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PROJECT OVERVIEW

A Community Health Needs Assessment provides information so that communities may identify issues of
greatest concern and decide to commit resources to those areas, thereby making the greatest possible
impact on community health status.

This Community Health Needs Assessment — a follow-up to similar studies conducted in 2016 and 2022 —
is a systematic, data-driven approach to determining the health status, behaviors, and needs of residents in
the service area of Holy Name Medical Center. Subsequently, this information may be used to inform
decisions and guide efforts to improve community health and wellness.

project conducted by Professional Research Consultants, Inc. Improvement Partnership
(PRC) for the Community Health Improvement Partnership (CHIP) OF BERGEN COUNTY
of Bergen County (“the Partnership”). PRC is a nationally recognized health care consulting firm with
extensive experience conducting Community Health Needs Assessments in hundreds of communities
across the United States since 1994.

This assessment for Holy Name Medical Center is part of a regional h Community Health
CHIP

Methodology

This assessment incorporates data from multiple sources, including primary research (through the PRC
Community Health Survey, the PRC Online Key Informant Survey, focus groups, and community leader
interviews), as well as secondary research (vital statistics and other existing health-related data). It also
allows for trending and comparison to benchmark data at the state and national levels.

PRC Community Health Survey

Survey Instrument

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

Community Defined for This Assessment

For Holy Name Medical Center, the community of focus
(referred to as “HNMC Service Area” or the “service area” in
this report) is defined as each of the residential ZIP Codes
comprising the service area of the hospital. This community
definition, determined based on the ZIP Codes of residence
of most recent patients, is illustrated in the adjacent map.
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Sample Approach & Design

A precise and carefully executed methodology is critical in asserting the validity of the results gathered in the
PRC Community Health Survey. Thus, to ensure the best representation of the population surveyed, a
mixed-mode methodology was implemented. This included targeted surveys conducted by PRC via
telephone (landline and cell phone) or through online questionnaires, as well as a community outreach
component promoted by the study sponsors through social media posting and other communications.

RANDOM-SAMPLE SURVEYS (PRC) » For the targeted administration, PRC administered 1,025
surveys throughout the service area.

OVERSAMPLE SURVEYS (PRC) » In addition to the random sampling, PRC oversampled Hispanic,
Asian, and Black/African American respondents to bolster representation among these populations.

COMMUNITY OUTREACH SURVEYS (The Partnership) » PRC also created a link to an online
version of the survey, and the Partnership promoted this link throughout the various communities in
order to drive additional participation and bolster overall samples. This yielded an additional 331
surveys to the overall sample.

In all, 1,356 surveys were completed through these mechanisms. The total sample included 300
interviews among Hispanic residents (in Spanish or English), 165 interviews among Asian residents (in
Korean or English), and 202 interviews among Black/African American residents, who were reached through
either random sampling or oversampling efforts.

Once the interviews were completed, these were weighted in proportion to the actual population distribution
so as to appropriately represent the service area as a whole. All administration of the surveys, data
collection, and data analysis was conducted by PRC.

For statistical purposes, for questions asked of all respondents, the maximum rate of error associated with a
sample size of 1,356 respondents is +2.7% at the 95 percent confidence level.

Sample Characteristics

To accurately represent the population studied, PRC strives to minimize bias through application of a proven
telephone methodology and random-selection techniques. While this random sampling of the population
produces a highly representative sample, it is a common and preferred practice to “weight” the raw data to
improve this representativeness even further. This is accomplished by adjusting the results of a random
sample to match the geographic distribution and demographic characteristics of the population surveyed
(poststratification), so as to eliminate any naturally occurring bias.

The following chart outlines the characteristics of the service area sample for key demographic variables,
compared to actual population characteristics revealed in census data. [Note that the sample consisted
solely of area residents age 18 and older; data on children were given by proxy by the person most
responsible for that child’s health care needs, and these children are not represented demographically in this
chart.]
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Population & Survey Sample Characteristics
(HNMC Service Area, 2025)

Actual Population = Final Survey Sample ) )
Diverse races include:

Black/Afr Am 12.3%
Asian/Pac Islander ~ 9.9%
American Native ~ 0.5%

= § . Multiple 21%
L 9 5
© hid o 2 X X 2 =
T 5 % &R 5 & = ¥ 8
T 3 S 3T = & T 5
< < =3 < o : (=23 =3
x 3 ©o o R 2
™ g 3 =) &
° ° PR NI~
505 & 8 -
N~ ~
i I
Women Men 18t0 39 40 to 64 65+ Hispanic White Diverse Low
Races Income

Sources: US Census Bureau, 2016-2020 American Community Survey.

L]
e 2025 PRC Community Health Survey, PRC, Inc.
Notes: o ‘“Low Income” reflects those living under 200% FPL (federal poverty level, based on guidelines established by the US Department of Health & Human Services).
o All Hispanic respondents are grouped, regardless of identity with any other race group. Race reflects those who identify with a single race category, without
Hispanic origin. “Diverse Races” includes those who identify as Black or African American, American Indian or Alaska Native, Asian, Native Hawaiian/Pacific
Islander, or as being of multiple races, without Hispanic origin.

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

Online Key Informant Survey

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

Key informants were contacted by email, introducing the purpose of the survey and providing a link to take
the survey online; reminder emails were sent as needed to increase participation. In all, 124 community
representatives took part in the Online Key Informant Survey, as outlined in the table that follows:

ONLINE KEY INFORMANT SURVEY PARTICIPATION

KEY INFORMANT TYPE NUMBER PARTICIPATING

Physicians 16
Public Health Representatives 12
Other Health Providers 25
Social Services Providers 16
Other Community Leaders 55

COMMUNITY HEALTH NEEDS ASSESSMENT



Through this process, input was gathered from individuals whose organizations work with low-income,
minority, or other medically underserved populations. Final participation included representatives of the
organizations outlined below.

AARP

ACO Director of Clinical Operations
Age Friendly Englewood

Age Friendly Teaneck

Asian Women'’s Christian Association
Bergen Community College

Bergen County Department of Health
Services

Bergen County Department of Human
Services

Bergen County Division of Senior Services
Bergen County School Nurse Association
Bergen New Bridge Medical Center
Bergen Volunteer Medical Initiative
Bogota Middle School

Bogota Schools

Calvary Baptist Church

Center for Food Action

CFA

Children’s Aid and Family Services
Christian Health

Community Chest

Comprehensive Behavioral Health Care
Different Breed Sports Academy

Don Bosco High School

Eastwick College

Ebeneezer Church, BFC seniors

El Especialito

Elmwood Park Homeowners Association
Elmwood Park Paterson Elks Lodge
Englewood Health

Englewood Health Department
Englewood Health Physician Network
Family Promise of Ridgewood

Family Success Center

Felician College

First Baptist Church of Teaneck

Food Brigade

COMMUNITY HEALTH NEEDS ASSESSMENT

Former President Diversity Publishing

Fort Lee High School

Franciscan Community Development Center
Gym Guyz

Hackensack Early Childhood Development
Center

Hackensack Health Department
Hackensack Police Department

HealthBarn USA

Hillsdale Health Department

Holy Name

HUMC Allergy, Asthma & Immune Disorders
HUMC Smoking Cessation

JCC on the Palisades

Korean American senior citizens association
of NJ

Leonia Senior Center

LPM Strategies LLC

Mahwah High School

Maywood Health Dept/Wellness
Meadowlands Area YMCA

Metro Community Center/ Church

Mid Bergen Regional Health Commission

Midland Park Senior Center and Age
Friendly Ridgewood

Mt. Bethel Church

NAACP, Bergen County Chapter

New Hope Pregnancy Resource Center
New Jersey Buddies

North Hudson Community Action
Corporation

Nutrition Outreach Manager
Office of Concern Food Pantry
Pascack Valley Medical Center
Pilgrim Church

Presbyterian Church of Teaneck
Ramapo College

Ridgecrest Apartments
Ridgewood Board of Health



= Ridgewood High School = The Center for Alcohol and Drug Resources
= River Vale Farmers Market = Township of Washington

= Share, Inc =  Transition Professionals

= Shirvan Family Live Well Center = Valley Hospital

= ShopRite Hackensack = Valley Medical Group

= ShopRite New Milford = Wallington Jr/Sr High School

=  Sodexo =  Westwood Health Department

= The Bright Side Family = WFM Project & Construction

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

Focus Groups & Key Informant Interviews

To complement the survey and other findings, multiple focus groups were held throughout Bergen County
among those representing the following populations:

= African American Community Leaders

= Elder Care Providers

=  EMT/First Responders

= Korean Providers

= Latinx Community Leaders

= LGBTQ+ Community Leaders

=  Mental Health and Substance Use Providers

= Public Health Leaders (Health Officers/Health Educators/CHWSs)
=  Youth Service Providers

In addition, a series of one-on-one interviews was also conducted with a variety of key informants. These
focus groups and interviews were conducted by 35t Street Consulting, LLC, and a summary of the findings
from these research activities can be found as an appendix to this report.

Public Health, Vital Statistics & Other Data

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

= Center for Applied Research and Engagement Systems (CARES), University of Missouri
Extension, SparkMap (sparkmap.org)

= Centers for Disease Control & Prevention, Office of Infectious Disease, National Center for
HIV/AIDS, Viral Hepatitis, STD, and TB Prevention

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

=  National Cancer Institute, State Cancer Profiles

COMMUNITY HEALTH NEEDS ASSESSMENT 8



= US Census Bureau, American Community Survey

= US Census Bureau, County Business Patterns

= US Census Bureau, Decennial Census

= US Department of Agriculture, Economic Research Service
= US Department of Health & Human Services

= US Department of Health & Human Services, Health Resources and Services Administration
(HRSA)

= US Department of Justice, Federal Bureau of Investigation
= US Department of Labor, Bureau of Labor Statistics

Note that secondary data for the service area reflect county-level data for the entirety of Bergen County,
New Jersey.

Benchmark Data

Trending

Similar surveys were administered in the service area in 2016 and 2022 by PRC on behalf of the
Partnership. Trending data, as revealed by comparison to prior survey results, are provided throughout this
report whenever available. Historical data for secondary data indicators are also included for the purposes of
trending.

Bergen County Data

Because this assessment was part of a broader, regional project conducted by the Partnership, a Bergen
County benchmark for survey indicators is also available.

New Jersey Data

Statewide risk factor data are provided where available as an additional benchmark against which to
compare local survey findings; these data represent the most recent BRFSS (Behavioral Risk Factor
Surveillance System) Prevalence and Trends Data published online by the Centers for Disease Control and
Prevention. For other indicators, these draw from vital statistics, census, and other existing data sources.

National Data

Nationwide risk factor data, which are also provided in comparison charts, are taken from the 2023 PRC
National Health Survey; the methodological approach for the national study is similar to that employed in this
assessment, and these data may be generalized to the US population with a high degree of confidence.
National-level vital findings (from various existing resources) are also provided for comparison of secondary
data indicators.

Healthy People 2030

Healthy People provides 10-year, measurable public health objectives — and tools to help track . °e
progress toward achieving them. Healthy People identifies public health priorities to help -I'|J-|_|-L
individuals, organizations, and communities across the United States improve health and well- HEALTHY

being. Healthy People 2030, the initiative’s fifth iteration, builds on knowledge gained over the PEOPLE

first four decades. 2030

The Healthy People 2030 framework was based on recommendations made by the Secretary’s

Advisory Committee on National Health Promotion and Disease Prevention Objectives for 2030. After
getting feedback from individuals and organizations and input from subject matter experts, the US
Department of Health and Human Services (HHS) approved the framework which helped guide the selection
of Healthy People 2030 objectives.

COMMUNITY HEALTH NEEDS ASSESSMENT 9



Determining Significance

Differences noted in this report represent those determined to be significant. For survey-derived indicators
(which are subject to sampling error), statistical significance is determined based on confidence intervals (at
the 95 percent confidence level), using question-specific samples and response rates. For the purpose of
this report, “significance” of secondary data indicators (which do not carry sampling error but might be
subject to reporting error) is determined by a 15% variation from the comparative measure.

Information Gaps

While this assessment is quite comprehensive, it cannot measure all possible aspects of health in the
community, nor can it adequately represent all possible populations of interest. It must be recognized that
these information gaps might in some ways limit the ability to assess all of the community’s health needs.

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

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

Public Comment

Holy Name Medical Center made its prior Community Health Needs Assessment (CHNA) report publicly
available on its website; through that mechanism, the hospital requested from the public written comments
and feedback regarding the CHNA and implementation strategy. At the time of this writing, Holy Name
Medical Center had not received any written comments. However, through population surveys and key
informant feedback for this assessment, input from the broader community was considered and taken into
account when identifying and prioritizing the significant health needs of the community. Holy Name Medical
Center will continue to use its website as a tool to solicit public comments and ensure that these comments
are considered in the development of future CHNAs.

COMMUNITY HEALTH NEEDS ASSESSMENT 10



IRS Form 990, Schedule H Compliance

For nonprofit hospitals, a Community Health Needs Assessment (CHNA) also serves to satisfy certain
requirements of tax reporting, pursuant to provisions of the Patient Protection & Affordable Care Act of 2010.
To understand which elements of this report relate to those requested as part of hospitals’ reporting on IRS
Schedule H (Form 990), the following table cross-references related sections.

IRS FORM 990, SCHEDULE H Sef;?;goﬂ
Part V Section B Line 3a A

A definition of the community served by the hospital facility

Part V Section B Line 3b
Demographics of the community

Part V Section B Line 3c
Existing health care facilities and resources within the community that 132
are available to respond to the health needs of the community

Part V Section B Line 3d

How data was obtained 4

Part V Section B Line 3e 12

The significant health needs of the community

Eﬁrl:;/ iigt?hr:oiilt; Idnige?a;fse needs and other health issues of Addressed
ry Throughout

uninsured persons, low-income persons, and minority groups

Part V Section B Line 3g
The process for identifying and prioritizing community health 14
needs and services to meet the community health needs

Part V Section B Line 3h
The process for consulting with persons 6
representing the community’s interests

Part V Section B Line 3i
The impact of any actions taken to address the significant health 145
needs identified in the hospital facility’s prior CHNA(s)

COMMUNITY HEALTH NEEDS ASSESSMENT 11



SUMMARY OF FINDINGS
Significant Health Needs of the Community

The following “Areas of Opportunity” represent the significant health needs of the community, based on the
information gathered through this Community Health Needs Assessment. From these data, opportunities for
health improvement exist in the area with regard to the following health issues (see also the summary tables
presented in the following section).

The Areas of Opportunity were determined after consideration of various criteria, including: standing in
comparison with benchmark data (particularly national data); identified trends; the preponderance of
significant findings within topic areas; the magnitude of the issue in terms of the number of persons affected;
and the potential health impact of a given issue. These also take into account those issues of greatest
concern to the key informants giving input to this process.

AREAS OF OPPORTUNITY IDENTIFIED THROUGH THIS ASSESSMENT

Barriers to Access

o Inconvenient Office Hours
Cost of Prescriptions
Appointment Availability
Difficulty Finding a Physician
Lack of Transportation

o Culture/Language
Skipping/Stretching Prescriptions
Emergency Room Utilization
Regular Dental Care [Adults]
Eye Exams

ACCESS TO HEALTH
CARE SERVICES

= = = =
O O O O

Leading Cause of Death
CANCER Prostate Cancer Incidence

Diabetes Prevalence
Prevalence of Borderline/Pre-Diabetes
Key Informants: Diabetes ranked as a top concern.

DIABETES

DISABLING CONDITIONS

Key Informants: Disabling Conditions ranked as a top concern.

Leading Cause of Death

Heart Disease Prevalence

Taking Action to Control High Blood Pressure
High Cholesterol Prevalence

HEART DISEASE
& STROKE

INFANT HEALTH &
FAMILY PLANNING

Infant Deaths

INJURY & VIOLENCE Unintentional Injury Deaths

Violent Crime Experience

“Fair/Poor” Mental Health

Diagnosed Depression

Symptoms of Chronic Depression

Receiving Treatment for Mental Health

Difficulty Obtaining Mental Health Services

Key Informants: Mental Health ranked as a top concern.

MENTAL HEALTH

— continued on next page —
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AREAS OF OPPORTUNITY (continued)

= Food Insecurity

NUTRITION, = Difficulty Accessing Fresh Produce

PHYSICAL ACTIVITY = Overweight & Obesity [Adults]

& WEIGHT = Key Informants: Nutrition, Physical Activity & Weight ranked as a top
concern.

Alcohol-Induced Deaths

Unintentional Drug-Induced Deaths

Marijuana/THC Use

Family Member Treated for Prescription Drug Addiction

SUBSTANCE USE

= Cigarette Smoking
TOBACCO USE = Cigarette Smoking in the Home
= Use of Vaping Products

Other Qualitative Input
In the focus groups and one-on-one interviews conducted, several common themes emerged that were
consistent in all conversations:

1. Collaboration and advocacy

2. People are being left behind
3. Caregivers need support
4

Creativity and safe spaces

COMMUNITY HEALTH NEEDS ASSESSMENT 13



Prioritization of Health Needs

On October 14, 2025, 13 people representing all the partner agencies of Bergen County Community Health
Improvement Partnership (Bergen New Bridge Medical Center, Christian Health, Hackensack University
Medical Center, Englewood Health, Holy Name Medical Center, Pascack Valley Medical Center, Valley
Health System, and Bergen County Department of Health Services) held an in-person meeting with
consultants from 35t Street Consulting. The purpose of the meeting was to use the data collected for the
2025 CHNA to identify priority areas for collective action in the coming years. 35t Street Consulting
facilitated a consensus-building process to help determine the following priority areas:

HEALTHY MINDS

=  Address stress, worry, fear

= Support caregivers and caregiving

= Mental health for all ages

=  Substance use as a coping mechanism (including alcohol, gambling, tobacco, vape)

HEALTHY BODIES

= Heart health and cardiovascular disease
=  Diabetes and GLP-1 medications
=  Build on successes in cancer outcomes

= Healthy living for all ages (healthy eating and healthy food access, high-impact chronic pain,
ambulatory limitations, understanding senior living community needs, supporting youth)

LEVERAGE COLLABORATION

= Maximize partnership impact (by strengthening and continuing to build bridges)
=  Link and support existing services
=  Build local capacity to identify and respond to changing needs

=  Leverage connections to expand access to care and services for all

The above would be addressed with the overarching goal to expand healthcare reach and outcomes.

Hospital Implementation Strategy

Holy Name Medical Center will use the information from this Community Health Needs Assessment to
develop an Implementation Strategy to address the significant health needs in the community.

Note: An evaluation of the hospital’s past activities to address the needs identified in the prior CHNA can be
found as an appendix to this report.

COMMUNITY HEALTH NEEDS ASSESSMENT 14



Summary Tables: Comparisons With Benchmark Data

Reading the Summary Tables

7 In the following tables, Holy Name Medical Center service area results are shown in the larger, gray
column.

[ The columns to the right of the service area column provide trending, as well as comparisons between

TREND service area data and any available state and national findings, and Healthy People 2030 objectives.
SUMMARY Symbols indicate whether the service area compares favorably (:¢), unfavorably (®), or comparably () to
(Current vs. Baseline Data) these external data.

SURVEY DATA

INDICATORS:

Trends for survey-derived
indicators represent

significant changes since Note that blank table cells signify that data are not available or are not reliable for that area and/or for
2016 (or earliest available that indicator.

data). Note that survey

data reflect the ZIP Code-

Tip: Indicator labels beginning with a “%” symbol are taken from the PRC Community Health Survey;
the remaining indicators are taken from secondary data sources.

defined service area.

