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From the President 
 
At Palisades Medical Center, we are proud of our strong tradition of caring for our community.  Our 
staff and volunteers work with our community partners and stakeholders to improve the lives of 
thousands of local residents.  Our clinical and medical staff, employees and volunteers work with 
community leaders, municipality healthcare agencies, EMS representatives and other key partners to 
offer free health screenings, educational seminars, training and classes, facility tours and other 
activities.  In fact, the New Jersey Hospital Association has recognized our efforts with its Community 
Outreach Award. 
 
PMC’s strategic plan aligns with the Affordable Care Act’s requirement for hospitals to identify, 
analyze and address the healthcare needs of their service areas.  Our longstanding and active 
partnerships with social and civic organizations, religious congregations, schools, and local 
employers place us in a uniquely effective position to accomplish these objectives. 
 
This 2015 Community Health Needs Assessment is the result of a collaborative effort of our 
community partners that worked throughout the past year to the most-pressing healthcare needs in 
our primary service area, including Cliffside Park, Edgewater, Fairview, Guttenberg, North Bergen, 
Union City Weehawken, and West New York. 
 
This comprehensive report is the result of a thorough assessment of our area's healthcare profile, 
including a review of public health data, summary patient information from care providers, and new 
data obtained by means of focus groups, public forums and a community needs assessment survey.  
This assessment also includes action items and plans to address the prevailing healthcare concerns 
in our community. 
 
We deeply appreciate the work of our Steering Committee and Community Partners that are 
highlighted in this report.  We also thank the hundreds of community residents that provided valuable 
feedback in our surveys and forums. 
 
For more information about the 2015 Community Health Needs Assessment, please contact        
Nikki Mederos, Director of External Affairs at (201) 854-5702 or nmederos@palisadesmedical.org. 
 
 

 
 
Bruce J. Markowitz 
President and CEO 
Palisades Medical Center 
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Executive Summary 
 
In 2012, Palisades Medical Center conducted a Community Health Needs Assessment (CHNA) in 

which five health concerns were identified and an implementation strategy was adopted to meet the 

needs identified through this CHNA.  In order to evaluate the work that was done during the past 

three years, as well as to plan and deliver the most effective care to those in greatest need, and to 

meet the requirements of Internal Revenue Code §501(r)(3), the hospital conducted another 

assessment during 2015. 

The hospital’s mission is to enhance the health status of the diverse communities they serve and 

deliver patient care in a safe and nurturing environment consistent with the highest standards of 

excellence, quality and efficiency, and with strict adherence to ethical practices.  The hospital’s vision 

is to be the health care provider of choice in northern Hudson and southeastern Bergen Counties.  

Both the mission and vision follow a natural path to conduct an assessment in an effort to improve the 

health of the community. 

The Palisades Medical Center Community Health Needs Assessment is a comprehensive initiative to 

identify, analyze, and address the healthcare needs of eight municipalities in northern Hudson and 

southern Bergen counties.  These municipalities are Cliffside Park, Edgewater, Fairview, Guttenberg, 

North Bergen, Union City, Weehawken, and West New York.  This initiative is also a partnership 

between the hospital, North Hudson Community Action Corporation, Hudson Regional Health 

Commission, Union City Board of Education and municipal health departments of North Bergen, West 

New York, Union City, Guttenberg, Weehawken, and Cliffside Park.  

The healthcare issues prevalent in the project’s primary service area are impacted by a number of 

social and cultural factors.  The area is urban, low-income, and almost half of the population is 

Hispanic or of Latino Origin.  More than half the area’s population is foreign-born, and more than one 

in three residents have limited English language proficiency. 
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The scope of this project included a thorough assessment of the area’s healthcare profile, including a 

review of public health data, summary patient information from hospital admissions and discharge 

data, and representation from the community by means of focus groups and key informant surveys.  

From this analysis and with additional input from the hospital’s partners, this Community Health 

Needs Assessment was developed to address the following four areas of concerns identified in the 

assessment process: Access to Health Care, Chronic Diseases, Community Health Outreach and 

Women’s Health Initiatives. 

A Community Health Needs Assessment Implementation Strategy will be created where action items 

for the four areas of concern will address the prevailing healthcare issues in the community.  These 

action items will involve extensive community engagement to effectively constitute sub-projects, each 

with their own deliverables, and implemented by project partners for a comprehensive approach in 

community-wide change. 

 



 1

Introduction 
 
The March 2010 passage of the Patient Protection and Affordable Care Act introduced 

new reporting requirements for private, not-for-profit hospitals to maintain 501(c)(3) tax-

exempt status.  Effective for tax years beginning after March 2012, each non-profit 

hospital must conduct a Community Health Needs Assessment (CHNA) at least once 

every three years on a facility-by-facility basis, identify action plans to address unmet 

community health needs, and report the results of each CHNA publicly. 

In December of 2012, Palisades Medical Center (PMC) conducted the first mandated 

CHNA as per Internal Revenue Code §501(r)(3).  There were five target issues 

identified after analyzing the results from gathered data: Access to Health Care, Alcohol 

Abuse, Inadequate Social Support, Obesity, and Tobacco Use.  A Collaborative Health 

Improvement Plan was created with action plans to implement community-based as well 

as evidenced-based strategies to improve the quality of life for residents in the hospital’s 

primary service area.  In 2015, another CHNA was conducted to gauge the current 

health status of the community and analyze whether or not the hospital should shift its 

focus to other unfulfilled needs of the community. 

The 2015 Community Needs Assessment project was also a collaborative initiative 

designed to deliver a Community Health Needs Assessment and an Implementation 

Strategy that are both responsive to the health disparities in the targeted communities 

and to enhance coordination and collaboration among community partners and 

providers.  The care provider partnering with PMC in this initiative is the North Hudson 

Community Action Corporation (NHCAC), the local Federally Qualified Health Center.  

Other partners that continue to collaborate with the hospital include the Union City 
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Board of Education and multiple public health partners which include five health 

departments of the eight municipalities within the primary service area, as well as the 

county’s Local Information Network Communications System (LINCS) and County 

Environmental Health Act (CEHA) agency, Hudson Regional Health Commission.  

Other community partners (Appendix A) were also invited to assist us in their expertise 

and with the implementation of the plans. 
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Community Served and Demographics 
 
This project will address the needs of eight municipalities in a contiguous area of 

northern Hudson and southern Bergen counties, the hospital’s primary service area.  

These municipalities are Cliffside Park, Edgewater, Fairview, Guttenberg, North Bergen, 

Union City, Weehawken, and West New York.  The area may be generally described as 

urban, lower-income, and largely Hispanic or of Latino Origin.  A significant portion of 

the population has limited English language proficiency.  The eight municipalities, 

together with some key demographic data are set forth in the following table. 

 

DEMOGRAPHIC DATA FOR THE PRIMARY SERVICE AREA, 2010 Census 

Location Population 
Foreign 

Born

Other 
than 

English 
Spoken 

at Home 

English 
Spoken 

Less than 
“Very Well"

Per Capita 
Income

Below 
Poverty 

Level  
Hispanic 

Population
HUDSON COUNTY MUNICIPALITIES     
North Bergen 60,773 48.9% 75.1% 32.2% $25,674 9.9% 68.4%
Union City 66,455 57.0% 87.2% 46.5% $18,506 20.0% 84.7%
W. New York 49,708 60.7% 83.3% 46.1% $24,419 18.1% 78.1%
Guttenberg 11,176 52.1% 72.3% 34.0% $33,239 16.0% 64.8%

Weehawken 12,554 36.2% 52.6% 20.1% $45,206 12.9% 40.3%
 ------------- ----------- ------------ ------------- ------------- ------------ -------------
Subtotal: 200,666 53.0% 72.8% 36.3% $24,633 15.8% 74.2%
        
BERGEN COUNTY MUNICIPALITIES     
Edgewater 11,513 47.8% 46.5% 15.4% $58,220 8.5% 11.1%
Fairview 13,835 53.3% 72.8% 32.2% $22,477 15.0% 54.6%
Cliffside Park 23,594 40.5% 59.2% 22.3% $36,157 10.5% 28.4%
 ------------- ----------- ------------ ------------- ------------- ------------ -------------
Subtotal: 48,942 44.7% 55.3% 21.7% $37,480 11.3% 31.8%
        
TOTAL: 249,608 51.4% 69.4% 33.4% $27,152 14.9% 65.9%
        
Hudson Cty. 634,266 40.6% 57.9% 25.3% $31,024 15.1% 42.2%
Bergen Cty 905,116 28.4% 36.7% 13.8% $42,006 5.8% 16.1%
New Jersey 8,791,894 20.3% 28.7% 12.1% $34,858 9.1% 17.7%

 
Source: US Census Bureau: State & County Quick Facts. Data derived from Population Estimates, 
American Community Survey, Census of Population & Housing, State & County Housing Unit Estimates, 
County Business Patterns, Economic Census, Survey of Business Owners, Building Permits, 
Consolidated Federal Funds Report. 
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While the primary service area comprises less than 2.8% of New Jersey’s total 

population, it is home to almost 11% of the state’s Hispanic/Latino Origin population.  

More than half the area’s population is foreign born and nearly 70% of the area’s 

residents do not speak English at home.  More than one in three report that they speak 

English less than very well; a rate almost three times above the statewide average. 

As might be expected with these limited language skills, the earning power and 

economic well being of the area’s residents is compromised.  Per capita income is more 

than three quarters of the average for New Jersey, while the poverty rate is nearly 

double the statewide average.  These social factors conspire to exacerbate the area’s 

healthcare challenges. 

The primary service area’s five Hudson County communities constitute about 32% of 

the total Hudson County population, while the Bergen County towns comprise only 5% 

of that county’s population.  In both cases, data for the service area was more 

challenging relative to the larger county profiles.  On average, residents of the Hudson 

County communities in the service area earn 32% less than the typical Bergen County 

resident ($81,708 compared to $55,272 respectively), and are 46% more likely to have 

limited English-language proficiency.  Municipalities in the service area show about the 

same poverty rate and a higher percentage of foreign born residents than Hudson 

County as a whole. 

The three Bergen County municipalities in the primary service area show an even 

greater variance to the overall Bergen County profile.  The poverty rate in the Bergen 

County communities in the service area is approximately double the overall rate for 

Bergen County, and the percentage of residents with limited English-language 
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proficiency is nearly double as well.  It is arguable that these three communities in fact 

have more in common with their Hudson County neighbors than they do with their 

Bergen County peers.  Despite these variances, however, the overall health profiles of 

Hudson and Bergen Counties are deemed to be generally reflective of the issues 

impacting the municipalities in the service area.  The social and economic profile of the 

primary service area suggests that its residents’ needs may be needs different in 

degree, but not necessarily in kind.  

