Percent of Substance Abuse Treatment Demand Unmet, by State and County, 2016

)
41.4% 40.5% 46.0% 47.0%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Department of Human Services, Division of Mental Health and Addiction Services, New
JerseyDrug and Alcohol Abuse Treatment Substance Abuse Overview, 2016
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Immunization and STIs

Communicable diseases were nektensivelydiscussed by focus group members or interviewees
although rising rates of Hepatitis C were mentioned by sarReoviders repded that Hepatitis C rates
are rising, in the region and New Jersey overall, atatgely linked to substance us&s one provider
explainedd | SLI / A& | Kdme &fSrifare plAcR S 0Aresdthis, includiagyrant
funded program at Rnceton House targeted to 180 yearolds.Interview and focus group participants
also reported that sreening rates are increasiagd thatdrugs for this disease have become more
effective and affordableOther sexually transmitted infections (STIs) weoé mentiored in focus
groups or interviews. Howevgguantitative data reveal thatlercer County generally experierse
higher rates of STIs than the other two counties or the state ovédditionally, while the prevalence
rates ofsome STIs are falinthe rates of others are rising.

The HIV infection rati all three counties in 2015 was lower than for the st&igy(re55). The rate in
Mercer County (446 per 100,000 populafjeras over twice as high asathin Somerset County (206 per
100,000 population). Between 2010 aR@15the rate of HIV infection fell, with Mercer County
experiencing the greatest declirfirom 504 per 100,000 population to 446 per 100,000 population)

Figure55. HIV Prevalence Rate per 100,000 Population, by State and County, 2010 and 2015

2010 m 2015
488 474 204 16
290 283
207 206
New Jersey Mercer Middlesex Somerset

DATA SOURCE: National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention, as reported by County Health
Rankings, University of Wisconsin Population Healttitiis, Robert Wood Johnson Foundation, 2010 and 2015

The gphilis infectiorrate washigher in the state than in Mercer or Middlesex Counties (data for

Somerset are not availableyifure56). Infection rates ros in the state and Mercer County between
2013 and 216, but declined in Middlesex.
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Figure56. Syphilis Incidence Rate per 100,000 Population, by State and County, 2013 and 2016

2013 m 2016
5.3 35
20 13 oo 17 14 24
New Jersey Mercer Middlesex Somerset

DATA SOURCE: Communicable Disease Repantil Surveillance System, New Jersey Department of Health,

Division oHIV, STD, and TB Services, 24132016

NOTES: Data includes primary and secondary syphilis; 2013 rates are calculated using 2013 U.S. Census American
Community Survey-Year Estimads and 2016 rates are calculated using 2016 U.S. Census American Community
Survey IYear Estimates

Rates of gnorrhea infection were substantially higher in Mercer County in 2016 than in the other two
counties or the stateRigure57). They were over three times higher in Mercer than in Somerset and
over twice as high as in Middlesex. Between 2013 and 2016 rates substantially declined in Mercer
County while they rose in all of the other geographies.

Figure57. Gonorrhea Incidence Rate per 100,000 Population, by State and County, 2013 and 2016

2013 m 2016
168.7
118.3
787 914
34.4 485 975 357
New Jersey Mercer Middlesex Somerset

DATA SOURCE: Communicable Disease Reporting and Surveillance System, New Jersey Department of Health,
Division ofHIV, STD, and TB Services, 28182016

NOTE: 2013 rates are calculated using 2013 U.S. Census American Community-%eavdystimates and 2016

rates are calculated using 2016 U.S. Census American Community SieayHstimates

Mercer County also had the highest rates of chlamydithe geographies in 2016, with infections over

twice as high in this county as in Somerseg(re58). Chlamydia infection rates rose in all three
counties and the state between 2013 and 2016.
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Figure58. Chlamydia Incidence Rate per 100,000 Population, by State and County, 2013 and 2016

2013 m 2016
462.7 480.0
3179 386.6
- 260 1 305.2 o
172.4 )
New Jersey Mercer Middlesex Somerset

DATA SOURCE: Communicable Disease Reporting and Surveillance System, New Jersey Department of Health,
Division ofHIV, STD, and TB Services, 28132016

NOTE: 2013 rates are calculated using 2013 U.S. Census American Community-%eavdystimates and 2016

rates are calculated using 2016 U.S. Census American Community SiieayHstimates

Immunization vas discussed briefly in a couplefo€us groupsndinterviews.Participantsshared that

there have been recerdutbreaks of vaccine preventable diseases among college studgstisol
nursesexplained that lack dfnowledge abouthe importance of immunizatiorand misunderstanding
about vacination,creates challenges in getting students immunized. While promotion programs offered
through insurances go a long way to raise immunization raese are still unreached groups

according tgparticipants Particularly challengin@s one nursexplained,are undocumented students:
dparentslR2y QG ¢ yi LIS2LX S (2 (y26 (KS@QNB KSNB ¢

Immunization rates for flu among those over age 65 were highbfidalesex and Somerset Countiies
2016than inMercer County othe stateoverall Figure59). In 2013, Mercer County had the highest rate

of immunization of the counties and higher than the state overall. However, in the following three years,
this declined substantially, to only slightly over 5@Pe lowestrate among the geogrdpes

Figure59. Percent Adults Aged 65+ Reported to Have Had Flu or Influenza Vaccination in Past Year, by
State and County, 2013 and 2016

2013 m 2016
70.9%
57 205, 60.9% o 8% 59.19 07-0% 61.1% 65.7%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Behavioral Risk Factor Survey (NeBRIEEeWDepartment of Health, Center for
Health Statistics, New Jersey State Health Assessment Data (NJSHAD), 2013 and 2016
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Reproductive and Maternal Health (including Teen Pregnancy)

Reproductive and maternal health concerns were not discussetensiwvely in focus groups b

interviews. Quantitative data indicate thatMercer County experiencelsigher adolescent birth and
infant mortality rates andlower rates of prenatal care than the other two countieBata about

teenage birth rate shows that the ratd teenand adolescenbirths was highest in Mercer Countg
2016compared to Middlesex and Somerset Coun{feégure60 and Figure61). Teen birth rates across
both age goups declined between 2012 and 2016 for all three counties and the state overall, with the
exception ofa slight increase ihirths to females aged 157 in Somerset County.

Figure60. Adolescent Birth Rate per 1,000 Females Ad&-17, by State and County, 2012 and 2016

2012 m 2016
9.1
76 44 1 61 35 28 32
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Birth Certificate Database, Office of Vital Statistics and Registry, New Jersey
Department of Health, New Jersey State Health Assessment Data (NJSHAD), 2012 and 2016

Figure61. Adolescent Birth Rate per 1,000 Females Agedl®8by State and County, 2012 and 2016

2012 m 2016
30.7
24.0 22.9
20.9 19.6 13.2 146 126
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Birth Certificate Database, Office of Vital Statistics and Registry, New Jersey
Department of Health, New Jersey State He&lisessment Data (NJSHAD), 2012 and 2016

Asmaller proportion of women from Mercer Couny7(8%) accessed prenatal caretheir first
trimester in 201&han women from Middlesex’é.6%) or Somersef70.0) or the state overallr@.0%)
(Figure62). The proportion of women with no prenatal care was generally similar across the three
counties and the stateRjgure63). The proportion of women with no prenatal care increastghtly
between 2012 and 201 all three counties and the state overall.
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Figure62. Percent Births with Prenatal Care in First Trimester, by State and County, 2012 and 2016

2012 m 2016
90.1%
84.3%
78.1% 72.0% 74.9% 67.8% 74.6% 79.0%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Birth Certificate BataDéice of Vital Statistics and Registry, New Jersey
Department of Health, New Jersey State Health Assessment Data (NJSHAD), 2012 and 2016

Figure63. Percent Births with No Prenatal Care, by State and County, 2012 and 2016

2012 m 2016
1.0 1.6% 109 20% 049 13% 0.5% 12%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Birth Certificate Database, Office of Vital Statistics and Registry, New Jersey
Department of Health, New Jersey State Health Assessment Data (NJSHAD), 2012 and 2016

The proportion of preterm births and low birthweight babi® rowghly similar across the counties and
the state Figure64 andFigure65). Rates for both have remained the same between 2012 and 2016.

Figure64. Percent Preterm Births, by State and County, 2012 and 2016

2012 m 2016
9.5% 9.8% 10.1% 9.5% 9.2% 9.0% 9.4% 8.5%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Birth Certificate Database, Office of Vital Statistics and Registry, New Jersey
Department of Health, New Jersey State Health Assessment Data (NJSHAD), 2012 and 2016
NOTEPreterm as defined as less than 37 weeks gestation
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Figure65. Percent Low Birth Weight Births, by State and County, 2012 and 2016

2012 m 2016
8.1% 8.1% 9.0% 8.1% 8.2% 8.0% 8.3% 7.2%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Birth Certificate Database, Office of Vital Statistics and Registige\New
Department of Health, New Jersey State Health Assessment Data (NJSHAD), 2012 and 2016
NOTE: Low birth weight as defined as less than 2,500 grams

Infant mortality in 2015 wasubstantially highein Mercer Countyhan in Middlesex County or the stat
(data for Somerset are unavailab(&jgure66). Infant mortality rates rose across the region and the
state between 2012 and 2015.

Figure66. Infant Mortality Rate per 1,000 Births, b$tate and County, 2012 and 2015

2012 m 2015
6.6 7.4
44 48 24 43 . .
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Birth Certificate Database, Office of Vital Statistics and Registry, New Jersey
Department of Health, New Jersey State Health Assessment Data (NJSHAD), 2012 and 2015
NOTE: Asterisks (*) denote inBaient data to calculate reliable rate
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Oral Health

Oral health was discussed layfewinterview and focus group participant&ho reported lack of access
to dentists for underserved groupsrhese participantsnoted that dental services are expensiued

most are not covered by Medicaidrhich makeshem difficult for lower income individuals to access.
Access to dental services was reported to be a particular challenge for Hispanic residentsunity
health survey respondents also selected dental @l bealth as &p heath concern for thenor their
families(Figurel8). BRFSS data for 2016 indicate that a higher proportion of adults in all three counties
reported that they had a dental visit in the past yé¢lan the state overallRigure67). The highest
proportion were in Somerset County. The proportion having dental visits increased slightly between
2012 and 2016 in Middlesend Mercer Counties and the state oa#, but declined slightly in Somerset
County.

Figure67. Percent Adults Reported to Have Had a Dental Visit in Past Year, by State and County, 2012
and 2016

2012 m 2016
78.5% 0
70.8% 73.1% 72 5% 74.0% 63.8% 73.6% 0 77.3%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Behavioral Risk Factor Survey (NJBRESE\WNBepartment of Health, Center for
Health Statistics, New Jersey State Health Assessment Data (NJSHAD), 2012 and 2016

A higher proportion of adults in Somerset County than in the other counties or the state reported in
2016 that they had all their riaral teeth extracted Figure68). This was an increase from 2012.

Figure68. Percent Adults Reported to Have Had All Natural Teeth Extracted, by State and County,
2012 and 2016

2012 m 2016
2.4% 2.0% 1.9% 1 304 2.5% 220 1.8% 3.1%
New Jersey Mercer Middlesex Somerset

DATA SORICE: New Jersey Behavioral Risk Factor Survey (NJBRFS), New Jersey Department of Health, Center for
Health Statistics, New Jersey State Health Assessment Data (NJSHAD), 2012 and 2016
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Other Health Concerns

While not prominent areas of discussion in focusups and interviewswo other health issuesvere

mentioned in discussion8edbugs was reported to be a rising concern in the redibeseinterview

and focus group participanteported, largely affect renters. Bedbugs in senior living was also reghort

which creates additional challengess one personshared® Sy A 2 N& R2y Qi S@Sy NBIFf Al
GKSYZ GKS@& OFyQil aSSsS i rKé&toorre Hise@sesOverg dasd meniloiadla (0 KA y 3 &
growing health concern in the areBecline indeer habitats and climate change have contributed to a

growth in tickborne iliness. Mosquitoelated illnesses were also reported to be rising.
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Health Care Access and Utilization

GL FAYR dzNESyid OFNB G2 0S | ¢2yRSNFdzAZ Ayy20I GA
¢ Focus Group Padipant

aflthere is a serious issueancer, heartlisease or something like thapeople tend to go to
GKS bSg ,2N] /Ade 2N tKAfFRSELKAIF YIFNJ]SGa®de
¢ Key Informant

The community health survey conducted for this CHNA asked respondents a variety of quaktiah

access to health care. This section discusses community survey data as well as feedback from interviews
and focus group and secondary data to identify the level of health care utilization and resources in the
community, as well as barriers residsriice in accessing them.

Current Emergent and NeBmergeniHealthcare Servicdacluding Telehealth

A majority of community health needsssessment survey respondents (9% in Mercer County,

90.8% in Middlesex County, and4%% in Somerset County) inchted that their main medical care is

LINE JARSR o0& | LINAGIGS RAOGdIsLaNiaspon@emtPBOitdicatediha NP2 dzLJ LIN.
they had accessed primary care services in the past year, %hif& used emergency servicé§hen

analyzed by ree and ethnicity, there was some variation in use of emergency services. For example,

only 13.8% of survey respondents who sdéntified as East Asian / Pacific Islander reported using

emergency services in the past year, while 29.3% of survey respandbiotseHidentified as African

American / Black reported doing so (see data in Appendix D).

Similar to the 2015 CHNA survey, in 201Bewasked to indicate from which sources they get most of

their health informationcommunity healthsurvey responderst most frequently selected a doctor,
nurse or other health professional (92.5%jgure69).
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Figure69: Main Sources for Health Information by County

92.5%
Doctor, nurse or other health provide
90.1%
97.2%
66.1%
Websites
68.5%
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35.8%
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35.0%
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Family members
20.2%
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12.1%
Friends
12.3%
14.5%
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DATA SOURC®ENN Medicine Princeton HealfBommunity Health Needs Assessment Survey, 2018

Focus group members and interviewees reported that health care servicesphaful in the

Princeton Health serviaegionand include primary caréyospitals, multispecialtyambulatory care

servicess YR OKAf RNBy Qa &SNIA OS iinberview and fBcRsAgibuiipafticipadts t NRA y O
namedCapital Health, St. Lawrea Rehab, St. Francis Hospital, and @ t TdiBsistdMsieds Squibb

Community Health Center &rinceton Health was mentioned by numerqasticipantsas a valuable

health resource that provides comprehensive services, largely to underserved residents.

Capacity for cancer treatment in the region was reported to be growing. However, focus grouipense

YR AYGSNBASESSa aidl d SR (wdl-knowkl y@F yNBSIENI RISNEIFAG L EWE{F St
Asoneproviderstatedy A ¥ &2dz KIFI @S + RAIF3Iy2ara 2F OFYyOSNI Ay Gf
to go to Sloan Kettering or Philadelpiia.S K| @S 3INBF G OF yOSNIJ OF NB &SNIIA OF

The growth of urgent care facilities was noted by numeriotesrview and focus group participantand
were seen to fill &ritical health cargap the ability to get a timely appointmentith a doctor. As one
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focus group member explained,L | Y , K lyh&vé & spré tRroato go to urgent care, because you
OFyQi 3Sdé Fy ILWLRAYGYSYl 6A0GK LINAYFNE O NS

When asked about gaps in health care servibesides the gaps in behavioral health services described
above) interview and focus group participantsentioned a need for wound care awdthopedic/sports
medicine Additional services for children with special health care needs and providers who specialize in
adolescent medicine were also seen as needade respondent suggested that additional resources

and expertise were needed teeat adults and children with emotional disorders or Down@gme or
autism.

Technology is increasingly utilized in the delivery of healthcare. A few focus group members and
interviewees shared their thoughts delehealth and these views varied. Fdacus group and
interview participantgeported that they currently used oeline portals to access their personal health
information. Some, in particular seniors, expressed camedout privacy of such information. Others
reported that they were not aware that this technology was available. Howelvenajority of
community health surveyespondentdid indicatethat they have used an online portal to access
medical informationwith Middlesex having the highest utilization rate of 81.@%ure70).

Figure70: Use of Online Patent Portal by County

Total Mercer Middlesex Somerset
Have Used m Have Never Used

DATA SOURCE: Penn Medicine Princeton Health Community Headth Afsessment Survey, 2018
bh¢9yY 52yQi (1y26 k b2 &adz2NE NBalLkRyasSa SEOf dzRSR

In interviews and focus groups, perspectives on the use of technolsggh as videoconferencingo

deliver healthcare and interact with providers were also mixed. Seirdealiewand focus group

participantg across age groupsreported that they communicated with their providers by email and

found this beneficial. Seniors, however, were less enthusiastic about video technology. As one stated,
GKSIfGKOFNB RSt A OSNBRBeHioKdERodzR s rapdrtBdSaprigferdnée for faoe

face interaction with their providers and some noted that many seniors are not facile with computers.

By contrast, using technology to engage with providers was seen as something younger peoid

adopt. New mother focus group members, for example, reported that they frequently used interactive

apps to get information during pregnancy and track theif cRINB Y Qa KSI f 6K ' yR RS@Sft 2
Participarns saw videeechnology as most beneficial foiage:a L G KAy 1 AdG ¢2dAZ R 6S KS
guestion and answer kind of stufsomeone that you could ask questions of and do a little back and
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F2NIK sAGK YR GKSYy &2dz s2dA R 380G + aSyasdno® F WAa
2NJ Ol y Qnepattidipants@essed the need for balance by sayiagg 2 dzQ@S 320G G2 0SS |
all, being able to serve the people that wantthe i@ | OS | YR G KS Y20AfS I O0S&ac

Among community health survey responderdsly 11.8% hae ever used a mobile device to access
health care for themselves or a family membEiglure71). Among respondents who had not used a
mobile device previously to access health care, approximately half woulddrested in accessg
health care in this way (throughraobile devie or smartphone)Kigure72).

Figure71: Use of Mobile Device to Access Figure72: Among Respondentslot Currently

Health Care Information by County Accessing Health Care Information through Mobile
Device Interestin Accessing Health Care
Information through Mobile Devicdoy County

91.9% 65.6%
0 89.1%
88.2% b 83.9%
0,
49.4% 48.5% 52.2%
9 51.5%
o ’ 47.8%
34.4%
16.1%
11.8% 10.9% 8.1%

Total Mercer Middlesex Somerset Total Mercer Middlesex Somerset

Have Used m Have Never Used Interested Not Interested

DATA SOURCE: Penn Medicine Princeton Health Community Neatth Assessment Survey, 2018

Screening and Other HealfRelated Services

Overall,interview and focus group participantsported that screening services are prevalent in the

area, although barriers exist, most notably time, transportation, awdrenes. Screenings are offered

through primary care providers as well as health fairs. Adwdth clinicorovidesscreenings and referrals

to mammograms and colonoscopiesitepatients.However, providers suggested, there are still some

groups who are not rezhed.As oneobservedd 8 ONB Sy Ay 3 Aa | o62dzi 3ISGHAYy3I (K
R2y Sod¢

Community health srveyrespondents were asked to indicate how difficult it is to access specified

health-related services in the communitlgigure73 below showshe percent of respondents that rated

SIFOK &aSNBAOS daKINRéE 2N aO@SNE KINRé (2 | 00Saao Ly
County compared to the other two counties rated heaNiS f | | SRKE BNPADNE a @SNE KI NR
I 00S&aazr sAlGK G(KS SEOSLIiA2Yy 2F aR2YSadAaAd OA2tSyO0S
KI NR¢ ( 2aldrger@rdgoriion 6f&omerset County residents (31%)
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Figure73: HealthRelaedServicesv 4§ SR a1 F NRé 2 NJshbyCdNE | I NR¢ (G2 1 0O

33.0% 33.0%

31.0%
29.6% 261 29.3%
170
27.2°8 L, oo 26.4% e 50, 26.3% 26.8%8
. 0 .

20.3% 20.7%

18.1% 14.8%

15.4%
13.9%| 13.8%
12.3%

Home health care Programs to help  Weight management Community health Domestic violence
services people quit smoking support education programs or counseling services
services

Total Mercer Middlesex m Somerset

DATA SOURC®enn Medicine Princeton Heal@ommunity Health Needs Assessment Survey, 2018

Provider Availability

Overall, mosinterview and focus group participantsported that there were sfficient numbers of
generalhealthcare providers in thBrinceton Health service regipalthough they noted a need for
more behavioral health serviceslowever, they also pointed to some changeshe health care
landscapehat they worry may constrainare. The consolidation of primary care practibas already
had this effect according to some patients who noted it is more difficult to get a primary care
appointment especially with a physiciaAs one focus group participant explainédl a a z2ngw | a |
R2OG2N) 02YSa Ays GKSY ljdzAaGS az22y | Someédpbriedias
getting a timely appointment with a specialist is difficliack of providers who accept Medicaid was

noted as a particular challenge.