OTHER (SECONDARY)
DATA INDICATORS:

Trends for other
indicators (e.g., public
health data) represent
point-to-point changes
between the most current
reporting period and the
earliest presented in this
report (typically
representing the span of
roughly a decade). Local
secondary data reflect
county-level data for
Bergen County.
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SOCIAL DETERMINANTS

Linguistically Isolated Population (Percent)

Population in Poverty (Percent)

Children in Poverty (Percent)

No High School Diploma (Age 25+, Percent)

Unemployment Rate (Age 16+, Percent)

% Unable to Pay for a $400 Emergency Expense

% Worry/Stress Over Rent/Mortgage in Past Year

% Unhealthy/Unsafe Housing Conditions

Population With Low (Geographic) Food Access (Percent)

% Food Insecure

% Used Food Pantry/Free Meals in the Past Year

COMMUNITY HEALTH NEEDS ASSESSMENT

Service Area

6.9

[County-Level Data]

6.7

[County-Level Data]

7.5

[County-Level Data]

74

[County-Level Data]

3.5

[County-Level Data]

22.9

41.5

13.2

10.3

[County-Level Data]

37.9

1.7

vs. Bergen
County

SERVICE AREA vs. BENCHMARKS

vs. NJ

73
6.3

Lk

©
o)

¥

-
2
w

3k

B
o

238

¥

better

vs. US

N

L SRR o -

—
o
w

3k

_‘
20 8
o o

3k

w
by
o

¥

N
en
oo

3k

—
@
~

¥

N
N
(¥}

~
©9
w

A

similar

vs. HP2030

3k
8.0
3
8.0

worse

TREND

g\‘o :

230

11.6

16



SERVICE AREA vs. BENCHVMARKS
Service Area vs. Bergen

OVERALL HEALTH County vs. NJ vs. US vs. HP2030 TREND
% "Fair/Poor" Overall Health 16.9 S = = i
14.6 17.0 15.7 14.4
& & ”
better similar worse
SERVICE AREA vs. BENCHMARKS
ACCESS TO HEALTH CARE LA A "séf:;f;" vs. NJ vs. US vs.HP2030  TREND
% [Age 18-64] Lack Health Insurance 7.3 & ﬁ & & &
6.7 11.4 8.1 7.6 7.3
% Difficulty Accessing Health Care in Past Year (Composite) 50.7 3 7 @
51.2 52.5 39.9
% Cost Prevented Physician Visit in Past Year 20.6 & & & &
18.8 10.8 21.6 19.2
% Cost Prevented Getting Prescription in Past Year 19.1 @ &= @
16.1 20.2 8.6
% Difficulty Getting Appointment in Past Year 27.3 S {% &
29.0 334 15.9
% Inconvenient Hrs Prevented Dr Visit in Past Year 26.5 3 :;\Qt %
25.3 22.9 17.8
% Difficulty Finding Physician in Past Year 20.1 &= & *®
18.3 22.0 11.1
% Transportation Hindered Dr Visit in Past Year 16.1 @ 3 %
10.3 18.3 6.3
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ACCESS TO HEALTH CARE (continued)

% Language/Culture Prevented Care in Past Year

% Stretched Prescription to Save Cost in Past Year

% Difficulty Getting Child's Health Care in Past Year

Primary Care Doctors per 100,000

% Routine Checkup in Past Year

% [Child 0-17] Routine Checkup in Past Year

% Two or More ER Visits in Past Year

% Eye Exam in Past 2 Years

% Health Affected by Missed Medical Care During COVID-19 Pandemic

% Resuming Preventive Health Care After COVID-19 Pandemic

% "Seldom/Never" Understand Written Health Information
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ACCESS TO HEALTH CARE (continued)

% "Seldom/Never" Understand Spoken Health Information

% Rate Local Health Care "Fair/Poor"

CANCER

Cancer Deaths per 100,000

Lung Cancer Deaths per 100,000

Female Breast Cancer Deaths per 100,000

Prostate Cancer Deaths per 100,000

Colorectal Cancer Deaths per 100,000

Cancer Incidence per 100,000

Lung Cancer Incidence per 100,000
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CANCER (continued)

Female Breast Cancer Incidence per 100,000

Prostate Cancer Incidence per 100,000

Colorectal Cancer Incidence per 100,000

% Cancer

% [Women 40-74] Breast Cancer Screening

% [Women 21-65] Cervical Cancer Screening

% [Age 45-75] Colorectal Cancer Screening

% [Men 40+] Prostate Cancer Screening in Past 2 Years

DIABETES

Diabetes Deaths per 100,000
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Service Area

144.0

[County-Level Data]

137.3

[County-Level Data]

37.3

[County-Level Data]

7.3

73.5

76.9

74.6

65.2

Service Area

16.3

[County-Level Data]

SERVICE AREA vs. BENCHMARKS
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DIABETES (continued)

% Diabetes/High Blood Sugar

% Borderline/Pre-Diabetes

Kidney Disease Deaths per 100,000

DISABLING CONDITIONS

% 3+ Chronic Conditions

% Activity Limitations

% High-Impact Chronic Pain

Alzheimer's Disease Deaths per 100,000

% Caregiver to a Friend/Family Member
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15.0

[County-Level Data]

Service Area

32.0
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SERVICE AREA vs. BENCHMARKS

Service Area vs. Bergen

GAMBLING County vs. NJ vs. US vs. HP2030 TREND
% Negatively Affected by Gambling in Past Year 5.8 &

4.6

better similar worse
SERVICE AREA vs. BENCHMARKS
HEART DISEASE & STROKE LA A "séf:;f;" vs. NJ vs. US vs.HP2030  TREND
Heart Disease Deaths per 100,000 176.1 T ﬁ g =
[County-Level Data] 199.8 209.5 127.4 197.5

% Heart Disease 8.7 T & = &

8.4 5.0 10.3 5.2
Stroke Deaths per 100,000 36.5 S {} i =

[County-Level Data] 39.6 49.3 33.4 37.9

% Stroke 3.6 S o 3§ 7

2.8 24 54 4.0
% High Blood Pressure 374 T o = 3% =

37.8 33.4 40.4 42.6 374
% [HBP] Taking Action to Control High Blood Pressure 86.8 = %

86.8 95.8
% High Cholesterol 39.6 o =

43.7 324 36.9
% [HBC] Taking Action to Control High Blood Cholesterol 84.6 Za S

82.6 85.7
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SERVICE AREA vs. BENCHMARKS
Service Area vs. Bergen

HEART DISEASE & STROKE (continued) County vs. NJ vs. US vs. HP2030
% 1+ Cardiovascular Risk Factor 86.7 &= o
86.2 87.8
e = *
better similar worse

SERVICE AREA vs. BENCHMARKS

Service Area vs. Bergen

INFANT HEALTH & FAMILY PLANNING County vs. NJ vs. US vs. HP2030
No Prenatal Care in First Trimester (Percent of Births) 15.2 * *
[County-Level Data] 235 22.3
Teen Births per 1,000 Females 15-19 3.2 ﬁ« ﬁ«
[County-Level Data] 9.6 16.6
Low Birthweight (Percent of Births) 7.5 i i
[County-Level Datal 7.9 8.3
Infant Deaths per 1,000 Births 3.2 o o3 $¥
[County-Level Data] 42 5.6 5.0
$¥ = *
better similar worse
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INJURY & VIOLENCE

Unintentional Injury Deaths per 100,000

Motor Vehicle Crash Deaths per 100,000

Homicide Deaths per 100,000

% Victim of Violent Crime in Past 5 Years

% Victim of Intimate Partner Violence

MENTAL HEALTH

% "Fair/Poor" Mental Health

% Diagnosed Depression

% Symptoms of Chronic Depression

% Typical Day Is "Extremely/Very" Stressful

COMMUNITY HEALTH NEEDS ASSESSMENT
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SERVICE AREA vs. BENCHVMARKS
Service Area vs. Bergen

MENTAL HEALTH (continued) County vs. NJ vs. US vs. HP2030 TREND
Suicide Deaths per 100,000 7.1 i 0 0 =
[County-Level Data] 7.8 14.7 12.8 8.1
Mental Health Providers per 100,000 307.0 T =
[County-Level Data] 291.2 313.6
% Receiving Mental Health Treatment 17.3 & {:g -
19.5 21.9 10.9
% Unable to Get Mental Health Services in Past Year 10.7 & T ﬁ
8.8 13.2 4.6
% [Child 5-17] Diagnosed w/Mental Health Issue 17.3 & )
20.3 17.8
better similar worse
SERVICE AREA vs. BENCHMARKS
NUTRITION, PHYSICAL ACTIVITY & WEIGHT ST ACE "séflf;?;“ vs. NJ vs.US  vs.HP2030  TREND
% "Very/Somewhat" Difficult to Buy Fresh Produce 26.9 % i @
23.6 30.0 20.9
% Use Food Labels to Make Purchasing Decisions 79.1 & *
76.8 70.7
% No Leisure-Time Physical Activity 24.8 = S i:% @ =
22.2 24.2 30.2 21.8 24.8
% Meet Physical Activity Guidelines 29.9 &3 &3 3 2 i
30.8 31.3 30.3 29.7 27.3
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SERVICE AREA vs. BENCHMARKS

NUTRITION, PHYSICAL ACTIVITY & WEIGHT (continued) RIS 21K "séflf;?;“ vs.NJ vs. US vs. HP2030 -
% [Child 2-17] Physically Active 1+ Hours per Day 40.2 % * -
32.5 274
Recreation/Fitness Facilities per 100,000 20.7 * * -
[County-Level Data] 15.8 12.3
% Overweight (BMI 25+) 64.4 &3 it 7 -
65.0 64.8 63.3
% Obese (BMI 30+) 31.7 &3 e & S -
30.3 28.9 33.9 36.0
% Currently Taking GLP-1 Agonist 10.6 & -
10.5
% [Child 5-17] Overweight (85th Percentile) 32.3 S s -
29.6 31.8
% [Child 5-17] Obese (95th Percentile) 21.7 &3 i * -
18.4 19.5 15.5
& 2 -
better similar worse
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SERVICE AREA vs. BENCHMARKS

ORAL HEALTH LD "sézf;@t’;“ vs. NJ vs.US  vs.HP2030 -
% Have Dental Insurance 774 % % {} -
80.3 72.7 75.0
% Dental Visit in Past Year 65.2 * * % {Iﬁ -
71.5 68.3 56.5 45.0
% [Child 2-17] Dental Visit in Past Year 83.2 S i ‘f} -
86.3 77.8 45.0
e = *
better similar worse
SERVICE AREA vs. BENCHMARKS
RESPIRATORY DISEASE S AT "séf:ft';“ vs. NJ vs.US  vs.HP2030 -
Lung Disease Deaths per 100,000 21.0 % % -
[County-Level Data] 21.7 435
Pneumonia/Influenza Deaths per 100,000 9.8 # # -
[County-Level Data] 12.4 13.4
% Asthma 11.8 2 % % -
10.7 8.6 17.9
% [Child 0-17] Asthma 10.5 3 o -
9.6 16.7
% COPD (Lung Disease) 7.5 7 - o -
59 4.4 11.0
o] = *
better similar worse
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SERVICE AREA vs. BENCHMARKS
Service Area vs. Bergen

SEXUAL HEALTH County vs. NJ vs. US vs. HP2030 TREND
HIV Prevalence per 100,000 232.3 ﬁ ﬁ
[County-Level Data] 449.7 386.6
Chlamydia Incidence per 100,000 221.8 0 0
[County-Level Data] 357.9 495.0
Gonorrhea Incidence per 100,000 56.3 ﬁ ﬁ
[County-Level Data] 100.7 194 4
o) = *
better similar worse
SERVICE AREA vs. BENCHMARKS
SUBSTANCE USE TR 0128 "séf:;?;“ vs. NJ vs. US vs.HP2030  TREND
Alcohol-Induced Deaths per 100,000 1.7 = ﬁ @
[County-Level Data] 8.5 15.7 49
Cirrhosis/Liver Disease Deaths per 100,000 7.2 3§ 3§ 3%
[County-Level Data] 10.6 16.4 10.9
% Excessive Drinking 18.2 S & 0 ﬁ
194 15.7 34.3 26.0
Unintentional Drug-Induced Deaths per 100,000 15.8 0 3§ &
[County-Level Data] 30.8 29.7 94
% Used an lllicit Drug in Past Month 2.3 &3 i
2.8 8.4 2.1
% Used Marijuana/THC in the Past Year 18.8 S Q\Q
20.1 6.9
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SUBSTANCE USE (continued)

% Used a Prescription Opioid in Past Year

% Family Member Treated for Rx Addiction

% Ever Sought Help for Alcohol or Drug Problem

% Personally Impacted by Substance Use

TOBACCO USE

% Smoke Cigarettes

% Someone Smokes at Home

% Use Vaping Products
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DATA CHARTS &
KEY INFORMANT INPUT

The following sections present data from multiple sources, including
the population-based PRC Community Health Survey, public health and other
existing data sets (secondary data), as well as qualitative input from
the Online Key Informant Survey.

Data indicators from these sources are intermingled and organized by
health topic. To better understand the source data for specific indicators, please
refer to the footnotes accompanying each chart.



COMMUNITY CHARACTERISTICS

Population Characteristics

Land Area, Population Size & Density

Data from the US Census Bureau reveal the following statistics for our community relative to size,
population, and density. [COUNTY-LEVEL DATA]

Total Population
(Estimated Population, 2019-2023)

TOTAL TOTAL LAND AREA | POPULATION DENSITY
POPULATION (square miles) (per square mile)

Bergen County 954,717 232.79 4,101
New Jersey 9,267,014 7,354.93 1,260
United States 332,387,540 3,533,298.58 94

Sources: e US Census Bureau American Community Survey, 5-year estimates.
e Center for Applied Research and Engagement Systems (CARES), University of Missouri Extension. Retrieved February 2025 via SparkMap (sparkmap.org).

Age

It is important to understand the age distribution of the population, as different age groups have unique
health needs that should be considered separately from others along the age spectrum.
[COUNTY-LEVEL DATA]

Total Population by Age Groups
(2019-2023)

= Age 0-17 =Age 18-64 = Age 65+

61.2% 61.3% 61.0%

21.0% 17.8% 21.9% 22.2%

- - - -
us

Bergen County NJ

Sources: @ US Census Bureau American Community Survey, 5-year estimates.
e Center for Applied Research and Engagement Systems (CARES), University of Missouri Extension. Retrieved February 2025 via SparkMap (sparkmap.org).
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Race reflects those who
identify with a single race
category, regardless of
Hispanic origin. People
who identify their origin
as Hispanic, Latino, or
Spanish may be of any
race.

Race & Ethnicity

The following charts illustrate the racial and ethnic makeup of our community. [COUNTY-LEVEL DATA]

Total Population by Race Alone
(2019-2023)

= White = Asian = Black Diverse Races = Multiple Races

) 63.4%
58.8% 56.9%
o 13.0% 12.4%
57% 14% 4% E% 9.6% ﬁ 58% ° gy 107%
= ] =
Bergen County NJ us

Sources: e US Census Bureau American Community Survey, 5-year estimates.
e Center for Applied Research and Engagement Systems (CARES), University of Missouri Extension. Retrieved February 2025 via SparkMap (sparkmap.org).
Notes: o ‘Diverse Races” includes those who identify as American Indian or Alaska Native, Asian, or Native Hawaiian/Pacific Islander, without Hispanic origin.

Hispanic Population

(2019-2023)
The Hispanic population
increased by 59,403 persons,
or 40.9%, between
2010 and 2020.
221% 21.9% 19.0%
Bergen County NJ us

Sources: e US Census Bureau American Community Survey, 5-year estimates.
e Center for Applied Research and Engagement Systems (CARES), University of Missouri Extension. Retrieved February 2025 via SparkMap (sparkmap.org).
Notes: e People who identify their origin as Hispanic, Latino, or Spanish may be of any race.
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Social Determinants of Health

ABOUT SOCIAL DETERMINANTS OF HEALTH

Social determinants of health (SDOH) are the conditions in the environments where people are born,
live, learn, work, play, worship, and age that affect a wide range of health, functioning, and quality-of-
life outcomes and risks.

Social determinants of health (SDOH) have a major impact on people’s health, well-being, and quality
of life. Examples of SDOH include:

= Safe housing, transportation, and neighborhoods

= Racism, discrimination, and violence

= Education, job opportunities, and income

= Access to nutritious foods and physical activity opportunities

= Polluted air and water

= Language and literacy skills

SDOH also contribute to wide health disparities and inequities. For example, people who don’t have
access to grocery stores with healthy foods are less likely to have good nutrition. That raises their risk
of health conditions like heart disease, diabetes, and obesity — and even lowers life expectancy
relative to people who do have access to healthy foods.

Just promoting healthy choices won'’t eliminate these and other health disparities. Instead, public
health organizations and their partners in sectors like education, transportation, and housing need to
take action to improve the conditions in people’s environments.

— Healthy People 2030 (https://health.gov/healthypeople)

Income & Poverty

Poverty

The following chart outlines the proportion of our population below the federal poverty threshold in
Poverty is considered a i i i _
key driver of health status comparison to state and national proportions. [COUNTY-LEVEL DATA]
because it creates . .
barriers to accessing Percent of Population in Poverty
health services, healthy
food, and other (201 9'2023)
necessities that Healthy People 2030 = 8.0% or Lower
contribute to health
L = Total Population = Children

63,408 total ;t:lgizr\
persons
0.8% 13.3% 12.4% 16:3%
6.7% 7.5% -"
— . I
Bergen County NJ us

Sources: e US Census Bureau American Community Survey, 5-year estimates.
e Center for Applied Research and Engagement Systems (CARES), University of Missouri Extension. Retrieved February 2025 via SparkMap (sparkmap.org).
e US Department of Health and Human Services. Healthy People 2030. https:/health.gov/healthypeople
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Employment

Note the following trends in unemployment data derived from the US Department of Labor.
[COUNTY-LEVEL DATA]

Unemployment Rate

—Bergen County —NJ —US
9.2%

2.8%

2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023  November
2024

Sources: e US Department of Labor, Bureau of Labor Statistics.

e Center for Applied Research and Engagement Systems (CARES), University of Missouri Extension. Retrieved February 2025 via SparkMap (sparkmap.org).
Notes: e Percent of non-institutionalized population age 16+ who are unemployed (not seasonally adjusted).

Financial Resilience

PRC SURVEY » “Suppose that you have an emergency expense that costs $400. Based on
your current financial situation, would you be able to pay for this expense either with cash, by
taking money from your checking or savings account, or by putting it on a credit card that you
could pay in full at the next statement?”

The following details “no” responses in the service area in comparison to benchmark data, as well as by
basic demographic characteristics (such as gender, age groupings, income [based on poverty status],
race/ethnicity, and LGBTQ+ identification).

Do Not Have Funds on
Hand to Cover a $400 Emergency Expense

HNMC Service Area

34.0%
0
2.9% 261% 29%
18.5%
Service Area Bergen County 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [ltem 53]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: @ Asked of all respondents.
o Includes respondents who say they would not be able to pay for a $400 emergency expense either with cash, by taking money from their checking or savings account,
or by putting it on a credit card that they could pay in full at the next statement.
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Do Not Have Funds on

Hand to Cover a $400 Emergency Expense
(HNMC Service Area, 2025)

62.6%

48.1%

32.3%

o 29.0% 29.6% 28.4%
26.3% 22.9%

l = I - - .

Women Men 18t039 40to 64 65+ Very Low  Low Mld/ngh Hlspanlc White Black/ Asian  LGBTQ+ Service
Income  Income Income Afr Am Area

15, 4%
- 7% 9.3%

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 53]
Notes: e Asked of all respondents.
® Includes respondents who say they would not be able to pay for a $400 emergency expense either with cash, by taking money from their checking or savings
account, or by putting it on a credit card that they could pay in full at the next statement.

INCOME & RACE/ETHNICITY

INCOME » Income categories used to segment survey data in this report are based on
administrative poverty thresholds determined by the US Department of Health & Human Services.
These guidelines define poverty status by household income level and number of persons in the
household (e.g., the 2024 guidelines place the poverty threshold for a family of four at $30,700 annual
household income or lower). In sample segmentation: “very low income” refers to community
members living in a household with defined poverty status; “low income” refers to households with
incomes just above the poverty level and earning up to twice (100%-199% of) the poverty threshold;
and “mid/high income” refers to those households living on incomes which are twice or more (=200%
of) the federal poverty level.

RACE & ETHNICITY » In analyzing survey results, mutually exclusive race and ethnicity categories
are used. All Hispanic respondents are grouped, regardless of identity with any other race group.
Other race categories are non-Hispanic categorizations (e.g., “White” reflects those who identify as
White alone, without Hispanic origin).
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Education

Education levels are reflected in the proportion of our population without a high school diploma. This
indicator is relevant because educational attainment is linked to positive health outcomes.
[COUNTY-LEVEL DATA]

Population With No High School Diploma
(Adults Age 25 and Older; 2019-2023)

48,060 individuals

71% 9.3% 10.6%
Bergen County NJ Us

Sources: e US Census Bureau American Community Survey, 5-year estimates.
e Center for Applied Research and Engagement Systems (CARES), University of Missouri Extension. Retrieved February 2025 via SparkMap (sparkmap.org).

Housing

Housing Insecurity

PRC SURVEY > “In the past 12 months, how often were you worried or stressed about having
enough money to pay your rent or mortgage? Would you say you were worried or stressed:
always, usually, sometimes, rarely, or never?”

Frequency of Worry or Stress

About Paying Rent or Mortgage in the Past Year
(HNMC Service Area, 2025)

= Always

10.4%

= Usually

= Sometimes

= Rarely

= Never

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 56]
Notes: e Asked of all respondents.
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“Always/Usually/Sometimes” Worried
About Paying Rent or Mortgage in the Past Year

HNMC Service Area

45.8% o
41.5%
} ] - 37.4% ] o
- -
Service Area Bergen County us 2016 2022 2025

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [ltem 56]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: @ Asked of all respondents.

“Always/Usually/Sometimes” Worried

About Paying Rent or Mortgage in the Past Year
(HNMC Service Area, 2025)

Among homeowners  31.4%
76.2% Among renters 45.4%

57.8%

47.8% 49.6%

Low  Mid/High Hispanic = White Black/ Asian  LGBTQ+ Service
Income  Income  Income Afr Am

43.5% 426% 2%

39.5%
I I I I .

46.5%
41.5%

34.0%

34.6%

32.0%

Women Men 18t039 40to64 65+  Very Low

Area

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 56]
Notes: o Asked of all respondents.
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Unhealthy or Unsafe Housing

PRC SURVEY > “Thinking about your current home, over the past 12 months have you
experienced ongoing problems with water leaks, rodents, insects, mold, or other housing
conditions that might make living there unhealthy or unsafe?”

Unhealthy or Unsafe Housing Conditions in the Past Year

HNMC Service Area

21.1%

0,
= = —M NZ%

Service Area Bergen County us 2022 2025

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [Item 55]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents.

o Includes respondents who say they experienced ongoing problems in their current home with water leaks, rodents, insects, mold, or other housing conditions that
might make living there unhealthy or unsafe.