Just over 80% of the service area’s population resides in Hudson County.  As per 

Robert Wood Johnson Foundation and University of Wisconsin County Health Rankings 

in 2015, Hudson County ranked 14th among New Jersey’s 21 counties for Health 

Outcomes.  It was noted, however, that the County ranked 17th in the self-reporting of 

“poor or fair health” (23% of respondents) and other Quality of Life related questions.  

Hudson County ranked 16th for Health Factors which has been improving for the last 

five years, including a respectable 10th place ranking for Health Behaviors.  The 

rankings were brought down by very low scores for Clinical Care measures.  For the 

past five years, Hudson County has been in last place compared to other counties in the 

state in issues of access to health care, as twenty-two percent of the population lacks 

health insurance coverage, care provider ratios were also low, and preventable hospital 

stays were high.  Adding to this problem are poor scores for both social and economic 

factors.  Yet for the past two years, Hudson County has ranked number one in the state 

for physical environment.  Access to care and quality of care are obviously areas of 

prime concern for the people of Hudson County. 
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By way of contrast, Bergen County has ranked 4th among New Jersey counties in both 

Health Outcomes and Health Factors for the past six years.  For 2015, Bergen County 

finishes no lower than 4th place in any subcategory except for a 5th place ranking for 

Health Behaviors and 6th place ranking for Quality of Life. 

Despite both counties ranking 1st and 2nd place during the past two year in the County 

Health Rankings for Physical Environment which includes data on environmental and 

severe housing problems, the eight municipalities in the PMC service area contain the 

top three most densely populated municipalities in the state (out of 566) with the least 

densely populated municipality ranking 21st.   

The most alarming data in Social and Economic Factors involve the Percentage of 

Children in Poverty and Percent of High School Graduate.  As per the County Health 

Rankings, poverty can result in an increased risk of mortality, prevalence of medical 

conditions and disease incidence, depression, intimate partner violence, and poor 

health behaviors. A 1990 study found that if poverty were considered a cause of death 

in the US, it would rank among the top 10 causes.  While negative health effects 

resulting from poverty are present at all ages, children in poverty experience greater 

morbidity and mortality than adults due to increased risk of accidental injury and lack of 

health care access.  Children’s risk of poor health and premature mortality may also be 

increased due to the poor educational achievement associated with poverty. The 

children-in-poverty measure is highly correlated with overall poverty rates.  Hudson 

County has the highest percentage (32%) of children in poverty compared to other 

counties in New Jersey.  The average for the eight municipalities in the service area is 
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23.7% which is well above the state average of 17%.  The children-in-poverty range in 

the service area varies from 5.2% to 35.4%, illustrating a very dichotomous community.       

As per the County Health Rankings, High School Graduation data is tabulated because 

not only does one’s education level affect his or her health; education can have 

multigenerational implications that make it an important measure for the health of future 

generations.  Evidence links maternal education with the health of her offspring. 

Parents’ level of education affects their children’s health directly through resources 

available to the children, and also indirectly through the quality of schools that the 

children attend.  Further, education levels also positively influence a variety of social 

and psychological factors.  For example, increased education improves an individual’s 

self-perception of either his or her sense of personal control and social standing, which 

also have been shown to predict higher self-reported health status.  Hudson County 

ranked 2nd worst in the state with 78% of the ninth-grade cohort in public schools 

graduating from high school in four years.  The New Jersey graduation percentage is 

88.1%.  The average percentage for the eight municipalities in the service area was 

81.5%, yet two municipalities, Union City and West New York, with graduation 

percentages of 67.0% and 70.7%, respectively, were well below Hudson County’s and 

the state’s percentages.  These two municipalities also comprise almost half of the 

service area’s population (46.5%).    
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Existing Health Care Facilities and Resources 

Palisades Medical Center is the only hospital active within the primary service area.  

The non-profit operates a 202-bed hospital providing a diverse range of inpatient and 

outpatient services.  It maintains the following categories of licensed beds: 163 

Medical/Surgical, 9 Pediatric, 10 ICU/CCU and 20 OB/GYN.  The hospital also has a 

Neonatal Level 2 Nursery in the Maternity Center.   Outpatient Services include 

Emergency Care, Emergency Crisis Intervention, Mental Health Service, Sleep-Wake 

Center, Gastroenterology, Diabetic Care Center, Breast Care Center, Would Care 

Center, Cardiac/Pulmonary Rehabilitation, Palliative Care Program, Pain Relief Center, 

Rehabilitative Medicine Program, and Pediatric Rehabilitation.  The hospital is also 

affiliated with The Harborage, a 247-bed nursing home and rehabilitation center for 

patients recovering from surgeries, strokes, debilitating injuries, and those that need 

long term nursing care.  A new Medical Office Building provides specialized services for 

community residents that previously had to travel outside of the local community for 

these services such as the Palisades Dialysis Center, Hackensack University Medical 

Center (HUMC)’s John Theurer Cancer Center at Palisades, Cardiology, Orthopedics, 

Women’s Health and multi-specialty physician practices from HUMC. 

As of June 1, 2015 medical staff totaled 481.  PMC also credentials allied health 

professionals and licensed professionals, including advance practice nurses and 

physician assistants.   The hospital has a robust Graduate Medical Education Program 

that includes more than 110 residents that specialize in Dermatology, Family Medicine, 

Internal Medicine, General Surgery, Obstetrics and Gynecology, Gastroenterology, 

Emergency Medicine, Pediatrics, Podiatry and Orthopedics.  All specialties embrace a 
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curriculum that emphasized compassionate medical care, an active role in patient 

advocacy and community service.   

In the last year, 5,000 community residents received free health screenings, including 

blood pressure, blood sugar and HbA1c tests,  cholesterol, heart rate, body mass index 

(BMI) and peak flow & pulse oximetry.  An additional 2,500 community members 

learned directly from medical experts about key health topics, including obesity and 

nutrition, pain management, smoking cessation, diabetes, podiatry, and women’s health 

issues such as breast cancer.  Also, 88 community health fairs and annual events are 

done in conjunction with partnering schools, employers, civic organizations, and 

religious congregations throughout the area to educate residents, improve access to 

care, and reduce health disparities.  

Palisades is the largest employer in its service area with more than 1,300 employees 

and it has an annual operating budget of approximately $150 million.  The hospital was 

ranked among the top hospitals in the state by Inside Jersey magazine and Castle 

Connolly Medical Ltd.  PMC was also ranked “Best Places to Work in Healthcare” by 

Modern Healthcare.  The American Heart Association recognized Palisades with their 

“Get With The Guidelines Gold-Plus Quality Achievement Awards” for the Medical 

Center’s treatment of heart failure and stroke patients.  The Harborage was named on 

U.S. News & World Report’s “Best Nursing Homes” List and received a 5-star rating 

from both the U.S. Department of Health and Human Services and the New Jersey 

Department of Health and Senior Services.  New Jersey Hospital Association (NJHA) 

has also recognized Palisades Medical Center with its Community Outreach Award 

for its positive impact in the local community. 
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The closest alternative hospitals are Hackensack University Medical Center 

(approximately 9 miles north), Hoboken University Medical Center (about 4 - 5 miles 

south), and Christ Hospital and the Jersey City Medical Center (each about 6 -7 miles to 

the south).  North Hudson Community Action Corporation, a federally qualified health 

center and Health Professional Shortage Area (HPSA) designated facility operates four 

clinics in the service area.  In West New York their services include Internal Medicine, 

Pediatrics, Women’s Health, Mental Health to Behavioral Health/Addictive Services, and 

Dental.  In North Bergen their services include Internal Medicine, Pediatrics, and Family 

Practice.  In Union City there are two sites; a health center with services in Internal 

Medicine, Dental, and Women’s Health and a Pediatric facility at the Union City High 

School.  There are two additional clinics serving southern Bergen County residents and 

they operate just outside the service area.  Each of the municipalities in the service area 

has its own health department and the area is also served by two regional health 

departments; Hudson Regional Health Commission and the Bergen County Department 

of Health Services. 
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Sources of Patient Service Revenue 

The table below shows the historical trend in payer mix for Palisades Medical Center for 

the years 2010-2014 based on gross patient service revenues. 

                
Payer   2010  2011  2012  2013  2014 
               
 
Medicare   50%   49%    49%    43%   39%  
Medicaid     7%     7%      6%      4%     6%   
NJ Blue Cross    4%     4%      4%      6%     6% 
HMO (*)   24%   26%    27%    33%   35% 
Commercial     1%     1%      1%      1%     2% 
Self-Pay and Other  14%   13%      13%    13%   12% 
      

Total  100%  100%  100%  100%           100% 
 
(*)Includes Medicare and Medicaid HMO programs 
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Methods and Results 

In 2011, PMC was awarded a grant from New Jersey Health Initiative, the statewide 

grantmaking program of the Robert Wood Johnson Foundation to conduct the 

community needs assessment and implement plans.  A Steering Committee, which is 

still active today, was formed to provide advice, direction, and information to develop 

and implement the assessment and action plan.  The Steering Committee includes 

members of Palisades Medical Center, North Hudson Community Action Corporation 

(the federally qualified health center in the service area), Hudson Regional Health 

Commission (the county environmental health agency and Local Information Network 

Communication Systems (LINCS) agency), Union City Board of Education and 

Municipal Local Health Departments. 

The methods for the 2015 Community Health Needs Assessment (CHNA) were very 

similar to the ones from the 2012 CHNA.  The first step was to review existing or 

secondary public health data.  The area’s health care profile was reviewed from multiple 

sources such as the Robert Wood Johnson Foundation and University of Wisconsin 

“County Health Rankings”.  Another source was the Community Health Status 

Indicators (CHSI) which is an interactive web application that produces health profiles 

for all 3,143 counties in the United States created by the U.S. Department of Health and 

Human Services, Centers for Diseases Control and Prevention.  Finally additional 

secondary data was obtained from the  New Jersey State Health Assessment Data 

(NJSHAD) and United States Census Data from 2009 to 2013.   