BRFS8ata for 2016 show that over 80% of adults in the state and the three counties reported that they
have a primary care provider, with the highest proportion of adults in Middlesex County reporting this
(Figure74). The poportion reporting this increased in Middlesex County between 2013 and 2016 while
it declined in Somerset County and stayed the same in Mercer County and the state overall.
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Figure74. Percent Adults Reported to Have aifdary Care Provider, by State and County, 2013 and
2016

2013 m 2016
0
80.1% 80.6% 84.1% 83.6% 81.205 87-7% 87.0% g1 70y
New Jersey Mercer Middlesex Somerset

DATA SOURCE: New Jersey Behavioral Risk Factor Survey (NJBRFS), New Jersey Department of Health, Center for
Health Statistics, New Jersey State Health Assessment Data (NJSHAD), 2013 and 2016

Quank G GA PGS RI G Zécessto prikaryicardyfeatdl, Aril yhéniakhealth providers
varies across the three geographid@slfle10). Somerset Countiias the largeshumber ofprimary care
providers for itpopulation siz€900 residents per PCP) while Middlesex County has the fewest (1,060
residents per PCP) in 201%here werel,050residents pedentistin Somerset County in 261

compared tol,270residents pedentist in Mercer Countywhich is highethan the state ratio of 1,190
residents per dentistThe proportion of residents per mental health provide2017is lowest in Mercer
County B40residents per provider), while the ratio is highest in Middlesex Coud§ r@sidents per
provider) This$ higher than the state ratio of 530 residents per mental health providetomparison

of these data with those shared in the 2015 CHbN#a not shownyeveal a slight increase in availability
of all three types of providers in all threeunties and tle state overall, with the exception of primary
care providers in Middlesex County and mental health providers in Somerset County.

Tablel0. Ratios of Population to Provider, by State and County

Primary Care Mental Health

Physician(2015} Dentist (2016¥ Provider(2017}
New Jersey 1,080:1 1,190:1 530:1
Mercer 940:1 1,270:1 340:1
Middlesex 1,060:1 1,170:1 630:1
Somerset 900:1 1,050:1 400:1

DATA SOURCE@merican Medical Association, Area Health Resource File, as repor@aoLinyy Health

Rankings, University of Wisconsin Population Health Institute, Robert Wood Johnson FoundatiohNa@ibhal

Provider Identification file, Centers for Medicare and Medicaid Services, Area Health Resource File, as reported by
County HealtiRankings, University of Wisconsin Population Health Institute, Robert Wood Johnson Foundation,
2016 3 National Provider Identification Registry, Centers for Medicare and Medicaid Services, as reported by
County Health Rankings, University of WisconsjpuRdion Health Institute, Robert Wood Johnson Foundation,

2017

Access to Health Care Services

While the region has extensive health care services, some residents faced challenges to accessing them
according to focus group members and interviewees. Lan@me and undocumented residents were
noted as facing the greatest challenges to accessing healthcare in the region.
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Community health grveyrespondents were asketh rate difficulty in accessingpecific health care

services in the communitfigure756 St 2 ¢ adK2ga (KS KSFHfGK OFNB aSNBAO
GOSNE KIFINRE (G2 FO0OSaa oe (GKS 3INBFGSald ydzyoSNI 2T N
services and alcohol or drug treatment for battiults and minors as the most difficult services to

access.

Figure75: HealthCareServiceRatedHard or Very Hard to Access in the Commurbity County

Counseling/mental healthAlcohol or drug treatmentCounseling/mental healttAlcohol or drug treatment
care for children or  or prevention services forcare for adults (age 18+)or prevention services for
adolescents (under 18 youth (under 18 years) adults (age 18+)
years)

» Total Mercer = Middlesex m Somerset

DATA SOURQEenn Medicine Princeton Heal@ommunity Health Needs Assesnt Survey, 2018

Community health surveyespondents werelao aked toindicateissues that have made it difficult
from them to get care over the past two yeaFsgure76 presens themost frequently selecteddrriers
for the 3 countiesSimilar tothe 2015CHNA surveythe top 2 issues that made it difficult for
respondents to get needed health services in the last two years deng wait for an appointmerst
anddack of evening or weekend serviées
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Figure76: Issues Makindt Difficult for Respondents to Get Needed Health Services within Last Two
Years by County

Long wait for an appointment

32.2%
_ _ 31.3%
Lack of evening or weekend servicgs 36.5%

28.3%

25.8%
26.3%
24.1%
26.9%

Cost of care (e.g., deductibles, co-pay

24.6%
25.9%
25.6%
20.0%

Office not accepting new patient

24.6%
23.4%
24.6%
26.9%

Cost of prescription medications

0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50%
m Total = Mercer m Middlesex m Somerset

DATA SOURCE: Penn Medicine Princeton Health Community Health Needs Assessment Survey, 2018

Respondents wer also asked to indicate how frequently thegrsonally felt discriminated against when

trying to get medical care, based on certain characterisissshown ifFigure77z  al 3S¢ gl a G KS
characteristic most frequély selected by survey respondents as a basis for discriminatihiie only

11% of respondents in total indicated they had frequently or sometimes experienced discrimination

based on their race or ethnicity, 45.9% of Hispanic or Latino respondents &% 40 African American

or Black respondents indicated they had experienced discrimination based on their race or ethnicity

when seeking medical care (see data in Appendix D).
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Figure77: Characteristicon Which Respondents We Frequently or Sometimes Discriminated
Against When Seeking Medical Care by County

AGE INCOME BODY SIZE GENDER OR GENDER IDEN
Total Mercer Middlesex m Somerset

DATA SOURC®enn Medicine Princeton Heal@ommunity Health Needs Assessment Survey, 2018

Obtaining Health Insurance

Focus group participantnd interviewees reportethat, while the ACA has enhanced access to

healthcare therearestill people who are uninsured or underinsureficcording to respondents cost

prevents some from obtaining health insurandeack of understanding about the importance of health
insuranceamong newcomers was also seen as an isds@ne school nurse explaingdg K ¢ L &SS A 3
lot of familieswho come here without insurancé;K S& 2dza (i { BB SINI I INB Al e (G K I
insurance at ajincluding the undocumented and extendedrfdies from overseas who do not carry

insurance butvho also do not qualify for medical assistance.

One focus group member shared a concern about the underinsured: those who are insured enough to

be ineligible for clinic/free services but do not have tight kind of insurance to be seen by a private

practice. As one provider explaingd,i KSNE | NBE F2f1a K2 L 2dzaid Ol yQil
AyadzaNI yOS y20 | OOSLIISR o6& GKS 3INRdzZLIE odzi GKS Of Ay
Data from the US Census in 2016 indicate that the proportion of uninsured was lower in the three

counties than in the state overalrigure78). Somerset County had the smallest uninsured population

(7.1%) while Midlesex County (10.3%) had the highest.

Figure78. Percent Population Uninsured, by State and County, 2@026

10.7% 9.7% 10.3% 7 1%
New Jersey Mercer Middlesex Somerset

DATA SOURCE: U.S. Census Bureau, American Community Saaef &imates, 2012016
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Data about insurance levely bbace and ethnicity reveal that about one quarter of Hispanics across the
region did not have health insurance in 2QEg&gure79). White, norrHispanic residents in the region
were more likely to be insured thariher racial or ethnic groups.

Figure79. Percent Population Uninsured by Race/Ethnigityy State and County, 2012016

® White, non-Hispanic = Black or African Americanm Hispanic or Latino m Asian m Other

26.5%

23.9% 24.1% 24.0% 22.8% 22.1%
16.6% 17.4%
5.7% 4205 PR73% 5.8% ' 4195 > 805.2%
L] ] L] [
New Jersey Mercer Middlesex Somerset

DATA SOURCE: U.S. Census Bureau, American Community Seaefz&imates, 2012016

The proportion of ninsured over age 65 is highest in Middlesex County (11.5%) and lowest in Somerset
County (8.0%)Higure80). The three counties have lower rates of senior uninsured than the state.

FigureB80. Percent Population 65 Years and Over Uninsured, by State and County; 20l

12.2% 11.1% 11.5%

New Jersey Mercer Middlesex Somerset

8.0%

DATA SOURCE: U.S. Census Bureau, American Community Seaefz&imates, 2012016

Navigating Insurance Coverage

Anotherchallenge to accessing healthcanentionedin focus groups and interviews is the difficulty of

navigating health insurance and figuring out what is covered and what isAsobne person explained,
GOGKSNE Aa a4dzOK | 1y26f SRIS 0FNNASNI [ 62dzi AyadaNl yo
insuranca who is their provider, what is covereHeir deductible. They are completely deficiéri

Interview and focus group participantsported that patients struggle understanding provider networks

as well as Tier 1 and Tier 2 facilities as designatedrre insuranceThis is especially difficult when

negotiating more complex care, such as for cancer.

As discussed earlier, somphystians notably mental health providers, do haccept all insurancess
one interviewee statedd ¥ a i R2 O SNk SRRAYQ R Ri Ay adzNTF yOS a2 GNB | &
services for people and most of our consuméisK I G4 Q& Fff G(KS& Kl gSoé
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Costof Health Care Services

The expenses associated with healthaamacluding insurance premiums, deductibles and-pays, and
medication costs were all mentioned in focus groups and interviews as barriers to accessing
healthcare.

The high cost of medication was mentioned by several people. As one person remtakdédQa | & K|l YS
GKIFG LIS2LX S 6K2 ySSR F&iddshotdd shamedicatonsypariculdriyfné® NR A § ®
generics, are very difficult to obtain for charity care patients. For example, there aréigblyeffective

diabetes medicationdut they arecost prohibitive to the uninsuredVhile gharmacy assistance

programsare availableaccess to them is limited

CulturalBarriers

Another barrierto accessing healthcare, according to focus group members and intervigiserstural

Cultural attitudes about healthral distrust ofthe healthcare systen can resulin delayed or inadequate

care As one provider explained, i KS { 2dzi KSIF &G ! &ALy LR2LMzZ +FGA2Yy (G§SYR
a2 GKSe 02YS gAlK I Tradifois alodt whodhe fArQiI$ RakeR medBal a S ¢ ¢
decisions providers report, an also affect the delivery and quality of caPeoviders spoke about the

tension between a ésire to respect cultural normend the need to deliver a high standard of care.

Providers and others saw a need for more education of providers around cultueasity. As one

providerstatedd L G KAY]1 6SQNB GSNE &AKSft 0SNBR 6KSy Al 02YS:

Navigating Healthcare

bl A3 GAy3 GKS KSIfGiKOFINB aeadasSy Aa Ffaz | OKFffS
struggle withchronicdiseaseor serious health issuesPatients, especially seniors, spoke about

challenges with understanding billing and knowing which doctors to see. A need for support in

understanding billing was also seen as important. As one persorgséik SNB | NB LiSiealJ S g K2
withallofthig g 2 NJ Ay 3 GKNRBAdAK o6Affas FAIdzNAYIA 2dzi YSRAOI (
Providers observed that coordinating care for seniors who suffer from memory loss often falls to family
members who are ilprepared or this responsibilityAs one provider explained, T YAt & YSY0 SNAE :
overwhelmed as the complexity of medical issues increased for their loved ones and they have to

coordinate appointments, doctors, medicatippgecing it together is a real challergé

A related issue mentioned by sevenaterview and focus group participanits the lack of coordination

of services after hospital discharge, which can resuigjreat hospitalizations or visits to the BRhile

discharge planning is in place for sonaients, such as those with cancer, it is not available to all

accordingo participantsAsone personexplainedy L G KAY {1 NAIKG y2g A0Qa FNI 3
02 2 NRA Y I (i Seveinfa8icipartshidBke about the important role played by cameordinators or

patient navigatos and believed more services like this were needed.

Transportation
Lack of transportation creates challenges to accessing healthcare in the region as well, according to

interviewees and focus group membeiithere are seval medical transportation optionddospitals like
Princeton Health provide medical transportation for some patients or provide money for taxis. Seniors
are often able to access transportation through senior communities or senior centers. Eligible Medicaid
patients can receive transportation through Logisticare. However, some patients are not eligible for
these serviceslTransportation was reported to be a substantial challenge for Hispanic residents, many of
whom are not eligible for these services. Ina@sing challenges for Hispanic residents, one
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interviewee explainedd (i K S & d#&ctess$o hgakh care because they have no transportation and
OFy Qi FTFF2NR GNI yaLRNIFGA2Yy dé

Additionally, soménterview and focus group participantsported thatthe transportation options
describedabovehave waiting lists orequire advance noticeandcan be time cosuming. As one
participantstated,a £ Sy &2dz KI ¢S (2 ¢lLadsS | KFEF | RF& 3ISadA
AGT LQY y2( 3I<MogeRequiridg nivie frquendt freatent, such @s cancer care or

dialysis treatment, can find transportati@speciallychallenging.As one cancer providetated,

d[patients]face challenges physically and functionally to get to treatment centers aget tsome and

Yyl 3S K Acroudhd tp&ticigahts lack of transportation options can lead to calls to EMS

for non-emergent medical transportation, whiaan bevery expensive.
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Community Resources and Assets

Focus group participaatand internieweeswere asked to identify the strengths and assets in their
communities.The themes that were identified are similar to those identified in the 2015 CHNA and
includeamenities and location; human and economic resources; and strong health care arid socia
services infrastructure.

Amenities and Location

Proximity to large urban centerg,large number of multinational corporations, and research and
healthcare institutions all contribute to the economic success and intellectual vitality of the region.
Addtionally, accessibility to open spaces, beaches, trails, local events, and arts and cultural
opportunitiescontribute to ahigh quality of life according tmterview and focus group participants.

Human and Economic Resources

Educated residents and edu@al opportunity were seen as substantial assets in the rediaarview
and focus group participanedsodescribed diversity and social cohesiorkag community assets.
Residents are largely affluent, although some groups struggle. Residents s@rebrted to be
generous with their time and resources.

Health Care and Social Services Infrastructure

A key theme among key informants and focus group participants was the wide availability of health care
services and the high quality of those see@d he region also enjoys strong commurigsed

programming such as screenings, although respondents suggested more could be done to expand these.
Participans shared that the region also has strong faith communities.
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Community Suggestions and Misi for the Future

Community health grveyrespondents were asked to rate a list of issues as low, medium or high priority
for future funding and resourceBigure81 below shows the issues thaere selected as higpriority by

the greatest number of respondents (see Apperidior the full list of issues rated). For all three

counties, increasinthe number of services to help the elderly stay in their homes was selected most
frequently. Priority issues selectedtinis 2018 survey were similar to those selected in the 2015 survey
Across all respondents, the top 3 priority issues were the same in 2015 and 2018: Increasing the number
of services to help the elderly stay in their homes; expanding the health/medicatss focused on

seniors (65+); and offering more programs or services focusing on prevention of chronic disease.

Figure81: High Priority Issues for Future Funding and Resources by County

_ _ 58.18%
Increasing the number of services to help the eldejly
stay in their homes 58.20%
55.94%
_ _ _ 48.80%
Expanding the health/medical services focused pn
seniors (65+) 51.87%
45.39%
Offering more programs or services focusing o G
prevention of chronlc_dlseases like heart diseasefo 21.27%
diabetes 44.44%
_ . . 42.22%
Offering more programs or services focusing ¢n
physical activity and/or nutrition 43.98%
37.06%
. . . . 40.94%
Expanding the health/medical services available|to
low income individuals 34.97%
34.04%
_ _ _ 40.85%
Expanding programs or services designed to h¢lp
patients navigate the health care system 39.06%
28.87%
Offering more programs or services focusing ¢ 39.75%
wellness like medl'tatlon, yoga, acupuncture, g 43.46%
mindfulness 38.19%
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DATA SOURCEenn Medicine PrincetoHealthCommunity Health Needs Assessment Survey, 2018
bh¢9Y ahiKSNE NBaLkRyaSa SEOf dzRSR

When asked about needed programs and services, focus group members and interviewees named many
of the same needs as in 2015 includingre programs and services tog@ssbehavioral health,

greaterhealth education, healthy living and prevention programming, expanded collaboration with
community organizations, and health care delivery enhancements around navigation and cultural
competency.
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Behavioral Health Services

The need for expanded services and supports for behavioral health was mentioned in almost every focus
group and interviewParticipantssaw a need foadditional providers and mental health triage, more
education to address stigma, and enhanced engagemestiwols, faith communities, and

pediatricians and primary care providers.

1 Expand serviceParticipantsstated that the region needsiore behavioral health services, both
in-patient and outpatient, especially for children and youth. Statewide expamsibpsychiatric
beds was seen as a step in the right directParticipantsemphasized a need for more
communitybased programs to provide loftgrm care to those in need after discharge from
detox or mental health ispatient servicesExpanding the numdr of providers who accept
Medicaid was also seen as critidakreasing the number of providers who do medication
assistive therapiewas also suggested

1 Support mental health triagéVental health triage the process of early identification and
coordinaion of appropriate treatment was also mentioned as needed participants They
saw triage as a way to support school staff and primary care physicians and pediatricians who
FNBE AYyONBFaiay3ate (§KS a&7FAadnHaba stratedy® fedue2ERVISIS K| @A 2 N
for behavioral health. Princeton House was mentioned as the organization most qualified to
provide this type of servic&xistingpediatric mental health hubs, graffiinded entitiespresent
in each county, were seen as a potential isfracture for this’

1 Enhance educatiah programs Given the stigma and lack of awareness surrounding behavioral
health, focus group members and interviewees saw a need for more education around mental
health and substance use. They stressed the impadasf reaching students, including young
students, as well as parents. Given the stigma around these tqagi;ipantssuggested
messaging is important. As one person statedy ¥ &2 dz O2yy SOl YSyidlf KSI ¢
| am not kidding, people Wit ~ ORd¥c&tidrethrough partnerships with faith communities was
also suggested as a potential strategy to reach different demographic gileaggipants
suggested working with religious leaders to incorporate messaging into their sermons and
sponsomworkshops or speakers on behavioral heatHaith institutions.Because of their close
connection to young people, youth pastors/leaders were seen as particularly important allies.

1 Support community groups focused on these isstidewparticipantssuggsted thatexisting
behavioral health programming could be strengthened through partnershipsheitiavioral
health providersOne person suggestdtiat behavioral health professionate-lead existing
group programs aschools run by counselors. A suppgroup for Latinas experiencing DV was
also suggested. Enhancing connections between méetalth providers was also seen as
needed. Enhancing behavioral health expertise in schools was mentioned by numerous
participants As one persostated, ¢the kidsare [in school] half of their waking hours, the school
can recognize that a student is starting to have some issues, they could provide services there or
FG €SFad NBO23IyAT S 6KIGQA& 32 A yWhilessfvicesyoRkidd S G KS
aaoss the board were mentioned, services for LGBTQ adolescents were particularly seen as
needed

1 Engage and educafgediatricians angbrimary care providerdAs discussed earlier, primary care
providers and pediatricians are increasingly called upon toesddthe behavioral health needs
of their patients, which many feel-#lquipped to do. Severalarticipantssuggested that
additional training and support for these providers was needed.

7 http://njaap.org/programs/mentathealth/ppc/
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Expanded Prevention Services/Education

Interview and focus groupgsticipantsnoted that much of good health is connected to prevention and
behavior change. They noted that while programs that educate exist in the community but they believed
more were needed.

1 Expand education programBocus group members and intervieggerecognized that greater
awareness and education was needed to foster the behavior changes that contribute to good
health. They saw a need for enhanced programming in the following areas:

0 Healthy lifestylesParticipantssaw a need for more education @support relative to
healthy eating and physical activity including cooking and nutrition classes and physical
activity programsSex education in schools was also mentioned.

0 Sreeningsand vaccinationsMiore education about vaccingreventable diseasesnd
the importance of immunization to some groups was mentioned. Those providing
cancer services saw a need for more outreach about screenwwgh a focus on hard
to-reach populations and more education about HP®ne respondent suggested
enhancingacces toflu clinics.

0 Aging issues. Sonparticipantssuggested more education related to aging issues
including cognitive impairmengdvanced care planning, directivgslliative care, and
other end of life issuegtc. They also suggested more educatfonfamilies about
caring for aging parents.

0 Vectorborne diseases. With the increase in mosquito and-tatted illnesses, those
working in public health suggested that more public education about these.

Participantssuggested familpriented programsand reaching people eathAs one focus group

member explainedd 1§ KS gK2fS FlIYAfe NBIffte ySSRa (G2 3Si
0 2 | NRRrtikipantdelieved that partnerships with schopkith organizationsand workplaces

could be effective Assess the efficacy of community education was suggested by one

interviewee.

1 Expand screening progranBeyond education, providers and community agency staff
suggested that screening programs be expangeticularly to reach those who are not
conneded to healthcare in any way.

1 Ensure educatioand screening araccessibleEnsuring the accessibility of education and
prevention services and the need to think broadly about thisvas a theme throughout focus
groups and interviewsParticipantssuggestd that education and screenings be low, or no cost.
For some groups, incentives may be need&sione person explainedjow income patients]
are not going to come here just to come to cooking class. The cost of getting here should be
F A 3 dzNBdRresding tansportatiorbarriers to accessing prevention services was critical
according tgparticipants Some suggested providing transportatittnservicesHowever, a
more successful strategy, according to focus group participants and intervieweesyidingo
education and screening in communities, through partnership with local institusook as
libraries, schools, workplaces, senior centers, and religious institu@nssideringultural
factors that may affect participatiom prevention servicewas also suggested.