Unhealthy or Unsafe Housing Conditions in the Past Year
(HNMC Service Area, 2025)

Among homeowners  8.7%
Among renters 15.7%

20.7% 9
o 19.7% 18.8% 155%  16.3%

15.8%
126% 12.9% ° 13.2% - .. My 137% 104% . 132°/

Women Men 18t039 40to 64 65+ VeryLow Low  Mid/High Hispanic White Black/ Asian  LGBTQ+ Service
Income  Income  Income Afr Am Area

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 55]
Notes: o Asked of all respondents.

o Includes respondents who say they experienced ongoing problems in their current home with water leaks, rodents, insects, mold, or other housing conditions that
might make living there unhealthy or unsafe.
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Food Insecurity

PRC SURVEY » “Now | am going to read two statements that people have made about their
food situation. Please tell me whether each statement was ‘often true,” ‘sometimes true,’ or
‘never true’ for you in the past 12 months.

= ‘| worried about whether our food would run out before we got money to buy more.’
=  ‘The food that we bought just did not last, and we did not have money to get more.”

Agreement with either or both of these statements (“often true” or “sometimes true”) defines food insecurity
for respondents.

Food Insecurity

HNMC Service Area

43.3% 40.5%

37.9%

37.9%

26.6% 23.0%,

Service Area Bergen County us 2016 2022 2025

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [Item 98]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: @ Asked of all respondents.
e Includes adults who A) ran out of food at least once in the past year and/or B) worried about running out of food in the past year.

Food Insecurity
(HNMC Service Area, 2025)

51.8%

80.2%
48.2%

68.9%
L
o 37.2%
0,
I 21.6% 24.5% 255%

Women Men 18t039 40to 64 65+ VeryLow Low  Mid/High Hispanic = White Black/ Asian  LGBTQ+ Service
Income  Income  Income Afr Am Area

47.9%
0,
34.4% 375%

27.3%

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 98]
Notes: e Asked of all respondents.
e Includes adults who A) ran out of food at least once in the past year and/or B) worried about running out of food in the past year.
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Use of Food Pantries and Free Meals

PRC SURVEY I “During the past 12 months, have you gone to a food pantry or received free
meals provided by a charitable organization?”

Visited a Food Pantry or Received Free Meals in the Past Year

HNMC Service Area

1.7% 11.6% 1.7%
Service Area Bergen County 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [ltem 312]
Notes: @ Asked of all respondents.

Health Literacy

Health information is on the internet, in newspapers and magazines, at the doctor’s office, in clinics, and
many other places.

PRC SURVEY > “How often is health information written in a way that is easy for you to
understand?”

PRC SURVEY »» “How often is health information spoken in a way that is easy for you to
understand?”

“Seldom/Never” Understand “Seldom/Never” Understand
Written Health Information Spoken Health Information
(HNMC Service Area) (HNMC Service Area)

US “Seldom/Never” = 10.0% US “Seldom/Never” = 7.5%

13.1% [ o
11.1% 11.2% 7.3%
2022 2025 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [ltems 308-309]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents.
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Key Informant Input: Social Determinants of Health

The following chart outlines key informants’ perceptions of the severity of Social Determinants of Health as a
problem in the community:

Perceptions of Social Determinants of Health

as a Problem in the Community
(Key Informants; Bergen County, 2025)

= Major Problem Moderate Problem = Minor Problem No Problem At All

41.9%

2.6%

Sources: e 2025 PRC Online Key Informant Survey, PRC, Inc.
Notes: e Asked of all respondents.

Among those rating this issue as a “major problem,” reasons related to the following:

Housing

Housing, especially for lower income individuals and families, are in many cases environmentally unsafe, with
lead contamination, mold, and other airborne pathogens. Income severely limits access to healthcare. Without
insurance treating even a minor condition can bankrupt a family. Even with insurance, there can be devastating
expenses as insurers deny legitimate claims. Education for health problems is very spotty, witness the current
nonsense over vaccination and treatments such has horse pills, bleach, etc. Environmental issues such as air
pollution, questionable safety of public water supply, microplastics in food, food born ilinesses, etc.
Discrimination: why is the mortality among minority child bearers much higher than other classes? Why are
women less likely to have accurate heart attack diagnoses? — Community Leader

Bergen County is considered a high income, high cost of living area. Yet many older adults and low-income
earners are struggling to find affordable housing and high housing costs and high taxes cut into their household
budgets, leaving them without adequate resources to pay for health care, education, food, etc. Lack of adequate
public transportation makes it difficult to access jobs, health care, etc. without owning a car which is another
expense that cuts into monthly budgets. — Community Leader

So many people are having difficulty finding affordable housing. There is so much construction taking place, but it
is all luxury housing. Huge disparities exist between the haves and the have nots. Environmental protections and
protections for workers are being cut by the president. The president's attitude and actions has given rise to
visible, active hate against anyone perceived as different. He has given people permission to express what was
festering below the surface. — Social Services Provider

Housing, income, education, environment, discrimination, etc. present challenges to accessing health care.
Health literacy is an issue as well. The cost of housing and care are also determinants that present challenges.
— Community Leader

The issues | see most are housing and income problems. Housing for low-income people is our mission. We turn
a lot of people away who cannot afford our all-inclusive $1800/month rate. We receive multiple calls a day from
people throughout Bergen County looking for a room for under $1000/month. Almost all of our residents and all
the people who call us fall in the very-low-income bracket, but they have not been able to qualify for HUD or state
funded public housing. Many of these people are sleeping on friends and relative's couches or in their cars. Our
residents are intelligent, kind people who just exhausted their life's savings before they died. Their last decade is
very insecure and depressing. — Social Services Provider

Affordable housing -- there is not enough low income and affordable housing options for people to stay within
their communities or to move nearby. Low-income housing has a 3 to 5 year wait. Affordable housing
applications normally need to be filed online, disqualifying those without technology. The norm is for applications
to be submitted online for a lottery system to then have the applicant be put on a wait list, if picked in the lottery,
with no understanding of the wait time. An ongoing concern are escalating property taxes for older adults who
can be priced out of their homes when they have utilized their savings to subsidize the cost of their home taxes
and maintenance. Although NJ is trying to help with the tax burden through ANCHOR, Senior Freeze, and Stay
NJ, these programs are dependent on the state identifying money in the budget to pay the costs. Climate
change, increased flooding events, outdated sewer systems, PFAS filled water are all of concern.

— Social Services Provider

Without access to housing and nutrition, you can’t have good health. — Health Care Provider
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Housing is a huge problem in Englewood. There is no available affordable, low income or even moderate-income
housing. The cost of living in this area is extremely high which makes it difficult for native Englewood residents to
remain. Young adults cannot purchase homes. Rental apartments are all luxury priced and there are no
condo/coop options to allow people to purchase. Because of the high incomes of those on the East Hill, it
prevents people from seeing the true disparity in the city. There are many who are struggling financially. Many
are just barely making ends meet. While they work, housing, food and medical costs are high. The school system
in Englewood is abysmal. Children are not receiving what they need from the school district. Students are
underperforming on all state tests and are not graduating with the skills they need to succeed after high school. It
is a gross injustice. — Community Leader

Cost of living increased, with the high cost of housing in the area, low income or loss of income, lack of access to
education and insurance coverage. — Community Leader
Housing is an issue since we can use more affordable housing in this area. — Social Services Provider

The lack of affordable housing in Bergen County is a major problem and source of stress. Income and education
also contribute to health concerns. — Community Leader

If the cost of housing is not affordable financially, it can lead to an unhealthy state. — Community Leader
Cost of living is way up, especially in Bergen County. — Public Health Representative

| just want to emphasize the importance of safe, affordable housing for every adult at every stage of their life.
— Community Leader

As a SDOH, lack of housing resources for Bergen County Residents in need either for unhoused or low income.
— Health Care Provider

Income/Poverty

Although Bergen County is extraordinarily wealthy, it does have pockets of poverty. For low-income people,
getting access to critical resources can be difficult and require working with many different organizations. Food
security continues to be a challenge, as is access to affordable housing, educational opportunities,
transportation, childcare and other critical needs. Accessing these resources does indeed depend on your zip
code. — Community Leader

Economic instability, unemployment, rent prices. — Social Services Provider

Low Income and unemployment can lead to food insecurity, housing instability, and difficulty affording healthcare
or medications. This increases the risk of chronic diseases and poor health outcomes. — Health Care Provider

Income, education, discrimination and environmental play major roles in people's health in Bergen County.
Having Income and not being discriminated against gives you a better advantage for elite health services.
Starting from basic types of food you can afford. — Community Leader

Due to limited incomes and education, many older adults do not have access to medical professionals due to
lack of insurance and transportation. Medicare and Medicaid have severe limitations. Older adults that are
unable to afford secondary insurance suffer greatly. — Social Services Provider

Awareness/Education

Lack of knowledge where resources are. — Community Leader

Patients lack understanding of the documents they need to apply for assistance, and this can extend the process
of gaining access to resources. There is a large gap due to language and literacy. There is a lack of comfort in
patients seeking care by providers who do not speak their language. — Health Care Provider

Limited knowledge of the impact of SDOH. — Health Care Provider
Lack of understanding of this important issue by local hospitals and no interest in learning about it. — Physician

Impact on Quality of Life

Prevent individuals from seeking care they truly need and deserve to have access to. — Community Leader

They shape the conditions in which people live, work, learn, and play affecting health outcomes and quality of
life. Communities with poor SDOH often experience higher rates of chronic diseases, infant mortality, and lower
life expectancy. Disparities are often tied to systemic issues like poverty, racism, and underinvestment in certain
neighborhoods. Poor social conditions lead to poor health, which can then limit educational and job
opportunities—creating a cycle that keeps individuals/communities trapped in disadvantage. Poor health
outcomes lead to increased healthcare costs and lost productivity. When communities are unhealthy, local
economies suffer due to a less capable workforce and higher public spending on emergency care rather than
preventive services. Inadequate housing, food insecurity, and violence are linked to poor social determinants and
can increase crime rates, stress-related illness, and reduce overall community well-being.

— Social Services Provider

Because the social determinants have significant impact on health. — Community Leader

Access to Care/Services

They are a major problem given that the population of patients we serve are from underserved communities, who
usually are not able to receive/ have access to medical care. — Physician
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Lack of gas pod nods with adequate health care, lack of affordable healthcare, housing and the cost of groceries,
clothing, etc. — Community Leader

Aging Population

Many seniors are lonely and need engagement with others. — Community Leader

Many seniors over 65 years are suffering from food insecurity, home care services, transportation support and
social isolation. — Community Leader

Nutrition

Please socialize over food. Lots of food means abundance. Sweets are considered a "treat" or special event
food. — Social Services Provider

We are a food pantry, so we see issues around food insecurity - housing, income, etc. — Community Leader
Environmental Issues

Environmental issues and technology. Overbuilding is causing congestion and loss of green space. Communities
are experiencing separation between residents who rent in buildings and all others as new construction has been
created to be independent of community amenities and residents. Isolation and loneliness, loss of social
connections, reliance on technology and devices impede social connections and increase isolation and
loneliness and compromise meaningful relationships - across all populations and ages.

— Social Services Provider

Discrimination

It is the basis for all health-related issues - the societal structures that exist prevent many people from accessing
the services they need. For example, discrimination may lead to incarceration which may lead to issues related
to housing, employment, safety, education... each issue feeds into the other. — Community Leader

Politics

Polarity could actually be a health issue today. The present social-political climate of polarity is triggering tension,
division, assumptions and overreactions which in turn cause more fear, anxiety, isolation and stress to what we
already had. — Social Services Provider

Foreign-Born

Non legal immigrants have fear to find medical assistance because of their unstable status. — Community Leader
Funding

Access to services since the reduction of federal funding in this space. — Health Care Provider

Affordable Care/Services

Lack of low-income health programs. — Community Leader

Incidence/Prevalence

They affect everybody in some way. — Community Leader
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HEALTH STATUS

Overall Health

PRC SURVEY > “Would you say that, in general, your health is: excellent, very good, good,

fair, or poor?”

Self-Reported Health Status
(HNMC Service Area, 2025)

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 4]
Notes: e Asked of all respondents.

Experience “Fair” or “Poor” Overall Health

16.9% 14.6% 17.0% 15.7%
Service Area Bergen County NJ us

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [ltem 4]

e Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control

and Prevention (CDC): 2023 New Jersey data.
e 2023 PRC National Health Survey, PRC, Inc.
Notes: @ Asked of all respondents.
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Experience “Fair” or “Poor” Overall Health
(HNMC Service Area, 2025)

27.4% 21.2%
157% 178%

23.0% 22.1% 24.6%
16.4% 16.9%
. . -136“/ - I . . = - . - .

Women Men  18t039 40to64 65+ VeryLow Low  Mid/High Hlspanlc White Blacké  Asian LGBTQ+ Service
Income  Income Income Afr Am Area
Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 4]
Notes: e Asked of all respondents.

COMMUNITY HEALTH NEEDS ASSESSMENT 45



Mental Health

ABOUT MENTAL HEALTH & MENTAL DISORDERS

About half of all people in the United States will be diagnosed with a mental disorder at some point in
their lifetime. ...Mental disorders affect people of all age and racial/ethnic groups, but some
populations are disproportionately affected. And estimates suggest that only half of all people with
mental disorders get the treatment they need.

In addition, mental health and physical health are closely connected. Mental disorders like depression
and anxiety can affect people’s ability to take part in healthy behaviors. Similarly, physical health
problems can make it harder for people to get treatment for mental disorders. Increasing screening
for mental disorders can help people get the treatment they need.

— Healthy People 2030 (https://health.gov/healthypeople)

Mental Health Status

PRC SURVEY » “Now thinking about your mental health, which includes stress, depression,
and problems with emotions, would you say that, in general, your mental health is: excellent,
very good, good, fair, or poor?”

Self-Reported Mental Health Status
(HNMC Service Area, 2025)

= Excellent

15.8%

= Very Good

4.9%
= Good
29.6% = Fair
= Poor

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 77]
Notes: e Asked of all respondents.
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Experience “Fair” or “Poor” Mental Health

HNMC Service Area

207% 21.4% 24.4% 23.1% 20.7%
- - 13.0%/\
Service Area Bergen County 2016 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [ltem 77]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents.

Depression

Diagnosed Depression

PRC SURVEY > “Has a doctor, nurse, or other health professional ever told you that you have
a depressive disorder, including depression, major depression, dysthymia, or minor

depression?”
Have Been Diagnosed With a Depressive Disorder
HNMC Service Area
30.8%
23.1% 23.1% 21.9% 23.1%
13.9% 12.1%/—
Service Area Bergen County NJ 2016 2022 2025

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [ltem 80]
o Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents.
e Depressive disorders include depression, major depression, dysthymia, or minor depression.
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Symptoms of Chronic Depression

PRC SURVEY > “Have you had two years or more in your life when you felt depressed or sad
most days, even if you felt okay sometimes?”

Have Experienced Symptoms of Chronic Depression
(HNMC Service Area, 2025)

59.4%

Women Men 18t0o39 40to64 65+ VeryLow Low Mid/High Hispanic White Black/ Asian LGBTQ+ Service Bergen

54.4%
46.9% 491%

46.7%

o 43.6%
41.6% 38.4%

40.1% 37.4%

37.6% 35.7%

42.4%
35.1% 33.2%
I I -

Income Income Income Afr Am Area  County
Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 78]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents.
e Chronic depression includes periods of two or more years during which the respondent felt depressed or sad on most days, even if (s)he felt okay sometimes.
Suicide

The following chart outlines the most current mortality rates attributed to suicide in our population.
[COUNTY-LEVEL DATA]

Suicide Mortality Trends

(Annual Average Deaths per 100,000 Population)
Healthy People 2030 = 12.8 or Lower

2014-2016 20152017  2016-2018  2017-2019  2018-2020  2019-2021  2020-2022  2021-2023

===Bergen County 8.1 7.6 8.4 8.8 8.6 78 73 71

e NJ 84 8.4 84 8.7 8.3 79 78 78

S 13.7 14.0 14.4 14.6 14.4 14.3 144 14.7
Sources:

e CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and
Informatics. Data extracted February 2025.

e US Department of Health and Human Services. Healthy People 2030. https:/health.gov/healthypeople
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Note that this indicator
only reflects providers
practicing within the study
area and residents within
the study area; it does
not account for the
potential demand for
services from outside the
area, nor the potential
availability of providers in
surrounding areas.

Mental Health Treatment

The following chart outlines access to mental health providers, expressed as the number of providers

(psychiatrists, psychologists, clinical social workers, and counselors who specialize in mental health care)

per 100,000 residents. [COUNTY-LEVEL DATA]

Sources:

Notes:

PRC SURVEY > “Are you now taking medication or receiving treatment from a doctor, nurse,
or other health professional for any type of mental health condition or emotional problem?”

Number of Mental Health Providers per 100,000 Population

(2023)
307.0 3136
291.2
2,926 Mental
Health Providers
Bergen County NJ us

o Centers for Medicare and Medicaid Services, National Plan and Provider Enumeration System (NPPES).

e Center for Applied Research and Engagement Systems (CARES), University of Missouri Extension. Retrieved February 2025 via SparkMap (sparkmap.org).

e This indicator reports the rate of the county population to the number of mental health providers including psychiatrists, psychologists, clinical social workers, and

counselors that specialize in mental health care.

Currently Receiving Mental Health Treatment

HNMC Service Area

17.3% 19.5% 21.9%

14.6%

17.3%

- - 10'9%/'/

Service Area Bergen County us 2016

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [ltem 81]

Notes:

2023 PRC National Health Survey, PRC, Inc.
Asked of all respondents.
Includes those now taking medication or otherwise receiving treatment for any type of mental health condition or emotional problem.
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PRC SURVEY » “Was there a time in the past 12 months when you needed mental health
services but were not able to get them?”

Unable to Get Mental Health Services

When Needed in the Past Year
(HNMC Service Area, 2025)

21.7%
21.8%

15.8% 14.4% 15.0% Y
10.6% 10.1% 9.9% TR Y . 07% ggy 2P
. o [ I a1 11

Women Men 18t0o39 40to64 65+ VeryLow Low Mid/High Hispanic White Black/ Asian LGBTQ+ Service Bergen  US
Income Income Income Afr Am Area  County

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 82]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: o Asked of all respondents.

Child’s Mental, Emotional, and Behavioral Health

PRC SURVEY I+ [About children age 5 to 17] “Has this child ever suffered from or been
diagnosed with any type of mental, emotional, or behavioral health issue, such as depression,

anxiety, ADHD, etc.?”

Child Has Been Diagnosed with a Mental, Emotional,

or Behavioral Issue (Depression, Anxiety, ADHD, etc.)
(HNMC Service Area Children 5-17)

HNMC Service Area

20.3% 17.8% 17.3%

17.3%

Service Area Bergen County 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [ltem 318]
Notes: e Asked of all respondents.
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Key Informant Input: Mental Health

The following chart outlines key informants’ perceptions of the severity of Mental Health as a problem in the
community:

Perceptions of Mental Health as a Problem in the Community
(Key Informants; Bergen County, 2025)

= Major Problem Moderate Problem = Minor Problem No Problem At All

60.5%

4.2%

2.5%
Sources: e 2025 PRC Online Key Informant Survey, PRC, Inc
Notes: e Asked of all respondents.

Among those rating this issue as a “major problem,” reasons related to the following:

Access to Care/Services

Access to care, stigma. — Community Leader
Access to care in a timely fashion and comfort of management by primary providers. — Health Care Provider

The biggest challenge is access and feasibility of care as well as willingness of the patient to accept the care
they need. — Physician

No access to help or no mandatory requirements. — Community Leader

Access to mental health, limited resources. — Physician

Lack of access. — Health Care Provider

Access to care in a timely manner and frequent appointment. — Health Care Provider

Access to care. Waiting times are very long to get in to see someone. Bilingual therapists, especially Spanish,
wait is even longer. — Community Leader

Getting help, you call a place, for example they don’t call back, you leave a message, two, if you do get a person
on the phone, they have limited hours available and are not willing to help, work with people. There are not
enough places in general for people to turn too. — Community Leader

Lack of resources. — Social Services Provider

Navigating resources to get help, admitting that they need help — Community Leader

Access to programs that address and counsel patients on mental health. — Health Care Provider
Access to care and providers. — Physician

Addressing mental health issues requires comprehensive, culturally competent, and accessible systems of care
— alongside broader efforts to reduce stigma and build mental health literacy. The local mental health system of
care is fractured and broken; what's left standing is paralyzed by in silos impeding access to comprehensive,
seamless care. COVID shined a long overdue spotlight on mental health but that resulted in a high demand and
low access to care and labeling of every challenge as mental issue. Publicly funded non-profits that provide care
to Medicaid/care, uninsured, etc., experience great difficulties retaining/attracting staff as salaries pale in
comparison to private industry. Special funding to address issues among youth, like NJ4S and CSOC, do not
operate/deliver services in accordance with funding visions. No awareness of resources/confusing names. No
strategic plan to break silos/build a collaborative to create a one-door, seamless system from any touch point.