For recent primary data, the hospital conducted two focus groups and also distributed 

Key Informant Surveys to community leaders and residents that live in the hospital’s 
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service area.   For further comparison, 2012 - 2014 hospital data was collected on 

admission and discharge records to compare existing county data with hospital data in 

areas of chronic disease and select ambulatory care sensitive conditions.  Data 

gathered during Palisades Medical Center’s Community Health Screening in the spring 

and fall of 2015 was also reviewed.  These blood sugar screenings are conducted by 

the hospital’s Community Outreach Program at places of worship in the service area. 

After the data was analyzed, the Steering Committee prioritized issues to select the top 

concerns the hospital will address in the Implementation Strategy.  The Steering 

Committee and Community Partners will work collaboratively to develop and execute 

this plan from November 2015 to the termination of the project in three years.   
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How Data Was Obtained 
 
This section describes the primary and secondary research that was conducted to 

gather qualitative as well as quantitative data.  Primary research was conducted since 

the service area encompasses eight municipalities in two different counties and 

furthermore, there is only partial data available by zip codes.  Therefore, to gather 

firsthand details on community residents’ views and opinions of the service area, Key 

Informant Surveys were distributed and focus groups were conducted with both 

members of the community that are medically underserved, low-income and minority 

populations as well as with community members with expertise relevant to the health 

needs of the community. To gather primary quantitative data, hospital data was also 

collected.  Secondary research entailed reviewing existing data from external sources 

such as the New Jersey Department of Health’s New Jersey State Health Assessment 

Data, County Health Rankings, the Community Health Status Indicators (CHSI) 

interactive web page, Centers for Disease Control and Prevention (CDC) Healthy 

People 2020, CDC’s Behavioral Risk Factor Surveillance System, and US Census.  

Overall, the project utilized a mixed methods approach to provide the most informative, 

complete, balanced, and useful results.  
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Monitoring and Evaluation 

A Collaborative Health Improvement Plan (CHIP) from the 2012 Community Health 

Needs Assessment was developed utilizing the Healthy Wisconsin Leadership Institute, 

Community Health Improvement Toolkit.  Plans were created for each of five initiatives, 

which included goals and measurable objectives.  Relevant data was collected as each 

action item was executed.  Community partners undertook a comprehensive review of 

the action item executions. 

To measure the work of the 2012 CHIP conducted by the hospital, Steering Committee, 

and Community Partners, an evaluation was conducted while gathering primary data in 

the community for the 2015 CHNA.  Both the Key Informant Survey and Focus Groups 

specifically asked questions addressing whether or not the community had noticed any 

improvement in each of the five initiatives.   

In regards to Access to Care, the community noticed some positive changes, mainly 

through the implementation of the Affordable Care Act during this time period, but also 

from community efforts in establishing more clinics and extended hours.  Unfortunately, 

the service area also has a substantial amount of undocumented immigrants that still do 

not have health coverage and a large group of recent immigrants that do not understand 

the health care system in the United States. 

The second issue in the 2012 CHNA was Alcohol Intake.  Improvements had been 

observed in regards to youth from the service area, but it was noted that there are still 

women drinking during pregnancy and there are still intoxicated residents visible in the 

streets as well as over-utilizing the Emergency Room.  
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The third issue in the 2012 CHNA was Tobacco Use.  Again, there has been an 

improvement in youth reporting less use of tobacco, but there is now the fear that they 

may start using vaporized liquid nicotine or electronic cigarettes.  Environmentally, there 

has also been a decrease due to regulations limiting the places where residents could 

smoke cigarettes. 

The fourth issue in the 2012 CHNA was Inadequate Social Support.  Despite 

improvements in increase programs and services, due to the large amount of transient 

residents that do not understand how to navigate the system, these services are not 

utilized to their capacity.  In addition, many of these services target specific populations 

and not the community as a whole. 

The fifth issue in the 2012 CHNA was Obesity.  Despite seeing improvements in 

childhood obesity due to increased programs to educate children and their families in 

schools, there have not been changes in the adult population.  Environmentally 

restaurants are improving menu options and supermarkets are providing healthier 

options, but these options are usually more expensive.  In addition, community 

residents may not be aware of events that exist to increase their physical activities.  

Community residents also fear parks and recreational areas due to safety issues and 

since many are new to the area and do not understand the culture, they are not aware 

of where to obtain information on available resources. 
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Limitations and Information Gaps 
 
More than 80% of the population that Palisades Medical Center (PMC) serves resides in 

Hudson County.  Unfortunately, Hudson County does not have a county health 

department and as a result, it is very challenging to obtain data at the county or local 

level.  While Hudson County has a Department of Health and Human Services it is not 

recognized by the New Jersey Department of Health as a local health department.  

Another agency, Hudson Regional Health Commission provides County Environmental 

Health Act (CEHA) and emergency preparedness (LINCS) functions in support of the 

local health departments, but also does not serve as a county health department.  In 

Hudson County each municipality has its own municipal health department or an inter-

local agreement with another municipal health department and they are all members of 

the Hudson Regional Health Commission, but no formal method has been established 

for collecting non-emergency or environmental public health data.  In addition, as 

previously mentioned, the service area’s five Hudson County communities constitute 

about 32% of the total Hudson County population, while the Bergen County towns 

comprise only 5% of that county’s population.  In both cases, data for the service area 

was more challenging relative to the larger county profiles.  Therefore, PMC decided 

that it was best to collect primary data, or data obtained directly through surveys, 

interviews via focus groups and direct observation or health screening data from the 

hospital’s community outreach efforts.  Primary data is more time consuming and costly 

to obtain than secondary data, which is obtained through published external sources, 

but it is also more current and more relevant to the research in this project. 
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Primary Data and Consulting with Community 

Key Informant Survey 

For the 2015 Community Health Needs Assessment (CHNA), the hospital developed a 

survey tool with questions similar to the ones that were utilized for the focus group 

questionnaire which was developed by the Rutgers School of Public Health, Department 

of Health Systems and Policy.  The survey was written in English and Spanish and 

distributed in person to both members of the community that are medically underserved, 

low-income and minority populations as well as with community members with expertise 

relevant to the health needs of the community.  In Hudson County there are monthly 

meetings conducted by the Community Networking Association (C.N.A.) where 

participating agencies share information of their ongoing services, activities and 

concerns/needs for their clients.  This information is used by all the participating 

agencies to assist the community with as many resources as possible in the different 

areas of health care and social services.  Key Informant Surveys were distributed to 

pertinent C.N.A. agency representatives that specifically serve northern Hudson County 

and lower Bergen County.  These representatives also assisted the hospital in obtaining 

completed surveys from community members that are medically underserved, low-

income and from minority populations.  Overall, seventeen surveys were completed and 

reviewed. Responses from the Key Informant Survey are available in Appendix B. 

This survey was both qualitative and quantitative since the hospital was able to evaluate 

the success of projects implemented from the previous needs assessment as well as 

ascertain the community’s view regarding issues that affect them in relation to quality of 

life, morbidity, health behaviors, and social factors.   
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Focus Groups 

Focus groups were conducted to help gain perspective on the most significant health 

issues and barriers to care impacting the service area.  Two focus groups were 

conducted in August of 2015.  Questions that had proven successful and had been 

created by the Rutgers School of Public Health, Department of Health Systems and 

Policy were utilized for these focus groups.  During the focus group sessions, 

community residents were first asked to complete a consent form.  Participants then sat 

in a circle seating arrangement so that everyone could see each other and encourage 

discussion.  The format consisted of a 90 minute discussion with food available to 

resemble a family-style luncheon gathering.   

The first focus group was done with hospital employees, including health care staff that 

live in the service area.  The second focus group was conducted with community 

residents as well as patients.  Patients included those from Palisades Medical Center as 

well as patients from the local Federally Qualified Health Center.  During the last focus 

group with community residents and patients, questions were distributed in English and 

Spanish and all the discussions were translated into both languages.  Responses 

(Appendix C) were compiled for the focus groups and the following comments 

emphasize the participants’ reactions to the community’s view in relation to quality of life 

issues, morbidity, health behaviors, and social factors: 

When asked “What do you see as the most important health problems in the area 

surrounding Palisades Medical Center?”  Issues regarding social factors and the effect 

of these factors on mental health were of greatest concern to the community.   
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When asked “From your perspectives, what behaviors do residents engage in that place 

them and perhaps others at greatest risk?” Again, social factors played a significant role 

in the community as well as physical inactivity. 

 

Hospital Data 

In 2012, the Health Research and Educational Trust of New Jersey (HRET), an affiliate 

of the New Jersey Hospital Association, published County Health Profiles for the twenty 

one counties in New Jersey.  HRET identified available data and statistical resources 

and then presented them in an easy-to-use format via these profiles.  This data was 

reviewed to compare Palisades Medical Center (PMC) admission and discharge data 

for chronic diseases and for select ambulatory care sensitive (ACS) conditions since 

access to primary health care continues to be an important health issue.  ACS 

conditions are unattended medical conditions of individuals without proper access to 

primary and preventive healthcare that often results in more severe episodes.  This 

ultimately leads to the use of more expensive treatment options, including hospital 

admissions for illnesses that could have been managed on an outpatient basis.  Overall, 

the data illustrated that for the past three years, one-quarter of the patient population at 

PMC, not including obstetrics or newborns, are patients with ACS conditions. 

 

Community Health Screenings 

Throughout the year, Palisades Medical Center’s staff takes an active role in the 

community by partnering with multiple agencies to provide free health screenings and 

educational programs in places of worship in the service area.  Hemoglobin A1c tests 
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(HbA1c) for diabetes were conducted on adults participating in these health screenings.  

As per the American Diabetes Association, the HbA1c test, also called glycated 

hemoglobin test, or glycohemoglobin, is an important blood test that shows how well 

diabetes is being controlled. HbA1c  provides an average of one’s blood sugar control 

over the past 2 to 3 months.  Hemoglobin is found in red blood cells, which carry oxygen 

throughout  the body.  When diabetes is not controlled (meaning that the blood sugar is 

too high), sugar builds up in the blood and combines with hemoglobin, becoming 

"glycated." The average amount of sugar in one’s blood can be found by measuring the 

hemoglobin A1c level.  If a person’s glucose levels has been high over recent weeks, 

their hemoglobin A1c test will be higher.  For people without diabetes, the normal range 

for the hemoglobin A1c test is between 4% and 5.6%. Hemoglobin A1c levels between 

5.7% and 6.4% indicate increased risk of diabetes or “pre-diabetes”, and levels of 6.5% 

or higher indicates diabetes.  From February of 2015 through September of 2015, PMC 

conducted HbA1c screenings at ten houses of worship throughout the hospital’s service 

area, serving 629 community members (Appendix G).  65% of the people attending 

these screenings did not have health insurance or did not provide an answer to that 

question.  Out of the total number of people tested, 128 community members who had 

no history of diabetes were diagnosed with pre-diabetes and another 19 with no 

previous history of diabetes tested positive for diabetes with HbA1c levels of 6.5% or 

higher.  Out of those getting screened, 100 stated they already had been diagnosed 

with diabetes.  Of this group of people with diabetes, 46% had high levels which meant 

they were poorly managing their diabetes and of this poorly managed group, 43% did 

not have any health insurance.    
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Secondary Data 
 
County Health Rankings 

In 2010, the Robert Wood Johnson Foundation collaborated with the University of 

Wisconsin Population Health Institute to create the County Health Rankings.  The 

County Health Rankings rank the health of nearly every county in the nation and show 

that much of what affects health occurs outside of the doctor’s office.  The County 

Health Rankings confirm the critical role that factors such as education, jobs, income, 

and environment play in the health of the community.   