Healthy Living and Disease Prevention
1 Expand evidenebased chronic disease management prograRteus group participants and
interviewees stated that\dencebased chronic disease management programessuccessful
and should be gpanded. Programs for diabetes education were seen as particularly essential.
Engaging primary care providers is critical, accordingatticipants éprimary providers have to
refer them at time of diagnosisthey need to discuss all aspectsarfe, not jist medication.
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Manage diabetes with more than just medicine. Patients are more receptivie haoite time
GKFG LI aasSas GkKSe G1F1S GKSANI YSRax odzi GKIG 62
52002NE KIF @S ONBRAOATAGERE dE
1 Optimize the Princeton Hellcampus A couple oparticipantsidentified ways the Princeton
Health campugould be enhanced to promote healthy lifestyles among patients and employees.
One suggested adding distance markers and perhaps fitness stations to the walking path around
the hospital as well as publicizing its availability. Another suggested planting a community
garden on the grounds.

Expanded Collaboration with Community Organizations
During discussions, interviewees and focus group members frequently mentioned that capmuni
institutions are partners in efforts to improve community health. These institutissehoolsfaith
communities, and workplace are often trusted community resources that are connected to and know
how to engage community residents.
1 SchoolsPartneringwith schools was seen as essential to reach children and youth as well as
their families. While healthcare institutions often partner with schools to offer health fairs,
schootbased focus group members saw many other options, including more direct vithrk w
school nursegguidance counselorand health teachers. As one focus group participant stated,
G02YS (2 dzad® 2SS glyid tNAyOSiz2y I SIHtiK (G2 02YS
1 WorkplacesBecause time and convenience are at a premjpanticipantssuggested enhancing
screening services directly in workplaces. One also suggested connecting with physicians who
areon staff at large corporations.
1 Faith CommunitieaNVork with local religious institutions was also seen as critical, and
particularly effective when discusgj sensitive topics like mental health. As one person stated,
GoYlFye LIS2LX S6 YIeé KIFIFS RAAGONHZAGAY3I NBf{IFIGA2YyAaK
medicinga FAYR GKSY Ay LJXIO0Sa GKIFIG GKSe& dNdHMzadsz tA1S

Healthcare Navigation Support

Becauseaavigating healthcarean bechallenging, severglarticipantssuggested enhancing the care
coordination/navigation workforce to ensure that patients are connected to needed health and

community services during and after hospitalization. This was seesras®lpful to reduce repeat ER

visits and hospitalization&s one person shared,L QR f A1 S G2 &SS LIS2LX S GKI
0KS2QNBE RAAOKFNASR FyR YI iKSER Kz (iKSS QD SRA O Fi A

Cultural Competency

Afew interview and focus grouparticipantsalso suggested that more work was needed to enhance the
skills of the provider workforce relative to working with people of different cultures, working with the
elderly, and working with LGBTQ patients.

Other
Although not prominent themes in discussions, a few other identified needs in the communityanclud
1 Expansion oflental services for the underserved
1 Advocacyy hospitaloon local issueaffecting health such as community development plans,
bikelaneplans,issues affectingublic schools
1 More education of andespite care for cagiversof the elderly.
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KEY THEMES AND CONCLUSIONS

This community health needs assessment brings together quantitative and qualitative data from a
variety of sources to provideneoverview of the current health status of Mercétjddlesex.and

Somerset County residents, identify priority health issues, and explore community assets, resources and
gaps. Overall, many of the issues identified in the 2015 CHNA continue to be pressiisgn the

region. Overarching themes that emerge from this synthesis include:

1  Whileresidents of Mercer, Middlesex, and Somerset Counties are generally highly educated
and affluent, the high cost of living in the area creates challenges for sohedian household
income in the area remains higher than the state of New Jersey overall, and rates of
unemployment remain low. Access to highality education in the area was frequently cited as
an asset. However, the proportion of families living in povertthe area has risen slightly since
GKS frad /1b!® albye LINIAOALIYyGA y2GSR GKI G
challenges such as difficulty finding affordable housing and accessing transportation, and in
particular affects lowincomecommunities, young families, and seniors.

9 Diversity in the threecounty region is increasingrhere is substantial racial, ethnic, and cultural
diversity in the area. In particulasince the previous CHNA, the percentage of residents who
seltidentify as Hispanic or Latino and the percentage of residents whedesttify as Asian
have increased slightlirhe proportion of foreigrborn residents and residents who speak a
language other than English at home has also grown slightly. While in generaikintand
focus group participants valued this diversity, a need for additional outreach and culturally
appropriate services was noted by some.

1 Overall, Mercer, Middlesex, and Somerset Counties compare favorably to the state on many
health indicators. Howeer, health concerns remain. Similar to the 2012 and 2015 CHNA,
behavioral health was one of the most frequently cited health concertrsthe community
health survey, mental health and substance use issues were identified by respondents as top
health issus for the community. Interview and focus group participants also described concerns
related to stress and anxiety, for the population in general and specifically for children and
youth. Opiate use was also frequently mentioned as it was in 2015. Conderasuse of
marijuana and vaping by youth were more prominent in 2018 than in past years. While systemic
efforts are underwayinterview and focus group participantted a need for increased mental
health and substance use treatment.

1 Chronic disease anctlated issues remain important issues for the communitpterview and
focus group participants frequently shared concerns related to diabetes and weight
management, and noted the relationship of these issues to lifestyle factors and barriers such as
lack of exercise for both children and adults. Chronic disease inclbéisug disease and
diabetes, physical activity and nutrition, and overweight or obesity were rated by survey
respondents as top issues and /or high priorities for future areas for progeard services.

Heart disease and cancer remain the leading causes of death in thedbuegy region, though
death rates from these causes are declining. While cancer incidence and screening rates are
generally similar to the state overall, sedfported screening rates have declined slightly in some
countiesand for some cancersnterview and focus group participants also expressed concern
regarding barriers to cancer screenings, particularly forilt@@meand immigrant

communities.
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1 While the area beefits from the availability of many highguality health care facilities, access
and navigation are challenges for some residentsterview and focus group participants noted
that there are many health care services in the thoeeinty region, including oreased access
to urgent care services. However, despite this availability, barriers to accessing care and
challenges navigating the health care system remain. As described above, a need for additional
mental health and substance use services was noteditiddal access barriers included issues
related to scheduling appointments, cost of care and insurance issues, challenges navigating and
coordinating caretransportation,and cultural barriers. It was noted that access issues are
particularly common fotower income residents, undocumented communities, and new
immigrants.

1 A need for additional healthrelated services and supports for seniors and their caregivers was
commonly cited.Demographic data indicates that, while the age distribution of the three
county region is similar to the state overall, the region is aging slightly. Existing resources such as
senior centers and adult communities were described as assets. However, health concerns
related to aging (including musculoskeletal issues such aspaintand arthritis) and caregiving
were selected as top health issues by survey respondents, who also indicated expansion of
services for elderly to stay in their homes and health / medical services for seniors as high
priority issues for future fundingral resources.

1 Giventhese identified needs, various recommendations were offergatludingexpanding
programs and services to address behavioral hegltbyiding more health education and
healthy living angbrevention programming (including screeningpgrams), collaboratingith
trusted community organizationto engage and reach resideniscreasing support for health
system navigatiomandincreasingcultural competencyor working with diverse cultures and
elderly patients
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PRIORITY HEALTH NEEBSKKE COMMUNITY

Process and Criteria for Prioritization

In July and August 2018, HRIA led a facilitated process with senior leaders from Penn Medicine Princeton
Health. In July 2018, HRIA presented the priorities identified by the 2018 community headih ne
assessment (CHNA), including the magnitude and severity of these issues and their impact on priority
populations.Penn Medicine Princeton Health leadership determitteat all of the community neds

identified in the CHNAvould be included in th€0182020Strategic Implementation PI$IP).

Prioritized Description of Significant Community Health Needs

Penn Medicine Princeton Health leadership determitieat all of the community neds identified in the
CHNAwould be included in th20182020Strategidmplementation Plar{SIP)n the following clustered
priority categories:

Priority 1: Chronic Disease, Obesity, amalthy Eating and Active Living (HEAL)

Priority 2: Behavioral Health

Priority 3: Health Care Access

Priority 4: Maternal Child Health

Priority 5: Elder Health

=A =4 =4 =8 =4

Thesepriority needscontinuefrom the previousCHNASIPprocessasthey are ongoingneedsand
severalinitiativesaresstill in progresgo addresshem. In August2018,HRiAled SIPplanningsessions
that includedmappingcurrentand emergingprogramsandinitiativesagainsttheseneeds,aswell as
decisionmakingregardingwhich existingprogramsand initiativeswould be continuedandwhat new
programsor initiativeswould be developed.All areashighlightedby the 2018 CHNAare beingaddressed
by the 2018-2020 StrategidmplementationPlan.
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ROBBINSVILLE ADDENDUM

2018 Penn Medicine Princeton Health Community Health Needs Assessment
Robbinsville Addendum

BACKGROUND AND PURPOSE

Overview of Penn Medicine Princeton Health

Pem Medicine Princeton HealtfPrinceton Healthis one of the most comprehensive healthcare
systems in New Jersey. Princeton Health provides acute care hospital services through Princeton
Medical Centerbehavioral healthcaréhrough Princeton House Behavab Health; inRhome nursing,
rehabilitation,and hospice care through Princeton HomeCare; primary and specialty care through
Princeton Medicine Physicians; ambulatory surgery and wellness seSines.May 20122rinceton
Medical Centehas been locateih a stateof-the-art facility in Plainsboro Township which offers
services in areas such eancer, cardiac and pulmonary care, critical care, emergency, imaging and
outpatient laboratory services, maternal and newborn care, neuroscience, susieep, dsorders,
pediatric care, and eating disordeRxinceton Healttalsohouses the BristeMyers Squibb Community
Health Center which provides adult and pediatric care to uninsured and underinsured residents and
maintainsa partnershipg A i K ¢ KS /spital df RhileBefphig (CHOMR).January 2018 Princeton
Healthand its affiliates joinedthe Yy A SNARAGE 2F t Syyaet glyal | SrHfaK {
leading academic medical centers.

Purpose and Scope of the Robbinsville Addendum to the Raion Health Community Health Needs
Assessment (CHNA)

Purpose and Scope of the 2018 Penn Medicine Princeton Health CHNA

Toensure thatPrinceton Healths achievingts mission and meeting the needs of the community, and in
furtherance ofits obligations uder the Affordable Care Ad®rinceton Healthundertook a
comprehensiveommunity health needs assessment (CHNA) process sptiteg of 208. Health
Resources in Action (HRIA), a faoofit public health consultancy organization, was engaged to conduct
the CHNALn addition tofulfilling the requirement by the IRS Section H/Form 990 mandategdiads of

the 2018Princeton HealttCHNA process were to examine the current health status of residents in
Mercer, Middlesex, and Somerset counties, including amet unmet health needs and related assets
and infrastructure, to ultimately guide future programming and areas of opportunity.

Purpose and Scope of the 2018 Robbinsville Addendum

As part of the 2018 CHNA and to guide planning efforts underway, Pringealth requested an

additional, indepth analysis of a specific geographic region that includes the town of Robbinsville and
ASPOSNI f adz2NNBdzyRAYy3 G26yad { LISOA T A Olttiefobowingl KA & | yI
towns: Columbus, Rooseveltrenton/Hamilton, Allentown, Windsor, Bordentown, Wrightstown, and
RobbinsvilleThis analysis will inform the work of a collaboration between Princeton Health, the
township of Robbinsville, New Jersey and the Hamilton Area YMCA, calldddhby Roblrisville 2022
Collaborativegimed at improving the health of people living in and around Robbinskileddition to

the overall CHNA goals described above, the data collected for the Robbinsville Addendum included an
emphasis on understanding how innoiats in health care delivery could potentially address health
needs in the Robbinsville area.
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METHODS

The following section details how the data for tRebbinsville Addendum to tHeenn Medicine

Princeton Healti{Princeton Health2018 CHNAwvas compitd and analyzedThis assessment employed

an overarching social determinants of health framework, and defined health in the broadest sense,

recognizing that a number of factors related to where people live, work, play, volunteer, and worship
canimpactthed2 YYdzy A2 Qad KSIFf GK®d C2NJ Y2NB AYyF2NXIGA2Yy |06
to conduct the full 2018 CHNA, please refer to the Princeton Health 2018 CHNA Report.

For the Robbinsville Addendum, the following data sources were compiled and anahdade
described further below: secondary data; community health survey data; and qualitative data.

Secondary Data

TheRaobbinsville Addendurimcorporates data on important social and economic heathated

indicators pulled from various source&3econary data at the community level are limited to several
sources including the American Community Survey and statistics from the New Jersey Department of
Education and the New Jersey Department of Law and Public Saflegbles and graphs note the

specift data sourcelt should be noted that for data that derive from the American Community Survey,
five-year (20.2-2016) estimates are used. Per Census recommendations, thesgdareaggregates are

used to yield a large enough sample sixdditionally,Rokbinsville datahat derive from the American
Community Survegre specific to the ZIP Code Tabulation Area (ZCTA) for 08691 as defined by the U.S.
Census Bureau. According to the U.S. Census Bureau, ZCTAs are statistical areas that approximately
correspondi 2 G KS ! o{d t2adlf {SNIBAOSQa %Lt O2RSad %/ ¢! .
were designed as a tool for delivering mail.

Primary Data: Input from Community Representatives

Community Health Survey

As described in the full 2018 Princetoadtth CHNA reportniorder to gather quantitative data that

were not provided by secondary sources and to understand public perceptions around health issues, a
22-item community survey was developed and administered online and on paper to residentstivithin
three counties during 4.5 weeks from rgril 2018 through midMay 2018. The survey explored key
health concerns of community residents as well as their primary priorities for services and programming.
Princeton Health reviewed and provided feedbackthe survey during aniperson kickoff meeting

and a pilot test, and also disseminated the online survey link and hard copy srwegh a variety of
dissemination channels including amployee Listserv, the BristMyers Squibb Community Health

Certer, and community partner organizations.

A total of 1,037 respondents who live and/or work in Mercer, Middlesex, or Somerset County completed
the survey (an additional 31 respondents who lived and worked in other counties or did not specify
counties compted the survey were not included in the survey analyses). The survey was administered
in both English and Spanish, online and through hard odRobbinsville area stdnalysis of 269
respondentsvho live and/or work in and around Robbinsville was coteldiand is presented in this
Robbinsville Addendum. Respondents living in Columbus, Roosevelt, Trenton/Hamilton, Allentown,
Windsor, Bordentown, Wrightstown, and Robbinsville were included in this analysis (zip codes: 08022,
08501, 08505, 08515, 08510, @85 08535, 08550, 08555, 08561, 08562, 08619, 08260, 08690, and
08691). Within this suanalysis, 39 respondents who reported living or working in Robbinsville were
included (zip code:&691).
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Tablel presents thedemographics of the 269 survey respondents included in the Robbinsville area 15
Zip code sufanalysis. The demographics of respondents from each zip code were similar, therefore in
Tablel summary demographics apFesented in the aggregate. The majority (94.8%) of respondents
completed the survey in English. The age of the respondents ranged from 18 to 65 or older, with 79.4%
above the age of 50. The majority (77.0%) of respondents were Caucasian and Englishmeast t

frequent primary language spoken at home (83.1%). The majority (69.2%) of respondents had at least a
college level education.

Tablell: Characteristics of the 2018 Community Health Needs AssessiRebbinsville Area
Responents

Survey method

Electronic 94.8%
Paper 5.2%
Language survey was administered

English 95.5%
Spanish 4.5%
Age

18-39 years old 12.8%
40-49 years old 7.8%
50-64 years old 34.6%
65 years or older 44.8%
Gender

Female 72.5%
Male 27.5%
Ethnicity

Caucasian/White, Nehlispanic 77.0%
East Asian, Nehlispanic 4.6%
South Asian, Nohlispanic 2.5%
African American/Black, Nerispanic 3.1%
Hispanic/Latino(a) 7.7%
Other 5.1%
Primary language spoken at home

English 83.1%
Spanish 5.1%
Other 11.8%
Highest level of education completed

High school diploma or less 9.7%
Some college 12.0%
Associate's degree/ Technical certification 15.4%
College graduate or more 62.9%
Parent of a child under the age of 18

Yes 22.6%
No 77.4%

DATA SOURQEenn Medicine Princeton Health Community Health Needs Assessment Survey, 2018
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Qualitative Data: Focus Groups and Interviews

In April2018, one focus group and four interviews were conducted with individuals in the
Robbinsville/Hamilton community. Thedus group included board members of the Hamilton YMCA and
interviewees included schosliperintendents, YMCA staffovernment leadershipand members of a
partnering housing organization. These individuals were recommended by Princeton Health as key
stakeholders whdnad been involved in planning efforts to date for the Healthy Robbinsville 2022
Collaborative. Therefore, their participation in this qualitative data collection allowed these key
stakeholders to share their perspectives on operationalizing a visiorefdrsteps in this work.

C20dzda 3INRdzZL) F' YR AY(iISNWASSG RA&AOdzaadaA2ya SELX 2NBR LI
health concerns, perceptions of public health, prevention, and health care services, and suggestions for

future programming ad sevices to address these issues, specifically focusing on health care delivery
innovations A semid i NUzOG dzZNBR Y2 RSN} G2 NIDa 3IdzA RS g lsitendgd SR I ON
in the topics coveredlhefocus group and intervieswere facilitated by a trained moderator, and

detailed notes were taken during convatimns. On average, the focus grolagted 90 minutes, while

interviews lasted approximately 380 minutes.

The collected qualitative data were coded and analyzed thematically, wheaeatialysis identified
themes that emerged across dikcussionsFrequency and intensity of discussion on a specific topic
were key indicators used for extracting main themes. Selected quakéthout personal identifying
informatiort are presented in theaport to further illustrate points within topic areas.

Limitations

l'a gAGK FEf REFEGF O2fftSOlA2y STFF2NIax GKSNB NB as
methods that should be acknowledged. Years of the most current data availablelgiftlata source. In

some instances, 20dmay be the most current year available for data, wRitd4 or 2015nay be the

most current year for other sourceSome of the secondary data were not available atttven level.

Thecommunity healthsurveyfielded specifically for this CHNBed a convenience sample for gathering
information; while strong efforts were made to disseminate the survey to a broad-saxtmon of
respondents from the region, results are mmcessarilstatistically representativefahe larger
population living irthe Robbinsville area due to naandom sampling techniques.

Similarly, vinile the focus grou@nd interviews conducted for thisddendumprovide valuable insights,
results are not statistically representative of a largepplation due to norrandom recruiting

techniques and a small sampleeaiBecause of this, it is possible that the responses received only
provide one perspective of the issues discussed. It is also important to note that data were collected at
one pointin time, so findings, while directional and descriptive, should not be interpreted as definitive.
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Findings

COMMUNITY SOCIAL AND ECONOMIC CONTEXT

The section below provides an overview of the population ofRlebbinsville area; where possible,

compari®ns are made to Mercer County¢ho lives in a community is significantly related to the rates

of health outcomes and behaviors of that area. While age, gender, race, and ethnicity are important

OKI N} OGSNRaGAOa GKF G KI @ Sthedigtribhtigridrtii@se clanbcterisyica & Y RA A R
community may affect the number and type of services and resources available.

Demographics

a{2YS LIS2L} Sort@2nK&v Jarseio GeNdole space newer, nicer houses with
f F NBSNJ LINRLISNI A S& d¢
¢ Key Informant

Gw200AYya@AttS A& | &2dzy3s GAONI yGX dzLJ YR O2YA
¢ Key Informant

Population
Robbinsville and the surrounding area was described by interviewees and focus group members as a

community that has experienced substantial chandavingbeen largelffarmlandas recently aswo

decades agadn the past few years Robbinsville has seen substantial development and many new

residents moving to the communitynterview and focus group participarghared that the community

is attractivebecause ofts open spacs, its high qualityschools, and proximity to highways and larger

cities.As one interviewee statedy §t KSNB Qa | 234 2F LIS2LX S O2YAy3ad Ay:
LINB a SN A vy 3 F&usdfrgup memdibedsSaduéinterviewesso noted that the community has

managed to keep some of its rural feel amak a strongense of communitygualitiesthat long-

standing as well as nexgsidents find attractive.

American Community Survey data show tRatbbinsville had 15,887 residems2016, about 4.3% of
aSNOSNI / 2dzy (i @ Q& ThatdtAivénass & tfie condntuidity iSevident @ its population
IANR 6 UGKY A limRdasdddyl8adifs froinR@LY to 2016, a rate far higher than the population
growth for Mercer County ovetla(1.6%).Focus group members and interviewees reported thedple
from surroundng communities, such as Trentas well agrom other countrieshave migrated to the
community.

Tablel2. Total Population, by Robbinsville andercer County, 2002011 and

2012-2016
2011 2016 % change
Mercer County 365,318 371,101 1.6%
Robbinsville 14,929 15,887 6.4%

DATA SOURCE: U.S. Census Bureau, American Community YMaaef &imates, 202011 and
20122016
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Age Distribution

The community of Robbinsville was describedhasing a growing number gbung familiesvho have
come from other places. By contrast, the neighboring townshigashilton was seen as an older and
aging communityAs oneintervieweestated,d LJS 2 LJX S bon fireHarilded, stay here. | think

about 75% of people born here sty NBE @ L { KA YA NMSIYORS R@iNE T YA &

Quantitative data show thaRobbinsville has a higher proportion of-88 year olds (31.8%) than Mercer
County (27.2%(Figure82). The proportion of children under age 18 and the proportion of residents
over age 65 is similar in both geographies: slightly under a quarter of residents are under age 18 and
slightly over 5% are 75 years or older. Thepprtion of children under 18 in Robbinsville has declined
since 2011 when it was 26.3%. However, the proportion e?4§earolds in Robbinsville increased
between 2011 and 2016, from 3.8% to 7.0%.

