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Executive Summary

The 2025 Prince George’s County Community Health Assessment (CHA) identified the
most pressing health needs facing county residents. The assessment was developed through
a partnership between the Prince George’s County Health Department and four local
hospitals: Adventist HealthCare Fort Washington Medical Center, Luminis Health Doctors
Community Medical Center, MedStar Southern Maryland Hospital Center, and the
University of Maryland Capital Region Medical Center. Together, these partners collected
and analyzed data to better understand the community’s strengths, challenges, and health
priorities. Secondary data was utilized as well as several sources of primary data collection
including: a community resident survey, key informant interviews, and a community

partner survey.

The CHA highlights key health trends, identifies health disparities, and provides a
foundation for data driven strategies and collective action to improve health outcomes

across Prince George’s County.

Through the CHA process, five key health priorities were identified: access to care, chronic
disease, behavioral health, social determinants of health, and maternal and infant health.
Based on organizational resources and areas of expertise, Adventist HealthCare Fort
Washington Medical Center selected four priority areas to guide its 2026—2029 Community
Health Improvement Plan (CHIP):

e Access to Care: Improving access to timely primary and specialty care so residents
can address health concerns early, reduce delays in treatment, and decrease
avoidable emergency department visits.

e Chronic Disease: Supporting residents in preventing and managing chronic
conditions such as diabetes, high blood pressure, obesity, and heart disease to
improve quality of life and reduce preventable complications.

e Behavioral Health: Expanding access to mental health services, substance use

treatment, and emotional support for individuals and families.
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e Social Determinants of Health: Addressing social and economic factors such as
food access, housing stability, income, and transportation that influence health

outcomes.

These priority areas will guide Fort Washington Medical Center’s community health
strategies and partnerships over the next three years to advance health equity and improve
well-being across Prince George’s County communities. The CHIP outlines goals,
strategies, and a process for ongoing monitoring, evaluation, and community feedback to
guide continuous improvement. Fort Washington Medical Center will implement this plan
in partnership with the Prince George’s County Health Department and community-based
organizations to ensure services are coordinated, accessible, and responsive to community

needs.
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Community Profile and Health Needs Assessment Findings

Southern Prince George’s County is home to diverse and growing communities. The
County has nearly one million residents, with a majority non-Hispanic Black (64.1%)
population and a rapidly increasing Hispanic (22.8%) population. More than one in four

residents is an immigrant, and over 30% speak a language other than English at home.

The 2025 Community Health Assessment (CHA) showed that many residents face
challenges that make it harder to stay healthy. Forty percent of community residents
reported the health of their community as ‘fair’ or ‘poor’. These concerns reflect barriers

related to access, affordability, and the conditions where people live, work, and play.

The CHA identified 5 leading health priority areas:

Chronic Disease:
¢ Diabetes, obesity, hypertension, and heart disease remained leading chronic disease
priorities across surveys and interviews. Food insecurity and limited access to
affordable, healthy foods were key contributors to chronic disease burden.
Community input highlighted the need for early screening, disease management

programs, and healthier built environments that support nutrition and active living.

Maternal and Infant Health:

e Maternal and infant health remained a key concern during the 2025 CHA cycle,
with data showing continued poor outcomes among pregnant and postpartum
individuals. Community Resident Survey responses identified gynecology and
obstetrics as leading specialties sought outside Prince George’s County,
highlighting the need for greater local investment in maternal and infant care

before, during, and after pregnancy.
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Behavioral Health

e Behavioral health remained a top priority for Prince George’s County residents
amid increasing economic and social stressors. Key barriers included limited
provider availability, difficulty navigating services, and low awareness of care
options. Community input also emphasized the need for more culturally competent

behavioral health services and earlier access to care before crises occur.

Access to Care

e Access to care remained a major barrier to health-seeking behavior among Prince
George’s County residents. Challenges to obtaining primary and specialty care
often lead residents to seek services outside the County or forgo care entirely.
Because these barriers exist across individual, institutional, community, and policy
levels, improving access requires coordinated, multi-disciplinary investment in

local health infrastructure.

Social Determinants of Health
e Social determinants of health such as poverty, food insecurity, affordable housing,
financial instability, transportation, and the built environment, continue to drive
poor health outcomes and disparities in Prince George’s County. Public safety also
emerged as a growing public health concern. Addressing these issues requires
cross-sector collaboration and coordinated strategies beyond the health care system

alone.