The Rankings were created to help counties understand what influences how healthy 

residents are and how long they will live. They look at a variety of measures that affect 

health such as the rate of people dying before age 75, high school graduation rates, air 

pollution levels, income inequality, and rates of smoking, obesity and teen births. The 

Rankings, based on the latest data publicly available for each county, are unique in their 

ability to measure the overall health of each county in all 50 states on the multiple 

factors that influence health.  

Since Palisades Medical Center serves five municipalities in Hudson County which 

constitute about 32% of the total Hudson County Population and three municipalities in 

Bergen County which constitute 5% of that county’s population, a chart was created to 

compare Hudson County data with Bergen County data as well as New Jersey State 

data from 2010 to 2015 (Appendix D).   

In 2015, Hudson County ranked 14th among New Jersey’s 21 counties for Health 

Outcomes and Bergen County ranked 4th.  Health Outcomes are based on the equal 

weighting of mortality (premature death) and quality of life measures.  It is noted, 
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however, that Hudson County ranked 17th in Quality of Life measures due to the self-

reporting of “poor or fair health” (23% of respondents), “poor physical health days”, 

“poor mental health days” and results for “low birth weight” while Bergen County ranked 

6th for Quality of Life measures with 12% of respondents self-reporting “poor or fair 

health”. 

Of greater concern, Hudson County ranked 16th of out 21 for Health Factors.  Health 

Factors rankings are based on weighted scores of four types of factors: behavioral, 

clinical, social & economic, and environmental.  Despite Hudson’s 10th place ranking for 

Health Behaviors (adult smoking, adult obesity, food environment index, physical 

inactivity, access to exercise opportunities, excessive drinking, alcohol-impaired driving 

deaths, sexually transmitted infections and teen birth rate), Bergen County scored better 

and ranked 4th in the state.  The rankings for Hudson County in the Health Factors 

category were decreased due to very low scores for Clinical Care measures (uninsured, 

primary care physicians, dentists, mental health providers, preventable hospital stays, 

diabetic monitoring, mammography screening), as 22% of the population lacks health 

insurance coverage, care provider ratios are low, and preventable hospital stays are 

high compared to Bergen County where 13% are uninsured, primary care physician and 

dentist care provider ratios are better than those of Top US Performers and preventable 

hospital stays were low compared to the state average (Bergen rate: 51 per 1,000 fee-

for-service Medicare enrollees vs. NJ rate: 61 per 1,000 fee-for-service Medicare 

enrollees).   

Despite the contrast in rates between Hudson and Bergen counties, it was previously 

mentioned in the Community Served and Demographics section that the three 
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municipalities that Palisades Medical Center serves in Bergen County have double the 

rate for poverty and nearly double the rate for residents with limited English-language 

proficiency.  Thus, it is fair to assess that these municipalities have more in common 

with the Hudson County municipalities in the service area than with the Bergen County 

as a whole.  

 

Community Health Status Indicators 

The Community Health Status Indicators (CHSI) 2015 is an online web application that 

produces health status profiles for each of the 3,143 counties in the United States and 

the District of Columbia. These profiles are available via the Centers for Disease Control 

and Prevention website.  Each county profile contains indicators of health outcomes 

(mortality and morbidity); indicators on factors selected based on evidence that they 

potentially have an important influence on population health status (e.g., health care 

access and quality, health behaviors, social factors, physical environment); health 

outcome indicators stratified by subpopulations (e.g., race and ethnicity); important 

demographic characteristics; and Healthy People 2020 targets. 

Each CHSI 2015 indicator is accompanied by information describing the importance of 

the indicator, source and years of the data, methodology for creating the indicator, and 

important limitations, where applicable.  The results of these reviews were used to 

develop an initial candidate set of indicators for the CHSI 2015 launch.  As per the 

website, CHSI indicators will be reassessed and revised periodically, and individual 

indicators may be added, revised, or removed when warranted. 
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For the PMC 2015 CHNA a chart was created to compare Hudson County data with 

Bergen County data as well as US Median and Healthy People 2020 Target where 

applicable (Appendix E).  The chart reflects the CHSI 2015 data that is currently 

available on the interactive website comparing Hudson County with its peer counties 

throughout the United States (US) and Bergen County with its peer counties throughout 

the US, not with each other on a full set of primary indicators.  Indicators are presented 

as Better in green, Moderate in Yellow or Worse in red in comparison with peer 

counties.  Peer county values for each indicator were ranked and then divided into 

quartiles.  These comparisons, while visually helpful, do not necessarily represent 

statistically significant differences between counties.   

CHSI 2015 was utilized for the PMC 2015 CHNA since it was designed to complement 

other existing indicator applications including the County Health Rankings. Together, 

The Rankings and CHSI 2015 provide useful information for a set of frequently 

recommended mortality, morbidity, and health determinant indicators compared to a 

wide range of benchmarks, indicator values for subpopulations and census tract maps 

to assist with identification of vulnerable populations and potential health disparities, 

information on health status integrated with information on the health factors that can 

influence health status, and rated strategies for addressing priority focus areas.   

Overall, both the County Health Rankings and CHSI were used as the main source of 

secondary data analysis.  When needed, other resources included the New Jersey 

State Health Assessment Data (NJSHAD) and United States Census Data from 2009 to 

2013. 
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Significant Health Needs of the Community  
 
The health needs of the community are summarized in both primary and secondary 

data.  Primary data is provided from Key Informant Survey Responses (Appendix B) 

and from the Focus Group Responses (Appendix C).  Both the surveys and the focus 

groups give a general overview of community input from residents that live in the 

service area.  Secondary data comparing both Hudson and Bergen counties is available 

by reviewing spreadsheets with information from both the County Health Rankings 

comparisons (Appendix D) and the Community Health Status Indicators comparisons 

(Appendix E).  With the completion of the data gathering stage, significant community 

concerns were categorized in the following areas: Morbidity, Health Behaviors, Health 

Care Access & Quality, and Social Factors.  This section reveals the issues in 

alphabetical order and the supporting data that was gathered via hospital admission and 

discharge data, Key Informant Survey Responses, Focus Group Responses, the 

County Health Rankings Comparison, Community Health Status Indicators Comparison 

and PMC Community Health Screening Data. 

 

MORBIDITY  

Despite death rates or mortality rates providing a good measure in an assessment, as 

survival improves with modernization and populations age, mortality measures do not 

give an adequate picture of a population’s health status (The Johns Hopkins University 

and Henry Mosley).  Indicators of morbidity such as the prevalence of chronic diseases 

and disabilities become more important.  Morbidity refers to the diseases and illness, 

injuries, and disabilities in a population.  Data on frequency and distribution of an illness 
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can aid in controlling its spread and, in some cases, may lead to the identification of its 

causes.  The following diseases were assessed as major morbidity (and sometimes 

mortality) concerns in the service area: 

 

Issue: ADULT DIABETES – Monitoring, Morbidity and Deaths 

As per the County Health Rankings, regular HbA1c monitoring among patients with 

diabetes is considered the standard of care. It helps assess the management of 

diabetes over the long term by providing an estimate of how well a patient has managed 

his or her diabetes over the past two to three months. When hyperglycemia is 

addressed and controlled, complications from diabetes can be delayed or prevented.  In 

the County Health Rankings, Hudson County had the worst percentage in the state of 

Medicare enrollees who had diabetes and that receive HbA1c screening.  On a positive 

note, this percentage has been trending positively since 2003 and Bergen’s rate is 

better than the state’s average. The Centers for Medicare and Medicaid Services (CMS) 

provides the following percentage of diabetic Medicare enrollees that receive HbA1c 

screening → 2013: Hudson (H)=78%, Bergen (B)=84%, New Jersey (NJ)=82%, 2014: 

H=77%, B=85%, NJ=83%,  2015: H=79%, B=85%, NJ=83%.  As per the Community 

Health Status Indicators, Hudson and Bergen Counties are trending moderately with 

their peers as per the Behavioral Risk Factor Surveillance System (BRFSS) 2005-2011 

responses from people who had doctor-diagnosed diabetes: H=9.6%, B=6.0%, US 

Median=8.1%.  In another indicator, Hudson County is trending negatively and Bergen 

County is trending moderately with their peers for Diabetes Death Rates per 100,000 as 

per 2005-2011 National Vital Statistics System – Mortality→ H=34.7, B=16.7, US 
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Median=24.7.  In the PMC Community Health Screenings, 16% of community 

residents in the service area had been diagnosed with diabetes and 3% had diabetes 

and were not aware of it.  20% had pre-diabetes (an increased risk with HbA1c levels 

between 5.7%-6.4%) and were not aware of it either.  During the Focus Groups 

sessions, diabetes was ranked as the second most important health problem and 

ranked as the first issue the community should tackle.  Hospital Discharge Data for the 

percentage of patients with diabetes as primary discharge for all ages (excluding 

Obstetrics & Newborns) was as follows: 2012=3.0%, 2013=2.7%, 2014=2.3%.   

 

Issue: ALZHEIMER’S DISEASE AND DEMENTIA 

As per the County Health Status Indicators, dementia is an umbrella term for a group of 

cognitive disorders typically characterized by memory impairment, as well as marked 

difficulty in the domains of language, motor activity, object recognition, and disturbance 

of executive function – the ability to plan, organize, and abstract. Generally speaking, 

dementia is an illness of older adults, which suggests that as successive cohorts of the 

population live longer, the urgency to better address dementia increases.  Alzheimer's 

disease is perhaps the most common form of dementia, although several others exist. 