— Social Services Provider

Not enough programs to address those suffering with mental health. — Social Services Provider
Lack of access to care, difficulty with insurance reimbursement and long wait times. — Health Care Provider

Access to care, removal of stigma, access to affordable care. Severe shortage of voluntary beds.
— Community Leader

Access to resources. Cost of treatment. — Community Leader

There are not enough health care services to address mental health in general. The services that do exists are
unaffordable to most residents of Bergen County. — Physician

| know someone who had a mental health issue and reached out to many providers to try and get an
appointment. They did not have much luck, and their insurance was pretty good. — Community Leader

Access to mental health care. — Physician
Access to care and stable housing for those with dual diagnosis. — Public Health Representative
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One of the primary issues experienced by those with mental health issues in our community is accessibility to
services. More specifically the length of time in which services are sought out by an individual, and intake
appointments for psychiatric medication management and/or individual psychotherapy are obtained. It is
frequently reported by patients that inpatient psychiatric hospitalizations could have been prevented if seen by a
provider sooner. The delay in services often leads to significant decompensation in an individual’s
symptomology. An additional issue is a lack of awareness of the mental health services available within the
community. Individuals often report coming to the hospital solely to obtain more community supports and
coordinate mental health services faster than they would if not hospitalized. — Social Services Provider

Denial/Stigma

Stigma, access to services, lack of understanding within the community. Sadly, there was a police shooting of a
man who was undergoing a mental health crisis. He was killed. The fear of that happening to a loved one creates
fear for people to seek help for family members and friends. — Community Leader

Stigma of traditional family about mental health. — Community Leader
Stigma. — Public Health Representative
The biggest challenge is to get beyond negative backlash when seeking help. — Community Leader

The biggest challenge for people with mental health in BC are stigma, despite significant efforts by the BC stigma
free campaign, limited in network providers, long waiting time for specialists, and cultural barriers.

— Public Health Representative

Stigma. Lack of quality services. Major hospitals not devoting resources to mental health and not interested in
developing quality programs. — Physician

Stigma, identification, accessing services, denial, shame. Many of my young employees ages 22 - 30 suffer from
severe anxiety. — Social Services Provider

Stigma, not wanting to get help because of stigma associated with mental health. Medications, many people do
not want to take the medications needed for MH due to side effects. Wait time in getting an appointment for
counseling. — Social Services Provider

Awareness/Education
Having information to help identify when someone is in crisis, steps that should be taken to assist someone with
mental health issues, contact information for additional supports. — Public Health Representative

There is a huge lack of understanding and education around mental health which adds to the stigma. Cultural
beliefs often hinder one’s ability to get help. It is very hard to find mental health professionals that are bilingual in
other languages, especially Spanish. If you do find one, it takes a long time to get an appointment.

— Social Services Provider

Knowing that there are resources. — Community Leader

In my community, there are numerous mental health providers available to meet the needs of residents. | feel
that social service organizations and community recreation groups can do a better job of incorporating mental
health awareness training in regular meetings. For example, in little league or similar groups, incorporate brief
mental health awareness talks for the adults who work with children (what to look for, warning signs, etc.).

— Community Leader

Incidence/Prevalence

Increase stress and anxiety daily living. — Community Leader
Suicide, anxiety and depression are much more common and heard about. — Public Health Representative
Personal witness in community and within my family and friend network. — Community Leader

Depression and anxiety disorders prevalence rate is pretty high. In addition, stigma prevent many people from
seeing help which is a big problem. — Community Leader

Affordable Care/Services

Many resources are not free, and folks don't want to pay out of pocket for clinic visits. Some communities still
don't put much stock in things like depression or anxiety which are very common. Many people don't seek help.
— Community Leader

Cost and access. Among older adults, the access may be related to available and flexible transportation. Mental
health issues also exacerbated by unavailable affordable housing, hording issues, medical conditions not
attended to, etc. — Social Services Provider

Finding an affordable and available psychiatrist is one of the biggest challenges in northern NJ. Finding an
available psychiatrist with or without insurance is a challenge in and of itself regardless the cost.
— Social Services Provider

Isolation/Loneliness

Isolation. — Social Services Provider
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Lack of connection with others/isolation from others. Many residents | work with are widows/widowers, their grief
weighs heavily on them (which totally makes sense) and this impacts their ability to socialize and resume "normal
life" after such a huge loss. Many live alone after this and their children may not be close by...which only
exacerbates the issue. — Community Leader

Depression, isolation, anxiety, misuse of medication leading to confusion or decline in health. Also, overuse of
prescriptions or alcohol to avoid feeling depressed and anxious. — Social Services Provider

Diagnosis/Treatment

Taking the step(s) to seek mental health assistance. — Community Leader

Undiagnosed mental iliness, stigma stopping people from seeking treatment or therapy, bullying of
people/children that may need help with an issue, or someone with an issue doing the bullying and not realizing
the distress they cause, general population not knowing how to react to or interact with those with mental
illnesses needing accommodations and/or those currently in crisis, resources existing in our affluent community,
but because we also tend to be "green" in our way of marketing such resources, people don't tend to see or
come across the flyers or information... it takes someone "pulling information and looking in the right places to
find it" - when really, | think pushing out the information so that those who need it and their friends/family and
loved ones can see it. The more it's put out there, the more chances it will get in the right hands at the time that
it's needed. — Community Leader

Funding

Access to services since the reduction of federal funding in this space. — Health Care Provider
Lack of funding for behavioral health conditions. Lack of parity. — Health Care Provider

Housing

Housing and financial resources. — Community Leader

Housing, food, clothing and adequate facilities to accommodate those in my community that need it.
— Community Leader

Social Media

Social media, lack of communication, financial struggles. — Social Services Provider
Social media and isolation. — Community Leader

Access to Care for Uninsured/Underinsured

Access to therapy and medication that is covered by their insurance. — Community Leader

Lack of access for those without private insurance. Many providers out of network. High copay, extensive waiting
list. Very limited provers for Medicaid, Medicare populations. — Health Care Provider

Teens/Young Adults

This is becoming more of an issue with children and now noticeable with parents. — Community Leader
Mental issues with teens. — Community Leader

Lack of Providers

The mental health challenges faced are increasing. There are few psychiatrists available to provide support -
especially for children and teens therefore access is a major issue. Wait lists for community mental health
centers. Decreases in funding to provide services for youth attending school. — Community Leader

Due to Covid-19

Young Adults are ill-prepared to deal with situations due to the pandemic. Many parents feel that social media
has become toxic to their children, their children's ability to learn and to socialize. Aged individuals tend to feel
isolated. The biggest challenge of people with mental health issues is that they have difficulty finding resources
and do not know how to get the help they need. — Public Health Representative

Alcohol/Drug Use

Substance use, depression, anxiety, affordability of services. — Health Care Provider

Disease Management

Seeking services. — Health Care Provider

Language Barrier

Resources in Spanish and other languages. — Community Leader

COMMUNITY HEALTH NEEDS ASSESSMENT

53



DEATH, DISEASE & CHRONIC CONDITIONS

Leading Causes of Death

Distribution of Deaths by Cause

The following outlines leading causes of death in the community. [COUNTY-LEVEL DATA]

Leading Causes of Death

(Bergen County, 2023)
= Heart Disease
= Cancer

= Unintentional Injuries

= Alzheimer's Disease
= Stroke
= Lung Disease
= E = Various Other

Sources: e CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and
Informatics. Data extracted February 2025.
Notes: e Lung disease includes deaths classified as chronic lower respiratory disease (CLRD).
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Death Rates for Selected Causes

For infant mortality data, Here, deaths are coded using the Tenth Revision of the International Statistical Classification of
see Birth Outcomes & ; .

Risks in the Births Diseases and Related Health Problems (ICD-10). Rates are per 100,000 population.
section of this report.

The following chart outlines annual average death rates per 100,000 population for selected causes of
death. [COUNTY-LEVEL DATA]

Death Rates for Selected Causes
(2021-2023 Deaths per 100,000 Population)

_ Bergen County “ Healthy People o

Heart Disease 176.1 199.8 209.5 127.4*
Cancers (Malignant Neoplasms) 158.9 166.1 182.5 122.7
Unintentional Injuries 371 53.8 67.8 432
Stroke (Cerebrovascular Disease) 36.5 39.6 49.3 334
Alzheimer's Disease 316 253 358 =
Lung Disease (Chronic Lower Respiratory Disease) 21.0 21.1 435 =
Diabetes 16.3 222 30.5 =
Unintentional Drug-Induced Deaths 15.8 30.8 29.7 =
Kidney Disease 15.0 18.4 16.9 —
Pneumoniallnfluenza 9.8 12.4 134 =
Alcohol-Induced Deaths 1.7 85 15.7 =
Cirrhosis/Liver Disease 72 10.6 16.4 10.9
Suicide 74 78 14.7 12.8
Motor Vehicle Crashes 47 73 133 10.1
Homicide 15 39 76 &3

Sources: ~ ® CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and Informatics.
Data extracted February 2025.

US Department of Health and Human Services. Healthy People 2030. https:/health.gov/healthypeople.

*The Healthy People 2030 coronary heart disease target is adjusted here to account for all diseases of the heart.

Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).

Rates are per 100,000 population.

Note:
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Cardiovascular Disease

ABOUT HEART DISEASE & STROKE

Heart disease is the leading cause of death in the United States, and stroke is the fifth leading cause.
...Heart disease and stroke can result in poor quality of life, disability, and death. Though both
diseases are common, they can often be prevented by controlling risk factors like high blood pressure
and high cholesterol through treatment.

In addition, making sure people who experience a cardiovascular emergency — like stroke, heart
attack, or cardiac arrest — get timely recommended treatment can reduce their risk for long-term

disability and death. Teaching people to recognize symptoms is key to helping more people get the
treatment they need.

— Healthy People 2030 (https://health.gov/healthypeople)

Heart Disease & Stroke Deaths

The following charts outline mortality rates for heart disease and for stroke in our community.

The greatest share of [COUNTY-LEVEL DATA]
cardiovascular deaths is

attributed to heart
disease.

Heart Disease Mortality Trends

(Annual Average Deaths per 100,000 Population)
Healthy People 2030 = 127.4 or Lower (Adjusted)

—
—_—

2014-2016 20152017  2016-2018  2017-2019  2018-2020  2019-2021  2020-2022  2021-2023

===Bergen County 197.5 197.5 196.0 198.2 198.2 195.3 187.2 176.1
e==NJ 207.0 208.4 210.3 211.2 215.6 210.9 208.0 199.8
==US 195.5 197.5 198.6 200.0 204.2 207.3 210.7 209.5

Sources: e CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and
Informatics. Data extracted February 2025.

e US Department of Health and Human Services. Healthy People 2030. https:/health.gov/healthypeople
Notes: e The Healthy People 2030 coronary heart disease target is adjusted here to account for all diseases of the heart.
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Stroke Mortality Trends

(Annual Average Deaths per 100,000 Population)
Healthy People 2030 = 33.4 or Lower

2014-2016 20152017  2016-2018  2017-2019  2018-2020  2019-2021  2020-2022  2021-2023

===Bergen County 379 36.6 358 35.0 35.1 372 378 36.5
e===NJ 38.1 38.2 384 39.1 40.2 408 40.6 396
==US 431 44.2 44.7 45.3 46.5 47.8 49.1 49.3

Sources: e CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and
Informatics. Data extracted February 2025.

e US Department of Health and Human Services. Healthy People 2030. https:/health.gov/healthypeople

Prevalence of Heart Disease & Stroke

PRC SURVEY > “Have you ever suffered from or been diagnosed with heart disease,
including heart attack or myocardial infarction, angina, or coronary heart disease?”

Prevalence of Heart Disease

HNMC Service Area

Among 65+
21.5%
8.7% 8.4% 5.0% 10.3% 5.2% 6.0% 8.7%
I S e
Service Area Bergen County NJ us 2016 2022 2025

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [Item 22]

e Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents.
e Includes diagnoses of heart attack, angina, or coronary heart disease.
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PRC SURVEY » “Have you ever suffered from or been diagnosed with a stroke?”

Prevalence of Stroke

HNMC Service Area

Among 65+
6.5%
3.6% 2.8% 2.4% 5.4% 4.0% 4.5% 3.6%
| ] S ]
Service Area Bergen County NJ us 2016 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [Item 23]
e Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.
e 2023 PRC National Health Survey, PRC, Inc.
Notes: @ Asked of all respondents.

Cardiovascular Risk Factors

Blood Pressure & Cholesterol

PRC SURVEY > “Have you ever been told by a doctor, nurse, or other health care
professional that you had high blood pressure?”

PRC SURVEY I+ [Those with high blood pressure] “Are you currently taking any action to help
control your high blood pressure, such as taking medication, changing your diet, or
exercising?”

PRC SURVEY » “Blood cholesterol is a fatty substance found in the blood. Have you ever
been told by a doctor, nurse, or other health care professional that your blood cholesterol is
high?”

PRC SURVEY I+ [Those with high cholesterol] “Are you currently taking any action to help
control your high cholesterol, such as taking medication, changing your diet, or exercising?”
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Prevalence of Prevalence of

High Blood Pressure High Blood Cholesterol
Healthy People 2030 = 42.6% or Lower

o 84.6% are
talgg:a/;t?c:i to taking action to
control high control high
blood pressure. cholesterol.
43.7%
40.4% 39.6%
7.4Y 37.8%
] . . . .
Service Bergen NJ us Service Bergen
Area County Area County

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [ltems 29-30, 304-305]
o Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control and
Prevention (CDC): 2023 New Jersey data.
® 2023 PRC National Health Survey, PRC, Inc.
e US Department of Health and Human Services. Healthy People 2030. https://health.gov/healthypeople
Notes: @ Asked of all respondents.

Prevalence of Prevalence of
High Blood Pressure High Blood Cholesterol
(HNMC Service Area) (HNMC Service Area)

Healthy People 2030 = 42.6% or Lower

37.4% 37.3% 37.4% 36.9% 39.3% 39.6%

2016 2022 2025 2016 2022 2025

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [Items 29-30]
e US Department of Health and Human Services. Healthy People 2030. https://health.gov/healthypeople
Notes: @ Asked of all respondents.
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Total Cardiovascular Risk

Total cardiovascular risk reflects the individual-level risk factors which put a person at increased risk
for cardiovascular disease, including:

= High Blood Pressure

= High Blood Cholesterol
= Cigarette Smoking

= Physical Inactivity

= Overweight/Obesity

Modifying these behaviors and adhering to treatment for high blood pressure and cholesterol are
critical both for preventing and for controlling cardiovascular disease.

RELATED ISSUE

See also Nutrition, . . .
Physical Activity & The following chart reflects the percentage of adults in the service area who report one or more of the

Weight and Tobacco Use following: being overweight; smoking cigarettes; being physically inactive; or having high blood pressure or
in the Modifiable Health cholesterol

Risks section of this ’

report.

Exhibit One or More Cardiovascular Risks or Behaviors
885% 89.0% oo 895% grgy, 80.1% 0.7% oo 1% s62% 87.8%

(HNMC Service Area, 2025)
.51/".31%IIIIIIII IIII

Women Men 18t039 40to64 65+ VeryLow Low Mid/High Hispanic White Black/ Asian LGBTQ+ Service Bergen

74.5%

Income Income Income Afr Am Area  County
Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 100]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Reflects all respondents.
o Cardiovascularrisk is defined as exhibiting one or more of the following: 1) no leisure-time physical activity; 2) regular/occasional cigarette smoking; 3) high blood

pressure; 4) high blood cholesterol; and/or 5) being overweight/obese.
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Key Informant Input: Heart Disease & Stroke

The following chart outlines key informants’ perceptions of the severity of Heart Disease & Stroke as a
problem in the community:

Perceptions of Heart Disease & Stroke as a Problem in the Community
(Key Informants; Bergen County, 2025)

= Major Problem Moderate Problem = Minor Problem No Problem At All

28.8% 11.0%

0,
Sources: e 2025 PRC Online Key Informant Survey, PRC, Inc. 3.4%

Notes: e Asked of all respondents.

Among those rating this issue as a “major problem,” reasons related to the following:

Incidence/Prevalence

Number one leading cause of death. — Public Health Representative
Another major cause of death. — Community Leader
High risk factors. — Community Leader

This is not affected in my community but may affect various individuals in minority areas.
— Social Services Provider

Heart disease is a leading killer, so | know it is here too. The last community survey asked about this as well. We
have high rates of diabetes and obesity, so | guess that they all go together. Stroke likely is also high because of
those same reasons. — Community Leader

Risk factors. — Community Leader

High rate of heart disease. — Health Care Provider

Many community members are experiencing heart disease and strokes. — Community Leader
Conversations with different people and some reading. — Community Leader

Experienced within my family and friend network — Community Leader

Aging Population
Due to an aging population, poor diet and lack of exercise, heart disease and stroke appear to be on the rise. |

also am a health care provider and see this as well in patients and friends. — Public Health Representative

As people age, they are moving less and eating poorly, this is exacerbating heart disease and stroke issues.
— Community Leader

Aging population: chronic diseases are more prevalent in an aging population; current societal norms (food
choices, physical activity patterns, sleep habits, stress management habits - or lack thereof) are contributing to
poor lifestyle choices that aggravate / contribute to risk factors of these chronic diseases. — Physician

We have an older population that experiences stroke and heart disease. — Community Leader

Lifestyle

Lack of exercise and poor diet. — Public Health Representative

Our lifestyles, sedentary, poor eating habits and stress, lend themselves to the conditions.
— Social Services Provider

Poor food choices and lack of exercise. — Public Health Representative

People do not always eat as healthy as they should, nor do they exercise or move as often as they should.
— Community Leader

Hypertension

Hypertension among youth. The number of young men (especially) and women between 20 and 40 who are
stroke victims is climbing. Too many of them have unchecked and untreated problems with high blood pressure
and they either are unaware of it or don't believe they can have a stroke. — Community Leader
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Access to Care/Services

Long wait times in the emergency departments with these diagnoses. Poor eating habits and lack of exercise.
— Health Care Provider

Awareness/Education

Lack of education about how to live heart healthy. Lack of financial resources to eat heart healthy food.
— Social Services Provider

Diagnosis/Treatment

Similar to those listed for diabetes. Many people are unaware of having heart disease or any conditions
associated with it, until it becomes a serious matter. Willingness to begin medication or compliance with
medication. — Health Care Provider

Impact on Quality of Life

The effect of cardiovascular disease and stroke can cause physical limitation that makes the affected individual
increasingly dependent on other. Cardiovascular condition and stroke can cause premature death.
— Health Care Provider

Obesity

Obesity leads to many secondary issues. Poor management of chronic conditions also lead to high risk of stroke
and ACS. Patients secondary to these events can struggle to return to normal ADLs and work which impacts
their resources and access. — Health Care Provider

Prevention/Screenings

The providers are not providing enough preventive care and early detection. Also, the residents are not
prioritizing regular checkups, or they are not aware of the risk of factors like high blood pressure, high
cholesterol, diabetes until a major event occurs. — Public Health Representative

Language Barrier

Language barriers, lack of access to exercise and lack of access to healthy foods, barriers to preventative care
or health education. — Community Leader

Teens/Young Adults

Affects young population, high lethality and debilitation consequences especially after CVA with long rehab,
which is very costly. — Physician

Income/Poverty

Low socioeconomic background - 60% of the underserved are overweight. — Social Services Provider
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Cancer

ABOUT CANCER

Cancer is the second leading cause of death in the United States. ...The cancer death rate has
declined in recent decades, but over 600,000 people still die from cancer each year in the United
States. Death rates are higher for some cancers and in some racial/ethnic minority groups. These
disparities are often linked to social determinants of health, including education, economic status, and
access to health care.

Interventions to promote evidence-based cancer screenings — such as screenings for lung, breast,
cervical, and colorectal cancer — can help reduce cancer deaths. Other effective prevention
strategies include programs that increase HPV vaccine use, prevent tobacco use and promote
quitting, and promote healthy eating and physical activity. In addition, effective targeted therapies and
personalized treatment are key to helping people with cancer live longer.

— Healthy People 2030 (https://health.gov/healthypeople)

Cancer Deaths
The following chart illustrates cancer mortality (all types). [COUNTY-LEVEL DATA]

Cancer Mortality Trends

(Annual Average Deaths per 100,000 Population)
Healthy People 2030 = 122.7 or Lower

‘

2014-2016 20152017  2016-2018  2017-2019  2018-2020  2019-2021  2020-2022  2021-2023

===Bergen County 181.7 180.5 180.2 175.7 171.9 165.6 161.2 158.9
===NJ 183.4 181.8 181.1 179.0 1773 1731 169.3 166.1
=S 185.4 184.8 184.1 183.3 182.9 182.6 182.6 182.5

Sources: e CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and
Informatics. Data extracted February 2025.
e US Department of Health and Human Services. Healthy People 2030. https:/health.gov/healthypeople
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Lung cancer is the leading cause of cancer deaths. [COUNTY-LEVEL DATA]

Cancer Death Rates by Site
(2021-2023 Annual Average Deaths per 100,000 Population)

ALL CANCERS 158.9 166.1 182.5 122.7

Lung Cancer 28.8 328 39.8 25.1

Female Breast Cancer 24.7 25.7 25.1 15.3

Prostate Cancer 15.6 17.0 20.1 16.9

Colorectal Cancer 14.9 15.0 16.3 8.9
Sources:

e CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and
Informatics. Data extracted February 2025.

o US Department of Health and Human Services. Healthy People 2030. https:/health.gov/healthypeople

Cancer Incidence

“Incidence rate” or “case rate” is the number of newly diagnosed cases in a given population in a given year,

regardless of outcome. It is usually expressed as cases per 100,000 population per year.
[COUNTY-LEVEL DATA]

Cancer Incidence Rates by Site
(2016-2020)

= Bergen County =NJ = US

4658 4819

442.3

1440 1374 479 137.3 1433 105

[ | | T T

All Sites Female Breast Cancer  Prostate Cancer Lung Cancer

Colorectal Cancer

Sources: e State Cancer Profiles.

e Center for Applied Research and Engagement Systems (CARES), University of Missouri Extension. Retrieved February 2025 via SparkMap (sparkmap.org).
Notes: e This indicator reports the incidence rate (cases per 100,000 population per year) for select cancers.
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Prevalence of Cancer

PRC SURVEY » “Have you ever suffered from or been diagnosed with cancer?”