Figure82. Age Distribution by Robbinsville and Mercer County, 202916

Mercer County 6.29
Robbinsville M
Under 18 years 18-24 years 25-44 years
45-64 years 65-74 years m 75 years and over

DATA SOURCE: U.S. Census Bureau, American Community Seaefz&imates, 2012016

Racial and Ethnic Diversity and Country of Origin
Focus group members and interviewees described Robbinsville as a citymith growing diversity.

l'a 2y S Ayl SNDABHESY &EN INBRIA & | JSNE RAGSNES 02 YYdz

R I 8®i Mercer County overaihterview and focus group participants shared the perception that
families from southest Asia are moving o the Robbinsville arednterview and focus group

participants also reported that new Hispanic residents are moving into Hamilton, many of whom may be
moving from Trenton. While changing demographics have contributed to the viddldymmunities,
participants also shared the perception that the growing diversity has created challenges as social
service organizations, schools, and healthcare institutions have had to adjust to meet the needs of new
communities. One focus group membawinted to broader issues, sayidgi KS Of I A KAy 3 2 7F
@2dzQ@S 320 2t R 26y wW200AyagAattsSsy GKS FINXY¥SNEX
migration from Trenton and Hamilton. All the family core values may be the, fautne priorities

mA3IKG 0SS RAFFSNBy( oé

While reported to be changing, quantitative data indicate that Robbinsville is still a predominantly white
community. Nearly 80% othe community identified as nehlispanic White in 2016; by contrast, only
about 50% of Mercer Countgsidents identified as neHlispanic WhiteKigure83). Asians comprise the
largest minority group in Robbinsville, 11.6% of residents, while 4.7% identify as Hispanic. The
proportion of African American and Hispamesidents in Robbinsville is far lower than for Mercer
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county overall. The racial and ethnic diversity of residents in Robbinsville has remained the same
between 20072011 and 2012016 (data not shown).

Figure83. Racial and t&nic Distribution, by Robbinsville and Mercer County, 202016

Mercer
[0)
County 19.7%
Robbinsville I

White m Black or African Americam Hispanic or Latino, any racm Asian m Other

DATA SOURCE: U.S. Census Bureau, American Community Seaefz&imates, 2012016

NOTEWhite, Black, Asian, and Other include only individuals that identify as one race; Hispamiciheitide
individuals of any rageOther includes American Indian and Alaska Native, Native Hawaiian and other Pacific
Islander, other race alone, or two or more races

Data from the U.S. Census Bureau show that 15% of Robbinsville residents are forejgndmaller
proportion than for Mercer County (23%Bigure84). While the proportion of foreigdorn residents
increased slightly in Mercer County between 2011 and 2016, it declined slightly in Robbimewille,
18.5% to 15.1%.

Figure84. Percent Foreign Born Population, by Robbinsville and Mercer County, 22002 and 2012
2016

21.1% 23.0% 18.5% 15.1%

Mercer County Robbinsville
2011 = 2016

DATA SOURCE: U.S. Census Bureau, American Community Seaef&imates, 202011 and 2012016

About 18% of Robbinsville residents speak a language other than English at home, a lower rate than for
Mercer County (29%]}-{gure85). The proportion of residents who speak a language other than English
at home grev between 2011 and 2016 in Mercer County, while it remained the same in Robbinsville.
The most common nei&nglish language spoken at home in Robbinsville is Hindi, while Spanish is the
most common norEnglish language spoken at home in Mercer County dv@iathlel3).
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Figure85. Percentof the Population who Speak a Language Other than English at Home, by
Robbinsvilleand Mercer County, 20072011 and 2012016

27 0% 29.4%
0% 18.5% 18.1%

Mercer County Robbinsville
2011 = 2016

DATA SOURCE: U.S.d0srBureau, American Community Surveyear Estimates, 20e2011 and 20122016

Tablel3. Top Five Languages Spoken at Home by Percent of Population, by Robbinsville and Mercer
County, 20112015

Rank Mercer County Robbinsville
English only English only
1 71.0% 84.2%
Spanish/Spanish Creole Hindi
2 13.7% 2.5%
Other Asian languages
3 2.3%
Other Asian languages Spanish/Spanish Creole
4 1.5% 2.2%
Hindi

DATA SOURCE: U.S. Census Bureau,cam@bmmunity SurveyBear Estimates, 2012015

Income, Poverty, and Employment

aLiQa 2yS 27 (fdrBing@démmanitids that trshgfornw @ andi iSstiburban now.

There is some preserved farm space but we now have mostly-oatiae famils & @ £

¢ Key Informant

Gw200Aya@dAttS dzaSR (G2 0SS GKS O2YYdzyAaite GKIG @&2dz
OKI y3ISR®E

¢ Focus Group Participant

Income

Robbinsville families were described as white collar and affluent, with many commuting to New York

City for work Interview and focus group participants also noted that there are also mamastayme

moms in the communityln contrastneighboringHamilton was described as momgddle class anblue

collar, with higher rates of poverty and more studsmeceiving free or reduced luncAs one focus

group member summed ug, (i K S -SO2GRX A0 adl GdAa 2F w200AyagattsS A
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Interview and focus group participartsported that the economic base of Robbinsville has grown
substantally in recent years, pointing specifically to the new town center and Warehouse Park which
houses a humber of Fortune 500 companies including Amazon. The economic base of Hamilton was
reported to be more small business oriented.

Median household incomia Robbinsville in 2016 was $115,118, substantially higher than in Mercer

County ($73,966)Figure860 ® v dzt YGAGEF GABS RIFEGE O2y FANY LI NI AOA LN
the community: vhile median houseHd incomeremained flatin Mercer Countypetween 2011 and

20186, it rose by $10,000 in Robbinsville.

Figure86. Median Household Income, by Robbinsville and Mercer County, 200¥1 and 2012016

$105,394 $115118
$73.883  $73,066

Mercer County Robbinsville
2011 = 2016

DATA SOURCE: U.S. Census Bukeaerican Community SurveyYear Estimates, 2062011 and 20122016

Poverty
The proportion of families living in poverty in Robbinsville in 2016 was substantially lower than in

Mercer CountyFigure87). The proprtion of families living in poverty in Robbinsville fell between 2011
and 2016, while it rose slightly in Mercer County.

Figure87. Percent Families Living Below Poverty Level, by Robbinsville and Mercer County,2200Q7
and 202-2016

7.6% 8.2%

2.4%
° 0.2%

Mercer County Robbinsville
2011 = 2016

DATA SOURCE: U.S. Census Bureau, American Community Saaef &imates, 2062011 and 20122016

Employment
Unemployment was lower in Robbinsville (2.7%) than Mercer County (5.6%) ifFR2u&88). While

the unemployment rate in the county remained the same between 2011 and 2016, it declined in
Robbinsville
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Figure88. Percent Population 16 Years and Over in the Labor Work Force Unemployed, by
Robbinsville and Mercer Coupt 20072011 and 2012016

5.9% 5.6% 4.9%
2.7%

Mercer County Robbinsville
2011 m 2016

DATA SOURCE: U.S. Census Bureau, American Community Yaaef &imates, 2062011 and 20122016
Education

GThe young families thatre moving in are professional arducated and take education very
ASNA2dzaf 6tPoC Bl 1Q4&) PMR GKS f A&l D¢
¢ Focus Group Participant

Focus group members and interviewees reported that schools in Robbinsville are excellent, and one of
the primary reasons families move to the community. By contrast, schools in Hamilton were reported to
be struggling, underperforming and underfunded. Rabbinsville high school is a technology magnet
school.School enroliments in Robbinsville are high; one focus group member stated that the middle and
highschoolarét 0 dZNE GAYy 3 G GKS aSIlI Yadé

Secondary dta oneducational achievemenh Robbinsville confirm participants perceptionshigher

proportion ofadults 25 and ovein Robbinsville than in Mercer Courtigve a college degree or higher

(Figure89). Over hdf of adults in Robbinsvill& 1 @S | 6 OKSf{ 2 NOmpar&d$oHobdd 2 NJ KA
adults in Mercer County. In Robbinsville, about 4% of residente not completed high schody

contrast 12.1% of Mercer County aduliéd not complete high schooBetween 2011 and 2016, the
LINE L2 NI A2Y 2F w200AyagdAafttsS NBaAARSyda sAGK | o6F OKS
53.6%) while the proportion with less than a high school diploma fell slightly (from 5.8% to 4.1%, data

not shown).
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Figure89. Education Attainment for Population 25 Years and Over, by Robbinsville and Mercer
County, 20122016

Mercer County el VASWA

Robbinsville 284240l e1%)

m Less than high school diplomm High school diploma/GED
Some college/ Associate's  m Bachelor's or higher

DATA SOURCE: U.S. Census Bureau, American Community Yaaef &imates, 2012016

High school graduation rates Robbinsville are very high. About 97% of high school students in
Robbinsville graduated on time in 2017, compared to 90% in New Jersey (wigai€90). On time
graduation rates have remained steady in both Baobville and New Jersey as a whole between 2015
and 2017.

Figure90. FourYearGraduation Rateby Robbinsville and New Jersey, 202617

97.8% 98.2% 97.4%
° e o
° ° )
89.7% 90.0% 90.5%

—e—New Jerse(v) —o-R0obbinsville
2015 2016 2017

DATA SOURCE: New Jersey Department of Education, NJ SMART, NJ School Performa&2@EoR6padrt2015
2017

Housing and Transportation
G¢CKSNBEQa 2yS fINEBS O2yR2 | &a QAN RAIKYS NIsfARIYS2 WS QraLJl
K2YSaobe
¢ Key Informant
& a AnhidlsSvant to be able to walk around and be close to things tooliBUS NE Q& y 2 K2 dza Ay

GKSe8 OFy ITF2NRDE
¢ Key Informant
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Housing
Focus group members and interviewees reported that housing in Robbinsville is expensive. Robbinsville

was reported to have predominantly large, sinégenily homes that are out of reach farany younger

families and too costly for older residents to maintain. The lack of affordable housing in Robbinsville was
mentioned by a couple of participants; however, some affordable housing is being built in the area, for

example through Project Freedo The need for smaller housing was also mentioned. As one

interviewee sharedNA 3K y2¢ ¢S R2y Qi NBFIffeé KIFI@GS | K2dzaAy3
their housed dzii G KSe& R2y Qdditignally; the nieet fof sBrlioZndubiag closebie

RSOSt2LISR O0t2asS (G2 20KSNIFYSYAGASBQRIBAYROISER 886S2
living or senior development on top of retail because the number one complaint you hear is that senior
development happesin the middle of nowherand it adds to the isolatioh £

Quantitative data show that housing costs in Robbinsville are higher than those in Mercer County, for
both owners and renterdHijgure91). The cost of both owning and renting incsed between 2011 and
2016 in both Robbinsville and Mercer County, but increased by a greater proportion for Robbinsville
(data not shown).

Figure91l. Median Monthly Housing Costs by Tenure, by Robbinsville and Mercer County,-201&

$2,268 $2,813

$1,144 $1,582

Mercer County Robbinsville
Owner with mortgage ® Renter

DATA SOURCE: U.S. Census Bureau, American Community Seaef&imates, 202011 and 2012016

A similar proportion of households in Robbinsville as households in Mercer Courttpirsidg costs

equal to orgreater than 35% of household incer(Figire 92). In 2016, about one quarter of owners

and over one third of renters in both Robbinsville and Mercer County contributed 35% or more of their
household income for housing. The proportion of househplalgng more than 35% or more of income

for housing declined in Robbinsville between 2011 and 2016: among owners, it decreased from 31.0% to
26.9% over this time period and among renters it declined from 53.2% to 43.5% (trend data not shown).
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Figure 92. Percent Households where Housing Costs are 35% or More of Household Income by Tenure,
by Robbinsville and Mercer County, 202D16

44.3% 43.5%
25.9% 26.9%

Mercer County Robbinsville
Owner with mortgage ® Renter

DATA SOURCE: U.S. Census Bureau, American Community Saaef &imates, 202011 and20122016

Transportation
Fewinterview and focus group participanthared any challenges related to transportation in

Robbinsville. However, one interviewee noted that persons with disabilities face transportation

challenges, especially for medical apgiments.As this person statedy 4 KSy @& 2dz KIF gS (2 &1 .
RFe 3SGidAy3a G2 GKS R20G2NE @&2dz YI & DRtdfiointhéa @ TF2NHS
American Community Survefow that Robbinsville residents are very-dependent. h 2016, a

smaller proportion of Robbinsville households (5.6%) than Mercer County households (11.8%) had no

vehicle availableRigure93). While this proportion remained the same from 2011 to 2016 in Mercer

County, itrose in Robbinsville.

Figure93. Percent Households with No Vehicle Available, Rgbbinsville and Mercer Counfy2007
2011 and 20122016

11.6% 11.8%
2 9% 5.6%
Mercer County Robbinsville
2011 = 2016

DATA SOURCE: U.S. Census Bureau, American Community Saaef &imates, 2062011 and20122016

Most workers in both Robbinsville and Mercer County drive alone to wagk(e94). In Robbinsville,

over 80% of workers drove to work alone in 2016, compared to 72% for Mercer County. Use of public
transportation is slightly higher in Mercer County than Robbinsville. The use of public transportation to
get to work has not increased substantially over the past few years.
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Figure94. Means of Transportation to Work for Workerl6 Years and Over, by Robbinsville and
Mercer County, 2012016

Mercer County 71.8% II
Robbinsville 81.9% "

m Car, Truck, Van (alone) Car, Truck, Van (carpool)
m Public Transportation m Work from home

DATA SOURCE: U.S. Census Bureau, American Community Sgaelz &imates, 2012016
NOTE: Other includes walking and other means of transportation

Crime and Safety

Crime and safety are not identified as a pressing concern in Robbinslime statistics indicate that
crime, both nonviolent and violent, is substantially higher in Mercer County than in Robbi(Eaflle
14). Crime rates ha declined between 2013 and 2017 in both Robbinsville and Mercer County, for
both violent and nonviolent crimes.

Tablel4. Violent and Nonviolent Crime Rate per 100,000 PopulationRmbbinsville and Mercer
County, 2013 and 2017

Mercer County 413.9 2,108.3 378.6 1,896.0

Robbinsville 37.8 900.1 6.3 528.7
DATA SOURCE: State of New Jersey, Department of Law and Public Safety, Uniform Crime Rep@fihg ahmt
Uniform Crime Report, 2013; Rates calculated per U.S. Census Bureau, American CommunityYaawvey 1
Estimates, 201GNOTE: Violent crime includes homicide, rape, robbery, assault and simple assault; Nonviolent
crime includes burglary, larcemytheft, and motor vehicle theft
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COMMUNITY HEALTH OUTCOMES AND CONCERNS

This section focuses on health issues and condartiee Robbinsville communithat emerged during

the needs assessment proceB&cause existing quantitative data (secondary flatahealth outcomes
and health behaviors is limited at the community level, the data presented in this section are primarily
drawn from he communityhealthsurvey conducted for this CHNa#s well agrom interview and focus
groupdiscussios. Communityhealth survey data are presentduerefor both the Robbinsville zip code
singularly (08691) and for the 4p code Robbinsville area.

Overall Community Health Status and Health Concerns

Overall Health

Data from theRobbinsville sulanalysis of theommurity health survey conductefibr this CHNA

indicate that themajority of respondentsate the health of both the community where they live and the R

17 andFigure96). Respondents from Robbinsville rated health higher than respondents from the
Robbinsville area. For example, 69.3% of Robbinsville respondents rated their cotn®@uiit KSF f G K | &
GOEOSttSyié 2NJ a+SNE D22R¢ O2 YLl NFigureli7ganp68@%: 2 F w
of Robbinsville respondents rated the health of the community in which they work, volunteer tor go
a0K22t & G9EOSttSyildé 2N a+SNE D22Ré ©Gigueddh NBR (2

Figure95: Perceived Health Status of Community in Which L.iR@bbinsville Area asth Robbinsville
(08691) Respondents

Robbinsville Area

Robbinsville

Community in which you live

Excellent = Very Good m Good m Fair mPoor

DATA SOURCE: Princeton HealthCare System Community Health Needs Assessment Survey, 2018
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Figure96: Perceived Health Status of Community in Which Work, Volunta&iorshipor Go To Sabol,
Robbinsville Area and Robbinsville (08691) Respondents

1.2%

Robbinsville Area

Robbinsville

Community in which you
work

Excellent m Very Good m Good m Fair mPoor

DATA SOURCE: Princeton HealthCare System Community Health Needs Assessment Survey, 2018

Health Concerns

Community survey respondents were also asked to select the top 5 health issues th#daiggest

impact on them and their families personally, and the community in which they live. The health

concerns thaRobbinsville areaurvey respondents indicated had the biggest impact on themselves or

their family were related to musculoskeletaligs (e.g. joint pain, arthritis), aging, and overweight or

obesity, with ovei60%o0f respondents selecting these as one of the top three health conceigsré

18). Dental and oral health, access to health carg @aregiving (including elder and child care) were

the next most commonly cited issues as affecting respondents. It should be noted that response options
F2NJ a20KSN) OKNRPYyAO RA&SIasS¢ 0adzOK Fa RAIFI6SGiSazr KS
O2YYdzyAleé¢ 6SNB AyOf dzZRSR Ay (GKS KIFNR O2Lk adaNBSe

a5Sydalrf 2N 2Nrf KSFHfGKé ol a aStSOGSR o0& (GUKS KAIKS
O2RS o6nycopmy a& KIFIGAYy3a GKS o0AFFRAENIYLIKSEH AWK G KBS A
most frequently selected health issue among Robbinsville area respondents. Nevertheless, the top

health issues selected by Robbinsville zip code respondents generally align with the top health issues

selected by Robbinsvilkrea respondents. It is important to note that in the community health survey

sample for the 15%ip code Robbinsville area, many respondents8%) were above the age of 65

(Tablel); thus, the ageelated issueshat were selected as having a substantial impact on survey

respondents may be of particular concern for this sample.



Figure97: Top Health Issues with the Biggest Impact on RespondentlRgsy RSy (1 Qa CI YA f &%
Robbinsville Area and ébbinsville (08691) Respondents

Musculoskeletal issues (e.g. joint pain, arthritis

Aging health concerns (e.g. Alzheimer'
dementia) 56.0%

44

Overweight or obesity 44.0%
(0]

Dental and oral health
64.0%

Access to health care services due to locatio
hours of operation, transportation, or
availability of needed services.

-]

52.0%

Caregiving (e.g. elder care, child carg
giving (&g 48.0%

|

Robbinsville Area m Robbinsville

DATA SOURCE: Princeton HealthCare System Community Health Needs Assessment Survey, 2018

Compared to concern for their familiegspondents identified different top health concerns that they
perceived as having an impam their community overallRigure98). When asked about health
concerns for their communitiesgespondents from both the Robbinsville area and the Robbinsville zip
code (08691) identified the top concernsaxes to health care services (due to insurance, lack of
insurance, or cosindmental health issues (e,ganxiety, depression, suicide).
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Figure98: Top Health Issues with the Biggestpact on the CommunityRobbins¥le Area and
Robbinsville (08691) Respondents

Access to health care services due tp
insurance, lack of insurance, or cos

Mental health issues (e.g. anxiety, depressio
suicide)

—

Caregiving (e.g. elder care, child care

Overweight or obesity

Access to health care services due to locatiop;

hours of operation, transportation, or
availability of needed services.