As many as 5 million Americans have Alzheimer's disease. Younger people may get 

Alzheimer's disease, but it is much less common than in older adults. The likelihood of 

developing Alzheimer’s doubles about every five years after age 65.  In the Community 

Health Status Indicators, Hudson County is trending negatively compared to its peers 

and Bergen County is trending in a moderate manner for the percentage of older adults 

living with Alzheimer's/dementia.  Both counties have percentage levels above the US 



 29

Median.   The CMS 2012 data for the percent of older adults, Medicare fee-for-service 

beneficiaries, living with Alzheimer’s/dementia was as follows: H=16.8%, B=12.0%, US 

Median=10.3%.  In another indicator, both Hudson and Bergen are trending moderately 

with their peer counties and well below the US Median for Alzheimer's disease death 

rate.  As per the 2005-2011 National Vital Statistics System-Mortality data, the age 

adjusted Alzheimer’s disease death rate per 100,000 is as follows: H=14.2%, B=15.7%, 

US Median=27.3%.  Hospital Discharge Data for the number of patients diagnosed 

with Alzheimer’s Disease/Dementia at discharge for all ages (excluding Obstetrics & 

Newborns) was as follows: 2012=24, 2013=37, & 2014=26. 

 

Issue: CARDIOVASCULAR: CORONARY HEART DISEASE, HEART ATTACK AND 

STROKE   

As per the U.S. Department of Health and Human Services, (Office of Disease and 

Prevention and Health Promotion, Healthy People 2020) together, heart disease and 

stroke are among the most widespread and costly health problems facing the United 

States today, accounting for more than $500 billion in health care expenditures and 

related expenses in 2010 alone.  In the Community Health Status Indicators, both 

Hudson and Bergen Counties were trending moderately with their peer counties for the 

rate of people with Coronary Heart Disease (CHD).  The age adjusted CHD rate for 

Hudson and Bergen counties per 100,000 persons from the CDC National Center for 

Health Statistics were as follows → H= 154.4, B=108.3, US Median = 126.7.  As per the 

New Jersey Behavioral Risk Factor Survey (NJBRFS) via NJ State Health 

Assessment Data (NJSHAD), the following is the percentage of responses by adults 
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who stated they have had Coronary Heart Disease or Angina → 2011: H=3.8%, 

B=2.5%, NJ=3.1%  2012: H=5.4%, B=2.9%, NJ=3.9%.    In both years, 2011 and 2012, 

Hudson County had a higher percentage than the state.  As per the NJBRFS, the 

following is the percentage of responses by adults who claimed to have had a Heart 

Attack (Myocardial Infarction) → 2011: H=3.6%, B=3.2%, NJ=3.4%, 2012: H=4.1%, 

B=3.2%, NJ=3.6%.  In both years, 2011 and 2012, Hudson County had a higher 

percentage than the state.  Another NJBRFS data is the percentage of responses by 

adults who claim to have had a Stroke → 2011: H=3.1%, B=1.3%, NJ=2.0%  2012 

H=2.0%, B=1.5%, NJ=1.7%.  Again, in both 2011 and 2012, the percentage for Hudson 

County was higher than the state’s percentage.  As per the NJBRFS, the following is 

the percentage of responses by adults claiming they were Doctor-Diagnosed with 

having High Blood Pressure → 2011: H=27.4%, B=26.1%, NJ=26.6%,  2012: data not 

available. As per the NJBRFS, the following is the percentage of responses by adults 

claiming to have had Doctor-Diagnosed High Cholesterol → 2011: H=38.3%, B=34.7%, 

NJ=36.1%,  2012: data not available.  In the Focus Groups, heart disease was the third 

most important health problem in service area and second most important issue the 

community should tackle.  Finally, the following is Hospital Discharge Data for the 

percentage of patients whose discharge code was for Angina, MI and Stroke: 2012 = 

4.46%, 2013 = 4.32%, 2014 = 4.8%, illustrating an increasing trend. 
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Issue: SEXUALLY TRANSMITTED INFECTIONS (STI): CHLAMYDIA 

The Centers for Disease Control and Prevention (CDC) estimates that there are 

approximately 19 million new sexually transmitted infections each year—almost half of 

them among young people ages 15 to 24. The cost of STIs to the U.S. health care 

system is estimated to be as much as $15.9 billion annually. Untreated STIs can lead to 

serious long-term health consequences, especially for adolescent girls and young 

women. CDC estimates that undiagnosed and untreated STIs cause at least 24,000 

women in the United States each year to become infertile.  Chlamydia is the most 

common bacterial sexually transmitted infection (STI) in North America and is one of the 

major causes of tubal infertility, ectopic pregnancy, pelvic inflammatory disease, and 

chronic pelvic pain (U.S. Department of Health and Human Services, Office of Disease 

Prevention and Health Promotion, Healthy People 2020). 

In the County Health Rankings, both Hudson and Bergen Counties are trending 

negatively since 2007 for chlamydia rates.  Data on adults with chlamydia based on the 

population rate per 100,000 as per National Center for HIV/AIDS, Viral Hepatitis, STD, 

and TB Prevention (NCHHSTP) is as follows: 2013: H=352, B=116, NJ=297,  2014: 

H=328, B=130, NJ=297 2015: H=336, B=134, NJ=308.  As per the Community Health 

Status Indicators, both Hudson and Bergen Counties are trending positively compared 

to peer counties for chlamydia rates despite Hudson's rate being more than double 

Bergen's rate (2012 data).  Hospital Discharge Data on the percentage of patients 

whose discharge code was for STIs (mainly syphilis) was low since this is mostly seen 

in community STI-designated clinics: 2012 = 1 case, 2013 = 2 cases, 2014 = 1 case.  
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There was no discussion on STIs in either the Focus Groups or the Key Informant 

Surveys. 

 

Issue: LOW BIRTH WEIGHT and PRE-TERM BIRTHS 

As per the County Health Rankings, low birth weight (LBW) represents two factors: 

maternal exposure to health risks and an infant’s current and future morbidity, as well as 

premature mortality risk. From the perspective of maternal health outcomes, LBW 

indicates maternal exposure to health risks in all categories of health factors, including 

her health behaviors, access to health care, the social and economic environment she 

inhabits, and environmental risks to which she is exposed. In terms of the infant’s health 

outcomes, LBW serves as a predictor of premature mortality and/or morbidity over the 

life course and for potential cognitive development problems.  In the County Health 

Rankings, both Hudson and Bergen Counties are trending similar to NJ for the 

percentage of LBW.  The National Vital Statistics System (NVSS) provides the following 

percent of live births with low birth-weight → 2013 H=8.3%, B=7.7%, NJ=8.4%, 2014: 

H=8.4%, B=7.7%, NJ=8.4% 2015: H=8.6%, B=7.8%, NJ=8.4%.  Yet, as per the 

Community Health Status Indicators, both Hudson and Bergen Counties are trending 

similar to their peer counties in Low Birth Weight, but Bergen is trending negatively in 

Pre-Term Births despite the rate being very close to the Healthy People 2020 target → 

NVSS 2012 data:  H=12.3%, B=11.6%, US Median = 12.1%, HP2020 = 11.4%.  As per 

the Key Informant Surveys, “We still have some women drinking and smoking during 

pregnancy” was a response when asked what behaviors residents engage in that place 

them and perhaps others at greatest risk for poor health. 
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Issue: MAMMOGRAPHY SCREENING and BREAST CANCER 

As per the County Health Rankings, evidence suggests that mammography screening 

reduces breast cancer mortality, especially among older women. A physician’s 

recommendation or referral—and satisfaction with physicians—are major factors 

facilitating breast cancer screening. The percent of women ages 40-69 receiving a 

mammogram is a widely endorsed quality of care measure. In the County Health 

Rankings, Hudson County had the lowest percentage of women screening for the 

state.  Both Hudson and Bergen Counties are trending evenly since 2003 which is why 

there has been no improvement in the Hudson County rates.  The following is CMS’s 

percentage of Medicare enrollees that receive mammography screening → 2013: 

H=54%, B=62%, NJ=63%, 2014: H=51%, B=59%, NJ=60%, 2015: H=52%, B=60%, 

NJ=60%.  As per the Community Health Status Indicators, even though Hudson’s 

percentage is below the US Median, both Hudson and Bergen are trending positively 

compared to their peers as per National Program of Cancer Registries Cancer 

Surveillance System for female breast cancer incidence rate per 100,000 → H=105.6, 

B=133.6, US Median=115.6.  Bergen County may have a higher rate due to better 

screening rates.  As per the NJ State Health Assessment Data, 2012 NJBRFS, the 

following is the percentage of responses from women over 40 years of age that have 

not had a mammogram in the last 2 years → H=21.5%, B=20.0%, NJ=21.0% illustrating 

that both counties are trending evenly with the state.  Hospital Discharge Data for the 

number of patients diagnosed with breast cancer at discharge for all ages (excluding 

Obstetrics & Newborns) was as follows: 2012=3, 2013=7, & 2014=11, illustrating in 

increasing trend. 
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Issue: RESPIRATORY: ASTHMA / CHRONIC OBSTRUCTIVE PULMONARY 

DISEASE (COPD) 

Currently in the United States, more than 23 million people have asthma. The burden of 

respiratory diseases affects individuals and their families, schools, workplaces, 

neighborhoods, cities, and states. Annual health care expenditures for asthma alone are 

estimated at $20.7 billion (U.S. Department of Health and Human Services, Office of 

Disease Prevention and Health Promotion, Healthy People 2020).  As per the 

Community Health Status Indicators, both Hudson and Bergen Counties are trending 

moderately with their peer counties with percentages of 6.0% and 5.0%, respectively for 

the percent of older adults living with asthma.  As per the NJBRFS, the following is the 

percentage of responses by adults who have ever been Doctor-Diagnosed with asthma 

(ever) → 2011: H=15.2%, B=11.6%, NJ=13%, 2012: H=13.7%, B=9.9%, NJ=12.4%.  As 

per the NJBRFS, the following is the percentage of responses by adults that have been 

told they have COPD → 2011: H=5.7%, B=3.3%, NJ=5.1%, 2012:H=6.4%, B=4.1%, 

NJ=5.6%.  As per the Focus Groups respiratory diseases is the fourth most important 

health problem in the service area and the third most important issue the community 

should tackle.  The following is Hospital Discharge Data on the percentage of patients 

whose discharge code was for Asthma and COPD: 2012 = 7.07%, 2013 = 6.77%, 2014 

= 6.18%, showing a slight decreasing rate. 
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HEALTH BEHAVIORS 

Health behaviors are actions taken by people to maintain, attain, or regain good health 

and to prevent illness. Health behavior reflects a person's health beliefs. Some common 

health behaviors are exercising regularly, eating a balanced diet, and obtaining 

necessary inoculations.  The following health behaviors were assessed as major 

concerns in the service area: 

 

Issue: PHYSICAL INACTIVITY 

As per the County Health Rankings, decreased physical activity has been related to 

several disease conditions such as type 2 diabetes, cancer, stroke, hypertension, 

cardiovascular disease, and premature mortality, independent of obesity. Inactivity 

causes 11% of premature mortality in the United States, and more than 5.3 million of 

the 57 million deaths that occurred worldwide in 2008. In addition, physical inactivity at 

the county level is related to health care expenditures for circulatory system diseases.  