The full 2025 CHA, as well as past CHA and CHIP reports for all Adventist HealthCare
hospitals can be found here: https://www.adventisthealthcare.com/CHNA
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Alignment with Maryland State Health Improvement Plan (SHIP)

Fort Washington Medical Center’s Community Health Improvement Plan (CHIP) aligns
closely with the Maryland State Health Improvement Plan (SHIP), which outlines
statewide goals for improving health outcomes, reducing disparities, and strengthening
community well-being. SHIP focuses on key areas such as chronic disease prevention,
behavioral health, access to care, maternal and infant health, and social determinants of
health, all of which were identified as key needs in the 2025 Prince George’s County
Community Health Assessment (CHA).

The CHIP priorities selected by Fort Washington Medical Center directly support SHIP’s

statewide goals:

e Access to Care: SHIP emphasizes improving access to primary care, specialty care,
and behavioral health services. FWMC’s CHIP includes strategies to reduce wait
times, strengthen referral pathways, and serve as a clinical training site for nursing
and allied health professionals to complete their clinical rotations, helping expand
the healthcare workforce and address regional provider shortages.

e Chronic Disease: SHIP calls for reducing the burden of diabetes, hypertension,
heart disease, and other chronic conditions. FWMC’s CHIP aligns with this goal by
focusing on prevention, early detection, and improved management of chronic
diseases through education, screenings, and community-based programs.

e Behavioral Health: SHIP prioritizes mental health and substance use treatment as
essential components of community health. FWMC’s CHIP supports this priority
by expanding access to behavioral health services, increasing awareness of
available resources, and promoting culturally responsive care.

e Social Determinants of Health: SHIP recognizes that housing, food access,
transportation, and economic stability strongly influence health outcomes.
FWMC’s CHIP incorporates these factors by partnering with local organizations to

address barriers that prevent residents from achieving good health.
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By aligning with SHIP, Adventist HealthCare Fort Washington Medical Center ensures
that its local strategies contribute to Maryland’s broader public health goals. This alignment
strengthens coordination across hospitals, community organizations, and government
agencies, helping to create a healthier and more equitable future for residents of southern

Prince George’s County.
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Access to timely, affordable care is one of the biggest concerns raised by residents in the Community Health Assessment. Many people

shared that it is difficult to get primary or specialty care appointments, and long wait times often lead to delays in treatment. The

following section outlines the goals and strategies Fort Washington Medical Center will use to help residents address access to care

barriers.

Overarching Goal: Reduce barriers to accessing care through patient navigation and referrals, increased service

offerings, and serving as a training site to grow the healthcare workforce.

Establish and maintain referral
partnerships with community
primary care clinics and
federally qualified health
centers.

Number of primary care
referrals initiated

Number of referrals tracked
through completion

Number of patients receiving
care navigation support
Number of referral partnerships
with community clinics and
FQHCs

Focus Location:

FWMC Community Benefit
Service Area (CBSA), Southern
Prince George’s County

Focus Population: Uninsured
and underinsured residents,
including low-income and
immigrant populations

Greater Baden Medical
Services
Local primary care practices

Activity Implementation Process Measures/ Existing and Required Resources
Period Location/Population Potential Partners
Year Year | Year
1 2 3

1.1 % X % Process Measures: Community Clinic, Inc. (CCl) Staffing

Referral coordination and
navigation support

data tracking systems
Community partnership support
evaluation and reporting tools
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1.2

Establish hospice partnerships
to expand access to General
Inpatient (GIP) hospice services
at Fort Washington Medical
Center.

Process Measures:

Number of inpatient hospice
referrals

Referral to conversion from
inpatient to GIP (% of patients
referred that were successfully
accepted into GIP)

Focus Location:

FWMC Community Benefit
Service Area (CBSA), Southern
Prince George’s County

Focus Population:

Patients and community
members at end-of-life requiring
high levels of care

Amedisys

Hospice partnership
Beds and bedside nursing care
Referral coordination

13 Process Measures: Southern Maryland Preceptors
Serve as a site for Emergency Number of students and cohorts | Community College
Medical Services (EMS) students completing rotations at FWMC Prince George's Community
to complete their clinical Number of student encounters College
rotations. Focus Location:
FWMC Community Benefit
Service Area (CBSA), Southern
Prince George’s County
Focus Population:
Clinical students
1.4 Process Measures: Southern Maryland Preceptors

Serve as a site for nursing and
allied health students to
complete their clinical
rotations.