Cancer

Robbinsville Area m Robbinsville

DATA SOURCE: Princeton HealthCare System Community Health Needs Assessment Survey, 2018

Focus group members and interviewees identified health concerns similar to those highlighted in the
community health srvey. They stated that top health concerns in the Robbinsville community are

mental health and access to healthcare due to cost and insurance. They also identified substance use as
a community health concern. Less prominent in these conversations veaiesiselatedo caregiving

and obesity

Mental Health
oWe are finding more anxietydden students, starting as young as kindergartners, coming in and

struggling with being able to cope with home and school expectatiéns
¢ Key Informant

G L { Kalsy'Have @ §hame factor with our parents (in Robbinsville)tté&tS @ QNB y 24 3I2Ay 3
reachouti KS@ QNB y20 3JI2Ay3 G2 €SGO dz&a 1y26 o6KIOGQa 3I2A

¢ Key Informant

Mental health was a substantial topic of conversation in the focus group and intenRan&ipants

shared that the substantial academic pressure in Robbinsville is leading to stress, anxiety and depression
among students, including very young studer@grtain sukpopulations, such as students who reside in
group homes, those close to homessness, and the LGBTQIA population, were cited as students who in
particular may be in need of additional resources and suppatording to respondents, social media

also plays a role in contributing to social stress issues and bullginigide wasaported to be rising in

104



the community As one interviewee explained,i KSNB Q& 6SSy | ydzYoSNJ 2F¥ &adza O
you're seeing thatinwellJSNF 2 NY¥Ay 3 &a0OKz22fta o0SOlIdaAaS 2F GKS I OF RS
seeing it ilower-performing shools]g A (i K LINB & & dzZNB T N@n¥partich&tsiaedxirel | & LI
perception that rates of autism may tégher in the community than in otherdmong adults,

depression, addiction, PTSD and hoarding were repdddx issues of concern

There @e substantial challenges to addressing mental health concerns in the community according to
interview and focus group participants. For example, participants noted that the community lacks
sufficient mental health providers, especially Medicaid patiems, and stated that schools have too

few staff with expertise to meet the mental health needs of students. High turnover in the mental
health services workforce was also reported to be a challenge. Finally, stigma about mental illness is a
substantialchalenge according to partigants. Those working in schools, for example, noted that

parents are reluctant to disclose mental health concerns about their children. As one interviewee
shared,d think [mental health] is still pretty closeted [in Robbinsyi#eEn more so than in surrounding
G26yaodé

Substance Use
428 KIF@S RNMA

I
asSSvya LINBiGlGe Oz
¢ Key Informant

Ff 0O2K2f | 0dzaS® 2SS KIF@FS az2vYS dz

G1 SNB KY[ENBAIA RSYAO SOSNE gKS8BIPdzE S QNSQNR (I ¥ LI NBRAz$
¢ Key Informant

Interviewees and focus group participamtsescribed substance use as an importaahcern in

RobbinsvilleOpioid misuse was described as a growing issue for the community, particularly among

young adultsinterview and focus group participants noted that deaths related to opioid overdose are

rising in the community, especially in Hamilton. A couple of participants reported that they believed

misuse of opioids was more prevalent in the community than ackedged. A®ne interviewee stated,
G2LIAGEARKAY] AlG KAGA Y2 NEB Afother dntloded a sinldr wew ga@irigli KA y' 1 A
GKAY]l Ay (KS LRLMzZ FdA2y>S SalLISOALfte Ay &adzwdz2NDBlFy |
doesi KI LIISY KSNB &

Interview and focus group participants shared that substance use concerns among students were

primarily those related to alcohol and vaping. They also mentioned that academic pressure has led to

misuse of ADHD medicationshelp studerts study. As on@cus group membeexplainedd A . Q& vy 2 (i
eXJSy aA @S Sy 2 dzadaceid K IKREF 2ANIRY &0 1S KS\Wy2RdzZA K G2 G 1S Al 0S¥

As with mental healtlservices, participanteeported that more substance use services were needed

especidly communitybased supports after treatment. As one interviewee stated, (G KAy {1 AF @&2dz
0KS KSNRBAY SLARSYAO la | ¢gK2fS3z LIS2LX SThyalgoQid KI @S
saw the need to work more closely with schools on preiseneducation for students.
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HEALTH CARE ACCESS AND UTILIZATION

The community health survey conducted for this CHNA asked respondents a variety of questions about
access to health care. This section discusses community survefpd#ia 15zip code Rbbinsville
area,feedback from interview and focus grogpnversationsand secondary data to identify the level of
health care utilization and resources in the community, as well as barriers residents face in accessing
them.

Access to Healthcare

Commuriity health sirveyrespondents were asked to rate difficulty in accessing specific health care

services in the communityigure750 St 2 ¢ aK2ga GKS KSFftGK OF NS aSNWBAO
G IS NE K tedsRytheir@atebt Gumber of respondents. Respondents marked mental health

services and alcohol or drug treatment for both adults and minors as the most difficult services to

I O0Saad C2NJ SEFYLIX S al £t 02K2t 2 NRMONEzAl iRBH BxiSFao S
was indicated by 43.6% of Robbinsville area respondents and by 58.3% of respondents from the

Robbinsville zip cod®8691)F & a KIF NRé 2NJ a 3SNE K| NRis dificdtyih 0O0Saa Ay
accessing services is consistent widngpectives shared by focus group participants and interviewees,
RSAONAOSR Ay G(G(KS daaSyidlt 1SIfiKé aSOGAzy |o020So

Figure99: Health and Social Services That Are Hard or Very Hard to Access in the Community
Robbinsville Area

Alcohol or drug Counseling/mental  Counseling/mental Alcohol or drug
treatment or health care for children health care for adults treatment or
prevention services foror adolescents (under (age 18+) prevention services for
youth (under 18 years) 18 years) adults (age 18+)

Robbinsville Area m Robbinsville

DATA SOURCE: Princeton HealthCare System Community Health Needs Assessment Survey, 2018

Surveyrespondents were also asked to indicate how difficult it is to access specified -nefalttd

services in the communityrigure100below shows how Robbinsville area respondents rated each

service. Home health care services (24.4%) and weight management support (20.4%) were most
FNBljdzSyidte tAaGSR Fa aKFENRéE 2N a@SNE KFNRé¢ G2 OO
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Figurel0CG Health Services Access in the Community, Robbinsville Area

Domestic violence counseling service 46.3% 14.9%
Community health education programs 0
services ISR
Weight management support 41.7% 20.4%
Programs to help people quit smokin 51.3% 19.2%

Home health care services 50.4% 24.4%

m Very Easy/Easy = Not easy or hard = Hard/Very Hard

DATA SOURCE: Princeton HealthCare System Community Health Needs Assessment Survey, 2018

Respondents were also asked to indicate how frequently they personally felt discriminated against when
trying to get medical care, based on certain characteristics. As shoigurel0l> & 3Sé¢ gl & GKS
characteristic most frequently selectéd2.9%)y Robbinsville areaurvey respondents as a basis for
discrimination.

FigurelOL Discrimination Frequency by Select Characteristics, Robbinsville Area

Your age

Your body size

Your income

Your disability (if not applicable, selec
"Never")

Your race or ethnicity

Your language

Your gender or gender identit

Your cultural or religious backgroun

Your sexual orientation

DATA SOURCE: Princeton HealthCare System Community Health Needs Assessment Survey, 2018



The community survey also asked respondentmtticateissues that have made it difficult from them

to get care over the past two yeafSigurel02presents the most frequently selected barriefidhe bp

two issuesselected by Robbinsville area respondents as makidiffitult to get needed health seises

inthe lasttwoyearsweré f 2y 3 6L AlG F2NI Iy LILRAYGYSY(dé oncdm:0
AaSNAOS&éE oOomMPM:EIU D

Figure102 Issues Making it Difficult for Respondents to Get Needdealth Services within Last Two
Years, Robbinsville Area

Health information is not kept confidential3:33%
Don't understand health information §1.11%
Afraid due to immigration status’1.11%

Afraid to have health check-up® " 6.11%

Unfriendly provider or office staff 21.67%

Language problems/could not communicate4 24%
with health provider or office staff 0

DATA SOURCE: Princeton HealthCare System Community Health Needs Assessment Survey, 2018

Some focus group members and interviewees shared some similar perspectives on access to care. They
noted tha daytime hours offered by many health care services are not always convenient for families.

Lack of providers who accept Medicaid was mentioned as a barrier by one interviewee who explained,
Gr2aid R200G2NA R2y Qi (1S aSRA@ ARy Ay aaAld yOSNEAROS AR
Concerns about access for undocumented immigrants was mentioned as a challenge for the Hamilton
community in particularAs described earlier, those with disabilities face transportation challenges to

get to medical appmtments, especially those who are Medicaid recipients.

Health Insurance

Data from theUS Censusdicate that the proportion othe population without health insurance is
lower in Robbinsvill€l.9%)than in Mercer Countgverall (9.7%]Figure103). When analyzed by race
and ethnicity, while rates of uninsurance in Mercer County are highest among individuals who self
identify as Hispanic, rates of uninsurance in Robbinsville are highest among individualsfvidhensiéy
Fa +Fy G20KSNEFigNERIOS 2N SGKyAOA(Ge 6
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Figurel03. Percent Population Uninsured, Byobbinsville and Mercer County20122016

9.7%
1.9%

Mercer County Robbinsville
DATA SOURCE: U.S. Census Burpmrican Community Survey¥eear Estimates, 2012016

Figurel04. Percent Population Uninsured by Race/Ethnicity, Rgbbinsville and Mercer County
20122016

26.5%

23.9% 24.1% 24.0%
: 7;2-6% 11.1% 011.7% - a0 6 7%
O 2/0 1.9%.009.006 "
New Jersey Mercer County Robbinsville

® White, non-Hispani@ Black or African Americam Hispanic or Latina Asianm Other

DATA SOURCE: U.S. Census Bureau, American Community Seaefz&hates, 20122016
Use of Healthcare Services

A majority of community health survey respondents (91.7%) in the Robbinsville area indicated that their
YI'AY YSRAOIt OFNB Aad LINBPOARSR o0& | LINAAhel S R200 2N
majority of Robbinsville area survegspondentg94.4%have used primary care services in the past
year(Figurel05). Other health services frequently selected as used in the past year by Robbinsville area
respondentsh y Of dzZRS 2dzi LI GASY G &aSNBAOSA oO6cydx>0X h.kD, b
(46.1%) and cancer screenings (44.4%) (Figure 10). Only 22.8% of Robbinsville area respondents

indicated that had used emergency services in the past year (data not $hown



Figurel05 Health Services Used in the Past Y,dobbinsville Area

Primary care services Outpatient services OB/GYN services or Cancer screenings (e.g.
(e.g. annual physical such as blood work orother women's health skin, mammograms,

exam) radiology (e.g. X-rays, services (e.qg. for prostate exam)
MRIs) reproductive health,
breast health, pelvic
health)

DATA SOURCE: Princeton HealthCare System Community Health Needs Assessment Survey, 2018

Surveyrespondents were also asked to indicate fromiethsources they get most of their health

information. Figurel06 below shows the sources that were selected by the greatest number of

respondents. The most frequently selected source of health care informatiomgunoth Robbinsville

I NBF NBALRYRSydGa IyR NBalLRyRSyita FNBY (GKS w200AYya
LINE A RSNE @

Figurel06: Main Sources for Health Information, Robbinsville Area

97.7%

Doctor, nurse or other health provide
100.0%

Websites

45.7%

Pharmacy o
o (0]

. 25.7%
Family members

33.3%

Friends - 10.9%
L 74%

m Robbinsville Area m Robbinsville

DATA SOURCE: PrincetonItiézare System Community Health Needs Assessment Survey, 2018
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PERCEPTIONS OF PRIORITY COMMUNITY HEALTH ISSUES

Respondentgo the community health surveyere asked to rate a list of issues as low, medium or high
priority for future funding and resourceBigurel07 below shows the issues that were selected as high
priority by the greatest number dRobbinsville area respondents (zp code area)or Robbinsville

area respondentdncreasing the number of serés to help the elderly stay in their homes was selected
most frequently followed byexpanding the health/medical séces focused on seniors (65a)d

offering more programs or services focusing on prevention of chronic dis&gae, it should be noted
that in the community health survey sample for theZip code Robbinsville area, many respondents
(44.8%) were above the age of 6baplel); thus, the ageelated issues that were selected as priorities
for future funding and resources may be of particular concern for this sample.

Figure107: High Priority Issues for Future Funding and Resources, Robbinsville Area

Increasing the number of services to help t
elderly stay in their homes

Expanding the health/medical services focus
on seniors (65+)

Offering more programs or services focusing qa
prevention of chronic diseases like heart disea
or diabetes

Offering more programs or services focusing ¢
physical activity and/or nutrition

Offering more programs or services focusing ¢g
wellness like meditation, yoga, acupuncture, (
mindfulness

Expanding programs or services designed
help patients navigate the health care syste

DATA SOURCE: Princeton HealthCare System Community Health Needs AtSessme 2018

Focus group participants and interviewees identified additional priorities for future programs and
services in their community:

1 Expandoehavioral healttservicesinterview and focus group participants stated that the region
needs more bhavioral health services, especially for children and youth. A few saw a need for
more schoobased services in particular. Ensuring that information about existing behavioral
health services are available, especially to schools and parents, was alsstedgg

1 Enhancéehavioral healtreducational programsGiven the stigma and lack of awareness
surrounding behavioral healtimterview and focus group participants saw a need for more
parent and community education about mental health, as well as substaibey suggested
more information for parents about how to recognize when a child has a mental health concern
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and an emphasis specifically on reaching disengaged families. ASSi¢R 2 Yy wedah i SR> «
keep them safe and healthy during the dayschoo]6 dziT S @Sy Ay w200AYyagAtt s
home to some pretty bad things so it would be nice to have a family counseling component to tie

A G Regbdnizing the stress associated with academic pressures, one interviewee also

suggested working with schoasid families to try to address stress among scfagsgd

children.



PERCEPTIONS OF POTENTIAL HEALTH CARE DELIVERY INNOVATIONS

Interview and focus group participants, as well as community health survey respondents, were asked to
share perceptions on potgial future health care delivery innovations, particularly related to use of
technology and integration of services.

Use of Technology

Technology is increasingly utilized in the delivery of healthdareus group members and interviewees
were asked abat current and potential technology use for health including the delivery of healthcare
through technology (telehealth) and wearable devices that track health information. Survey
respondents were asked about their current use of online patient portaladigy the use of portable
devices to access these.

Virtual Health Care Delivery

G! f20 2F GKS Kz2aLWAdlfa FNRBdzyyR KSNB K¢S AQYEF 2 NI |
NEFffe KSfLFdA KFEGAy3a @2dzNI Ay BKNERIQI X 2 LIR2AYWE NKS  INy
@2dzQNB y2i 2dzAad ¢FAdAy3a F2N GKS R20G2NJ G2 3ISaG |1
¢ Key Informant

¢ S2LX S NS o0dzaeé FyR (4KSNBQa y2iKAy3 G4KFG YIF]Sa
scheduled appointment or waiting hours to bersaé¢ urgent care. If the technology makes that
SFaASNE L GKAYy]l] GKFd ¢2dzZ R 6S 3INBF (¢

¢ Focus Group Participant

Perspectives othe expandingise of technologyn health care deliverywere positive Focus group

members and interviewees shared perceptiariiow telemedicine can benefit the patient experience.
Participantgraised technology in medical care, citing the abilityise technology as a tool for patients

to quickly gain information aboutealth issues and lab test results. Technology wassalspas a

means for making health care more convenient. Interview and focus group participants noted that

technology can help patients triage health issues and determine when@grgon visit is (and is not)

needed, and can provide quick access to health information. For example, age interviewee

stated,d think that[technologyjwould open up the door to more health care. | think that would really

help in parts of our community K SNBE G KSNB | NB MoothelzBtarvielv€elsanwA y 3 | NP dzy |
techndogy as beneficial for answering questions, helping patients and providers to determine if a health

issue warranted treatment in an office or not, and how soOne interviewee shared that technology

might be helpful for providing mental health care becawadten there is stigma associated with seeking

services. As this person statédw U S O KhAtzallo@shatientyto talk to someoe less visibly about

gettinghep.® L O2dzZ R |t a2 4SS GSSya umérkigvBndXodusgup IS4G Y2 N
participants shared that,dcause everyone now hasarjphones, lack of access tonnected devices is

not a barrier to accessing telehealth

A few participants also noted that technology can facilitate communication among health care
providers, angprovide access to highuality specialty care. For example, one focus group participant
noted that primary care and specialty providers can use technology to communicate directly and
coordinate care. Additionally, technology was seen as potentially expgudicess to care from
specialists who may be located far away in urban areas such as Philadelphia. As one focus group

11¢



LJ- NJi
aLlsSo

JEKENBDEGSRERAGA Rdzl f d-upkvBrdderithielguide dithg R2 (K S

OAL
FfAald GKI RQa a@l &KR GA e 2tdK AR2IyRSit KK @S Gagé 8 OKE SL

A
A
Interview and focus group participants did not mention concerns about security or privacy of

information. Participantgautioned, however, that telehealth options not entirely replace@anson

2FTFAOS Grardaoe {2YS LI NIAOALIyGa y20Sdetedakcess G KS @&
02 0StSHyrREBNBAYESS OKFA BI R2 OiRodver,as/ondifdc& grbip LIK 2 Yy S d €
member stated® 2 dzQ @S 32 G (&l Beirfy abledd s&veiihe peBpe that ivant the fame

FIOS IyR GKS Y20AtS | 0O0Saaaoé

When asked about use of online portals to access medical informatiermajority ofRobbinsville area
respondenty66.9%) and respondents from the Robbinsville zgieg®6.7%)ndicated that they do use
online portals(Figure108).

Figurel08 Use of Online Patient Portal, Robbinsville Area and Robbinsville (08691) Respondents

Robbinsville Area Robbinsville
Have Used = Have Never Used

DATA SOURCE: PrincelttgalthCare System Community Health Needs Assessment Survey, 2018

However, only 10.7% of Robbinsville area respondents and 3.7% of respondents from the Robbinsville
Zip codehave ever used a mobile device to access health care for themselves or a famibyem
(Figurel09). Among respondents who had not used a mobile device previously to access health care,
approximately half would be interested in accessing health care in thisfaragxample through a

mobile device or smartphone)Higure110).

Figurel09: Use of Mobile Device to Access Health Care Information, Robbinsville Area and
Robbinsville (08691) Respondents

10.7% 3.7%

Robbinsville Area Robbinsville
Have Used Have Never Used

DATA SOURCE: Princeton He2dire System Community Health Needs Assessment Survey, 2018
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Figurel10: Among Respondentilot Currently Accessing Health Care Information through Mobile
Device Interestin Accessing Health Care Information through Mobile Deviceldmunty, Robbinsville
Area and Robbinsville (08691) Respondents

Robbinsville Area Robbinsville
Interested Not Interested

DATA SOURCE: Princeton HealthCare System Community Health Needs Assessment Survey, 2018

Use of Sensors and Wearables

Another technological innovation in health care is the use of sensdreaith wearables that help

individuals track things such as their weight, blood pressure, or stress levels. Focus group members and
interviewees were asked for their perceptions on how likely residents of Robbinsville would be to utilize
these types of sesors or wearables. Initially, interview and focus group participants were unsure about
articulating opinions on this; however, when given specific examples (e.g., Fitbits, Apple watches), some
respondents noted that millennials and young families may tiirede tools to be helpful. As one

interviewee sharedoto me it would bdhelpful for]just overall health and maintaining your health. You
have the peoplévho] are maintaining their health and then the younger people who would want to just
do it becausd (i Q & It waS doted that the older generation may not be interested in adopting this
technology, particularly in early stages of +wlit.

Colocation of Health Care and Wellness Services

G w S & AwRrg gbivéanience, everything should be under rmmé. As soon as you start dispersing
OFNB | tAGGES o0AlGX @2dz aldl NI f2aAy3d GKSY®dE
-- Focus Group Participant

GPrimary care, chirop@( 2 NE ¢ SA IKG Y I ¥ yod Sdhavd] alllthath odke Y X
LI I OSX¢
-- Key Informant

Focus group members and énvieweeswere also asked for their perceptions of whether and how to

co-locate medical and wellness services. Participants favored integfabiunging, wellness, and medical
servicesConvenience and proximity to where families live were seen as impoffantexample, one

focus group membenoted the convenience of being able to access seryige& SNBE & 2 dzZQNB y 2 (i
Ay @2dzNJ OF NJ (12 3JARcodle af paitigiparisialsdsNdted tBd par§pdctive that a more
holistic approach to health mayelp bring down healthcare costs.

Health Care Services

Focus group members and interviewees had humerous suggestions for the types of healthcare services
they would like to see in an integrated facility. These inathglediatric carein particular (conecting to

CHOP was suggested}, well agirgent care, physical therapy, mental health services, occupational
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health servies, and chiropractic services. Offerirfteahours health services were seen as critidss.

one interviewee stressedthe peoplgshould be abletal2 G KSNB FyeidAyYS (KS& ySSR
HNKTZX o0dzi A0Qa OSNIIAYyf & o0Seseyeml regportiedd suggdsteladoy R { |
located pharmacy would add additional convenience. Respondentstalisal the imporance of high

quality care to the success of the facility, including linkagekeadarger Princeton/Penn health system.
Asonepersonstated. ¢2dz R K2LJS GKIFIGd AT tSyy aSRAOAYS Aa L
£ a2 o Ny 3 hayigdaelndcessibilit) andlisadsportation services were also mentioned.

Wellness Programming

Focus group members and interviewees were also very receptiveltmcating wellness programming

with medical services, and provided numerous suggestions for the tfge®grams that would benefit

the community. They suggested nutrition education programs, exercise classes (including access to a
pool), and general health education (about diseases, medications, etc.). Additional ideas included
financial literacy and penting classes, and mentoring programs for children and tefémsresidents

with disabilities, accessible/wheelchair exercise classes and socialization activities were mentioned, as
were respite services for caregiveEnsuring that programs are availatio lower income residents,

through low cost or free options, was also mentioned as critical.

The importance of care coordination was mentioned by several respondents to ensure that patients are
AAGSY | asl NY KFyR2FTFé (\@dershS onk yiténdeivee BxtpRined A T K&S2 dz (i K
YIE1S AdG Y2NB LISNE2YIf (2 LIS2LX SForiexadmeQifNgpatiche Ay 3 G 2
receives a new diagnosis of diabetes from a health care provider, they could then be connected directly
toanonda A S ydzi NR G A2y Aadild ®the dbctod cArSyouhsgnd Wi heSnex$ fersofi i SRY ¢
helpcA G Qa | fY2ald t AEBe neey B nasigad HIPRAEhESnB iy sBtting up systems for

warm handoffs was also noted.