In the County Health Rankings, Hudson and Bergen Counties are trending similarly to 

NJ.  As per the NJBRFS, the following is the percent of adults reporting no leisure time 

for physical activity → 2013 H=28%, B=24%, NJ=25%,  2014: H=27%, B=24%, 

NJ=25%,  2015: H=26%, B=23%, NJ=24%.  As per the Community Health Status 

Indicators, both Hudson and Bergen are trending negatively for adults who report 

having leisure time for physical activity compared to their peer counties despite Bergen 

being above the US Median and reaching the Healthy People 2020 target.→ BRFSS 

2011 data: H=33.5%, B=23.8%, US Median=25.9%, HP2020=32.6%.  As per the Focus 

Groups, lack of physical activity was the number one response for behaviors in which 
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residents engage that place them and perhaps others at greatest risk.  It was also the 

fourth ranked issue suggested for the community to tackle.  In the Key Informant 

Surveys, poor choices in physical activities are behaviors that residents engage in that 

place them and perhaps others at greatest risk for poor health.   

 

Issue: TEEN BIRTH RATES 

As per the County Health Rankings, evidence suggests teen pregnancy significantly 

increases the risk of repeat pregnancy and of contracting a sexually transmitted 

infections (STI), both of which can result in adverse health outcomes for mothers, 

children, families, and communities. A systematic review of the sexual risk among 

pregnant and mothering teens concludes that pregnancy is a marker for current and 

future sexual risk behavior and adverse outcomes. Pregnant teens are more likely than 

older women to receive late or no prenatal care, have gestational hypertension and 

anemia, and achieve poor maternal weight gain. Teens are also more likely than older 

women to have a pre-term delivery and low birth weight baby, increasing the risk of 

child developmental delay, illness, and mortality.  In the County Health Rankings, 

Hudson County is trending negatively in teen birth rates and Bergen County positively 

compared to NJ rates.  As per the National Vital Statistics System (NVSS),  teen birth 

rate per 1,000 females ages 15-19 were as follows, 2013: H=37, B=7, NJ=24, 2014: 

H=35, B=7, NJ=23, 2015: H=34, B=6, NJ=22.  As per the Community Health Status 

Indicators, Hudson is trending similar to its peers for teen birth rates and Bergen is 

trending positively as illustrated in the NVSS 2011 data:  H=31.4, B=6.3, US Median = 

42.1, HP2020 = 36.2.  Bergen County teen birth rates are well below the state rates, US 
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Median rates and they have surpassed the Healthy People 2020 goals.  As per the Key 

Informant Surveys, teen pregnancy is a behavior in which residents engage that place 

them and perhaps others at greatest risk for poor health.   

 

Issue: TOBACCO USE 

Tobacco use is the single most preventable cause of death and disease in the United 

States. Each year, approximately 443,000 Americans die from tobacco-related 

illnesses. For every person who dies from tobacco use, 20 more people suffer with at 

least 1 serious tobacco-related illness. In addition, tobacco use costs the U.S. $193 

billion annually in direct medical expenses and lost productivity (U.S. Department of 

Health and Human Services, Office of Disease Prevention and Health Promotion, 

Healthy People 2020).  As per the Community Health Status Indicators, Hudson 

County is trending moderately compared to its peers for the percentage of smokers and 

Bergen is trending negatively compared to its peers even though both Hudson and 

Bergen have percentages lower than the US Median for the 2011 BRFSS question: "Do 

you now smoke cigarettes every day, some days, or not at all?" (Persons are 

considered smokers if they reported smoking every day or some days.) → H=16.1%, 

B=14.5%, US Median=21.7%, HP 2020=12.0%.  As per the Focus Groups, tobacco 

use or cigarette smoking is considered the ninth most important health issue in the 

community.  When asked about a behavior that residents engage in that place them and 

perhaps others at greatest risk for poor health, in the Key Informant Surveys, 

“smoking” was mentioned three times:    

1. We still have some women drinking and smoking during pregnancy 
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2. Drinking and smoking or maybe drugs (more teenagers) 

3. Through a recent assessment of hookah and vape stores the Coalition observed two 

such establishments in the Palisades Hospital service area.  One location was in 

Union City and the second was in West New York.  The smoking of tobacco 

products can negatively affect an individual’s health; as more of these stores 

increase it becomes an issue of concern. 

 

HEALTH CARE ACCESS & QUALITY 

Health care access and quality refer to a person’s ability to receive health care services, 

which is a function of availability of personnel and supplies and the ability to pay for 

those services.  The following access to health care and quality issues were assessed 

as major concerns in the service area: 

 

Issue: COST BARRIER TO CARE 

Access to comprehensive, quality health care services is important for the achievement 

of health equity and for increasing the quality of a healthy life for everyone. Access to 

health services means the timely use of personal health services to achieve the best 

health outcomes and encompasses four components: coverage, services, timeliness, 

and workforce. Barriers to services include: 1) lack of availability, 2) high cost, and 3) 

lack of insurance coverage. These barriers to accessing health services diminish quality 

of care and lead to delays in receiving appropriate care, the inability to get preventive 

services, and hospitalizations that could have been prevented (U.S. Department of 

Health and Human Services, Office of Disease Prevention and Health Promotion,  
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Healthy People 2020).  As per the Community Health Status Indicators, Hudson and 

Bergen Counties are trending negatively compared to their peers for the percentage of 

adults who did not see a doctor due to cost.  As per the 2011 BRFSS question, "Was 

there a time in the past 12 months when you needed to see a doctor but could not 

because of cost?" The following is the percent of these adult responses → H=20.3%, 

B=12.9%, US Median=15.6%, HP 2020=9.0%.  As per the Focus Groups, an important 

health problem in the community is the high cost of living in the service area which 

prevents access to care because people cannot afford to go to a doctor or buy 

medication.  As per the Key Informant Surveys, community residents commented that 

health care insurance was important for the health and well-being of the community.  

 

Issue: MENTAL HEALTH PHYSICIAN SHORTAGE 

As per the County Health Rankings, 30% of the United States population lives in a 

county designated as a Mental Health Professional Shortage Area. As the mental health 

parity aspects of the Affordable Care Act create increased coverage for mental health 

services, many anticipate increased workforce shortages.  In the County Health 

Rankings, Hudson County had the worst ratio in the state of mental health physician 

shortage and Bergen’s rate is better than the state’s average.  National Provider 

Identification Registry: Ratio of Population to Mental Health Providers illustrates the 

ratio of mental health providers → 2014: H=2,712:1, B=589:1, NJ=826:1, 2015: 

H=2,023:1, B=491:1, NJ=623:1.  In the Focus Groups discussions, mental health issues 

were the sixth most important health problem in the area, including both anxiety and 

depression affecting young adults, the elderly, and the economically disadvantaged.  
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Other mental health related concerns in the community included lack of coping 

mechanisms, lack of socialization, isolation due to computer games, lack of community 

centers that offer activities, and stress.  As per the Key Informant Surveys, the 

following comments were provided by community residents: “I am most involved in 

children’s mental health services and I have not seen an improvement or reduction with 

access to services” and “Lack of Psychiatrists or Mental Health specialists is one of the 

most important health problems in the PMC area.”  When asked “What issues would 

you tackle?” Mental health was repeatedly mentioned: “obesity, depression/mental 

health, and drug use/drinking”, “more children mental health services/programs for 

troubled youth.”  Finally, as per the survey, another question asked what was the most 

important issue for the health and well-being of the community and one of the 

responses was as follows: “Mental illness appears to be a significant area of concern 

and perhaps at times overlooked due to lack of carefully identifying individuals in need 

of services.” 

 

Issue: PREVENTABLE HOSPITAL STAY 

As per the County Health Rankings, preventable Hospital Stays is the hospital 

discharge rate for ambulatory care-sensitive conditions per 1,000 fee-for-service 

Medicare enrollees. Ambulatory care-sensitive conditions include: convulsions, chronic 

obstructive pulmonary disease, bacterial pneumonia, asthma, congestive heart failure, 

hypertension, angina, cellulitis, diabetes, gastroenteritis, kidney/urinary infection, and 

dehydration. This measure is age-adjusted.  Hospitalization for diagnoses treatable in 

outpatient services suggests that the quality of care provided in the outpatient setting 
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was less than ideal. The measure may also represent a tendency to overuse hospitals 

as a main source of care.  In the County Health Rankings, Hudson County had the 

fourth worst ratio in the state for preventable hospital stay and Bergen County’s rate is 

better than the state’s average. As per the CMS, Hospitalization rate for Ambulatory 

Care Sensitive conditions per 1,000 Medicare patients is as follows → 2013: H=90, 

B=61, NJ=69, 2014: H=84, B=56, NJ=67, 2015: H=74, B=51, NJ=61.  As per the 

Community Health Status Indicators, Hudson is trending negatively as compared to 

its peers in preventable hospital stay and Bergen is trending moderately.  2011 CMS 

rate of preventable hospitalizations per 1,000 Medicare enrollees is as follows: H=84.2, 

B=56.0, US Median=71.3.  As per the Focus Groups, it was commented that residents 

could make a difference in the quality of life of their community by only going to the 

hospital when in crisis.  As per Hospital Discharge Data, the Percentage of 

Ambulatory Care Sensitive conditions at discharge for all ages (excluding Obstetrics & 

Newborns) were as follows: 2012=25.14%, 2013=25.75%, 2014=24.67%.  As per this 

data, almost a quarter of the patient population has unattended medical conditions that 

due to lack of proper access to primary and preventive healthcare, these conditions 

result in more severe episodes.  This ultimately leads to the use of more expensive 

treatment options, including hospital admissions for illnesses that could have been 

managed by a primary care provider or a community health clinic. 
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Issue: PRIMARY CARE PHYSICIAN SHORTAGE 