Number of students and cohorts
completing rotations at FWMC
Number of student encounters

Focus Location:

FWMC Community Benefit
Service Area (CBSA), Southern
Prince George’s County

Focus Population:
Clinical students

Community College
Washington Adventist
University

Arizona College of Nursing
Chamberlin University
Northern Virginia Community
College

Prince George's Community
College
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Behavioral health, including mental health and substance use, was identified as a major health concern by residents participating in the

Community Health Assessment. Residents reported long wait times, a limited number of providers, and difficulty finding culturally

responsive care. The following section outlines Fort Washington Medical Center’s goal and strategies to expand screening, strengthen

referral pathways, and help residents connect to mental health and substance use services more quickly and consistently.

Overarching Goal: Improve access to timely, coordinated, and culturally responsive behavioral health

services.

Activity

Implementation

Period

Year
1

Year
2

Year
3

Process Measures/
Location/Population

Existing and
Potential Partners

Required Resources

2.1

Implement routine screening
for mental health and
substance use needs across
hospital entry points.

X

X

X

Process Measures:

Number of patients screened
for mental health needs
Number of patients screened
for substance use needs

Focus Location: FWMC
Community Benefit Service
Area (CBSA), Prince George’s
County

Focus Population: Uninsured,
underinsured, and patients
experiencing barriers to
behavioral health access

Interdynamics

Clinical staff training
Standardized behavioral health
screening tools

Data tracking and reporting
systems

2.2

Establish and strengthen
referral pathways to
community mental health
and substance use providers.

Process Measures:

Number of behavioral health
referrals initiated

Number and percentage of
referrals tracked to
completion

Time from referral to
appointment

Interdynamics

Bloom Health Centers
Columbia Mental Health
QCI Behavioral Health
CentrePointe Counseling
Addiction treatment
partners (Gaudenzia, Tuerk
House, Pyramid Healthcare,

Referral coordination staffing
Referral tracking systems

Care coordination and follow-up
protocols
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Focus Location: FWMC
Community Benefit Service
Area (CBSA), Prince George’s
County

Focus Population: Uninsured,
underinsured, and patients
experiencing barriers to
behavioral health access

Recovery Centers of
America, Avenues, The
Freedom Center)

23

Deliver community education
to improve awareness and
navigation of behavioral
health resources.

Process Measures:

Number of behavioral health
education or outreach
sessions conducted

Number of community
members reached
Satisfaction survey data
following education

Focus Location: FWMC
Community Benefit Service
Area (CBSA), Prince George’s
County

Focus Population:
Community residents, with
emphasis on underserved
and high-need populations;
community leaders,
community organizations,
and health care providers
working with populations
with behavioral health access
barriers

EveryMind

Maryland Crime Victims
Resource Center
Community-based and
faith-based organizations

Educational and outreach
materials

Community engagement staffing
Partner-led workshops and events
Evaluation and documentation
tools

/
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Chronic diseases like diabetes, high blood pressure, and heart disease affect many families in southern Prince George’s County. The

Community Health Assessment showed that these conditions continue to be top health concerns for residents. The following section

outlines Fort Washington Medical Center’s goal and strategies to support prevention, early detection, and better management of

chronic disease through education, screenings, and community partnerships.

Overarching Goal: Reduce the burden of preventable and manageable chronic diseases.

Implementation

Conduct community-based
health education and screening
events for chronic disease areas
such as cardiovascular health,
diabetes, and cancer.

Number of community health
education sessions conducted
Number of screenings
completed

Number of participants reached
through education and
screening events

Focus Location: FWMC
Community Benefit Service Area
(CBSA), Prince George’s County

Focus Population:

Adults at risk for or living with
chronic disease

Uninsured and underinsured
residents

Populations experiencing
barriers to preventive care

community centers
Federally Qualified Health
Centers (FQHCs)

Hope Connections
American Heart Association

Activity Period Process Measures/ Existing and e e
Year | Year | Year Location/Population Potential Partners
1 2 3
3.1 X x x Process Measures: Faith-based organizations and | Clinical and community outreach

staff

Screening supplies and
educational materials

Event logistics and coordination
support

Data tracking and
documentation tools
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3.2

Establish food access initiatives
to support chronic disease
prevention.