PRC SURVEY > “Which type of cancer were you diagnosed with?” (If more than one past
diagnosis, respondent was asked about the most recent.)

Prevalence of Cancer

HNMC Service Area

The most common
types of cancers cited
locally include:
1) Breast 17.7%
2) Prostate 17.3%
3) Thyroid 15.6%

7.3%

9.2% 9.5% 4% 8%  101% g5y

Service Area Bergen County NJ us 2016 2022 2025

Sources: ®
L]

L]
Notes: e

2025 PRC Community Health Survey, PRC, Inc. [ltems 24-25]

Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.

2023 PRC National Health Survey, PRC, Inc.

Asked of all respondents.
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Cancer Screenings

FEMALE BREAST CANCER

The US Preventive Services Task Force (USPSTF) recommends biennial screening mammography
for women age 40 to 74 years.

CERVICAL CANCER

The US Preventive Services Task Force (USPSTF) recommends screening for cervical cancer every
3 years with cervical cytology alone in women age 21 to 29 years. For women age 30 to 65 years, the
USPSTF recommends screening every 3 years with cervical cytology alone, every 5 years with high-
risk human papillomavirus (hrHPV) testing alone, or every 5 years with hrHPV testing in combination
with cytology (cotesting). The USPSTF recommends against screening for cervical cancer in women
who have had a hysterectomy with removal of the cervix and do not have a history of a high-grade
precancerous lesion (i.e., cervical intraepithelial neoplasia [CIN] grade 2 or 3) or cervical cancer.

COLORECTAL CANCER

The US Preventive Services Task Force (USPSTF) recommends screening for colorectal cancer
starting at age 45 years and continuing until age 75 years.

PROSTATE CANCER

The US Preventive Services Task Force (USPSTF) recommends that the decision to be screened for
prostate cancer should be an individual one for men age 55 to 69 years. The USPSTF recommends
against PSA-based screening in men age 70 and older.

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

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

Screening levels in the community were measured in the PRC Community Health Survey relative to the
following cancer sites:
Breast Cancer Screening

PRC SURVEY > “A mammogram is an x-ray of each breast to look for cancer. How long has it
been since you had your last mammogram?”

Breast cancer screening is calculated here among women age 40 to 74 who indicate mammography within
the past 2 years.
Cervical Cancer Screening

PRC SURVEY 1> “A Pap test is a test for cancer of the cervix. How long has it been since you
had your last Pap test?”

“Appropriate cervical cancer screening” includes Pap smear testing (cervical cytology) every three years in
women age 21 to 65.
Colorectal Cancer Screening

PRC SURVEY > “Sigmoidoscopy and colonoscopy are exams in which a tube is inserted in
the rectum to view the colon for signs of cancer or other health problems. How long has it
been since your last sigmoidoscopy or colonoscopy?”
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PRC SURVEY » “A blood stool test is a test that may use a special kit at home to determine
whether the stool contains blood. How long has it been since you had your last blood stool
test?”

“Appropriate colorectal cancer screening” includes a fecal occult blood test among adults age 45 to 75 within
the past year and/or lower endoscopy (sigmoidoscopy or colonoscopy) within the past 10 years.

Prostate Cancer

PRC SURVEY » “A prostate-specific antigen test, also called a PSA test, is a blood test used
to check men for prostate cancer. How long has it been since you had your last PSA test?”

Prostate cancer screening reflects men age 40 and older who indicate a prostate-specific antigen test within
the past two years.

Breast Cancer Screening  Cervical Cancer Screening  Colorectal Cancer Screening Prostate Cancer Screening

(Women Age 40-74) (Women Age 21-65) (All Adults Age 45-75) (Men Age 40+)
HP 2030 = 80.5% or Higher HP2030 = 84.3% or Higher HP2030 = 74.4% or Higher
82.6% 80.6%
Y : 77.5%

73.5% 76.9% 75.4% 74.6% ° 715%
I 64.0% I 65.2% 61.9%
Service Bergen Service Bergen us Service Bergen Service Bergen
Area County Area County Area County Area County

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [Items 101-103, 327]

2023 PRC National Health Survey, PRC, Inc.

US Department of Health and Human Services. Healthy People 2030. https:/health.gov/healthypeople

Each indicator is shown among the gender and/or age group specified.

*Note that national data for breast cancer screening reflect women age 50 to 74. National data for colorectal cancer screening reflect adults age 50 to 75.

L]
L]
Notes: e
L]

Breast Cancer Screening  Cervical Cancer Screening  Colorectal Cancer Screening Prostate Cancer Screening

(Women Age 40-74) (Women Age 21-65) (All Adults Age 45-75) (Men Age 40+)
HP 2030 = 80.5% or Higher HP2030 = 84.3% or Higher HP2030 = 74.4% or Higher
0/ 0/
L Y A% gy OOR L 7T
/\ \/ /\ 65.2%

47.6%/

HNMC Service Area HNMC Service Area HNMC Service Area HNMC Service Area

2016* 2022* 2025 2016 2022 2025 2016* 2022* 2025 2022 2025

Sources: o 2025 PRC Community Health Survey, PRC, Inc. [Items 101-103, 327]
e US Department of Health and Human Services. Healthy People 2030. https://health.gov/healthypeople
Notes: e Each indicator is shown among the gender and/or age group specified.
e *Note that trend data for breast cancer screening reflect the age group (50 to 74) of the previous recommendation. Trend data for colorectal cancer screening reflect
the age group (50 to 75) of the previous recommendation.
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Key Informant Input: Cancer

The following chart outlines key informants’ perceptions of the severity of Cancer as a problem in the
community:

Perceptions of Cancer as a Problem in the Community
(Key Informants; Bergen County, 2025)

= Major Problem Moderate Problem = Minor Problem No Problem At All
2
26.1% S
T2

Sources: @ 2025 PRC Online Key Informant Survey, PRC, Inc.
Notes: e Asked of all respondents.

Among those rating this issue as a “major problem,” reasons related to the following:

Incidence/Prevalence

Every day | hear more about people having cancer. A good part of them are people | know. — Community Leader
One of the largest causes of death and we have an aging population. — Community Leader

We heard about those who have cancer or are in the process of fighting. — Community Leader

Many people have cancer. — Physician

Cancer prevalence rate seems to be going up each year among Asian and Korean American population.
— Community Leader

There seems to be a high number of people we serve that are receiving a cancer diagnosis as well as a high
amount of people | personally know. There has been more tolerable treatment, yet people are still dying.
— Social Services Provider

Abundance of diagnoses and intensity of the impact of the impairment. — Community Leader
Increasing prevalence and in young patients. — Physician

Seen it on rise within my family and friends’ network — Community Leader

Many diagnoses of different types of cancers. — Community Leader

| know of many people that have been stricken with several kinds of cancer. — Community Leader

The incidence of cancer has progressively increased since COVID-19. More people are being diagnosed with
cancer and at younger ages than before. — Health Care Provider

In the past year alone, | have personally known over 20 people diagnosed with cancer. After speaking with
friends and coworkers, our collective knowledge is closer to 50. That is the largest number we have experienced
in our lives. — Social Services Provider

| know several people in our community that have cancer including our Borough Administrator and Chief of
Police. — Community Leader

Cancer treatment and predictive risk are problems for certain demographics in Bergen County--mostly for those
who are also facing issues such as food security. maternal health challenges and housing loss. Even though this
is the 33rd richest county in the US, our organization. supports 1000s of families/households each month as the
largest food pantry in Bergen County. Also extremely important is nutrition for Cancer patients. An important
source would be to provide them with Medically Tailored Meals (MTMs), but we do not have access to Medicaid
Waivers to pay for them. CFA needs the help of local medical centers. — Community Leader

High rate of clients. — Social Services Provider

Cancer is a major problem overall. — Social Services Provider

Hearing a lot about people being diagnosed with it in our community. — Community Leader

Many in my community suffer from cancer. The research for living with cancer and treatment are respectable but
preventive research is needed too. Until professionals in the medical field stop shoving medicine down our
throats and learn more positive alternatives, we are going around in circles with diseases such as cancers...
that's a major problem! — Community Leader

The number of people diagnosed with some type of cancer seems to be increasing as well as the age of
diagnosis lowering. — Community Leader

Cancer rates are rising all over the country. — Public Health Representative

There seems to be more people diagnosed with a variety of different cancers and they are in end stages at
younger ages. — Community Leader
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Affordable Care/Services

Anecdotally, we have heard of numerous cancer cases in the community. The reason | believe it is a major
problem is that those who have the disease, generally lack affordable caregiving resources and/or feel as though
they pose a burden to their family. — Public Health Representative

Environmental Contributors

I Too many toxins in the environment here - pollution, so many people with cancer! — Community Leader
Access to Care/Services

I Lack of healthcare accessibility and environmental toxins. — Community Leader
Diagnosis/Treatment

I Late diagnosis, poor treatment options, low survival rate. — Physician
Prevention/Screenings

I People do not get early-enough screenings. — Health Care Provider
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Respiratory Disease

ABOUT RESPIRATORY DISEASE

Respiratory diseases affect millions of people in the United States. ...More than 25 million people in
the United States have asthma. Strategies to reduce environmental triggers and make sure people
get the right medications can help prevent hospital visits for asthma. In addition, more than 16 million
people in the United States have COPD (chronic obstructive pulmonary disease), which is a major
cause of death. Strategies to prevent the disease — like reducing air pollution and helping people quit
smoking — are key to reducing deaths from COPD.

— Healthy People 2030 (https://health.gov/healthypeople)

Respiratory Disease Deaths

Lung Disease Deaths

Chronic lower respiratory diseases (CLRD) are diseases affecting the lungs; the most deadly of these is
chronic obstructive pulmonary disease (COPD), which includes emphysema and chronic bronchitis. Mortality
for lung disease is illustrated in the charts that follow. [COUNTY-LEVEL DATA]

Lung Disease Mortality Trends
(Annual Average Deaths per 100,000 Population)

2014-2016 20152017  2016-2018  2017-2019  2018-2020  2019-2021  2020-2022  2021-2023

===Bergen County 274 29.8 309 31.2 29.2 25.0 229 21.0
=NJ 347 353 354 35.4 345 314 29.6 217
=S 474 48.4 48.6 48.6 47.6 45.7 445 435

Sources: e CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and
Informatics. Data extracted February 2025.
Notes: e Here, lung disease reflects chronic lower respiratory disease (CLRD) deaths and includes conditions such as emphysema, chronic bronchitis, and asthma.
e Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).
e Rates are per 100,000 population.
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Pneumonia/lnfluenza Deaths
Pneumonia and influenza mortality is illustrated here. [COUNTY-LEVEL DATA]

Pneumonia/Influenza Mortality Trends
(Annual Average Deaths per 100,000 Population)

(SN

2014-2016 20152017  2016-2018  2017-2019  2018-2020  2019-2021  2020-2022  2021-2023

===Bergen County 16.7 17.0 16.3 15.6 15.6 136 124 9.8
wNJ 14.3 14.7 14.9 15.2 16.4 15.1 14.4 124
S 17.0 16.9 17.0 16.8 16.5 14.7 143 134

Sources: e CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and
Informatics. Data extracted February 2025.
Notes: e Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).
e Rates are per 100,000 population.

Prevalence of Respiratory Disease

Asthma

PRC SURVEY > “Have you ever been told by a doctor, nurse, or other health professional that
you had asthma?”

PRC SURVEY I+ [Those who have been told they had asthma] “Do you currently have asthma?”

Current prevalence reflects those with a past diagnosis who state that they currently have the condition, as a
proportion of the total population.

Prevalence of Asthma

HNMC Service Area

17.9%

= = = - 60/ - -
Service Area Bergen County 2016 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [Item 104]
o Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.
e 2023 PRC National Health Survey, PRC, Inc.
Notes: @ Asked of all respondents.
o Includes those who have ever been diagnosed with asthma and report that they still have asthma.
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PRC SURVEY » [Among parents of children age 0-17] “Has a doctor, nurse, or other health
professional ever told you that this child had asthma?”

Prevalence of Asthma in Children
(Children 0-17)

HNMC Service Area

Girls 9.0%
Boys 12.0%
0-4 6.0%
5-12 8.2%
13-17 19.1%
16.7% o
I
Service Area Bergen County us 2016 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [Item 92]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents with children age 0 to 17 in the household.

Chronic Obstructive Pulmonary Disease (COPD)

PRC SURVEY > “Have you ever suffered from or been diagnosed with COPD or chronic
obstructive pulmonary disease, including chronic bronchitis or emphysema?”

Prevalence of
Chronic Obstructive Pulmonary Disease (COPD)

HNMC Service Area

.09 10.1%
7.5% 5.9% 4.4% e 8'3%_’0\7'5%
E S s
Service Area Bergen County NJ us 2016 2022 2025

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [Item 21]
o Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents.
o Includes conditions such as chronic bronchitis and emphysema.
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Key Informant Input: Respiratory Disease

The following chart outlines key informants’ perceptions of the severity of Respiratory Disease as a problem
in the community:

Perceptions of Respiratory Disease as a Problem in the Community
(Key Informants; Bergen County, 2025)

= Major Problem = Moderate Problem = Minor Problem = No Problem At All

11.2% 51.7%

Sources: @ 2025 PRC Online Key Informant Survey, PRC, Inc.
Notes: e Asked of all respondents.

Among those rating this issue as a “major problem,” reasons related to the following:

Due to COVID-19

COVID was scary and raised awareness of our vulnerability. Vaping is also a huge issue especially among
young people. — Social Services Provider

Including COVID-19 the examples are obvious, there were somewhere in the neighborhood of 1 million
unnecessary deaths because of poor governmental guidance. More general, smoking related disabilities and
deaths are omnipresent; personally, | have lost 8 close family members or friends to smoking related illnesses.
— Community Leader

As a result of the pandemic many individuals have been identified to have respiratory disease or ailments that
impact daily life. It seems that more people describe breathing difficulties due to allergies, viruses, etc.
— Public Health Representative

Incidence/Prevalence

COVID. Pneumonia. COPD. — Health Care Provider
Many people seem to have cough or bronchitis often. — Community Leader

Prevention/Screenings

Not enough prevention and lack of resources. — Physician

Lack of masking, people live close together, high population of older adults more susceptible.
— Health Care Provider

Impact on Quality of Life

I Respiratory disease can be disabling in the later stages. — Health Care Provider

Obesity

I Overweight men smokers. — Social Services Provider

Environmental Contributors

I Bad air quality. — Community Leader
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Injury & Violence

ABOUT INJURY & VIOLENCE

INJURY » In the United States, unintentional injuries are the leading cause of death in children,
adolescents, and adults younger than 45 years. ...Many unintentional injuries are caused by motor
vehicle crashes and falls, and many intentional injuries involve gun violence and physical assaults.
Interventions to prevent different types of injuries are key to keeping people safe in their homes,
workplaces, and communities.

Drug overdoses are now the leading cause of injury deaths in the United States, and most overdoses
involve opioids. Interventions to change health care providers’ prescribing behaviors, distribute
naloxone to reverse overdoses, and provide medications for addiction treatment for people with
opioid use disorder can help reduce overdose deaths involving opioids.

VIOLENCE » Almost 20,000 people die from homicide every year in the United States, and many
more people are injured by violence. ...Many people in the United States experience physical
assaults, sexual violence, and gun-related injuries. Adolescents are especially at risk for experiencing
violence. Interventions to reduce violence are needed to keep people safe in their homes, schools,
workplaces, and communities.

Children who experience violence are at risk for long-term physical, behavioral, and mental health
problems. Strategies to protect children from violence can help improve their health and well-being
later in life.

— Healthy People 2030 (https://health.gov/healthypeople)

Unintentional Injury

Unintentional Injury Deaths
The following chart outlines mortality rates for unintentional injury in the area. [COUNTY-LEVEL DATA]

Unintentional Injuries Mortality Trends

(Annual Average Deaths per 100,000 Population)
Healthy People 2030 = 43.2 or Lower

2014-2016 20152017  2016-2018  2017-2019  2018-2020  2019-2021 ~ 2020-2022  2021-2023

===Bergen County 275 29.0 318 34.7 36.8 39.6 38.9 371
e===NJ 373 42.9 484 51.6 528 53.6 54.0 538
==US 46.0 49.2 51.1 52.0 54.9 60.5 65.6 67.8

Sources: e CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and
Informatics. Data extracted February 2025.
o US Department of Health and Human Services. Healthy People 2030. https:/health.gov/healthypeople
Notes: e Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).
e Rates are per 100,000 population.
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RELATED ISSUE

For more information
about unintentional drug-
induced deaths, see also
Substance Use in the
Modifiable Health Risks
section of this report.

RELATED ISSUE

See also Mental Health
(Suicide) in the General
Health Status section of
this report.

Leading Causes of Unintentional Injury Deaths

The following outlines leading causes of accidental death in the area. [COUNTY-LEVEL DATA]

Sources:

(Bergen County, 2021-2023)

P
&9
o

e CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and
Informatics. Data extracted February 2025.

Intentional Injury (Violence)

Homicide Deaths

Leading Causes of Unintentional Injury Deaths

= Poisoning/Drug Overdose

= Falls

= Motor Vehicle Crashes

= Suffocation

= Other

Mortality attributed to homicide is shown in the following chart. [COUNTY-LEVEL DATA]

===Bergen County

=—NJ
=S

Sources:

Notes:

Homicide Mortality Trends

(Annual Average Deaths per 100,000 Population)

Healthy People 2030 = 5.5 or Lower

o —

e
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2014-2016  2015-2017  2016-2018  2017-2019  2018-2020  2019-2021 2020-2022  2021-2023
1.6 14 11 1.1 12 1.3 14 1.5
43 42 39 35 36 39 4.0 3.9
55 58 5.9 59 6.4 7.0 76 76

CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and
Informatics. Data extracted February 2025.
US Department of Health and Human Services. Healthy People 2030. https://health.gov/healthypeople
Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).
Rates are per 100,000 population.
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Violent Crime Experience

PRC SURVEY I “Thinking about your own personal safety, have you been the victim of a
violent crime in your area in the past 5 years?”

Victim of a Violent Crime in the Past Five Years
(HNMC Service Area, 2025)

s 3w ST g 83% 7.9% . R R £
I L 6% 1.4% 19% 29%  1,6% 8% 3%  2.5%
——-—_°--_°—_°-—-——-

Women Men 18t039 40to64 65+ VeryLow Low Mid/High Hispanic White Black/ Asian LGBTQ+ Service Bergen  US
Income Income Income Afr Am Area  County

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 32]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents.

Intimate Partner Violence

PRC SURVEY > “Has an intimate partner ever hit, slapped, pushed, kicked, or hurt you in any
An intimate partner may way?”
include any current or
former spouse, boyfriend,
or girlfriend. A person
someone is dating, or

romantically or sexually Have Ever Been Hit, Slapped, Pushed,

intimate with, Id al . . .

be considersd an inimate Kicked, or Hurt in Any Way by an Intimate Partner
partner.

HNMC Service Area

20.3% .
= = - = — -
N N
Service Area Bergen County us 2016 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [ltem 33]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: @ Asked of all respondents.
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Key Informant Input: Injury & Violence

The following chart outlines key informants’ perceptions of the severity of Injury & Violence as a problem in
the community:

Perceptions of Injury & Violence as a Problem in the Community
(Key Informants; Bergen County, 2025)

= Major Problem = Moderate Problem = Minor Problem = No Problem At All

15.4% 42.7% 35.9% ]

Sources: e 2025 PRC Online Key Informant Survey, PRC, Inc.
Notes: e Asked of all respondents.

Among those rating this issue as a “major problem,” reasons related to the following:

Law Enforcement

This is an issue in every community, certainly close by. Police do not have the support they should and when
anyone is arrested, they are released in a short period of time. — Social Services Provider

The police do not have the power to work efficiently. Guns are not outlawed. — Community Leader

Parental Influence

Parents do not keep track of their children’s whereabouts. Parents do not punish children for things they do
wrong, talking only goes so far, you must at some point act. Parents are too busy about themselves and neglect
the children. There are not enough different opportunities and programs for kids of all ages in this area and the
ones are too expensive. — Community Leader

Awareness/Education

Most older adults do not have the education on how to be physically active to help prevent injury. They also lack
the financial resources to join a gym or work with a trainer. — Social Services Provider

Co-Occurrences

Injury and violence lead to vulnerability of the individual in the community which could lead to mental health and
substance use disorders. — Physician

Due to COVID-19

I People are so angry, and the incidence of violence has risen since the pandemic. — Social Services Provider

Foreign-Born

Injury. Most folks are undocumented and uninsured, they take jobs that nobody else wants and are at high risk
for low. — Social Services Provider

Government/Politics

I It's a chronic problem in the community and getting worse with the political environment. — Health Care Provider

Unhoused Populations

| usually walk during my lunch; | can see on the street, indigents on the street sleeping or searching for clothes
on containers on the street. — Community Leader

Incidence/Prevalence

I Hear/see it reported on the news every day like the world has gone crazy. — Social Services Provider

Income/Poverty

Increase population in the community with various socioeconomic statuses, mental health issues,
unemployment, cost of living. — Community Leader
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Prevention/Screenings

I Not enough preventive measures or access to care. — Physician

Traffic

I Heavy traffic, frequent MVA, subsequently traumas and TBI. — Physician
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Diabetes

ABOUT DIABETES

More than 30 million people in the United States have diabetes, and it's the seventh leading cause of
death. ...Some racial/ethnic minorities are more likely to have diabetes. And many people with
diabetes don’t know they have it.