Community Use dbervices

One concern that arose in interview and focus group conversations was whether residents of

Robbinsville would be receptive to Hamilton residents accessing an integrated medical and wellness

facility in the Robbinsville community. One focus growugmber explained the dynamics of the two
communitiesasfollowsiF 2t {1 & Ay | FYAf G2y 221 0 w200AyagAatts
W200AYyag@AttS 221 | (whilelsomk paitiéipantsiedpresiedicondein that tis & K Q d £
could be challeging, others were more positive. One interviewee shared an example of a recent mall
renovation that was seen as successful in bridging the two communities. A few respondents felt that

the association with Princeton Health and UPenn would also go a longAsane focus group member

sharedd 2dzad KI @Ay 3 GKS yIFYS |aa20Al SR Seveialfotgd(i &gAf f
however, that if this type of integrated facility were to be developed, it must be welcoming to everyone.

This includegroviding language services and addressing barriers such as transportation and cost.

Ensuring that provider staff are of diverse backgrounds was also seen as important. As one focus group
member statedg Y 1S adzNB GKFG A0 Y NBK SES NIZKAS/ 30 20YSYQlzydxaiSe AT
GKSY GKSNB IINBX o0F NNASNE D¢
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KEY THEMES AND CONCLUSIONS

ThisRobbinsville Addendurorings together quantitative and qualitative data from a variety of sources
to provide an overview of the current health statusRdbbingille arearesidents, identify priority health
issues, an@xplore how innovations in healttare delivery could potentially address healthated

needs Overarching themes that emerge from this synthesis include:

1 Whileresidents of Robbinsville are higyeducated and affluent, the high cost of housing in
the community creates challenges for somdedian household income in the area remains
higher than Mercer County. The community has excellent schools which make it attractive to
many. Challenges, howewénclude the high cost of housing. Although respondents report
growing racial, ethnic and linguistic diversity, Robbinsville is still a predominantly white
community, in contrast to nearby Hamilton.

1 Mental health and access to healthcare are top heattbncerns in the communityCommunity
health survey respondents and focus group and interview participatestified both mental
health and access to healthcare as critical community health concerns. Survey respondents
additionally identified caregivinglder care, childcare) and obesity as concerns, while focus
group members and interviewees noted that rising rates of substance use in the community
warrant attention.

1 Services for youth and families and seniors were identified as priorities for futuealth-
related programming Community health survesespondents many of whom were themselves
over the age of 65yrioritizedservices to help the elderly stay in their homes, expanding the
health/medical services focused on seniors (6a#yl offering morgrograms or services
focusing on prevention of chronic diseaf®cus group members and interviewees suggested an
emphasis on enhancing behavioral health services, particularly for youth, and expanding
education related to behavioral health needs, partarly focusing on youth and families.

9 Technological approaches to delivering healthcare and health information were viewed
favorably. Qurrent use of online portal access medicahformationis high among community
health survey respondents. Focus goanembers and interviewees shared positive perspectives
on telehealth technology, citing convenience as a key benefit. While some participants
perceived a benefit to expanding use of sensors and wearables among certain populations,
additional pilot and udaility testing, particularly with millennials and younger residents, may be
beneficial before expanding or launching new initiatives.

1 An integrated healthcare facility, with céocated medical and wellness services, was viewed
as something that would beefit the residents of Robbinsville and surrounding communities.
Focus group members and interviewgeported that celocated services would be beneficial to
addressing the healthcare needs of the community, especially when linked to larger healthcare
sydems. The linkage to wellness was also seen as an important factor. Accessibility of the facility
to a wide range of community residents was also seen as critical.



APPENDICES

APPENDIA. Penn Medicine Princeton Health 2018 Review of Initiatives

As a esult of their 2015 Community Health Needs Assessment, Penn Medicine Princeton Health developed a plan to addreskelehghéiti needs and
issues. Since the 2015 Needs Assessment, Penn Medicine Princeton Health has provided a variety of sgurogearandng (Strategic Initiatives) to address
the identified key needs and issu@e table below summarizes the status of Strategic Initiatives for which data were available as of August 2018.

Strategic Initiatives

Outcomes

FY 2016

FY 2017

Priority Area 1: Chronic Disease, Obesity, and Healthy Eating Active Living (HEAL)

GOALPromote optimal health, including optimized body weight,
Add a medically supervised Metabolic Weight Management Progre
(non-surgical component) to the Bariatric Program (surgical
component) for outpatient and BMS clinic patients.

Bariatric Programhad 235 new
patients in Qtr 1.
(No data Qtr 2, 34)

BMShad 10 new patients in Qtr ]
& 2)(No dataQtr 3 & 4)

to reduce the impact of chronic disease and obesity, and enhan@l @egcomes and quality of life.

Bariatric programhad 1,800
new patients (estimate, data no
confirmed).

BMS- no new patients.

FY 20181/2

Bariatric programhad 11 new
patients.

BMSc¢ No data available as of
8/18

Consolidate and expand the bdria program in the new Center for
Bariatric Surgery and Metabolic Medicine consisting of surgeons,
dietary, social work, psychologist, and nurse practitioner, and
including physical fitness pre and post op.

No data provided.

210 new patients

No data avdable as of 8/18

Enhance the partnership between the Center for Bariatric Surgery
Metabolic Medicine and the Joint Center of Excellence to improve
outcomes.

22 referrals

69 referrals

42 referrals YTD (8/3/18)

Conduct community events to build avearess and reach out to
families to address obesity.

Provided 50 programs and
reached 709 attendees.

Provided 48 programs and
reached 661 attendees.

No data available as of 8/18

Conduct ongoing nutrition and physical exercise programs, health
screenimgys, etc. for children and adults.

Reached 4,722 attendees.

Reached 7,889 attendees.

No data available as of 8/18

Continue to utilize partnerships with the fitness centers to identify
special population needs and collaborate around programming. In
consutation with the new medical advisory board (262619),
develop and enhance programs for specialty populations (e.g., MS
t I NJAYyaz2yQas 2NIK2LISRAOaAZ OF NF
etc.).

No data provided

Approximately 54 participants.

No dataavailable as of 8/18

Continue Oncology Nurse Navigation Program to identify and addt
barriers to care, including access, transportation, healthy lifestyles

stress reduction, weight loss, language, etc. and expand the progr

T 1,078 referrals for resolutiorn
to barriers (No data in Qtr)2

9 525 referrals for resolution to
barriers. (No data in Qtr 2&3)

I 513 referrals for resolution
to barriers.
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Strategic Initiatives

Outcomes

FY 2016

FY 2017

FY 20181/2

by developing tumor spedi pathways for breast, lung, and colorect]
cancer patients.

Expand Cancer Survivhig Program (Treatment Summary (TS) and
Survivorship Care Plan (SCP)) to promote gooetasdf reduce risk of
further health issues, and understand the impact cancer can have
health by offering TS/SCP to 75% of Sta§feddMCP cancer patients

by 2018

114 Treatment Summary/
Survivorship Visits in Qtr 1 & 3

(No data provided in Qtr 2 & 4).

No data provided.

87 Treatment Summary/
Survivorship visits

Expand current Psyckeocial Distress Screening to include
survivorship population for UMCP cangatients. Develop oisite
support group for cancer caregivers and/or cancer patients with
children.

9 participants attending support
group.

27 participants attending
support group.

5 participants attending
support group.

Expand the Cancer Program Supf®etvices to enhance the patient
centered model of care, by hiring an oncology registered dietitian ¢
oncology social worker.

1 750 patients referred to
Social Work.
1 635 referred to Dietitian

1 156 patients referred to
Social Work.
I 124 referred to Dietitian

T 335 patients referred to
Social Work.

T # referred to Dietitian not
available as of 8/18

Continue to provide communitpased screenings for prostate, skin,
and lung cancers.

190 total

24 for Lung Cancer
126 Skin Cancer
40 Prostate Cancer

195 total

22 lung Cancer

56 Skin Cancer

57 Prostate Cancer

TBD total

33 Lung Cancer
83 Skin Cancer
TBD Prostate

Conduct Cancer Survivors Day event annually in the community.

750 attendees for annual cancer
& dzZNIDA @92 NDa& RI @

783 attendees for annual cance
survivoQa RIF & S@Sy

No event hosted to date in
2018.

Continue to offer community education events to raise cancer
awareness.

16 programs to raise cancer
awareness with 1,257 attendeeg

16 programs and 1,383
attendees.

5 programs and 128 attendeeg

Conduct annal Kids Marathon for children-& including preace
offerings of cooking classes, nutrition classes, exercise, and garde

9 programs and 272 children
reached including Kids Marathor
Event.

8 programs and 261
children reached including Kids
Marathon Event.

9 programs and 500 children
reached including Kids
Marathon Event.

Develop a Preliabetes Education Program.

Priority Area 2: Behavioral Health

Department restructuring

Program development

Prep/post tests distributed to all
class participants. 890%
increase on subject matter
reported.

GOAL: Integrate behavioral health principles and praesdnto medicalbased treatment and practices

Continue inpatient HepC Program at Princeton House, including fu
time social worker for community follow up.

-180 patients assessed
-16 patients referred

-165 patients assessed
-226 patients reérred

Finalizing program details.
Implementation Qtr 1 in 2019.
Prep/post tests distributed to
all class participants. 880%
increase on subject matter
reported.

-67 patients assessed
-53 patients assessed




Strategic Initiatives

Outcomes

FY 2016

FY 2017

FY 20181/2

(No dataQ4)

Continue inpatient program to address behavioral health stressors
among first responders (police, fire, EMS, corrections officers, etc.

-221 new patients admitted
-25 referral sources

-91 new patientadmitted
-14 referral sources

Provide inpatient medical detoxification and intensive outpatient
aftercare for primary addictions in adults and young adults.

-1,233 detox patients discharge
-1,360 patients admitted

-355 detox patients discharged
-374 patients admitted

Provide transportation at no additional cost via a fleet of vehicles t(
reduce the barrier to treatment for those who are eligible.

13,385 rides provided in Q1+3

13,161 rides provided in Q1

21,552 rides provided

Offer psych appointment®r available outpatient care within-2
days to address access needs.

% of evaluation appointments
offered.

-67% Q1 within 2 days

-76% Q2 within 3 days

% of evaluation appointments
offered 3 days or less.
-64% Q1

% of evaluation appointments
offered 3 days or less.

-66% Q1

-58% Q2

Provide behavioral health Community Education programs to educ
and raise awareness of mental health services available to the

6 behavioral mental health
programs with 677 attendees

12 behavioramental health
programs with 220 attendees

16 behavioral mental health
programs with 839 attendees

community. were held in 2016. were held in 2017. were held in 2018.
Provide services that meet the unique needs of the populations in | A. 132 patients aaghitted Q1+3 A. 72 patients admitted Q1 A. 138 patients admitted
community. (opened May 2015)

a. bSg t20F0GA2Yy T2 Nbetvizges Bpe€alized LIS B. 30 patients admitted Q1+3 | B. 13 patients admitted Q1

treatment for women who have experiences trauma in their live
Note: Opened new center in Monmouth County.
b. bSs aSyQa ¢NIdzyYF tNRBINIY AY
c. Teen Girls Trauma Program (family violence, sexual abuse).

C. 55patients admitted Q1+3

C. 36 patients admitted Q1

B. 26 patients admitted

C. 69 patients admitted

Maintainthe dedicated behavioral health specialty area within the
emergency department.

-771 referrals to PH inpatient
-2,179 ED psych admissions
(No data for QTR 4).

Not data available as of 8/18

Maintain integrated medical and behavioral health Eating Disarde
Unit.

177 patients served
(No data for QTR 4).

87 patients admitted Q2

Continue the Community Alliance on Medication Safety (CAMS)
program in schools, troops, churches, senior centers, and other
community venues which provides targeted presentations o
medication safety.

17 CAMS programs were held ir|
schools, troops, churches, seniog
centers and other venues with
2,003 attendees total in 2016.

1 CAMS event with 236
attendees was held in 2017. Th
initiative was only held through
the first quarter of ths year.

0 events, 0 attendees as of
8/18

Provide behavioral health Community Education programs to edud
and raise awareness of substance abuse services available to the
community.

5 events behavioral health
programs with 679 attendees
were held in 206.

1 behavioral health program
with 9 attendees was held in
2017.

2 behavioral health programs
with 24 attendees were held in
2018.
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Strategic Initiatives

Outcomes

GOAL: Identify and overcome barriers for patients getting appropriate, high qualityd aost effective care when they need and where they need it.

Expand primary care practice hours and expand practices to additi
locations.

FY 2016

The number of new patients in
primary care practices was 4,22
in fiscal 2016.

FY 2017

Priority Area 3: Health Care Access

The number of new patients in
primary care practices was 4,1¢
in fiscal 2017.

FY 20181/2

The number of new patients in
primary care practices was
2,122 in the first two quarters
of fiscal 2018.

Continue to serve as a site for Certified Application Counselors to
assist people in securing ACA heattsurance.

The open enrollment period for
2016 benefit coverage under the
ACA began November 1, 2015.
Individuals could also apply for
2016 coverage after close of
open enrollment if they qualified
for a Special Enrollment Period.
PHCS assisted 156 taxabl
households in applying for
insurance for the 2016 calendar
year.

The open enrollment period for
2017 benefit coverage under th
ACA began November 1, 2016.
Individuals could also apply for
2017 coverage after close of
open enrollment if they
qualified fa a Special
Enrollment Period. PHCS
assisted 75 taxable households
in applying for insurance for the
2017 calendar year.

The open enrollment period fo
2018 benefit coverage under
the ACA began November 1,
2017. Individuals could also
apply for 2018 covege after
close of open enroliment if they
gualified for a Special
Enrollment Period. PHCS
assisted 140 taxable
households in applying for
insurance for the first 2
quarters of the 2018 calendar
year.

Expand access to care coordinators at Princeton H&zdtle primary
care practices to provide a direct line of communication between h
risk patients and RN, navigating system and identifying and addre:
barriers.

In 2016, there were 6 futime

RN care coordinators and 1 part
time RN care coordinator. 4800
patients were covered by care
coordinators. 49,000 patients
were covered by care
coordinators. In the clinic, there
were an additional 88 care
coordinators.

In 2017, there were 7 futime
RN care coordinators and 1 par
time RN care coordinator. 2 NP
partners were added in June.
49,000 patients were covered b
care coordinators. In the clinic,
there were an additional 136
care coordinators.

In the first half of 2018, there
were 7 fulltime RN care
coordinators, 1 partime RN
care coordinator and 2RN
partners. 1 Certified Medical
Assistant was added in
February. 49,000 patients werg
covered by care coordinators.
In the clinic, there were an
additional 119 care
coordinators.

Provide centralized access to outpatient services in behavioral heg
triaging, and redirecting throughout the state through the approprie
screening process.

11,925 outpatient contacts
occurred in fiscal 2016

11,998 outpatient contacts
occurred in fiscal 2017

5,903 outpatient contacts
occurred in the first 2 quarters
of fisal 2018

Continue to utilize and expand the use of translators/bilingual staff
and the language line to facilitate access for all patients.

There were 10,676 calls, for a
total of 116,580 minutes, in fisca
2016.

There were 12,851 calls, for a
total of 14, 710 minutes, in
fiscal 2017.

During the first half of fiscal
2018, there were 6,659 calls,
for a total of 69,898 minutes.
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Strategic Initiatives

Outcomes

FY 2016

FY 2017

FY 20181/2

Explore becoming a subcontractor for Logisticare to improve the
quality and safety of outpatient transportation for Princeton Heus
patients.

N/A

Princeton House Behavioral
Health Outpatient (PHBH OP)
contracted with Logisticare in
late 2017.In process of having
all PHBH OP drivers get CDL,
which will permit them to do the
transportation, per
contract.Ride service has been
testedwith about 10 patients;
will be expanding in early fall.

See 2017 explanation

Provide community education outreach and screenings in multiple
languages to areas of the community with limited or no access to t
hospital.

PHCS provided multiple
screeningshroughout the year
to all members of the
community, some of which have
limited access to the hospital.
One example is the Community
Health Fair held at St Anthony o
Padua Church in Hightstown
(with 230 people attending).

PHCS provided multiple
screening throughout the year
to all members of the
community, some of which hav
limited access to the hospital.
One example is the Community
Health Fair held at St Anthony ¢
Padua Church in Hightstown
(with 100 people attending and
73 people screened).

PHCS mvided multiple
screenings throughout the yea|
to all members of the
community, some of which
have limited access to the
hospital. One example is the
Community Health Fair held at
St Anthony of Padua Church in
Hightstown (with 50 people
attending and 35 pople
screened).

Expand the availability of and access to religious ministries progra
to provide support for patients, families, and staff.

6,810 chaplain visits occurred in
2016, a 12.3% increase from the
prior fiscal year and a 120.8%
increase from Years earlier.

8,312 chaplain visits occurred i
2017, a 22.1% from the prior
fiscal year and a 266% increase¢
from 5 yers earlier.

Priority Area 4: Maternal and Child Health

No data available as of 8/18

GOAL: Enhance the level of care for mothers,
Launch a Pelvic Wellness Program utilizing a nurse navigator to
provide a variety of treatments to increase the quality of life

GKNRdzZaK2dzi | 62YlyQa fAFSaLI yc

bab#sd their families before, duri

49 particpants; 5 men; 44
women

ng, and after delivery. (family system, family unit)

558 participants; 29 men; 522
women

362 participants; 21 men; 341
women

Pilot & launchTotal Control Programs® to provide lawpact
exercisebased classes twomen of all ages experiencinmgcontinence

14 TC programs (196 class&gy
attendees. Maintenance
launched9/16; 6 classes§
attendees

4 TC programs (56 classes) 40
attendees. Maintenance (53
classes) 103 attendees

2 TC programg 15 attendees.
26 Maintenance classes; 46
attendees

Launch a Pelvic Floor Wellness Suppodu@rfor women of all ages.

12 support groups; 5 attendees

12 support groups; 0 attendees

Canceled due to low
enrollment




Strategic Initiatives

Outcomes

FY 2016

FY 2017

FY 20181/2

Continue to conduct prenatal breastfeeding classes.

13 classes; 277 attendees

13 classes; 239 attendees

6 classes; 101 attendees

Contnue the Breastfeeding Support Group twice weekly.

104 sessions; 701 attendees

113 sessions; 701 attendees

69 sessions; 274 attendees

Continue to provide follow up phone calls to all mother baby
discharged patients by certified lactation consultants tcdgs
lactation and postpartum care.

1,674 calls

1,892 calls

900 calls

Continue the 24hour hot line number for community members who
have lactation questions.

133 calls

156 calls

87 calls

Continue Postpartum Adjustment Support Group to provide a
discussin forum for women experiencing difficulty or who have
guestions post, delivery.

25 programs; 10 attendees

25 programs; 51 attendees

13 programs; 25 attendees

Continue to provide Outpatient lactation visits for those who requir,
or request a visit with éactation consultant.

Continue weekly Bright Beginnings Groopptovide support to
families postdelivery to 6 months.

50 programs; 852 attendees

47 programs; 880 attendees

24 programs; 240 attendees

Continue Daddy Boot Camp Class offeritngd provide men with
information to menonly and is designed for fathets-be to gain
knowledge in parenting skills and to develop hawdsskills for caring
for their newborns as well as the importance of parental teamwork

9 programs; 74 fathers

6 proglams; 76 fathers

3 classes; 28 fathers

Provide opportunity for patients to purchase or rent breast feeding
pumps, lactation pillows and maternity items via the hospital retail
shop.

16 pumps, 2 pillows; 10 items

13 pumps, 2 pillows; 10 items

5 pumps; 2 pibws; 6 items

Offer appointments weekly to provide free car seat safety inspecti| 346 465 152
by certified child safety seat inspectors.
Level 3 NICU openinBhase in admission of infants starting at 31 | CHOP provides continuing care; 363 patients 137 patients

weeks gestation and dropping down to 28 weekstgtion. Develop
procedures, guidelines and competencies related to gestational ag
on unit, acquire appropriate health care providers specializing in th
care of these infants

Jan 2016 NICU Level 3 opened.

346 patients

Continue to developartnership w/ K A f RHbSBitdl @fZPhiladelphia
at new outpatient siteon Princeton HealthCare Systeampus

Continued partnership

Continued partnership

Opened April 2015

Begin new prenatal classes:
a. early pegnancy

b. those expecting multiples
C. c-section class

Early Pregnancy; 3 classeé
attendees
18 attendees
attendees

C/S; 4 classe’

Multiples; 4 classes

Early Pregnancy; 4 classgé
attendees Multiples; 6 classey
¢ 24 attendees CI/S; 4 ctarsC
3 attendees

Early Pregnancy = 0 classes;
Multiples = 2 classes8
attendees C/S; 1 clag®
attendees

12
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Strategic Initiatives

Outcomes

FY 2016

Priority Area 5: Elder Care

FY 2017

FY 20181/2

GOAL: Address the physical health, mental health, and safety needs of the most vulnerable seniors in the halpitad, transitions of care and in the home.

Provide clinician and community education directed toward senior
care issues such as palliative care, caregiver stressors, end of life,
transitions in care, medication safety, fall safety, etc.

Community Wellnss provides
education for approximately 50
senior facilities and 7 libraries.
Programs include memory,
diabetes, falls, medication safety
palliative care, stroke and vision
22 senior programsvith 477
participantswere provided in
2016.

Community Wellnss provides
education for approximately 50
senior facilities and 7 libraries.
Programs include memory,
diabetes, falls, medication
safety, palliative care, stroke
and vision.11senior programs
with 219 participantavere
provided in 2017.