Process Measures:

Number of food access or
distribution activities conducted
Number of households or
individuals served

Number of participants
receiving food access in
conjunction with health
education or screening

Focus Location:

FWMC Community Benefit
Service Area (CBSA), Prince
George’s County

Focus Population:

Individuals and families
experiencing food insecurity
Residents with diet-related
chronic conditions (e.g.,
diabetes, hypertension)
Low-income and underserved
households

Feed the Fridge

Food & Friends

Storehouse Food Bank

So What Else

Brighter Bites

Community and faith-based
food access partners

Coordination support for food
access partnerships

Storage, logistics, or distribution
support as applicable

Staff or volunteer support for
events

Educational materials linking
nutrition and chronic disease
prevention
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FWMC Priority Area 4: Social Determinants of Health

Many residents participating in the Community Health Assessment reported that challenges such as housing instability, food
insecurity, transportation barriers, and financial stress make it harder to stay healthy. These social and economic factors shape daily
life and have a strong influence on health outcomes. The following section outlines Fort Washington Medical Center’s goal and

strategies to address economic stability.

Overarching Goal: Support workforce development and economic stability of county residents.

Implementation

Activity Period Process Measures/ Existing and e [T
Year | Year | Year Location/Population Potential Partners
1 2 3
4.1 X X X Process Measures: Prince George’s County Partnership coordination
Support Workforce Number of workforce related | workforce initiatives (e.g., support
Development and Economic partnerships supported young adult employment Staff time for referral and
Stability Initiatives Number of students/trainees | programs) navigation
that completed rotations at CASA de Maryland Data tracking and outcome
our site monitoring tools
Number of encounters for our Community benefit evaluation
students/trainees and reporting capacity

Focus Location: FWMC
Community Benefit Service
Area (CBSA), Prince George’s
County

Focus Population: Young
adults, unemployed or
underemployed residents,
and individuals experiencing
economic instability

// Adventist HealthCare

Fort Washington Medical Center



Page |15

Adventist HealthCare Community Partnership Fund

The Adventist HealthCare Community Partnership Fund (CPF) provides funding to organizations
that advance health equity and promote wellness across our community. CPF funding priorities
are updated every three years to align with the key health needs identified through the

Community Health Assessment process.

Through CPF, we strengthen community partnerships and invest resources in local organizations
working to address the community’s most urgent health challenges. Each year, approximately 20—

40 organizations receive support through event sponsorships and one-year programmatic grants.

The impact of funded programs is evaluated through structured follow-up reporting. As part of
the application process, organizations are asked to identify at least three process and/or outcome
measures, along with corresponding program targets. Progress toward these goals is then

monitored and assessed through follow-up reports.

Our work each year through CPF will address all four of the priority areas selected by Fort
Washington Medical Center.

Evaluation and Performance Monitoring

Fort Washington Medical Center will track progress on the Community Health Improvement Plan
(CHIP) using clear, measurable indicators that show how each priority area is improving over
time. Each priority includes defined measures to monitor progress, identify gaps, and adjust as

needed.

Data will be collected through internal dashboards, partner reporting, and routine review of
program activities. Progress updates will be shared with leadership and community partners to

promote transparency, accountability, and continuous improvement.
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Commitment to Health Equity

Fort Washington Medical Center is committed to improving health outcomes in ways that reduce
disparities and ensure every resident has a fair opportunity to be healthy. The Community Health
Assessment (CHA) found that many of the challenges residents face such as limited access to
care, chronic disease, behavioral health needs, housing instability, food insecurity, and

transportation barriers, disproportionately affect certain populations.

In response, the CHIP places health equity at the center of every priority area. Strategies are
intentionally designed to support uninsured and underinsured residents, immigrant communities,
older adults, and underserved neighborhoods in southern Prince George’s County. These efforts
include improving access to primary and specialty care, strengthening behavioral health services,
expanding chronic disease prevention and management initiatives, and connecting residents to

community-based resources that address social needs.

Fort Washington Medical Center will use data to assess whether improvements are reaching
populations equitably. Progress will be reviewed when data are available by race, ethnicity, age,
language, insurance status, and ZIP code. Community partners will play a key role in ensuring
programs are culturally responsive, accessible, and aligned with the lived experiences of

residents.

By centering equity in planning, implementation, and evaluation, Fort Washington Medical
Center aims to build a healthier, more inclusive future for all residents of southern Prince

George’s County.
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