Poorly controlled or untreated diabetes can lead to leg or foot amputations, vision loss, and kidney
damage. But interventions to help people manage diabetes can help reduce the risk of complications.

In addition, strategies to help people who don’t have diabetes eat healthier, get physical activity, and
lose weight can help prevent new cases.

— Healthy People 2030 (https://health.gov/healthypeople)

Diabetes Deaths

Diabetes mortality for the area is shown in the following chart. [COUNTY-LEVEL DATA]

Diabetes Mortality Trends
(Annual Average Deaths per 100,000 Population)

. —

e C——

2014-2016 20152017  2016-2018  2017-2019  2018-2020  2019-2021 ~ 2020-2022  2021-2023

===Bergen County 174 18.0 18.4 18.7 19.0 18.4 179 16.3
===NJ 222 215 214 214 235 23.9 242 222
=S 245 251 255 26.1 279 29.6 308 30.5

Sources: e CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and
Informatics. Data extracted February 2025.

Notes: e Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).
e Rates are per 100,000 population.
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Prevalence of Diabetes

PRC SURVEY » “Have you ever been told by a doctor, nurse, or other health professional that
you have diabetes, not counting diabetes only occurring during pregnancy ?”

PRC SURVEY » “Other than during pregnancy, have you ever been told by a doctor, nurse, or
other health professional that you have pre-diabetes or borderline diabetes?”

PRC SURVEY > “Are you currently taking any type of GLP-1 medication?”

Prevalence of Diabetes

Another 17.9% of adults have been HNMC Service Area
diagnosed with “pre-diabetes” or
“borderline” diabetes.

13.1% 10.8% 10.5% 128% sov  107% BT
Service Area Bergen County 2016 2022 2025

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 106]
o Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents. Excludes gestational diabetes (occurring only during pregnancy).

Prevalence of Diabetes
(HNMC Service Area, 2025)

A class of new
prescription drugs called
GLP-1 agon'StS are bemg Note that 40.3% of respondents with diabetes

prescribed to treat are taking GLP-1 agonist medications.
diabetes and/or for

weight loss. These often
involve giving oneself
daily or weekly injections.
Common brand names
include Trulicity,
Ozempic, Mounjaro,

Zepbound, and Wegovy. 23.75%
/o

15.5% 108y 134% 131%

17.8%
ml - ElmleaaEE

Women Men 18t039 40to 64 65+ VeryLow Low  Mid/High Hispanic = White Black/ Asian  LGBTQ+ Service
Income  Income  Income Afr Am Area

Sources:
Notes:

2025 PRC Community Health Survey, PRC, Inc. [ltems 106, 303]

Asked of all respondents.

Excludes gestational diabetes (occurring only during pregnancy).

GLP-1 agonists defined for respondents as a class of drugs prescribed to treat diabetes and/or weight loss that can involve daily or weekly injections.
Common brand names mentioned were Trulicity, Ozempic, Mounjaro, and Wegovy.
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Key Informant Input: Diabetes

The following chart outlines key informants’ perceptions of the severity of Diabetes as a problem in the
community:

Perceptions of Diabetes as a Problem in the Community
(Key Informants; Bergen County, 2025)

= Major Problem Moderate Problem = Minor Problem No Problem At All

48.3%

4.2%

Sources: e 2025 PRC Online Key Informant Survey, PRC, Inc. 3.4%
Notes: e Asked of all respondents.

Among those rating this issue as a “major problem,” reasons related to the following:

Awareness/Education

Lack of information, lack of knowledge. Bad diet. — Health Care Provider
Education for self-care. — Public Health Representative

Lack of education from doctors on nutrition. — Public Health Representative
Access to diabetes education and continuous care. — Community Leader
Education and focus on nutrition. — Community Leader

Lack of access to education regarding food choices and free or reduced cost exercise options for adults. Food
costs are also high. — Community Leader

Understanding how to care and reduce the risk of blood sugar levels. — Community Leader

Lack of correct information, people unwillingness or inability to stay true to treatments; disbelief about treatments
including things like cholesterol medicine; preferences for cultural and food therapies over medications.
— Community Leader

Need more health classes that explain how serious an issue it is. — Community Leader

Being educated about what foods to eat or avoid to improve their blood sugar levels. Access to healthy foods that
are appropriate for reducing or maintaining healthy blood sugar levels. Education about lifestyle changes that can
positively impact blood sugar levels. — Public Health Representative

In my opinion the biggest challenge is lack of proper education. While there are educational programs available,
people are too busy with everyday tasks that they do not understand the complex of self-management strategies,
like healthy eating and importance of using insulin, can be difficult for many, particularly if there are language
barriers or health literacy issues. — Public Health Representative

Clear instructions from healthcare providers. Affordability of medications or hesitancy to begin medications.
Patient's feelings that once blood work comes to a better range that compliance is no longer needed.
— Health Care Provider

Defining what Diabetes is in the simplest terms and educate those who have it and those who don't on the
graveness of the disease but how it can be managed. When someone is told by their doctor you may have
cancer. Most people will respond by adhering to all of the medical advice that's out there. Not so, with diabetes.
It's so abstract it doesn't hit home like the gravity of diabetes as cancer does. — Community Leader

Diabetes education. — Social Services Provider

Affordable Medications/Supplies

Some of the biggest challenges for people with Diabetes in Bergen County are access to medication and
supplies, transportation to appointments and getting appointments at times that are convenient with the rest of
their daily life and activities. Nutrition and food security is another challenge as many people who are facing
diabetes management have food insecurity and have a hard time maintaining proper nutrition.

— Health Care Provider

1. Access to continuous glucose monitoring -blood testing is essential in an effort to control the HbA1C. 2.
Access to affordable weight loss drugs. 3. Ancillary staff support teams-nutritionists, dietitians, fitness instructors,
etc. 4. Food insecure households having access to low glucose, low sodium meals--also can be addressed by
access to MTMs. — Community Leader

Cost of medication and consistent care. — Community Leader
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Affordability of diabetic medications. Availability and accessibility of diabetic education that is not out of pocket
cost to the community. Better and more frequent follow up care that is no cost to the community.
— Health Care Provider

Medications and smarter options for monitoring are too expensive. — Community Leader

The biggest challenges for people living with diabetes are probably access to affordable medications, food, and
referral to outpatient diabetes centers in the community. — Health Care Provider

Insulin coverage, compliance with medication adherence, understanding the iliness and importance of taking
medications for management. — Health Care Provider

Cost of medication. — Public Health Representative

Access to Affordable Healthy Food

Good quality food is too expensive. Most food sold in grocery stores is highly processed as companies work to
produce more of their product at a reduced cost. What we sell in the USA is often times banned in Europe.
— Community Leader

Price of food. — Public Health Representative
Nutrition and affordable healthy foods — Community Leader

Access to healthy foods. Cost of medication. Knowledge about improving their lifestyle to manage diabetes.
— Community Leader

Access to healthy food, proximity, cost. Education and support for diabetes management. — Community Leader

Being able to afford healthy alternatives to the standard American diet as well as education about the condition.
— Social Services Provider

Access to Care/Services

Access to appointments, access to affordable medications and supplies. — Health Care Provider

Access to care; adequate support regarding appropriate lifestyle modifications that should be part of treatment
plan; sufficient understanding of the board impact diabetes has on other chronic diseases and overall quality of
life and overall morbidity and mortality. — Physician

Finding treatment and affordable cost options for medication. — Health Care Provider

Lack of access to doctors, transportation as a barrier, lack of supportive follow up to help maintain necessary
lifestyle and dietary changes in the environment. — Health Care Provider

Accessibility healthcare, increase of fast-food restaurants. — Community Leader
Access to care, early detection and monitoring. — Physician

Incidence/Prevalence

It seems like there were some clusters of diabetes popping up, especially in children. — Health Care Provider
There seems to be an increase in newly diagnosed diabetics. — Public Health Representative

Prevalence rate is very high, 40-50% people are either diabetic or pre diabetic. — Community Leader

We can easily meet people with diabetes. — Community Leader

Diagnosis/Treatment

Care and treatment for pre-diabetes including support, exercise/walking groups, meal planning coverage. Lack of
accessible endocrinologists. — Social Services Provider

Diagnosis and treatment especially for the very obese. — Community Leader

Prevention/Screenings

Access to preventative care such as ophthalmology. Clear understanding of management. Lack of information
provided at appropriate literacy level in native language and lack of resources to support those who have literacy
issues. — Health Care Provider

Screening, cost for medications particularly the drugs that are associated with weigh loss like Mounjaro that
PAAD won't cover because it is a weight loss drug, but valuable with pre diabetic and diabetic clients to lower
A1C. Access to a dietician to evaluate nutrition and diet. — Social Services Provider

Lifestyle

This is linked to lifestyle that are not active and poor dietary habits. — Community Leader
Support in lifestyle changes, education and access to healthy food choices. Cost. — Health Care Provider

Affordable Care/Services

Access to affordable resources. — Health Care Provider
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Disease Management

I Learning to control their sugar on their own. — Community Leader

Nutrition

I Poor diet. — Public Health Representative

Obesity

I Overweight, poor diets and low income. — Social Services Provider
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For the purposes of this
assessment, chronic
conditions include:

Asthma

Cancer

Chronic pain

Diabetes

Diagnosed depression
Heart disease

High blood cholesterol
High blood pressure
Lung disease

Obesity

Stroke

Disabling Conditions

Multiple Chronic Conditions

The following charts outline the prevalence of multiple chronic conditions among surveyed adults, taking into
account all of the various conditions measured in the survey.

Number of Chronic Conditions
(HNMC Service Area, 2025)

= None
= One

= Two

= Three/More

Sources: o 2025 PRC Community Health Survey, PRC, Inc. [Item 107]

Notes: e Asked of all respondents.
e In this case, chronic conditions include asthma, cancer, chronic pain, diabetes, diagnosed depression, heart disease, high blood cholesterol, high blood pressure,
lung disease, obesity, and stroke.
Have Three or More Chronic Conditions
(HNMC Service Area, 2025)
50.7%
0,
38.5% . H3% . 9% 38.0%
31.9% 315% 34.5% 33.4% 348%  332% 32.0%

29.2%
18.8%

Women Men 18t039 40to64 65+ VeryLow Low Mid/High Hispanic White Black/ Asian LGBTQ+ Service Bergen
Income Income Income Afr Am Area  County
Sources: 2025 PRC Community Health Survey, PRC, Inc. [ltem 107]

31.6% I
us

2023 PRC National Health Survey, PRC, Inc.

Asked of all respondents.

In this case, chronic conditions include asthma, cancer, chronic pain, diabetes, diagnosed depression, heart disease, high blood cholesterol, high blood pressure,
lung disease, obesity, and stroke.

Notes:
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Activity Limitations

ABOUT DISABILITY & HEALTH

Studies have found that people with disabilities are less likely to get preventive health care services
they need to stay healthy. Strategies to make health care more affordable for people with disabilities
are key to improving their health.

In addition, people with disabilities may have trouble finding a job, going to school, or getting around
outside their homes. And they may experience daily stress related to these challenges. Efforts to
make homes, schools, workplaces, and public places easier to access can help improve quality of life
and overall well-being for people with disabilities.

— Healthy People 2030 (https://health.gov/healthypeople)

PRC SURVEY » “Are you limited in any way in any activities because of physical, mental, or
emotional problems?”

PRC SURVEY » [Adults with activity limitations] “What is the major impairment or health
problem that limits you?”

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

Most common conditions: HNMC Service Area
* Mental health

« Back/neck problems

 Arthritis

« Difficulty walking

« Heart problem

+ Bone/joint injury

23.0% 23.7% 21.5% 23.0% 23.1% 23.0%
Service Area Bergen County us 2016 2022 2025

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [ltems 83-84]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: @ Asked of all respondents.
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Limited in Activities in Some Way

Due to a Physical, Mental, or Emotional Problem
(HNMC Service Area, 2025)

36.3%

32.9%
27.6% 31.3% 27.3% 25.6% )
. a°/ 19 6% 21 5A 206%  20.6% 21, o% 23.0%
| . . - 6%

Women Men 18t039 40to64 65+ VeryLow Low  Mid/High Hispanic  White Black/ Asian  LGBTQ+ Service
Income  Income  Income Afr Am Area

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 83]
Notes: o Asked of all respondents.

High-lmpact Chronic Pain

PRC SURVEY I “Over the past six months, how often did physical pain limit your life or work

activities? Would you say: never, some days, most days, or every day?” (Reported here among
those responding “most days” or “every day.”)

Experience High-Impact Chronic Pain
(HNMC Service Area, 2025)
Healthy People 2030 = 6.4% or Lower

22% #T% 0 21.6%

18.5% 19.0% 17.0%
. 14.9% 15.3% 14.4%
. = 95% l I = . 126% - l o .

Women Men 18t039 40to64 65+ VeryLow Low Mid/High Hispanic White Black/ Asian LGBTQ+ Service Bergen  US
Income Income Income Afr Am Area  County

Sources: 2025 PRC Community Health Survey, PRC, Inc. [Item 31]

2023 PRC National Health Survey, PRC, Inc.

L]

L]

o US Department of Health and Human Services. Healthy People 2030. https:/health.gov/healthypeople
L]

L]

Notes: Asked of all respondents.

High-impact chronic pain includes physical pain that limits life or work activities on “most days” or “every day” of the past six months.
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Alzheimer’s Disease

ABOUT DEMENTIA

Alzheimer’s disease is the most common cause of dementia... . Dementia refers to a group of
symptoms that cause problems with memory, thinking, and behavior. People with dementia are more
likely to be hospitalized, and dementia is linked to high health care costs.

While there’s no cure for Alzheimer’s disease, early diagnosis and supportive care can improve
quality of life. And efforts to make sure adults with symptoms of cognitive decline — including
memory loss — are diagnosed early can help improve health outcomes in people with dementia.

Interventions to address caregiving needs can also help improve health and well-being in people with
dementia.

— Healthy People 2030 (https://health.gov/healthypeople)

Alzheimer’s Disease Deaths
Alzheimer’s disease mortality is outlined in the following chart. [COUNTY-LEVEL DATA]

Alzheimer's Disease Mortality Trends
(Annual Average Deaths per 100,000 Population)

e —

— T

20142016 2015-2017  2016-2018  2017-2019  2018-2020  2019-2021  2020-2022  2021-2023

===Bergen County 29.9 357 37.8 39.2 354 321 30.7 31.6
=NJ 24.8 279 29.7 30.5 30.0 285 27.0 253
=—US 332 359 36.8 372 383 379 376 35.8

Sources: e CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and
Informatics. Data extracted February 2025.

Notes: e Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).
e Rates are per 100,000 population.
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Caregiving

PRC SURVEY I “People may provide regular care or assistance to a friend or family member
who has a health problem, long-term illness, or disability. During the past 30 days, did you
provide any such care or assistance to a friend or family member?”

PRC SURVEY I» [Among those providing care] “What is the main health problem, long-term
iliness, or disability that the person you care for has?”

Act as Caregiver to a Friend or Relative
with a Health Problem, Long-Term lliness, or Disability

The top health issues affecting those HNMC Service Area
receiving their care include:

* Mental illness

+ Old age/frailty

» Dementia/cognitive impairment

* Heart disease

* Injuries/broken bones

22.0% 22.2% 22.8% 22.5% 23.0% 22.0%
Service Area Bergen County us 2016 2022 2025

Sources: o 2025 PRC Community Health Survey, PRC, Inc. [ltems 85-86]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents.

Key Informant Input: Disabling Conditions

The following chart outlines key informants’ perceptions of the severity of Disabling Conditions as a problem
in the community:

Perceptions of Disabling Conditions as a Problem in the Community
(Key Informants; Bergen County, 2025)

= Major Problem = Moderate Problem = Minor Problem = No Problem At All
36.4% 50.0% 10.2% I
Sources: e 2025 PRC Online Key Informant Survey, PRC, Inc. 3.4%
Notes: e Asked of all respondents.

Among those rating this issue as a “major problem,” reasons related to the following:

Aging Population

Aging population and lack of resources. — Social Services Provider

Elderly, chronic debilitating iliness affecting gait, lack of support to drive patients to health care and patients live
alone. — Health Care Provider

The community is aging. There are increases of chronic disease. — Public Health Representative
Our population is getting older, and people are becoming weaker. — Community Leader
Aging populations. — Health Care Provider
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The community has a large number of individuals, many elderly, who need extended care. Frequently this care is
provided by a family caregiver, who has nowhere to go for support, time off, assistance, or loss of income.
Getting professional caregivers is a bewildering array of poorly supported and understood procedures to be
followed, and that doesn’t always succeed. There are many individuals in nursing homes solely because they
can’t get appropriate care at home. This is a social and financial challenge that needs to be addressed.

— Community Leader

Pops. Population is growing older and growing old with these conditions. — Community Leader

Seniors are complaining of chronic pain, many are getting steroid shots, and getting operations that do not
improve their quality of life. — Community Leader

We have an extensive senior population and as they age, more disabling conditions emerge. Lack of quality and
affordable healthcare makes it challenging for people to always get the help they need. — Community Leader

With the older adult population representing a growing, larger percentage of the overall population, there is a
growing number of adults living with disabilities including mobility impairments, vision and hearing loss. Likewise,
dementia is a huge and growing problem and puts tremendous financial and caregiving burdens on families.
Much of our housing stock is not accessible for people with mobility impairments. — Community Leader

Increasing geriatric population, limited family support and inability to provide care for self, need for structural
setting and assisted living. — Physician

Incidence/Prevalence

There are so many people suffering from these conditions it is truly a major health issue. | personally know many
people who suffer from these conditions. Treatment is either unavailable or too expensive to access.
— Social Services Provider

Many people are walking with canes or walkers. — Community Leader
Conversations with people. — Community Leader

Chronic pain is a common complaint by patients including things like arthritis. They are sometimes unable to
unwilling to go to physical therapy. — Community Leader

We see many clients here that are physically or mentally disabled or impaired. — Community Leader
| see many people with mobility issues. Some work at it, some don't. — Social Services Provider
We meet people who have activity limitations, hearing problems, and dementia. — Community Leader

Access to Care/Services
They can prevent sufferers from being able to access essential services needed for a basic standard of living.
— Community Leader

Accessibility to follow up care, lack of awareness and education, stigma with accents and cultural stigmas, and
stereotypes, lack of support. — Community Leader

Not enough services to address these issues. — Physician
Not enough resources to help individuals with disabling conditions for day to day. — Public Health Representative
Lack of access. — Social Services Provider

Access to Care for Uninsured/Underinsured

Many people lack insurance coverage and transportation to see the proper medical professionals. Social
isolation for older adults causes dementia, loss of vision and hearing to go unnoticed by others.
— Social Services Provider

Eye care and glasses, hearing aids, dental treatments are not covered by Medicare. Older adults will usually go
to the eye doctor and pay the $75 for refraction that is not covered by Medicare. However, the expense for new
glasses can be prohibitive. Lower income older adults whose income is slightly over Medicaid eligibility delay
routine dental care and are often unable to pay the expense for crowns, implants, or dentures. The dental clinics
are crowded and often have long waits and provide limited services. The donated dental services can have waits
along as 6 months to a year and my experience with clients using this service have not been positive. Hearing
aids at $5,000+ a pair are unaffordable for many. The Hearing Aid project is available and the refurbished
hearing aids are better than nothing, but not ideal. In addition, many are unaware of this program. The HAAD
program provides $1,000 grant for hearing aids, but one must be on PAAD to qualify. — Social Services Provider

Diagnosis/Treatment

Lack of long-term cures. — Public Health Representative

Because | have chronic pain and once again my doctors want to solve all things with a pill. That's a major
problem. — Community Leader

Income/Poverty

See and hear many people complaining of an array of health complaints and lack of money to get help
— Community Leader
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Lack of financial resources and caretakers. — Community Leader
Affordable Care/Services

| personally know many people suffering with such conditions and all of them spend their last dollar trying to find
help. — Social Services Provider

Awareness/Education

Health literacy, access to health education in alternative languages. Obesity and mental health remain disabling
and limiting. — Health Care Provider

Built Environment

We do not live in a disability friendly community. It does not have reliable accessible transportation and services.
— Health Care Provider

Discrimination

There is still an unconscious bias and lack of cultural competency that exists between healthcare providers and
patients, impacting the ability to receive adequate and quality care. — Social Services Provider

Impact on Quality of Life

The disease progression of every chronic condition leads to disabling conditions that limits participating in
activities that could improve healthcare outcomes. — Health Care Provider

Transportation

Lack of access including transportation issues, having caregivers needing to go to appointments, online access
for people with limited digital literacy. — Health Care Provider

Isolation/Loneliness

They prevent residents from leaving their homes, leading to social isolation and loneliness. — Community Leader
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BIRTHS

ABOUT INFANT HEALTH

Keeping infants healthy starts with making sure women get high-quality care during pregnancy and
improving women’s health in general. After birth, strategies that focus on increasing breastfeeding
rates and promoting vaccinations and developmental screenings are key to improving infants’ health.
Interventions that encourage safe sleep practices and correct use of car seats can also help keep

infants safe.