Community Wellnss provides
education for approximately 5(
senior facilities and 7 libraries.
Programs include memory,
diabetes, falls, medication
safety, palliative care, stroke
and vision48 senior programs
with 800 participants were
provided in the first and secon
guarters of 2018.

Maintain the dedicated Senior Care specialty area within the
emergency department.

Repurposed rooms to holding fo
main hospital.

Repurposed rooms to holding
for main hospital.

Repurposed rooms to holding
for main hospital.

Continue to povide Homecare and private duty supports through
Home Healthcare Division.

Homecare sees over 90,000
patients in 4 counties each year
Have stayed about the same i
the last few years bugrowing

Homecare sees over 90,000
patients in 4 counties each yeal
Sayed about the same in the
last few years but are growing

Homecare sees over 90,000
patients in 4 counties each
year.Sayed about the same
the last few years but growing

Continue continuity of care via onsite visits and relationship
cultivation with sie directors at longerm care facilities.

This is ongoing.

This is ongoing.

This is ongoing.

Provide education to families and patients on eoifdife care,
including Hospice benefits.

6 end of life care programs were
provided at senior facilities and
places of worship.

10end of life care programs
were provided at senior facilitie
and places of worship.

5 end of life care programs
were provided at senior
facilities and places of worship

Continue community education outreach efforts to senior centers,
libraries, places of worship, etc. covering topics related to senior
health and safety.

Community Wellness provides
education for approximately 50
senior facilities and 7 libraries.
Programs include memory,
diabetes, falls, medication safety
pallitive cae, stroke and vision.
87 senior programs were
provided in 2086.

Community Wellness provides
education for approximately 50
senior facilities and 7 libraries.
Programs include memory,
diabetes, falls, medication
safety, palliative care, stroke
and vision.83 senior programs
were provided in 201

Community Wellness provides
education for approximately 5(
senior facilities and 7 libraries.
Programs include memory,
diabetes, falls, medication
safety, palkitive care, stroke
and vision. 4&enior programs
were provided in 208 with 616
participants
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APPENDIX Etakeholder Engagement: Full List of Focus Group and Interview Sectors

Organizations involved in focus groyp = 85 participantsjecruitment:

1.
2.

© N OA

Hamilton Area YMCA (11 participants)

Local Public Héth Officers(participants recruited by Penn Medicine Princeton Health) (7
participants)

Local School Nurses and Guidance Counsf@arsicipants recruited by Penn Medicine
Princeton Health) (6 participants)

Monroe Township Senior Centélrl participants)

EMS Provider§articipants recruited by Penn Medicine Princeton Health) (10 participants)
Princeton Fitness & Wellness Center Bright Beginnings Program (12 participants)
Penn Medicine Princeton Health Medical Advisory Board (6 participants)

Penn Medicind’rinceton Health Cancer Committee (14 participants)

Penn Medicine Princeton Health Stédarticipants recruited by Penn Medicine Princeton
Health) (8 participants)

Keystakeholders (n = 23) representing the following institutions were interviewed:

LocalYMCA Leadershig@ participants)

Local School District Superintents (2 participants)

Governmental LeadershipRobbinsville, NJ

Project Freedom (housing service3)p@articipants)

St. Anthony of Padua Catholic Church (Latino community)

BristolMyers Saibb Community HealtiCenter (2 participants)

Princeton House Behavioral Healtbaderq3 participants)

Penn Medicine Princeton Health Leadership (President and CEOQ)

Penn Medicine Princeton Health Leadership (Department of Medicine Chair)

. Penn Medicine Pmceton Health Religioudinistries (2 participants)
. Penn Medicine Princeton Health Human Resources

. Penn Medicine Princeton HealthPediatrics (2 participants)

. Penn Medicine Princeton HealttEmergency Department

. Penn Medicine Princeton HealtiNursingLeadership
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APPENDIX @018 Community Health Needs Assessment Survey Instrument (English; also offered in Spanish)

2. What is the zip code where you work, volunteer, worship, or go to school (if aggiile)? (If more than one
applies, then indicate the zip code where youwork.)

Community Health

3. In general, how would you describe the overall health of the following?

Excellent | Very Good] Good Fair Poor
The community in which you live i 0 0 0 0
The community in which you work, volunteer, 5 5 5 5 5
worship, or go to school (if applicable)

4. Please select thdOP 5 HEALTH ISSliESacting you or your family personally and the community in which you
live. Please select 5 health issues FOR EACH cdbatomv. You can select the same or different issues for each.

You/Your Community
family where you live

Access to health care services due to insurance, lack of insurance, or cost 5 3
Access to health care services due to location, hours of operation, 5 5
transportation, or availability of needed services

Aging health concerns (e.g. Alzheimer's, dementia) 4 4
Asthma 5 5
Cancer % i
Caregiving (e.g. elder care, child care) 3 3
| KA RNByQa KSFfGK O2y OSNYa 5 5
Chronic disease (e.g. diabetes, heart désgdypertension) 3 3
Community violence (e.g. gangs, street crime) 5 4
Dental and oral health 8 3
Drugs/alcohol abuse 4 4
Infectious/contagious disease (e.g. tuberculosis, pertussis, pneumonia, flu 3 3
Injuries (e.g. car accidents, falls, concos}i 5 5
Interpersonal violence (e.g. domestic violence, sexual violence, bullying) 3 3
LGBTQ health concerns 5 5
Mental health issues (e.g. anxiety, depression, suicide) 5 5
Musculoskeletal issues (e.g. joint pain, arthritis) 5 d
Neuroscience issudsg.g. epilepsy, seizures) 5 3
Overweight or obesity 5 d
Sexually transmitted infections (e.g. HIV/AIDS, chlamydia, gonorrhea) 5 d
Teen pregnancy 3 3
22YSyQa KSFHfOK AaadzsSa o0S®3dxr NBLN 5 8
Other (please specify): 5 d
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Access to Services

5. Please think about the differenbealth care services your community. How easy or hard is it to access the

following health care services in your community?

Very
easy

Not easy
or hard

Hard

Very
hard

52y(
know

Primary care phsicians

)

o)

)

o

Dental or oral health services

19

5

1

19

Vision services

)

o)

)

o

Immunizations

Outpatient services such as lab work or radiology (e.g.
rays, MRIs)

Hospital services

Urgent care services

Emergency department services

Cancer screening

Cancer care/treatment

Occupational therapy

Physical therapy

Specialty care (e.g. gastroenterologist, cardiologist,
endocrinologst, nephrologist, neurologist, etc.)

Health or medical services for children or adolescents
(under 18 years)

Health or medical services for women (e.g. reproductive
health, pregnancy, breast health, pelvic health)

Hedth or medical services for seniors (age 65+)

Counseling/mental health care for children or adolescern
(under 18 years)

Counseling/mental health care for adults (age 18+)

Alcohol or drug treatment or prevention seceis for youth
(under 18 years)

Alcohol or drug treatment or prevention services for adu
(age 18+)
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6. Please think about the differenbealth-related programs and servicda your community. How easy or hard is it
to acces the following healthrelated programs and services in your community?

Not easy )
Very easy| Easy| orhard | Hard| Veryhard| 5 2 y QU
Home health care services 3 3 3 3 3 5
Programs to help people quit smoking 5 5 3
Weight management support 3 3 3 3 b 3
Community health education programs or servic 3 3 5 3 3 3
Domestic violence counseling services 3 3 3 3 3 3

7. When trying to get medical care, how often have YOU PERSONALLY felt discriminated against based on any of th
following characteristics

Frequently | Sometimes Never
Your race or ethnicity 3 3 5
Your cultural or religious background 5 3 3
Your language 5 5 5
Your age 3 3 3
Your income 5 3 5
Your body size 3 3 5
Your sexual orientation 5 3 5
Your gender or gender identity 8 ] 3
Y2dzNJ RA&alF oAt AGE OAF y20 | LILX A 5 5 5

8. Have any of these issues made it difficult for you to get needed health services within the last two years? (Please
check all that apply.)

]
]
]

[N 5 2 "= T R B B R S

Lack of transportation

No provider available near me

Haveno regular source of health care (primary
care physician or clinic)

Don't know what types of services are available
Office not accepting new patients

Lack of evening or weekend services

Long wait for an appointment

Lack of specialists/specialty cara\gees
Insurance problems/lack of coverage

Lack of providers who accept Medicaid

[

[ S I S L = = R B

Cost of care (e.g., deductibles-pays)
Cost of prescription medications

Language problems/could not communicate
with health provider or office staff

Unfriendly provideror office staff

Afraid to have health chealp

Afraid due to immigration status

52y Qi dzy RSNERUGlFIYR KSIftGK
Health information is not kept confidential

| have never experienced any difficulty in

getting care
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Community Priorities

9. Please check whether you congidthese issues to be low, medium, or high priority for future funding and

resources in your community.

Low

Medium

High

Increasing transportation to area health/medical services

)

d

Increasing the health/medical services that are close by and easy to get to

1

19

Providing more language interpretation services

)

d

Increasing the number of providers/staff that speak languages other than E

Expanding programs oesvices designed to help patients navigate the health
care system

Increasing the number of oral health/dental providers in the community

Providing more outpatient services such as for blood work or radiology ¢e.g
rays, MRIs)

Providng more urgent care services

Providing more counseling or mental health services

Providing more alcohol or drug prevention and treatment services

Expanding cancer screening, diagnostics, and treatment services

Expanding specigl care services

Expanding the health/medical services focused on seniors (65+)

Increasing the number of services to help the elderly stay in their homes

Expanding the health/medical services focused on children and adolescents
(under18 years)

9ELI YRAYI GKS KSIfiKkYSRAOIf &SNDJ
pregnancy, wellisits, pelvic health)

Expanding the health/medical services available to low income individuals

Expanding access to technolodgmat can help me to monitor and maintain my
health (e.g., health apps for smartphones)

Offering more programs or services focusing on physical activity and/or nutt

Offering more programs or services focusing on obesity/weight control

Offering more programs or services focusing on prevention of chronic disea
like heart disease or diabetes

Offering more programs or services focusing on wellness like meditation, ya
acupuncture, or mindfulness

Offering more programer services to help people quit smoking

Other (please specify):
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Health Coverage and Information

10. Are you personally currently covered by any of the following types of health insurance or health coverage plans?
(Check all that apply)
1 Insuran& G KNRdzZZK | OdzNNByd 2N F2NX¥SNJ SYLX 2@ SNJ 2 NJ dzy A 2

1 Insurance purchased directly from an insurance company (by you or another family member) including coverag

purchased through a healthcare exchange or marketplace sucBasHi K OF NE ®32 @3> 2 (1 KS NI A
1l Medicare, for people age 65 and older, or people with certain disabilities
1 aSRAOFARE aSRAOFf ! daraidlyO0S oal!v: (KS / KAfRNByQa
governmentsponsored assistanqpan based on income or a disability. You may know this type of coverage as
YoW CEFYAfE& /I NBQ
1 ¢CNRAOIFINBE 2N 20KSNJ YATAGINE KSIfGK OFNBzX AyOf dzRAy 3
1 Any other type of health insurance coverage or health coverage plan
1 No insuance, uninsured

11. Which health services have you personally used in the past year? (Check all that apply)

Primary care services (e.g. annual physical exam)

Community health center services (i.e. Clinic)

Emergency services (i.e. Emergency room at a hoppital

Urgent care

h. kD, b ASNIBAOSa 2NJ 20KSNJ ¢g2YSyQa KSIftdiK aSNBAOSa
Cancer screenings (e.g. skin, mammograms, prostate exam)

Cancer care or treatment

Outpatient services such as blood work or raoliyl (e.g., Xays, MRIS)

Home health care

Mental health care

Alcohol/substance abuse treatment

Telehealth or telemedicine services (i.e. health services or consultations delivered via remote video link)
Did not use health services in the past year

[ T "= T B B SO L™ I U R R A N

12. What is your MAIN SOURCE of medical care? (Please check one.)

1 Private doctor's office or group practice 1 Telehealth or telemedicine services (i.e. health

1 Community health center (i.e. Clinic) services or consultations delivered via remote video
1 Emergency Room at a hospital link)

1 Walkin medical clinic/urgent care center 1 Do not have a main source of medical care

1 Free medical program 1 Cther (please specify):

1 Veteran's Administratiofacility

13. Have you ever used an online patient portdikg Princeton HealthConnect) to securely access your own or a

FIYAfE& YSYOSNNa YSRAOFf NBO2NRX fFo6 2NJ NIRA2f 238 NB

services received?

1 Yes

1 No

1 52y Q0 1y26kb20 &dz2NB
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14.

15.

16.

Have you ever used your mobildevice (e.g., smartphone) to access health care for yourself or a family member,
for example by videeconferencing or virtually chatting with your health care provider?

1 Yes (GO TO Q16)
1 No
1 52yQi 1y26kb2i &dNB

oLC ,h] ' b{29w95 a, 9/{ ¢uldioh bevunterested in ackessing Healtly aare for yéutself or a
family member through your mobile device or smartphone (for example, videanferencing or virtually chatting
with your health care provider)?

1 Yes

1 No

Of the following sources, which are yoi8 MAIN SOURCES of health information? (Please check 3)
13 Doctor, nurse or other health provider 1 Television

3 Pharmacy 13 Local newspaper

1 Family members 1 Radio

1 Friends 1l Magazine

3 Neighbors 1l Websites

3 School 1 Healthcareapps on mobile devices (e.g.,
1 Religious or spiritual advisor smartphones)

1 Employer 1 Social media

1 Library 1 Other (please specify):

Demographic Information

These few last questions are so we can see the range of people who will be answering this survey. Like your other
answers, these answers will remanonymous.

17.

18.

What category best describes your ag=7

1 Under 18 years old 1 5064 years old

1 1829 yearsold 1 6574 yearsold

1 30-39yearsold 1 75years old or older
1l 4049 years old

What is your gender?
Male

Female
Transgender
Gender neutral
Other

[ = " e =

19. How would you describe your ethnic/racial background? (Please check all that apply.)

1 African American/Black 1 Hispanic/Latino(a
1 East Asian/Pacific Islander (e.g., Chinese, Filipino, 1 Middle Eastern

Vietnamese, Korean) 1 American Indian/Native American
1 South Asian (e.g., Indian, Bangladeshi) 1 Other (please specify):

1 Caucasian/White
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20. What is the primary language you speak at home?

]

W w2 D

English 1 Nepali/Marathi/Konkani
Spanish 1 Polish

Chinese 1 Urdu

Tagalog/Filipino 1 Arabic

Gujarati 1 Koran

Hindi 1 Russian

Telugu 1 Other (please specify):

21. What is the highest level of education that you have completed?

]

o v v D

Primary or middle school

Some high school

High school graduate or GED

Some college

Associate or technical degree/certification
College gaduate

Graduate or professional degree

22. Are you the parent of a child under the age of 18?
n Yes

n

No
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APPENDIX D: 208mmunity Health Needs Assessment Survey Results

Overall Mercer County Middlesex County Somerset County
(n=1,037) (n = 494) (n =309) (n=234)

In which county do you live or work? 100.0% 47.6% 29.8% 22.6%
Tabke 1. COMMUNITY HEALTH
3. In general, how would you describe the health of tfiglowing:

| Overall Mercer County | Middlesex County | Somerset County
Community in which you live
Excellent 8.9% 10.5% 8.22%% 8.9%
Very good 45.5% 46.2% 40.8% 45.3%
Good 37.9% 37% 42.1% 37. %
Fair 6.9% 5.5% 7.% 6.9%
Poor 0.8% 0.8% 1.0% 0.8%
Community in which you work, volunteer, or go to school
Excellent 9.3% 9.5% 9.8% 8.2%
Very good 43.68% 45.0% 38.706 47.0%
Good 38.6% 36.6% 43.68% 36.1%
Fair 7.1% 7.1% 7.3% 6.8%
Poor 1.5% 1.8% 0.7% 1.8%

4. TOP HEALTH ISSUES that have the biggest impact on you or your family personally and the community in which 'y

| Overall | Mercer County | Middlesex County | Somerset County
Access to health care (transportation, healtisurance, cost, etc.)
You/Your family 32.%% 31.2% 36.7% 34.%%
Community where you live 40.3% 44.3% 37.%% 39.9%
Access to health care séces due to location, hours operation, transportéion, or availability of neededervices.
You/Your &mily 33.6% 33.4% 38.1% 31.0%
Community where you live 33.8% 35.9% 33.0% 32.™
Aging health concerns (e.g. Alzheimer's, dementia)
You/Your family 45.1% 43.5% 46.3% 51.2%
Community where you live 39.2% 40.9% 43.1% 33.9%
Asthma
You/Your family 14.%% 15.0% 11.9% 17.%%
Community where you live 11.%% 11. 76 11.5% 11.9%
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Cancer

You/Your family 31.%% 31.9% 31.%% 33.M
Community where you live 30.5% 27.6% 34.%% 33.M
Caregiving (e.g. elder care, child care)

You/Your &mily 31.2% 29.8% 32.1% 35.7%
Community where you live 35.8% 35.9% 38.1% 35.7%6
Children's health concerns

You/Your family 14.3% 13.%% 15.6% 16.1%
Community where you live 20.8% 24.2% 16.5% 20.8%
Dental and oral health

You/Your family 37.0% 34.3% 44.0% 36.9%
Community where you live 17.5% 17.3% 22.0% 13. %%
Drug/alcohol abuse

You/Your family 7.6% 5.8% 10.1% 8.9%
Community where you live 33.%% 31.8% 34.%% 38. %%
Infectious/contagious disease (e.g. tuberculosis, pests, pneumoia, flu)

You/Your family 12. 2% 11.1% 14.7% 12.5%
Community where you live 16.7% 17.5% 17.9% 14.9%
Injuries (e.g. car accidents, falls, concussion)

You/Your family 22.1% 21.2% 26.6% 20.2%%
Community where you live 21.%% 17.3% 27.5%% 32.6%
Interpersonal violence (e.g. domestic violence, sexual violence, bullying)

You/Your family 2.% 1.4% 4.1% 4.8%
Community where you live 16.8%6 16.7%6 16.1% 19.0%
LGBTQ health concerns

You/Your family 2.5% 2.5% 3.7% 1.2%
Community whergou live 13.2% 13.9% 13.8% 11.3%
Mental health issues (e.g. anxiety, depression, suicide)

You/Your family 28.7% 26.9% 32.6% 31.0%
Community where you live 40.3% 40.1% 41. 7% 41.7%
Musculoskeletal issues (e.g. joint pain, arthritis)

You/Your family 48.3% 44.6% 53.7% 53.6%
Community where you live 22.%% 20.3% 31.2% 19.6%
Neuroscience issues (e.g. epilepsy, seizures)

You/Your family | 8.2% 7.2% 9.6% 8.9%
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Community where you live 10.£% 10.68% 10.6% 10.76
Overweight or obesity

You/Your family 38.6% 35.4% 45.9% 39.3%
Community where you live 35.8% 39.0% 34.4% 33.9%
Sexually transmitted infections (e.g. HIV/AIDS, chlamydia, gonorrhea)

You/Your family 2.6% 2.8% 3.7% 1.2%

Community where you live 11.2% 9.7% 14.2% 11.3%
Teen Pregnancy

You/Your family 1.6% 2.2% 1.4% 0.6%

Community where you live 12.6% 13.1% 12.4% 13.1%
Women's health issues (e.g. reproductive health, etc.

You/Your family 18.6% 17.3% 20.2% 20.8%
Community where you live 18.6% 20.1% 21.6% 13.1%
Chronic Disease (e.g. hypertension, diabetes, heart disease)*

You/Your family 23.1% 22.2% 33.3% 0.0%

Community where you live 34.6% 44.4% 0.0% 50.0%
Violence in your community (e.g. street violence, gangs)*

You/Your family 7.7% 11.1% 0.0% 0.0%

Community where you live 26.9% 27.8% 16.7% 50.0%
Other

You/Your family 10.5% 11.1% 9.2% 11.9%
Community where you live 5.8% 6.4% 5.0% 6.0%

*These responses were only available in the hard copy version of the survey. Frequencies were camdatgtard copy respondentsly (n = 26).

Table215. ACCESS TO SERVICES

5. Please think about the different health care services in your community. How easy or hard is it to access the following basdtservices in you

community?