As per the County Health Rankings, access to care requires not only financial coverage, 

but also, access to providers. While high rates of specialist physicians have been shown 

to be associated with higher, and perhaps unnecessary utilization, sufficient availability 

of primary care physicians is essential for preventive and primary care, and when 

needed, referrals to appropriate specialty care.  In the County Health Rankings, 

Hudson County is trending negatively (fourth worst in the state) to the rate of population 

to primary care physician and Bergen County is trending positively.  As per the Area 

Health Resource File, the ratio of Population to Primary Care Physicians is as follows →  

2013 H=1,890:1, B=808:1, NJ=1,180:1, 2014: H=1,880:1, B=819:1, NJ=1,174:1, 2015: 

H=1,874:1, B=798:1, NJ=1,168:1.  As per the Community Health Status Indicators, 

Hudson is trending negatively and Bergen is similar to its peer counties despite both 

Hudson and Bergen being above the US Median for primary care provider rates.  The 

following is the 2011 Health Indicators Warehouse Primary Care Provider rate per 

100,000 people: H=73.9, B=155.9, US Median=48.0.  As per the Focus Groups, 

primary care issues were the fifth most important health problem in the area.  Focus 

group attendees stated that having primary care physicians in densely populated 

areas/buildings was one of the most important factors for the health and well-being of 

the community and another pressing issue in our community is access to care because 

there is not an adequate amount of primary care physicians in Hudson County.  Focus 

group attendees emphasized a need for an increase of primary care physicians or walk-

in clinics. 
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Issue: UNINSURED 

As per the County Health Rankings, lack of health insurance coverage is a significant 

barrier to accessing needed health care. The Kaiser Family Foundation released 

a report in December 2014 that outlines the effects insurance has on access to health 

care. One key finding was that "Uninsured people are far more likely than those with 

insurance to report problems getting needed medical care. Thirty percent of adults 

without coverage say that they went without care in the past year because of its cost 

compared to 4% of adults with private coverage."  In the County Health Rankings, 

Hudson County had the worst rate in the state for uninsured residents despite trending 

positively.  Bergen County is also trending positively.  As per the US Census, the 

following is the percent of population under 65 without health insurance → 2013 

H=23%, B=15%, NJ=15%, 2014: H=22%, B=13%, NJ=15%, 2015: H=22%, B=13%, 

NJ=15%.  As per the Community Health Status Indicators, both Hudson and Bergen 

are trending negatively compared to their peer counties despite Bergen being below the 

US Median → US Census 2011 data: H=22.4%, B=13.5%, US Median=17.7%.  Key 

Informant Surveys responses on this issue were as follows: “People have low quality 

of life because they have low incomes and are not insured”, “Recent arrivals are not 

able to apply for insurance because they do not have access to electronics or the 

internet or understand how to use them”, and “Health care insurance is the most 

important factor for the health and well-being of the community”. 
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SOCIAL FACTORS 

As per the World Health Organization, many factors combine together to affect the 

health of individuals and communities.  Whether people are healthy or not, is 

determined by their circumstances and environment.  To a large extent, factors such as 

where a person lives, the state of their environment, genetics, their income and 

education level, and their relationships with friends and family all have considerable 

impacts on health.  The following social factors were assessed as major concerns in the 

service area: 

 

Issue: CHILDREN IN POVERTY 

As per the County Health Rankings, children in poverty is the percentage of children 

under age 18 living in poverty. Poverty status is defined by family; either everyone in the 

family is in poverty or no one in the family is in poverty. The characteristics of the family 

used to determine the poverty threshold are: number of people, number of related 

children under 18, and whether or not the primary householder is over age 65. Family 

income is then compared to the poverty threshold; if that family's income is below that 

threshold, the family is in poverty.  In the County Health Rankings, Hudson County 

had the worst rate in the state for children in poverty and the percentage increased from 

24% to 32% in the last three years.  Overall, both Hudson and Bergen are trending 

negatively in this issue.  The following are US Census percentage of children under age 

18 in poverty →  2013 H=24%, B=8%, NJ=14%, 2014: H=26%, B=8%, NJ=15%,  

2015: H=32%, B=10%, NJ=15%.  As per the Community Health Status Indicators, 

when compared to their peer counties throughout the United States, Hudson is trending 
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positively despite a high percentage and Bergen is at a moderate level.  Hudson’s rate 

is above the US Median and Bergen is below the US Median as per the US Census 

2012 Small Area Income and Poverty Estimates data: H=26.1%, B=9.7%, US 

Median=23.9%.  In the Key Informant Surveys, it was commented that “quality of life 

and anti-poverty initiatives are the most important for the health and well-being of the 

community.” 

 

Issue: CHILDREN IN SINGLE-PARENT HOUSEHOLD 

As per the County Health Rankings, adults and children in single-parent households are 

at risk for adverse health outcomes such as mental health problems (including 

substance abuse, depression, and suicide) and unhealthy behaviors such as smoking 

and excessive alcohol use. Self-reported health has been shown to be worse among 

lone parents (male and female) than for parents living as couples, even when controlling 

for socioeconomic characteristics. Mortality risk is also higher among lone parents. 

Children in single-parent households are at greater risk of severe morbidity and all-

cause mortality then their peers in two-parent households.  In the County Health 

Rankings, Hudson County had the second worst rate in the state for the percentage of 

children that live in a household headed by a single-parent.  The following are the 

percentages as per the American Community Survey of single-parent headed 

households→ 2013 H=44%, B=19%, NJ=28%, 2014: H=44%, B=19%, NJ=29%, 2015: 

H=44%, B=20%, NJ=29%.  As per the Community Health Status Indicators, 

compared to their peer counties, Hudson is trending moderately in the percentage of 

single-parent headed household and Bergen is trending positively.  Hudson’s rate is 
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above the US Median and Bergen is below based on the American Community Survey 

data: H=44.2%, B=19.2%, US Median=30.8%.   

 

Issue: HIGH SCHOOL GRADUATION 

As per the County Health Rankings, not only does one’s education level affect his or her 

health; education can have multigenerational implications that make it an important 

measure for the health of future generations. Evidence links maternal education with the 

health of her offspring. Parents’ level of education affects their children’s health directly 

through resources available to the children, and also indirectly through the quality of 

schools that the children attend. Further, education levels also positively influence a 

variety of social and psychological factors. For example, increased education improves 

an individual’s self-perception of both his or her sense of personal control and social 

standing, which also have been shown to predict higher self-reported health status.  In 

the County Health Rankings, Hudson County had the second worst rate in the state 

for the percentage of the ninth-grade cohort in public schools that graduates from high 

school in four years.  Data.gov adjusted cohort graduation rates at the local education 

agency are as follows → 2013 H=80%, B=93%, NJ=83%, 2014: H=81%, B=92%, 

NJ=87% 2015: H=78%, B=93%, NJ=87%.  As per the Community Health Status 

Indicators, when compared to their peer counties, Hudson is trending positively in 

graduation rates and Bergen is trending moderately.  Hudson’s rate is below the US 

Median and Bergen is above as per the US Department of Education (EDFacts) 

website: H=80.7%, B=92.2%, US Median=83.8%.   
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Issue: INCOME INEQUALITY 

As per the County Health Rankings, a higher inequality ratio indicates greater division 

between the top and bottom ends of the income spectrum.   Researchers have looked 

at income inequality at the national, state, county, and metropolitan levels and identified 

at least modest relationships between income inequality and health at all levels. This 

measure looks at income distribution or relative disadvantage in a county.  In the 

County Health Rankings, this new measurement illustrated that Hudson County had 

the second worst rate in the state for the ratio of household income at 80th percentile to 

income at the 20th percentile.  The American Community Survey data for this ratio is as 

follows → 2015: H=5.8%, B=5.1%, NJ=5.0%. 

 

Issue: SEVERE HOUSING PROBLEM / HOUSING STRESS 

As per the County Health Rankings, good health depends on having homes that are 

safe and free from physical hazards. When adequate housing protects individuals and 

families from harmful exposures and provides them with a sense of privacy, security, 

stability and control, it can make important contributions to health. In contrast, poor 

quality and inadequate housing contributes to health problems such as infectious and 

chronic diseases, injuries and poor childhood development.  In the County Health 

Rankings, Hudson County had the third worst rate in the state for the percentage of 

households with at least 1 of 4 housing problems: overcrowding, high housing costs, or 

lack of kitchen or plumbing facilities.  The US Department of Housing and Urban 

Development (HUD) provides this data through the Comprehensive Housing 

Affordability Strategy or “CHAS” data → 2014: H=28%, B=22%, NJ=22%, 2015: 
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H=28%, B=23%, NJ=23%.  As per the Community Health Status Indicators, 

compared to their peer counties, both Hudson and Bergen are trending moderately for 

the percent of housing with one or more housing conditions.  Hudson’s and Bergen’s 

rate is negatively 20% and 16% respectively, above the US Median as per the 

Economic Research Service of the United States Department of Agriculture→ H=48.1%, 

B=44.2%, US Median=28.1%.   In the Key Informant Surveys, “Affordable Housing” 

was mentioned in five different surveys as a factor that is the most important for the 

health and well-being of the community surrounding Palisades Medical Center.  As per 

the Focus Groups, less buildings, less housing and less traffic are factors that are the 

most important for the health and well-being of the community.  Another issue that 

should be tackled as per the focus group discussions, is to stop the development of 

more housing. 

 

Issue: SOCIAL ASSOCIATIONS / INADEQUATE SOCIAL SUPPORT 
 
As per the County Health Rankings, poor family support, minimal contact with others, 

and limited involvement in community life are associated with increased morbidity and 

early mortality. A 2001 study found that the magnitude of health risk associated with 

social isolation is similar to the risk of cigarette smoking. Furthermore, social support 

networks have been identified as powerful predictors of health behaviors, suggesting 

that individuals without a strong social network are less likely to make healthy lifestyle 

choices than individuals with a strong network. A study that compared Behavioral Risk 

Factor Surveillance System (BRFSS) data on health status to questions from the 

General Social Survey found that people living in areas with high levels of social trust 



 49

are less likely to rate their health status as fair or poor than people living in areas with 

low levels of social trust. Researchers have argued that social trust is enhanced when 

people belong to voluntary groups and organizations because people who belong to 

such groups tend to trust others who belong to the same group.  In the County Health 

Rankings, Hudson County had the worst rate in the state for Social Associations 

defined as the number of associations per 10,000 in the population. Associations 

include membership organizations such as civic organizations, bowling centers, golf 

clubs, fitness centers, sports organizations, religious organizations, political 

organizations, labor organizations, business organizations, and professional 

organizations.  As per the 2012 County Business Patterns, these are the number of 

membership associations per 10,000 population → H=5.8, B=9.7, NJ=8.3.  As per the 

Community Health Status Indicators, Hudson is trending negatively for inadequate 

support and Bergen is trending moderately compared to their peer counties despite both 

being above the US Median.  Based on the 2011 BRFSS question "How often do you 

get the social and emotional support you need?" Persons were considered to be 

receiving sufficient emotional/social support if they reported getting social/emotional 

support all or most of the time.  The following is the percent of adults who reported not 

receiving sufficient social-emotional support: H=30.1%, B=20.9%, US Median=19.6%.  