The infant mortality rate in the United States is higher than in other high-income countries, and there
are major disparities by race/ethnicity. Addressing social determinants of health is critical for reducing

these disparities.

— Healthy People 2030 (https://health.gov/healthypeople)

Prenatal Care

This indicator reports the percentage of women who did not receive prenatal care during their first trimester

5?(;:1";‘;}%::’6”?5”&%“&& of pregnancy. This indicator can signify a lack of access to preventive care, a lack of health knowledge, or
assurance of infant other barriers to services. [COUNTY-LEVEL DATA]
health.

Lack of Prenatal Care in the First Trimester
(Percentage of Live Births, 2021-2023)

23.5% 22.3%
= - -
Bergen County NJ us

Sources: e Centers for Disease Control and Prevention, National Vital Statistics System. Accessed via CDC WONDER.
Note: e This indicator reports the percentage of women who do not obtain prenatal care during their first trimester of pregnancy.
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Birth Outcomes & Risks

Low-Weight Births

Low birthweight babies, those who weigh less than 2,500 grams (5 pounds, 8 ounces) at birth, are much
more prone to iliness and neonatal death than are babies of normal birthweight. Largely a result of receiving
poor or inadequate prenatal care, many low-weight births and the consequent health problems are
preventable. [COUNTY-LEVEL DATA]

Low-Weight Births
(Percent of Live Births, 2016-2022)

7.5% 7.9% 8.3%
Bergen County NJ us

Sources: e University of Wisconsin Population Health Institute, County Health Rankings.
e Center for Applied Research and Engagement Systems (CARES), University of Missouri Extension. Retrieved February 2025 via SparkMap (sparkmap.org).
Note: e This indicator reports the percentage of total births that are low birth weight (Under 2500g).

Infant Mortality

Infant mortality rates reflect deaths of children less than 1 year old per 1,000 live births. High infant mortality
can highlight broader issues relating to health care access and maternal/child health.
[COUNTY-LEVEL DATA]

Infant Mortality Trends

(Annual Average Infant Deaths per 1,000 Live Births)
Healthy People 2030 = 5.0 or Lower

.

2014-2016 2015-2017 2016-2018 2017-2019 2018-2020
===Bergen County 24 24 2.3 29 32
e NJ 45 44 44 41 4.2
S 59 5.9 58 57 5.6

Sources: e CDC WONDER Online Query System. Centers for Disease Control and Prevention, National Center for Health Statistics, Division of Vital Statistics.
Data extracted February 2025.
o Centers for Disease Control and Prevention, National Center for Health Statistics.
e US Department of Health and Human Services. Healthy People 2030. https:/health.gov/healthypeople
Notes: e This indicator reports deaths of children under 1 year old per 1,000 live births.
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Family Planning

ABOUT FAMILY PLANNING

Nearly half of pregnancies in the United States are unintended, and unintended pregnancy is linked to
many negative outcomes for both women and infants. ...Unintended pregnancy is linked to outcomes
like preterm birth and postpartum depression. Interventions to increase use of birth control are critical
for preventing unintended pregnancies. Birth control and family planning services can also help
increase the length of time between pregnancies, which can improve health for women and their
infants.

Adolescents are at especially high risk for unintended pregnancy. Although teen pregnancy and birth
rates have gone down in recent years, close to 200,000 babies are born to teen mothers every year
in the United States. Linking adolescents to youth-friendly health care services can help prevent
pregnancy and sexually transmitted infections in this age group.

— Healthy People 2030 (https://health.gov/healthypeople)

Births to Adolescent Mothers

The following chart outlines local teen births, compared to the state and nation. In many cases, teen parents

tlj'?trr?s' :genotr’]iq"g:f;”g'ﬁdse have unique health and social needs. High rates of teen pregnancy might also indicate a prevalence of
I Wi
to 19 years old, ¢ unsafe sexual behavior. [COUNTY-LEVEL DATA]

expressed as a rate per
1,000 female population
in this age cohort.

Teen Birth Rate
(Births to Adolescents Age 15-19 per 1,000 Females Age 15-19, 2016-2022)

16.6

Bergen County NJ

Sources: @ Centers for Disease Control and Prevention, National Vital Statistics System.
e Center for Applied Research and Engagement Systems (CARES), University of Missouri Extension. Retrieved February 2025 via SparkMap (sparkmap.org).
Notes: e This indicator reports the rate of total births to women under the age of 15-19 per 1,000 female population age 15-19.
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Key Informant Input: Infant Health & Family Planning

The following chart outlines key informants’ perceptions of the severity of Infant Health & Family Planning as
a problem in the community:

Perceptions of Infant Health & Family Planning

as a Problem in the Community
(Key Informants; Bergen County, 2025)

= Major Problem = Moderate Problem = Minor Problem = No Problem At All

46.1% 25.2% 9.6%

Sources: e 2025 PRC Online Key Informant Survey, PRC, Inc.
Notes: e Asked of all respondents.

Among those rating this issue as a “major problem,” reasons related to the following:

Awareness/Education

Information shared at some community information sessions and a conference at Bergen Community College.
— Community Leader

Access to education. — Community Leader

Working in the preschool program, | see a lot of parents having questions regarding behaviors
— Health Care Provider

| believe women are released from the hospital too soon after giving birth to a baby, especially their first baby.
More instructions should be given before releasing a mom as to how to feed an infant, bath, and keep a
schedule. Family planning is something that should be discussed as part of a high school program. Boys need to
take more responsibility and held accountable if they are involved with someone and she becomes pregnant. He
should be held accountable to help support the child he brings into the world. — Social Services Provider

Access to Care/Services

| work with students with special needs, and | strongly believe that parents are in need of more services like, free
insurance, healthy food, safety in the community. Workshops for educating parents in how to deal with children
with special needs. — Community Leader

Limited resources. — Community Leader
Inadequate services overall. Even harder for minorities. — Physician

Infant Mortality

Infant health and family planning are country-wide problems. The US has the highest infant mortality rate and
maternal mortality and morbidity than any other developed country. This is truly a disgrace. — Community Leader

NJ has one of the lowest scores for infant mortality in the nation and we are facing issues around maternal
hypertension. — Community Leader

Access to Care for Uninsured/Underinsured

Most folks are uninsured. — Social Services Provider
Lack of health insurance, doctors not understanding black women's issues. — Community Leader

Income/Poverty

Access to family planning and infant health depends on socioeconomic factors. — Community Leader

Financial resources. — Social Services Provider
Incidence/Prevalence
I The United States has an extremely low maternal and fetal health outcome. — Public Health Representative
Language Barrier
I Multilingual in community resources. — Health Care Provider
Infant Safe Sleep

I Infant safe sleep. — Community Leader
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MODIFIABLE HEALTH RISKS

Nutrition

ABOUT NUTRITION & HEALTHY EATING

Many people in the United States don’t eat a healthy diet. ...People who eat too many unhealthy
foods — like foods high in saturated fat and added sugars — are at increased risk for obesity, heart
disease, type 2 diabetes, and other health problems. Strategies and interventions to help people
choose healthy foods can help reduce their risk of chronic diseases and improve their overall health.

Some people don’t have the information they need to choose healthy foods. Other people don’t have
access to healthy foods or can’t afford to buy enough food. Public health interventions that focus on

helping everyone get healthy foods are key to reducing food insecurity and hunger and improving
health.

— Healthy People 2030 (https://health.gov/healthypeople)

Access to Fresh Produce

PRC SURVEY I “How difficult is it for you to buy fresh produce like fruits and vegetables at a

price you can afford — would you say: very difficult, somewhat difficult, not too difficult, or
not at all difficult?”

Find It “Very” or “Somewhat”

Difficult to Buy Affordable Fresh Produce
(HNMC Service Area, 2025)

45.4%
t 41.4%

35.8% 7%
29.0% 29.8% 30.3% I 30.0%
o 26.3% 26.9%
24.9% 23.5% 211/0 197% 23.6%
I I - 1% I l
us

Women Men 18to39 40to64 65+ Verylow Low MldIngh Hlspanlc White  Black/ Asian LGBTQ+ Service Bergen
Income Income Income Afr Am Area  County

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 66]

e 2023 PRC National Health Survey, PRC, Inc.
Notes: o Asked of all respondents.
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Low (Geographic) Food Access

Low food access is defined as living more than one mile from the nearest supermarket, supercenter, or large
grocery store in urban areas (10 miles in rural areas). This related chart is based on US Department of

Agriculture data. [COUNTY-LEVEL DATA]

Population With Low (Geographic) Food Access

(2019)
92,855 individuals
have low food access
23.8% 22.2%
Bergen County NJ us

Sources: e US Department of Agriculture, Economic Research Service, USDA - Food Access Research Atlas (FARA).
e Center for Applied Research and Engagement Systems (CARES), University of Missouri Extension. Retrieved February 2025 via SparkMap (sparkmap.org).
e Low food access is defined as living far (more than 1 mile in urban areas, more than 10 miles in rural areas) from the nearest supermarket, supercenter, or large

grocery store.

Notes:

Reading Food Labels

PRC SURVEY » “Generally speaking, do you read food labels to help you make decisions
about which food to select?”

Generally Use Food Labels to Make Purchasing Decisions

79.1% 76.8% 79.1%
70'7%/
Service Area Bergen County 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [Item 311]
Notes: @ Asked of all respondents.
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Physical Activity

ABOUT PHYSICAL ACTIVITY

Physical activity can help prevent disease, disability, injury, and premature death. The Physical
Activity Guidelines for Americans lays out how much physical activity children, adolescents, and
adults need to get health benefits. Although most people don’t get the recommended amount of
physical activity, it can be especially hard for older adults and people with chronic diseases or
disabilities.

Strategies that make it safer and easier to get active — like providing access to community facilities
and programs — can help people get more physical activity. Strategies to promote physical activity at
home, at school, and at childcare centers can also increase activity in children and adolescents.

— Healthy People 2030 (https://health.gov/healthypeople)

Leisure-Time Physical Activity

PRC SURVEY » “During the past month, did you participate in any physical activities or
exercises, such as running, calisthenics, golf, gardening, or walking for exercise?”

No Leisure-Time Physical Activity in the Past Month
Healthy People 2030 = 21.8% or Lower

HNMC Service Area

30.2% 27.
) 3 . - 24 8% M }
Service Area Bergen County 2016 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [ltem 69]
e Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.
e 2023 PRC National Health Survey, PRC, Inc.
e US Department of Health and Human Services. Healthy People 2030. https://health.gov/healthypeople
Notes: @ Asked of all respondents.
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Meeting Physical Activity Recommendations

ADULTS: RECOMMENDED LEVELS OF PHYSICAL ACTIVITY

“Meeting physical activity recommendations” includes adequate levels of both aerobic and
strengthening activity:

= Aerobic activity is at least 150 minutes per week of light-to-moderate activity, 75
minutes per week of vigorous physical activity, or an equivalent combination of both;

= Strengthening activity is at least 2 sessions per week of exercise designed to
strengthen muscles.

— 2013 Physical Activity Guidelines for Americans, US Department of Health and Human Services.
www.cdc.gov/physicalactivity

To measure physical activity frequency, duration and intensity, respondents were asked:

PRC SURVEY » “During the past month, what type of physical activity or exercise did you

Respondents could spend the most time doing?”

answer this series for up

131 RS G [l e PRC SURVEY » “And during the past month, how many times per week or per month did you
activity. The specific . . L

activities identified (e.g., take part in this activity?”

joggingﬁ, basketball,

treadmill, efc.) PRC SURVEY » “And when you took part in this activity, for how many minutes or hours did
determined the intensity P

values assigned to that you usually keep at it?

respondent when

calculating total aerobic Respondents were also asked about strengthening exercises:

physical_activity

hours/minutes. PRC SURVEY » “During the past month, how many times per week or per month did you do

physical activities or exercises to strengthen your muscles? Do not count aerobic activities
like walking, running, or bicycling. Please include activities using your own body weight, such
as yoga, sit-ups, or push-ups, and those using weight machines, free weights, or elastic
bands.”

Meets Physical Activity Recommendations

(HNMC Service Area, 2025)
Healthy People 2030 = 29.7% or Higher

32.7% 346% 32.2% a9 a0 o 32.5% % 31.3% 3039
30.3% 204% 30-5% 266% 2605 299% 308% ST 30.3%

26.9%
23.99

Women Men 18to39 40to64 65+ VeryLow Low Mid/High Hispanic White Blackl Asian LGBTQ+ Service Bergen
Income Income Income Afr Am Area  County

Sources: 2025 PRC Community Health Survey, PRC, Inc. [Item 110]

Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.

2023 PRC National Health Survey, PRC, Inc.

US Department of Health and Human Services. Healthy People 2030. https:/health.gov/healthypeople

Asked of all respondents.

Meeting both guidelines is defined as the number of persons age 18+ who report light or moderate aerobic activity for at least 150 minutes per week or who report
vigorous physical activity 75 minutes per week (or an equivalent combination of moderate and vigorous-intensity activity) and who also report doing physical
activities specifically designed to strengthen muscles at least twice per week.

Notes:
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Children’s Physical Activity

CHILDREN: RECOMMENDED LEVELS OF PHYSICAL ACTIVITY
Children and adolescents should do 60 minutes (1 hour) or more of physical activity each day.

— 2013 Physical Activity Guidelines for Americans, US Department of Health and Human Services.
www.cdc.gov/physicalactivity

PRC SURVEY I» [Among parents of children age 2-17] “During the past 7 days, on how many
days was this child physically active for a total of at least 60 minutes per day?”

Child Is Physically Active for One or More Hours per Day
(Children 2-17)

Girls 38.5%
Boys 42.3% HNMC Service Area
24 62.1%
5-12 33.9%
13-17 33.2%
402% 40.2%

32.5% 34.5% 325
27.4%

Service Area Bergen County 2016 2022 2025

Sources: o 2025 PRC Community Health Survey, PRC, Inc. [Item 94]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents with children age 2-17 at home.
o Includes children reported to have one or more hours of physical activity on each of the seven days preceding the survey.
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Weight Status

ABOUT OVERWEIGHT & OBESITY

Obesity is linked to many serious health problems, including type 2 diabetes, heart disease, stroke,
and some types of cancer. Some racial/ethnic groups are more likely to have obesity, which
increases their risk of chronic diseases.

Culturally appropriate programs and policies that help people eat nutritious foods within their calorie
needs can reduce overweight and obesity. Public health interventions that make it easier for people to
be more physically active can also help them maintain a healthy weight.

— Healthy People 2030 (https://health.gov/healthypeople)

Body Mass Index (BMI), which describes relative weight for height, is significantly correlated with total
body fat content. The BMI should be used to assess overweight and obesity and to monitor changes
in body weight. In addition, measurements of body weight alone can be used to determine efficacy of
weight loss therapy. BMI is calculated as weight (kg)/height squared (m2). To estimate BMI using
pounds and inches, use: [weight (pounds)/height squared (inches?)] x 703.

In this report, overweight is defined as a BMI of 25.0 to 29.9 kg/m2 and obesity as a BMI =30 kg/m?2.
The rationale behind these definitions is based on epidemiological data that show increases in
mortality with BMIs above 25 kg/mZ2. The increase in mortality, however, tends to be modest until a
BMI of 30 kg/m? is reached. For persons with a BMI 230 kg/m2, mortality rates from all causes, and
especially from cardiovascular disease, are generally increased by 50 to 100 percent above that of
persons with BMIs in the range of 20 to 25 kg/m?2.

— Clinical Guidelines on the Identification, Evaluation, and Treatment of Overweight and Obesity in
Adults: The Evidence Report. National Institutes of Health. National Heart, Lung, and Blood Institute in
Cooperation With The National Institute of Diabetes and Digestive and Kidney Diseases. September

1998.
Adult Weight Status
CLASSIFICATION OF OVERWEIGHT AND OBESITY BY BMI BMI (kg/m?)
Underweight <18.5
Healthy Weight 18.5-24.9
Overweight 25.0-29.9
Obese =30.0

Source: Clinical Guidelines on the Identification, Evaluation, and Treatment of Overweight and Obesity in Adults: The Evidence
Report. National Institutes of Health. National Heart, Lung, and Blood Institute in Cooperation With The National Institute of
Diabetes and Digestive and Kidney Diseases. September 1998.

COMMUNITY HEALTH NEEDS ASSESSMENT 100



PRC SURVEY I “About how much do you weigh without shoes?”

PRC SURVEY I “About how tall are you without shoes?”

Reported height and weight were used to calculate a Body Mass Index or BMI value (described above) for
each respondent. This calculation allows us to examine the proportion of the population who is at a healthy
weight, or who is overweight or obese (see preceding table).

Prevalence of Total Overweight (Overweight and Obese)

HNMC Service Area

64.4% 65.0% 64.8% 63.3% 64.0% 62. 9% 64.4%

Service Area Bergen County 2016 2022 2025

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [ltem 112]
e Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Based on reported heights and weights, asked of all respondents.
e The definition of overweight is having a body mass index (BMI), a ratio of weight to height (kilograms divided by meters squared), greater than or equal to 25.0.
The definition for obesity is a BMI greater than or equal to 30.0.

Prevalence of Obesity
Healthy People 2030 = 36.0% or Lower

HNMC Service Area

31.7% 33.9% BI%  317%

30.3% 28.9% 26_1%/\

2016 2022 2025

Service Area Bergen County

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [ltem 112]
e Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.
2023 PRC National Health Survey, PRC, Inc.
US Department of Health and Human Services. Healthy People 2030. https://health.gov/healthypeople
Based on reported heights and weights, asked of all respondents.
The definition of obesity is having a body mass index (BMI), a ratio of weight to height (kilograms divided by meters squared), greater than or equal to 30.0.

L]
L]
Notes: o
L]
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Prevalence of Obesity

(HNMC Service Area, 2025)
Healthy People 2030 = 36.0% or Lower

42.6%
37.0%

38.9% 371%
3135 338% 318%  31.7%

0,
M7%  31.3% 27.0% 28.4%
l I = I I

Women Men 18t039 40to64 65+ VeryLow Low  Mid/High Hispanic  White Black/ Asian  LGBTQ+ Service

29.8%

Income  Income  Income Afr Am Area
Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [Item 112]
e US Department of Health and Human Services. Healthy People 2030. https:/health.gov/healthypeople
Notes: e Based on reported heights and weights, asked of all respondents.
e The definition of obesity is having a body mass index (BMI), a ratio of weight to height (kilograms divided by meters squared), greater than or equal to 30.0,

regardless of gender.

Use of GLP-1 Agonists

PRC SURVEY I “Are you currently taking any type of GLP-1 medication?”

Respondents were

provided with the

following description: A

class of new prescription i - i
R Currently Taking GLP-1 Agonist
agonists are being

prescribed to treat

diabetes and/or for

weight loss. These often

involve giving oneself

daily or weekly injections.

Common brand names

include Trulicity,

Ozempic, Mounjaro,

Zepbound, and Wegovy.

171%
11.4% 10.6% 10.5%
= B
Healthy Weight Overweight/ Obese Service Area Bergen County

Not Obese

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [Item 303]
Notes: e Asked of all respondents.
e GLP-1 agonists defined for respondents as a class of drugs prescribed to treat diabetes and/or weight loss that can involve daily or weekly injections.
Common brand names mentioned were Trulicity, Ozempic, Mounjaro, and Wegovy.
e The definition of healthy weight is having a body mass index (BMI), a ratio of weight to height (kilograms divided by meters squared), of 18.5 to less than 25.0.
The definition of overweight but not obese is a BMI of 25.0 to less than 30.0. The definition for obesity is a BMI greater than or equal to 30.0.
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Children’s Weight Status

ABOUT WEIGHT STATUS IN CHILDREN & TEENS

In children and teens, body mass index (BMI) is used to assess weight status — underweight, healthy
weight, overweight, or obese. After BMI is calculated for children and teens, the BMI number is
plotted on the CDC BMI-for-age growth charts (for either girls or boys) to obtain a percentile ranking.
Percentiles are the most commonly used indicator to assess the size and growth patterns of
individual children in the United States. The percentile indicates the relative position of the child’s BMI
number among children of the same sex and age.

BMI-for-age weight status categories and the corresponding percentiles are shown below:

= Underweight <5 percentile

= Healthy Weight 25" and <85" percentile
= Overweight 285" and <95™ percentile
= Obese 295t percentile

— Centers for Disease Control and Prevention

The following questions were used to calculate a BMI value (and weight classification as noted above) for
each child represented in the survey:

PRC SURVEY I+ [Among parents of children age 5-17] “How much does this child weigh without
shoes?”

PRC SURVEY » [Among parents of children age 5-17] “About how tall is this child?”

Prevalence of Overweight in Children
(Children 5-17)

HNMC Service Area

90

3.
523% 29.6% 31.8% 33""%/'\32'3%

Service Area Bergen County us 2016 2022 2025

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [Item 113]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents with children age 5-17 at home.
e Overweight among children is determined by children’s Body Mass Index status at or above the 85" percentile of US growth charts by gender and age.
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Key Informant Input: Nutrition, Physical Activity & Weight

The following chart outlines key informants’ perceptions of the severity of Nutrition, Physical Activity &
Weight as a problem in the community:

Perceptions of Nutrition, Physical Activity & Weight

as a Problem in the Community
(Key Informants; Bergen County, 2025)

= Major Problem Moderate Problem = Minor Problem No Problem At All

39.0%

Sources: @ 2025 PRC Online Key Informant Survey, PRC, Inc.
Notes: o Asked of all respondents.