Overall Mercer County Middlesex County Somerset County
Primary care physicians
Easy/Very Easy 70.4% 67.1% 71.9% 75.5%
Not Easy or Hard 19.5% 21.6% 18.0% 17.4%
Hard/Very Hard 10.1% 11.4% 10.1% 7.1%
Dental or oral health services
Eay/Very Easy 72.5% 71.2% 71.8% 76.1%
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Not Easy or Hard 18.2% 18.5% 21.1% 13.5%
Hard/Very Hard 9.3% 10.3% 7.0% 10.3%
Vision services

Easy/Very Easy 73.1% 71.6% 71.4% 78.7%
Not Easy or Hard 18.6% 18.7% 21.2% 14.7%
Hard/Very Hard 8.3% 9.7% 7.4% 6.7%
Immunizations

Easy/Very Easy 82.3% 80.9% 82.8% 84.8%
Not Easy or Hard 14.7% 17.2% 14.2% 9.7%
Hard/Very Hard 3.0% 1.9% 2.9% 5.5%
Outpatient services such as lab work or radiology (ergyX, MRIs)

Easy/Very Easy 75.0% 72.6% 75.6% 79.4%
Not Eay or Hard 18.5% 21.4% 16.6% 14.8%
Hard/Very Hard 6.5% 6.0% 7.8% 5.8%
Hospital services

Easy/Very Easy 75.7% 72.3% 78.3% 79.2%
Not Easy or Hard 18.6% 20.7% 16.5% 16.8%
Hard/Very Hard 5.8% 7.0% 5.2% 4.0%
Urgent care services

Easy/Very Easy 67.1% 55.5% 73.3% 73.9%
Not Easy or Hard 24.0% 27.0% 21.4% 17.6%
Hard/Very Hard 8.9% 10.6% 5.3% 8.5%
Emergency department services

Easy/Very Easy 74.4% 74.2% 75.0% 73.9%
Not Easy or Hard 18.7% 18.5% 17.2% 20.9%
Hard/Very Hard 7.0% 7.3% 7.8% 5.2%
Cancer screening

Easy/Very Easy 61.0% 57.3% 62.0% 67.6%
Not Easy or Hard 30.1% 36.0% 25.9% 23.1%
Hard/Very Hard 8.9% 6.7% 12.0% 9.3%
Cancer care/treatment

Easy/Very Easy 55.9% 53.6% 55.1% 62.5%
Not Easy or Hard 29.7% 30.9% 29.0% 28.1%
Hard/Vey Hard 14.3% 15.5% 15.9% 9.4%
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Occupational therapy

Easy/Very Easy 58.1% 49.1% 67.2% 65.3%
Not Easy or Hard 29.7% 37.7% 25.5% 17.9%
Hard/Very Hard 12.2% 13.2% 7.3% 16.8%
Physical therapy

Easy/Very Easy 69.9% 64.3% 75.6% 73.8%
Not Easy or Halr 22.2% 26.7% 18.1% 18.4%
Hard/Very Hard 7.9% 9.0% 6.2% 7.8%
Specidly care (e.g. gastroenterologist, cardiologist, endocrinologist, nephrologist, neurologist, etc.)

Easy/Very Easy 62.4% 60.1% 65.0% 63.4%
Not Easy or Hard 25.0% 27.6% 21.8% 23.9%
HardVery Hard 12.6% 12.3% 13.1% 12.7%
Health or medical services for children or adolescents (under 18 years)

Easy/Very Easy 67.7% 66.0% 68.8% 70.0%
Not Easy or Hard 23.7% 24.6% 22.4% 23.3%
Hard/Very Hard 8.6% 9.4% 8.8% 6.7%
Health or medical servicdsr women (e.g. reproductive health, pregnancy, breast health, pelvic health)

Easy/Very Easy 63.3% 58.8% 66.9% 68.3%
Not Easy or Hard 27.2% 31.4% 23.8% 22.8%
Hard/Very Hard 9.5% 9.9% 9.4% 8.9%
Health or medical services for seniors (age 65+)

EasyVery Easy 57.6% 51.6% 66.3% 57.8%
Not Easy or Hard 27.6% 30.3% 24.1% 26.6%
Hard/Very Hard 14.8% 18.0% 9.6% 15.6%
Counseling/mental health care for children or adolescents (under 18 years

Easy/Very Easy 30.7% 28.0% 34.1% 32.4%
Not Easy or Hard 292% 31.2% 28.6% 25.4%
Hard/Very Hard 40.1% 40.8% 37.4% 42.3%
Counseling/mental health care for adults (age 18+)

Easy/Very Easy 34.1% 32.5% 35.8% 35.6%
Not Easy or Hard 31.8% 34.4% 34.1% 21.8%
Hard/Very Hard 34.1% 33.0% 30.1% 42.5%
Alcohol or drugreatment or prevention services for youth (under 18 years)

Easy/Very Easy | 31.0%| 27.1% 35.2% 32.8%
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Not Easy or Hard 31.7% 35.7% 30.7% 25.0%
Hard/Very Hard 37.4% 37.2% 34.1% 42.2%
Alcohol or drug treatment or prevention services for adults (age 18+)

Easy/Very Easy 33.9% 28.9% 39.5% 36.6%
Not Easy or Hard 33.6% 37.0% 30.2% 31.0%
Hard/Very Hard 32.5% 34.1% 30.2% 32.4%

6. Please think about the different healtiielated programs and services in your community. How easy or hard is it to acces®tioavfng health
related programs and services in your community?

| Overall | Mercer County | Middlesex County | Somerset County
Home health care services
Easy/Very Easy 43.4% 39.1% 47.1% 47.9%
Not Easy or Hard 29.4% 27.9% 28.1% 34.0%
Hard/Very Hard 27.2% 33.0% 24.8% 18.1%
Programs to help people quit smoking
Easy/Very Easy 41.4% 40.0% 38.0% 49.2%
Not Easy or Hard 32.2% 30.4% 36.7% 30.5%
Hard/Very Hard 26.4% 29.6% 25.3% 20.3%
Weight management support
Easy/Very Easy 41.9% 39.9% 42.1% 45.7%
Not Easy or Hard 30.0% 27.1% 31.6% 33.7%
Hard/Very Hard 28.1% 33.0% 26.3% 20.7%
Community health education programs or services
Easy/Very Easy 53.8% 49.6% 58.5% 56.1%
Not Easy or Hard 32.3% 35.7% 27.7% 31.6%
Hard/Very Hard 13.9% 14.8% 13.8% 12.3%
Domestic violence counseling services
Easy/Very Easy 37.7% 34.5% 38.0% 44.2%
Not Easy or Hard 35.6% 36.2% 31.0% 40.4%
Hard/Very Hard 26.8% 29.3% 31.0% 15.4%

7. When trying to get medical care, how often have YOU PERSONALLY felt discriminmiedtesbased on any of the following characteristics:

‘ Overall ‘ Mercer County | Middlesex County ‘ Somerset County

Your race or ethnicity

Frequently | 1.9% | 1.5% | 1.9% | 2.5%
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Sometimes 9.1% 9.3% 10.%% 6.5%

Never 89.0% 89.2% 87.2% 91.0%
Your cultural or rigious background

Frequently 1.4% 1.5% 1.4% 1.3%

Sometimes 5.4% 5.4% 7.6% 2.6%

Never 93.1% 93.1% 91.0% 96.1%
Your language

Frequently 1.9% 2.1% 2.4% 0.7%

Sometimes 4.4% 3.6% 5.7% 4.5%

Never 93.7%6 94.3% 91.% 94.8%
Your age

Frequently 2.1% 1.5% 2.4% 3.2%

Sometimes 17.%% 19.5% 17.1% 15.5%
Never 80.0% 79.0% 80.6% 81.3%
Your income

Frequently 2.3% 1.3% 2.86% 3.3%

Sometimes 11.%% 11.7%6 11.43% 7. ™%

Never 86.3% 87.0% 85.71% 89.0%
Your body size

Frequently 4.2% 3.5% 5.7% 2.6%

Sometimes 10.9% 9.4% 11.0% 11.6%
Never 84.%% 87.1% 83.3% 85.8%
Your sexual orientation

Frequently 0.4% 0.6% 0.00% 1.9%

Sometimes 1.6% 1.2% 3.4% 0.00%
Never 98.0% 98.2% 96.6% 98.1%
Your gender or gender identity

Frequently 1.2% 1.2% 1.0% 1.3%

Sometimes 6.3% 6.0% 5.7 5.8%

Never 92.%% 92.8% 93.3% 92.%%
Your disability (if not applicable, select "Never")

Frequently 2.2% 1.2% 3.4% 2.6%

Sometimes 4.% 4.% 6.2% 3.3%

Never 92.% 93.% 90.%% 94.1%

139



8. Have any of these issues made it diffilt for you to get needed health services within the last two years? (Please check all that apply.)
Overall Mercer County Middlesex County Somerset County
Lack of transportation 12.1% 13.8% 11.3% 7.6%
No provider available near me 11.5% 11.3% 13.3% 9.0%
Have no regular source of health care (primary care
physician or clinic) 3. ™% 3.4% 3.9% 3.5%
Don't know what types of services are available 13.9% 134% 13.8% 13.8%
Office not accepting new patients 24.6% 25.% 25.6% 20.0%
Lack of evening or weekd services 32.%% 31.3% 36.5% 28.3%
Long wait for an appointment 45.8% 48.8% 42.%% 42.1%
Lack of specialists/specialty care services 13.1% 12.8% 12.8% 13.8%
Insurance problems/lack of coverage 18.5%6 18.%% 16.8%6 21.%%
Lack of providers who accept Medida 6.7% 7.2% 5.9% 6.9%
Cost of care (e.g., deductibles-pays) 25.8% 26.3% 24.1% 26.%%
Cost of prescription medications 24.6% 23.%% 24.6% 26.%%
Language problems/could not communicate with
health provider or office staff 2.8% 3.8% 1.0% 2.1%
Unfriendly provider or office staff 20.2%6 22.%% 19.2% 16.6%
Afraid to have health cheekp 5.5% 5.% 4.9% 5.5%
Afraid due to immigration status 1.2% 1.9% 0.00% 0.00%
Don't understand health information 1.0% 1.9% 0.5% 0.7%
Health information is not kept confidéial 2.1% 1.6% 2.5% 2.8%
| have never experienced any difficulty in getting carg 29.6% 26.6% 29.1% 37.2%

Table3. COMMUNITY PRIORITIES

9. Please check whether you consider these issues to be low, medium, or high priority for future funding and reséninp@sr community.

Overall Mercer County Middlesex County Somerset County
Increasing transportation to area health/medical services
Low Priority 23.0% 19.6% 21.0% 32.9%
Medium Priority 41.9% 41.8% 42.1% 41.8%
High Priority 35.1% 38.6% 36.9% 25.3%
Increasing the health/medical services that are close by and easy to get to
25.4% 24.0% 25.9% 27.6%

Low Priority
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Medium Priority 40.7% 38.8% 37.8% 48.3%
High Priority 34.0% 37.2% 36.3% 24.1%
Providing more language interpretation services

LowPriority 49.1% 37.6% 60.3% 58.3%
Medium Priority 35.5% 42.4% 27.5% 31L.7%
High Priority 15.4% 20.0% 12.2% 10.1%
Increasing the number of providers/staff that speak languages other than English

Low Priority 49.8% 40.7% 56.6% 59.7%
Medium Priority 343% 38.3% 32.3% 28.8%
High Priority 15.9% 21.0% 11.1% 11.5%
Expanding programs or services designed to help patients navigate the health care system

Low Priority 18.3% 16.0% 19.3% 21.8%
Medium Priority 40.9% 36.3% 41.7% 49.3%
High Priority 40.9% 47.7% 39.1% 28.9%
Increasing the number of oral health/dental providers in the community

Low Priority 39.6% 36.1% 38.7% 48.3%
Medium Priority 40.6% 44.4% 37.2% 37.1%
High Priority 19.8% 19.5% 24.1% 14.7%
Providing more outpatients services such as for blaodk or radiology (e.g.-Kays, MRIs)

Low Priority 40.9% 41.2% 39.4% 42.4%
Medium Priority 38.4% 41.6% 34.7% 36.8%
High Priority 20.7% 17.2% 25.9% 20.8%
Providing more urgent care services

Low Priority 34.5% 32.4% 32.5% 41.4%
Medium Priority 41.8% 41.8% 42.3% 41.4%
High Priority 23.7% 25.8% 25.3% 17.2%
Providing more counseling or mental health services

Low Priority 21.2% 18.5% 23.2% 24.1%
Medium Priority 41.5% 41.6% 40.5% 42.8%
High Priority 37.3% 39.9% 36.3% 33.1%
Providing more alcoholralrug prevention and treatment services

Low Priority 28.7% 24.4% 34.4% 30.0%
Medium Priority 38.6% 40.9% 32.3% 42.1%
High Priority 32.7% 34.7% 33.3% 27.9%

141



Expanding cancer screening, diagnostics, and treatment services

Low Priority 22.8% 23.3% 19.6% 26.2%
Medium Priority 46.1% 46.2% 46.6% 45.4%
High Priority 31.0% 30.5% 33.9% 28.4%
Expanding specialty care services

Low Priority 25.8% 25.6% 22.2% 31.2%
Medium Priority 48.3% 51.2% 49.7% 40.4%
High Priority 25.8% 23.2% 28.0% 28.4%
Expanding the hadth/medical services focused on seniors (65+)

Low Priority 14.4% 13.2% 14.4% 17.0%
Medium Priority 36.8% 38.3% 33.7% 37.6%
High Priority 48.8% 48.5% 51.9% 45.4%
Increasing the number of services to help the elderly stay in their homes

Low Priority 11.0% 11.5% 8.5% 13.3%
Medium Priority 30.8% 29.3% 33.3% 30.8%
High Priority 58.2% 59.2% 58.2% 55.9%
Expanding the health/medical services focused on children and adolescents (under 18 years)

Low Priority 31.8% 27.8% 34.4% 36.4%
Medium Priority 47.1% 46.9% 47.5% 47.1%
High Priority 21.1% 25.3% 18.0% 16.4%
Expanding the health/medical services focused on women's health issues (e.g., pregnaragitaghielvic health)

Low Priority 27.1% 22.9% 26.9% 36.2%
Medium Priority 48.4% 48.8% 50.5% 44.7%
High Priority 24.5% 28.3% 22.6% 19.1%
Expanding the health/medical services available to low income individuals

Low Priority 23.1% 18.0% 27.9% 27.7%
Medium Priority 35.9% 34.0% 37.2% 38.3%
High Priority 40.9% 48.0% 35.0% 34.0%
Expanding access to techogl that can help me monitor and maintain my health (e.g., health apps for smartphones)

Low Priority 31.1% 30.7% 28.0% 36.0%
Medium Priority 42.8% 44.4% 46.0% 35.3%
High Priority 26.1% 24.9% 25.9% 28.8%
Offering more programs or services focusing oggital activity and/or nutrition

Low Priority | 16.0% 14.9% 15.2% 19.6%
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Medium Priority 41.7% 41.6% 40.8% 43.4%
High Priority 42.2% 43.6% 44.0% 37.1%
Offering more programs or services focusing on obesity/weight control

Low Priority 18.2% 15.0% 20.3% 22.1%
Medium Priority 42.9% 45.6% 40.1% 41.4%
High Priority 38.8% 39.5% 39.6% 36.6%
Offering more programs or services focusing on prevention of chronic diseases like heart disease or diabetes

Low Priority 15.9% 15.8% 14.8% 17.4%
Medium Priority 41.0% 40.4% 43.9% 38.2%
High Priority 43.2% 43.8% 41.3% 44.4%
Offering more programs or services focusing on wellness like meditation, yoga, acupuncture, or mindfulness

Low Priority 22.6% 25.2% 17.3% 24.3%
Medium Priority 37.7% 36.7% 39.3% 37.5%
High Prioriy 39.7% 38.1% 43.5% 38.2%
Offering more programs or services to help people quit smoking

Low Priority 34.1% 23.1% 35.2% 43.1%
Medium Priority 39.5% 33.0% 41.8% 32.1%
High Priority 26.4% 23.1% 23.1% 24.8%
Other (please specify)

Low Priority 32.5% 31.0% 29.2% 41.2%
Medium Priority 21.7% 19.0% 25.0% 23.5%
High Priority 45.8% 50.0% 45.8% 35.3%

Table4. HEALTH COVERAGE AND INFORMATION

10. Are you personally currently covered by any of the following types of health insurance or health coverage pl@hgek all that apply)

Overall Mercer County Middlesex County | Somerset County
Insurance through a current or former employer or union (yours o
another family member's) 69.9% 68.1% 70.4% 73.8%
Insurance purchased directly from an insurance compagyy6u or
another family member) including coverage purchased through a
healthare exchange or marketplace suat Healthcare.gov,
otherwise called 'Obamacare' 9.9% 9.7% 7.9% 13.1%
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Medicare, for people age 65 and older, or people with certain

disabilities 39.4% 42.2% 35.5% 39.3%
aSRAOFARZ aSRAOFEt ! adaaraidlyos
Program (CHIP) or any kind of state or governrggransored
qssista[lce plan based on income or a disability. You may know |
uelsS 2¥ O2@PSNYF IS [ a WYWbW CIF YA 3.7% 5.3% 1.5% 3.4%
Tricare or other military health care, including Veteran's
Administration health care 1.9% 1.9% 1.5% 2.8%
Any other type of health insurance coverage or health coverage 7.6% 6.9% 7.4% 9.7%
No insurance, uninsured 1.2% 0.9% 1.0% 0.0%
11. Which health services have you personally used in the past year? (Check all that apply)

Overall Mercer County Middlesex County | Somerset County
Primary care services (e.g. annual physical exam) 92.8% 90.9% 93.6% 97.2%
Community health centeservices (i.e. Clinic) 5.5% 7.5% 4.9% 2.1%
Emergency services (i.e. Emergency room at a hospital) 27.2% 28.1% 29.6% 22.1%
Urgent care 24.3% 18.4% 31.0% 28.3%
OB/GYN services or other women's health services (e.g. for
reproductive health, breast healflpelvic health) 42.5% 43.1% 40.4% 44.8%
Cancer screenings (e.g. skin, mammograms, prostate exam) 44.5% 44.4% 41.9% 49.7%
Cancer care or treatment 8.2% 9.1% 5.9% 9.7%
Outpatient services such as blood work or radiology (ergqyX,
MRIs) 67.9% 69.1% 70.4% 62.8%
Home health care 4.6% 5.3% 3.9% 4.1%
Mental health care 10.9% 11.9% 11.8% 7.6%
Alcohol/substance abuse treatment 0.6% 0.6% 0.5% 0.7%
Telehealth or telemedicine services (i.e. health services or
consultations delivered via remote video link) 2.7% 2.5% 3.9% 1.4%
Did not use health services in the past year 1.8% 3.1% 1.0% 0.0%
12. What is your MAIN SOURCE of medical care? (Please check one)

Overall Mercer County Middlesex County | Somerset County
Private doctor's office or group practice 92.2% 91.%% 90.8% 94.6%
Community health center (i.e. Clinic) 2.2% 3.2% 1.5% 0.7%
Emergency Room at a hospital 0.5% 0.3% 0.5% 0.7%
Walk-in medical clinic/urgent care center 2.% 1.9% 4.6% 2. ™%
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Free medical program 0.0% 0.0% 0.0% 0.0%
Veteran's Administtion facility 0.0% 0.0% 0.0% 0.0%
Telehealth or telemedicine services (i.e. health services or

consultations delivered via remote video link) 0.0% 0.0% 0.0% 0.0%
Do not have a main source of medical care 1.2% 1.9% 0.5% 0.7%
Other (please specify) 1.1% 0.7% 2.1% 0.7%

13. Have you ever used an online patient portal (like Princeton HealthConnect) to
radiology reports, medication lists, or other information about health care seesceceived?

securely access your own or a family reengxtical record, lab or

Overall Mercer County Middlesex County | Somerset County
Yes 69.4% 64.2% 78.8% 68.0%
No 27.4% 32.3% 18.2% 29.3%
52y Q0 Yy2¢6 k b2l { dNB 3.2% 3.5% 3.0% 2.7%

14. Have you ever used your mobile device (e.g. smartphone) to
or virtually chatting with your health care provider?

access healtlarayeurself or a family member, for example by videmnferencing

Overall Mercer County Middlesex County | Somerset County
Yes 11.6% 10.8% 15.6% 8.0%
No 86.9% 88.3% 81.4% 91.3%
52y Q0 Yy2a k b20 { dzNJ 1.5% 1.0% 3.0% 0.7%

15. Would you be interested in accessing health care for yourself

or a family member through your mobile device or smartphomx@fople, videe

conferencing or virtually chatting with your health care providerj@mongrespond¢ i & 6 K2 | YAS6SNBR aGb2¢ 2N 452V

Overall Mercer County Middlesex County | Somerset County
Yes 50.6% 51.9% 34.%% 47.8%
No 49.%% 48.%% 65.6% 52.2%%
16. Of the following sources, whiclhre your 3 MAIN SOURCE&fhealth information?(Please check 3.)

Overall Mercer County Middlesex County | Somerset County
Doctor, nurse or other health provider 92.%% 92.9% 90.2% 97.2%
Pharmacy 35.8% 34.%% 35.0% 40.%%
Family members 21.6% 19.8% 20.2% 29.0%
Friends 12.1% 10.9% 12.3% 14.5%
Neighbas 1.2% 1.9% 1.0% 0.0%
School 0.8% 1.6% 0.0% 0.0%
Religious or spiritual advisor 0.0% 0.0% 0.0% 0.0%
Employer 7.6% 9.7% 6.9% 4.1%
Library 3.1% 4.5% 3.0% 0.7%
Television 9.1% 7.8% 11.8% 8.3%
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Local newspaper 3.7% 4.4% 3.0% 3.5%
Radio 0.9% 0.9% 1.0% 0.7%
Magazine 6.4% 5.6% 7.4% 6.9%
Websites 66.1% 66.6% 68.9% 62.8%
Healthcare apps on mobile devices (e.g. smartphones) 11.3% 10.9% 14.3% 8.3%
Social Media 6.3% 6.6% 6.9% 4.8%
Other (please specify) 8.2% 9.7% 4.9% 9.7%
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