In the Key Informant Surveys, one of the comments stated “Families still seem to 

depend on limited options when seeking social services (in the community).”  As per the 

Focus Groups, one of the responses for the topic of social support is that there are NO 

programs for socialization for those 25-50, otherwise known as the “forgotten group.” 
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Primary and Chronic Disease Needs of the Community 

To properly analyze primary and chronic disease needs for the hospital's service area, 

further analysis occurred of the data collected on hospital admission and discharge data 

for ambulatory care sensitive (ACS) conditions and chronic conditions.  The data 

revealed that 25% of hospital admissions and discharges were due to ACS conditions.  

ACS conditions are unattended medical conditions of individuals without proper access 

to primary and preventative healthcare that often result in more severe episodes.  This 

ultimately leads to the use of more expensive treatment options, including hospital 

admissions for illnesses that could have been managed on an outpatient basis.  Thus 

there needs to be a greater emphasis by community agencies to encourage unhealthy 

or sick residents to obtain care from primary care providers or the federally qualified 

health centers. 

For three consecutive years from 2012 to 2014, four out of the hospital’s top ten 

admissions were related to cardiovascular diseases: congestive heart failure, chest 

pain, syncope and collapse, and intermediate coronary syndrome.  Thus in prioritizing 

issues and selecting concerns that Palisades Medical Center plans to address, focus 

will have to occur on behaviors that affect cardiovascular diseases.  Another chronic 

disease seen as a top 15 admission during the past three years was asthma associated 

with Chronic Obstructive Pulmonary Disease (COPD). 
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Prioritizing Issues and Addressing Community Health Needs 

 

Process for Prioritizing Needs 

After identifying the top twenty-one issues assessed as needs in the hospital’s 

community, the steering committee then met to prioritize the top issues impacting the 

service area.  A worksheet was developed (Appendix F) utilizing the Healthy People 

2020 MAP-IT framework as a guide.  Of greatest concern were the issues that affected 

the majority in the community, possible interventions in solving the problem, likelihood 

of success or impact, current interventions that currently exist in the community and 

consequences if these issues are not addressed.  In October of 2015, the steering 

committee reviewed “prioritizing issues” worksheets for each of the concerns and then 

target issues were narrowed to the following four concerns: Access to Health Care, 

Chronic Diseases, Community Health Outreach, and Women’s Health Initiatives. 

 

Access to Health Care was selected as a top issue due to the high rates of hospital 

admissions for Ambulatory Care Sensitive Conditions or Preventable Hospital Stay.  

Despite the hospital’s great efforts to educate the community to utilize the Federally 

Qualified Health Center as a primary clinic, Palisades Medical Center (PMC) continues 

to get increased Emergency Department as well as admissions for those conditions.  

This is mainly due to the large number of recent immigrants in the community as well as 

undocumented immigrants in the PMC service area that do not have health insurance 

and do not visit or can afford a Primary Care Physician on a regular basis.  Thus, by the 

time immigrants enter PMC’s Emergency Department, their condition has worsened.  
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The data also illustrated issues in the community with Cost Barrier to Care as well as 

Primary Care and Mental Health Physician Shortage. 

 

Chronic Diseases was selected as a top issue since six out of the twenty-one concerns 

that were prioritized from the morbidity and behaviors categories involved chronic 

diseases: Alzheimer’s disease & dementia, cardiovascular disease, diabetes, 

respiratory diseases, obesity due to physical inactivity and lack of affordable healthy 

foods, and tobacco use.  Steering committee members decided that it would be 

important for the hospital to continue to provide preventive services in the community, 

including screenings that pertain to chronic diseases.   Physical activity in the service 

area is limited due to the community’s perception of unsafe streets.  Nutrition and 

weight status are also of great concern since many immigrants have limited health 

literacy skills and are not knowledgeable of nutrition labels.  In addition, even if the 

medically underserved, low-income and minority populations have access to healthy 

foods, they cannot afford it. 

 

Community Health Outreach was selected as a top issue because residents are 

disconnected from services provided in the community.  As previously mentioned, there 

are a large numbers of recent immigrants in the community that are predominately poor 

and therefore their children are poor.  Many of them do not understand the health care 

system process and as a result, they may fear it.  Recent immigrants also do not have 

the family and community support they were accustomed to in their homeland.  This 

community’s focus is on survival; the search for affordable housing and low cost foods 
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to exist.  Data also shows that there is a large group of children living in single-parent 

homes, that this is an area with low high school graduation rates, with a large difference 

in income inequality, with severe housing problems, and inadequate social support and 

lack of social associations.  Therefore, focus on education and community outreach 

need to increase and become tailored to target this low-income population.  Outreach 

efforts also need to increase so that the underserved populations become aware of 

services.  In addition, these outreach efforts need to be modified through health literacy 

so this community understands the services that are being provided and not fear an 

unknown system that has been created to assist them.  

 

Women’s Health Initiatives was selected as a top issue because there were multiple 

concerns that were prioritized from the morbidity and behaviors categories involving 

women’s health issues such as mammography screening and breast cancer, low birth 

weights and pre term births, teen birth rates, and sexually transmitted infections.  As 

previously mentioned, many of these issues are related to poverty, being unaware of 

social support that exists in the community, and fear due to the lack of understanding of 

a foreign health care system.    
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Process for Consulting with Community 

Throughout the entire needs assessment process, the hospital consulted with local 

health officials, community residents, and community partners.  The hospital obtained 

input from both members of the community that are medically underserved, low-income 

and minority populations as well as with community members with expertise relevant to 

the health needs of the community.  Local health departments are represented in the 

PMC Steering Committee (Appendix A) which has been responsible in prioritizing 

issues and reviewing all components of the projects.   Community residents were able 

to voice their concerns during two focus group sessions and also provide their views 

and opinions in the key informant surveys.  Residents and community agencies were 

invited to a public forum for a complete overview of the primary and secondary data that 

was collected as well as a discussion on the four needs that were identified.  

Community residents will also be invited on an annual basis to future public forums to 

discuss the impact of program implementation and evaluations of the CHNA 

Implementation Strategy.  Community partners and residents will also be invited to 

assist in the planning process of the Implementation Strategy.  Partners and residents 

will suggest potential projects that the hospital and partnering organizations will 

implement and evaluate on the identified issues.   
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Implementation Strategy and Community Engagement 

In the next step of the needs assessment, PMC will be utilizing the Healthy Wisconsin 

Leadership Institute, Community Health Improvement Toolkit.  Their template will be 

utilized to develop goals and action plans for each of the four concerns (Appendix H).  

Community partners, especially those with expertise in the selected issues, will be 

invited to attend a working session.  At this session, community partners will suggest 

potential projects.  The Steering Committee will then review all the projects and select 

feasible plans.  Actions plans will then be proposed to the Palisades Medical Center 

Board of Governors for approval and implementation in the community.  Once the 

projects are implemented, they will be evaluated every six months by the steering 

committee through process and impact evaluations.  Public forums will be conducted on 

an annual basis with public health officials, community residents, community partners 

and patients to discuss project implementation and evaluations as well as to obtain 

feedback. 
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Appendix A: Steering Committee and Community Partners 
 
Steering Committee 
 

 Guttenberg Board of Health 
 Hudson Regional Health Commission 
 North Bergen Health Department 
 North Hudson Community Action Corporation (Federally Qualified Health Center) 
 Palisades Medical Center 
 Union City Board of Education, Early Childhood Programs 
 Union City Board of Health 
 Weehawken Board of Health 
 West New York Health Department  

 
 
Community Partners 
 

 Bergen County Department of Health Services, Bergen and Hudson Chronic 
Disease Coalition 

 Community Networking Association 
 Hudson County Family Success Centers 
 Hudson Partnership Case Management Organization 
 Love of Jesus Family Church of West New York 
 Hudson North Office Division of Child Protection and Permanency 
 Palisades Family Success Center in Union City 
 Partners in Prevention 
 Partnership for Maternal and Child Health of Northern New Jersey 
 Save Latin America, Inc.  
 Visiting Homemaker Service of Hudson County 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendix B: Key Informant Survey Responses for 2015 
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Appendix C: Focus Group Responses for 2015 
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Appendix D: County Health Rankings Comparison 
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Appendix E: Community Health Status Indicators Comparison 
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Appendix F: Prioritizing Issues and Concerns Worksheet 
 

 
 

COMMUNITY HEALTH NEEDS ASSESSMENT 

PRIORITIZING ISSUES / CONCERNS 

 
 
Issue/Concern: ________________________________________________________________ 

 

Primary data for selecting this issue: ________________________________________________

_____________________________________________________________________________

 

Population(s) affected: ___________________________________________________________

 

Seriousness/urgency: ___________________________________________________________

 

Available data sources: __________________________________________________________

 

Possible interventions (behavioral, environmental, legislative, etc.) effective in solving problem: 

_____________________________________________________________________________

_____________________________________________________________________________

 

Likelihood of success/impact (taking into account available resources): ____________________ 

_____________________________________________________________________________

 

Current interventions addressing issue in community that we may expand: __________________

_____________________________________________________________________________

 

Consequences if not addressed (personal, societal, economic): __________________________

_____________________________________________________________________________

 

 
 

 
 
 



 

Appendix G: Community Health Screening Data 
 
Results of Hemoglobin A1c (HbA1c) tests of community residents in the service area conducted by  
Palisades Medical Center (February – September 2015) 
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Appendix H: Action Plan Template 
 
 

PALISADES MEDICAL CENTER 
 

ACTION PLAN TEMPLATE 
 
 
Goal:  
           
Objective:    
           

Activity  Timeframe 
(Due Date)

Resources Required  Lead  Anticipated 
Products or Results 

Date 
Completed

                 

                 

                 

                 

                 

                 

                 

                 
 
 
 
 
 