Among those rating this issue as a “major problem,” reasons related to the following:

Access to Affordable Healthy Food

Access to healthy food and the finances to afford it. — Community Leader
Lack of affordable food, affordable gyms. time and commitment. — Social Services Provider
Cost of nutritious meals and cost of weight loss drugs. — Community Leader

Lack of healthy foods offered, and cost associated with healthy eating. It is easier to eat fattening fast foods
because of convenience and lower cost. — Social Services Provider

Keeping motivation. Perception that eating healthy is expensive. Lack of time for people to focus on these three
aspects of their life. Making meals that are healthy and taste good, that their whole household will enjoy.
— Health Care Provider

Access to healthy and affordable food options, affordable gyms, and access to nutritionists accepting insurance
plans like Medicaid. — Health Care Provider

Areas that have limited access to healthy, unprocessed foods. Needing to work multiple jobs to make ends meet
so there's less time to exercise, eat at optimal times to manage weight, etc. — Public Health Representative

Access to nutritious and affordable foods, time for exercise. — Community Leader
Good food is expensive, people do not prioritize their own health. — Community Leader

Awareness/Education

Education around healthy eating and exercise. Access to healthy food, proximity and cost. — Community Leader

Lack of guidance and insurance reimbursement for preventative medicine and treatment plans.
— Health Care Provider

Nutrition education access is challenging. Social media misinformation. — Health Care Provider
Education of healthy food. — Physician
Advertising and a lifestyle that is dependent on fast food. — Community Leader

This should be addressed while students are still in high school. This should be part of the health program
instead of the programs that are being taught regarding sexuality. — Social Services Provider

Education and the ability to buy nutritious foods due to financial constraints. Difficult for some to get to free
facilities that offer physical activity. — Community Leader

Lack of education around nutrition and physical activity. Lack of personal finances to eat healthy and work with a
trainer on proper exercise. — Social Services Provider

Obesity

Obesity seems to be an issue with more reliance on taking medication such as Ozempic, and less effort with
healthy diet and exercise. Motivation may also be a challenge, as well as such easy access to junk food and
unhealthy snacks. — Public Health Representative

Excess weight and lack of activity. — Community Leader
Obesity is a significant challenge, overeating and limited physical activity. — Physician

Obesity in kids and adults. The main reasons are dietary habits, physical inactivity.
— Public Health Representative
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Obesity and its associated co morbid conditions. — Physician
Obesity and the new profusion of quick weight loss potions available on the market. — Social Services Provider

Nutrition

Increase fast food restaurants, lack of reading nutritional information labels, social media advertisements of
sweets and other unhealthy items. — Community Leader

Many people don't have a good grasp of healthy eating especially in regard to weight loss. Wide availability of
cheap junk food and high grocery store prices makes it tough to make best choices for food.
— Community Leader

Eating well, on a budget and food security. — Community Leader
Poor nutrition and obesity. — Community Leader

Lifestyle

Free diet, walking, exercise and wellness groups. — Social Services Provider

Eating worse food, decrease in physical activity are leading to increase weight. Ozempic is now a running
problem for a quick fix to lose weight. — Public Health Representative

Bad habits. — Health Care Provider
Time. — Public Health Representative

Insufficient Physical Activity

Finding active physical activities for preschoolers and families to find. — Health Care Provider

There are very few free or low-cost opportunities for adults to engage in physical activity within the city. The
recreation dept offers nothing for adults (tennis lessons, swim lessons, Zumba, boxing, etc...) There are none for
kids outside of sports teams. — Community Leader

Finding the time to exercise throughout our busy days. — Social Services Provider
Spending too much time on screens and lack of exercise. — Health Care Provider

Denial/Stigma

Getting people in a comfortable space so they can begin their journey away from judgement.
— Community Leader

Admitting that you need help with nutrition, physical activity and weight. — Community Leader

Built Environment

Over dependence on cars for travel, communities that aren't walkable, food insecurity and lack of nutrition
education. — Community Leader

Access to Care/Services

No available quality programs. Local hospitals not interested in this topic. No interest in preventive medicine from
major hospitals. — Physician

Foreign-Born

Undocumented, no papers to work, low income, extremely vulnerable, living in the food desert, and having no
access to healthy nutritious food. — Social Services Provider

Hunger/Malnutrition

Food insufficiency since these effects the ability of children to learn and people to remain healthy.
— Community Leader

Funding

Access to services since the reduction of federal funding in this space. — Health Care Provider
Aging Population

Many seniors are craving exercise and any movement daily. — Community Leader
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Substance Use

ABOUT DRUG & ALCOHOL USE

More than 20 million adults and adolescents in the United States have had a substance use disorder
in the past year. ...Substance use disorders can involve illicit drugs, prescription drugs, or alcohol.
Opioid use disorders have become especially problematic in recent years. Substance use disorders
are linked to many health problems, and overdoses can lead to emergency department visits and
deaths.

Effective treatments for substance use disorders are available, but very few people get the treatment
they need. Strategies to prevent substance use — especially in adolescents — and help people get
treatment can reduce drug and alcohol misuse, related health problems, and deaths.

— Healthy People 2030 (https://health.gov/healthypeople)

Alcohol

Alcohol-Induced Deaths
The following chart outlines alcohol-induced mortality in the area. [COUNTY-LEVEL DATA]

Alcohol-Induced Mortality Trends
(Annual Average Deaths per 100,000 Population)

2014-2016 20152017  2016-2018  2017-2019  2018-2020  2019-2021 ~ 2020-2022  2021-2023

===Bergen County 49 53 6.0 6.7 79 8.1 8.3 7.7
wNJ 6.2 6.5 741 76 8.4 8.9 9.0 85
S 10.2 10.7 111 114 127 144 155 15.7

Sources: e CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and
Informatics. Data extracted February 2025.
Notes: e Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).
e Rates are per 100,000 population.

COMMUNITY HEALTH NEEDS ASSESSMENT 106



Excessive Drinking

PRC SURVEY > “During the past 30 days, on how many days did you have at least one drink
of any alcoholic beverage such as beer, wine, a malt beverage, or liquor?”

PRC SURVEY > “On the day(s) when you drank, about how many drinks did you have on
average?”

PRC SURVEY i “Considering all types of alcoholic beverages, how many times during the
past 30 days did you have 5 (if male)/4 (if female) or more drinks on an occasion?”

Excessive drinking includes heavy and/or binge drinkers:

= HEAVY DRINKING » men reporting 2+ alcoholic drinks per day or women reporting 1+
alcoholic drink per day in the month preceding the interview.

= BINGE DRINKING » men reporting 5+ alcoholic drinks or women reporting 4+ alcoholic drinks
on any single occasion during the past month.

Engage in Excessive Drinking

HNMC Service Area

34.3%
6.0%  24.3%
18.2% 19.4% 15.7% NZ%
- .
Service Area Bergen County NJ 2016 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [Item 116]
e Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.
e 2023 PRC National Health Survey, PRC, Inc.
Notes: @ Asked of all respondents.
e Excessive drinking reflects the percentage of persons age 18 years and over who drank more than two drinks per day on average (for men) or more than one drink
per day on average (for women) OR who drank 5 or more drinks during a single occasion (for men) or 4 or more drinks during a single occasion (for women) during
the past 30 days.
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Marijuana/THC

PRC SURVEY » “During the past 12 months, have you used marijuana or products containing
THC in any form? This includes use of traditional marijuana, hashish, edibles, and
concentrates like hash oil, wax, or shatter. It does not include use of CBD oils.”

Used Marijuana/THC in the Past Year

HNMC Service Area

18.8% 201% 182%  18.8%
Service Area Bergen County 2016 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [ltem 306]
Notes: @ Asked of all respondents.
e Use of marijuana or products containing THC in any form, including traditional marijuana, hashish, edibles, and concentrates like hash oil, wax, or shatter. Does not
include use of CBD oils.

Other Drugs

Unintentional Drug-Induced Deaths

Unintentional drug-induced deaths include all deaths, other than suicide, for which drugs are an underlying
cause. A “drug” includes illicit or street drugs (e.g., heroin and cocaine), as well as legal prescription and
over-the-counter drugs; alcohol is not included. The following chart outlines local mortality for unintentional
drug-induced deaths. [COUNTY-LEVEL DATA]

Unintentional Drug-Induced Mortality Trends
(Annual Average Deaths per 100,000 Population)

—

2014-2016 20152017  2016-2018  2017-2019  2018-2020  2019-2021 ~ 2020-2022  2021-2023

===Bergen County 94 111 13.2 14.5 16.2 17.6 179 15.8
e===NJ 16.3 215 26.9 298 30.7 30.8 31.0 308
=S 14.3 16.5 17.9 18.6 208 246 283 29.7

Sources: e CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and
Informatics. Data extracted February 2025.
Notes: e Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).
e Rates are per 100,000 population.
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lllicit Drug Use

PRC SURVEY > “During the past 30 days, have you used an illegal drug or taken a
Note: As a seif-reported prescription drug that was not prescribed to you?”
measure — and because
this indicator reflects
potentially illegal behavior
— it is reasonable to . . .
expect that it might be Illicit Drug Use in the Past Month
underreported, and that
actual illicit drug use in

the community is likely HNMC Service Area
higher.
8.4%
2o 22 B @ @—
\
——
Service Area Bergen County us 2022 2025

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 40]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents.

Use of Prescription Opioids
PRC SURVEY I “Opiates or opioids are drugs that doctors prescribe to treat pain. Examples

Opioids are a class of of prescription opiates include morphine, codeine, hydrocodone, oxycodone, methadone, and
drugs used to treat pain. L. . o

Examples presented to fentanyl. In the past year, have you used any of these prescription opiates?

respondents include

morphine, codeine, PRC SURVEY I “Have you or has a member of your family ever received treatment for
;ygtggg:;ea’:ﬁgggﬂﬁ‘ addiction to a prescription medication or been referred by a doctor, nurse, or other health
Common brand name professional for this type of care?”

opioids include Vicodin,
Dilaudid, Percocet,
OxyContin, and Demerol.

Used a Prescription Opioid in the Past Year
(HNMC Service Area, 2025)

9.8% of respondents report that they or a member of
their household have been referred to or treated for
an addiction to prescription medications.

15.1%
ggy 108% gqy 118% ga 108% 106% 109% 142% 12.5% .

% s 78% 6.9% 10 0% 9.2%
{]
T r1Tresrre1ire-~ .

Women Men 18t0o39 40to64 65+ VeryLow Low Mid/High Hispanic White Black/ Asian LGBTQ+ Semce Bergen
Income Income Income Afr Am Area  County

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Items 41, 307]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents.
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Personal Impact From Substance Use

PRC SURVEY » “To what degree has your life been negatively affected by your own or
someone else’s substance use issues, including alcohol, prescription, and other drugs?
Would you say: a great deal, somewhat, a little, or not at all?”

Life Has Been Negatively Affected

by Substance Use (by Self or Someone Else)
(HNMC Service Area, 2025)

45.4%

40.3% 39.9% 3799

Women Men 18t039 40to64 65+ VeryLow Low Mid/High Hispanic White Black/ Asian LGBTQ+ Service Bergen  US
Income Income Income Afr Am Area  County

37.4%
308y o41% 33.1% 33.2%

IIII216%I

37.1%

32.5% 32.8%

32.1%
27.4%
I I 148%

Sources: 2025 PRC Community Health Survey, PRC, Inc. [ltem 43]

L]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents.
e Includes response of “a great deal,” “somewhat,” or “a little.”

Key Informant Input: Substance Use

The following chart outlines key informants’ perceptions of the severity of Substance Use as a problem in
the community:

Perceptions of Substance Use as a Problem in the Community
(Key Informants; Bergen County, 2025)

= Major Problem = Moderate Problem = Minor Problem = No Problem At All
29.3% 52.6% 13.8% I
Sources: e 2025 PRC Online Key Informant Survey, PRC, Inc. 4.3%
Notes: e Asked of all respondents.

Among those rating this issue as a “major problem,” reasons related to the following:

Access to Care/Services

Good treatment programming for those without Commercial insurance, stigma and its effects on individuals and
families, lack of available services (Methadone treatment is not available in Bergen County), lack of treatment
that is not abstinence-based, only community-based recovery support center is not community-based as it is
located on the grounds of Bergen New Bridge Medical Center, a location that is difficult to get to - people don't
want to go to - and is inside the hospital requiring a pass from security and having a whole lot of people know
where a person is going. — Community Leader

Access to drug rehab facilities. — Health Care Provider

Available facilities. Education on available resources. — Community Leader
Hospitals not allocating resources to this problem. — Physician

Wait time for treatment. — Health Care Provider

Limited sober living and long-term rehab. — Physician

There are not enough places in the area, there are not enough people to help the places that are in the areas
have limited hours available to help and are always crying they have no money. — Community Leader
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Awareness/Education

Awareness of available resources, like the 24-hour crisis hotline that could offer individuals and families guidance
and support. Increasing awareness of and utilization of the 24-hour line could alleviate the burden on people
trying to find resources in times of need. The absence of an involuntary commitment law, specific to matters
related to substance use, adds to the trauma and burden of the disease. Specifically, voices of family members
have been heard loudly over the years pleading for the system to allow them to access needed care for their
loved one whose decision-making skills have been severely impacted by substances. Family members believe
that having the ability to commit their loved one to detox/treatment would save lives. The allowable length of
stays in detox/treatment etc. are counterproductive to addiction science. Opportunities to have save housing &
meaningful employment must be increased to support individuals' recovery. — Social Services Provider

The lack of knowledge in the resources available and how to initiate care. — Physician
Where to go, admitting there is a problem to need help. — Public Health Representative
High schools are not doing enough. More programs are needed for the teenagers. — Social Services Provider

Denial/Stigma

The stigma around getting help. — Community Leader
Stigma and lack of walk-in sites. — Social Services Provider
Shame and people not wanting to admit they have a problem. — Community Leader

In my opinion the greatest barrier related to access substance use treatment in BC community are stigma,
shortage of qualified addiction treatment professionals, co-occurring disorders, high cost of treatment.
— Public Health Representative

Affordable Care/Services

Money. — Community Leader

| am not very familiar with substance use treatment options, but | believe barriers would include cost of care,
stigma and denial around seeking out treatment, other stressors that make seeking out treatment a low priority.
— Community Leader

Insurance Issues

Access to substance use treatment is often obstructed due to lack of accepted insurances by most substance
use programs. Substance use programs that accept Medicare and Medicaid plans are extremely challenging to
find, for both inpatient and outpatient levels of care in our community. Lack of transportation to and from
substance use programs in our community also significantly impacts this population's ability to participate in
services. — Social Services Provider

Law Enforcement

Fear of the law. Space availability in programs. Oh yes and the cost of an effective rehabilitation program. There
is also no crystal meth specific treatment available in Bergen County to my knowledge.
— Social Services Provider

Narcan

Narcan---many people do not understand its purpose and automatically associate it with drug use. There are
many other situations that require Narcan (i.e. a child who finds a pill on the floor, eats it thinking that its candy &
it ends up being an opioid, etc). — Community Leader

Funding

Access to services since the reduction of federal funding in this space. Lack of interest in providers willing to
work together, county shows preference to Care Plus. — Health Care Provider

Incidence/Prevalence
People are still dying from overdoses. Fentanyl is a huge problem for our communities. — Health Care Provider
Prevention/Screenings

More resources are needed for programs to not only help substance abuse but also prevention too.
— Community Leader

Social Media

Increase in social media advertisements, accessibility to smoking stores and liquor stores, accessibility to vapes.
— Community Leader
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Tobacco Use

ABOUT TOBACCO USE

More than 16 million adults in the United States have a disease caused by smoking cigarettes, and
smoking-related illnesses lead to half a million deaths each year.

Most deaths and diseases from tobacco use in the United States are caused by cigarettes. Smoking
harms nearly every organ in the body and increases the risk of heart disease, stroke, lung diseases,
and many types of cancer. Although smoking is widespread, it's more common in certain groups,
including men, American Indians/Alaska Natives, people with behavioral health conditions, LGBT
people, and people with lower incomes and education levels.

Several evidence-based strategies can help prevent and reduce tobacco use and exposure to
secondhand smoke. These include smoke-free policies, price increases, and health education
campaigns that target large audiences. Methods like counseling and medication can also help people
stop using tobacco.

— Healthy People 2030 (https://health.gov/healthypeople)

Cigarette Smoking

PRC SURVEY » “Do you currently smoke cigarettes every day, some days, or not at all?”
(“Currently Smoke Cigarettes” includes those smoking “every day” or on “some days.”)

Prevalence of Cigarette Smoking
(HNMC Service Area, 2025)

= Every Day
= Some Days
= Not At All

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 34]
Notes: e Asked of all respondents.
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Currently Smoke Cigarettes
Healthy People 2030 = 6.1% or Lower

HNMC Service Area

23.9%

16.7% 16.7%
12.7%
us

Service Area Bergen County NJ 2016 2022 2025

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [Item 34]

e Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.

e 2023 PRC National Health Survey, PRC, Inc.

e US Department of Health and Human Services. Healthy People 2030. https://health.gov/healthypeople

e Asked of all respondents.

o Includes those who smoke cigarettes every day or on some days.

Notes:

Environmental Tobacco Smoke

PRC SURVEY > “In the past 30 days, has anyone, including yourself, smoked cigarettes,
cigars, or pipes anywhere in your home on an average of four or more days per week?”

The following chart details these responses among the total sample of respondents, as well as among only
households with children (age 0-17).

Member of Household Smokes at Home

HNMC Service Area

17.9% among
households with

children
17.7% " 13.9%
_1 3.9% 10.3% - 9'8% 12.9A | |
Service Area Bergen County us 2016 2022 2025

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [Items 35, 114]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: @ Asked of all respondents.
e “Smokes at home” refers to someone smoking cigarettes, cigars, or a pipe in the home an average of four or more times per week in the past month.
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Use of Vaping Products

PRC SURVEY » “Electronic vaping products, such as electronic cigarettes, are battery-
operated devices that simulate traditional cigarette smoking but do not involve the burning of
tobacco. Do you currently use electronic vaping products, such as electronic cigarettes, every
day, some days, or not at all?”

(“Currently Use Vaping Products” includes use “every day” or on “some days.”)

Currently Use Vaping Products
(HNMC Service Area, 2025)

29.0%
24.5%

21.2% 19.2% 218% 0 17.3% 18.5%
" ’ 139/
12.0% 1.7% b 11z°/
- l I ﬁ . l o . o 6% o .
- HmNE

Women Men 18t039 40to64 65+ VerylLow Low Mid/High Hispanic White Black/  Asian LGBTQ+ Service Bergen NJ
Income Income Income Afr Am Area  County

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 36]

Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.

2023 PRC National Health Survey, PRC, Inc.

Notes: e Asked of all respondents.

Includes those who use vaping products every day or on some days.

Key Informant Input: Tobacco Use

The following chart outlines key informants’ perceptions of the severity of Tobacco Use as a problem in the
community:

Perceptions of Tobacco Use as a Problem in the Community
(Key Informants; Bergen County, 2025)

= Major Problem = Moderate Problem = Minor Problem = No Problem At All

20.0% 48.7% 25.2% l

Sources: e 2025 PRC Online Key Informant Survey, PRC, Inc.
Notes: e Asked of all respondents.

Among those rating this issue as a “major problem,” reasons related to the following:

E-Cigarettes
Tobacco and vaping. A lot of schools have had to put in vaping detectors in schools in schools we are always
finding vaping and tobacco products. — Community Leader

Vaping devices have increase access and appeal around tobacco products. The large amount of nicotine
included makes it more addicting. Devices are designed to attract kids: video game vapes (vapes you actually
play games on), solar powered devices, collectable devices, etc. — Health Care Provider

Vaping is common in younger individuals. — Public Health Representative
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It is nicotine not tobacco related to vaping. There are so many people, especially young people who begin and
are addicted to vaping. — Community Leader

Impact on Quality of Life

Tobacco has major effects on your long-term health. — Community Leader
It's not healthy. — Community Leader
Tobacco use leads to a number of health issues, and it is very prevalent. — Community Leader

Many people still smoke even though the health risks are better communicated because the nicotine is addictive.
— Public Health Representative

Social Norms/Community Attitude

Acculturation and the accessibility to tobacco, social media influence. — Community Leader
It has been socially acceptable for so long. — Community Leader

It is a major problem given that tobacco use is not considered by most people as an addiction and is a social
norm in some communities. — Physician

Awareness/Education

Not enough is taught in the high schools about the addiction to tobacco. — Social Services Provider

With all the information we have today, | find it hard to understand why so many people still smoke and why
anyone vapes. — Social Services Provider

Incidence/Prevalence

High incidence and prevalence of its use. — Physician

We don't see as much smoking as vaping. Smoking seems to have drastically downsized. Yet, there is still not
enough available for people who have been addicted for many years. — Social Services Provider

Easy Access

Easy accessibility to nicotine vapes has caused dependence with individuals starting at a very young age. This
causes significant increase in anxiety and panic related disorders, a decreased ability to try healthier ways of
coping. — Social Services Provider

Addiction

It is addictive and expensive. — Social Services Provider
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Sexual Health

ABOUT HIV & SEXUALLY TRANSMITTED INFECTIONS

Although many sexually transmitted infections (STIs) are preventable, there are more than 20 million
estimated new cases in the United States each year — and rates are increasing. In addition, more
than 1.2 million people in the United States are living with HIV (human immunodeficiency virus).

Adolescents, young adults, and men who have sex with men are at higher risk of getting STls. And

people who have an STI may be at higher risk of getting HIV. Promoting behaviors like condom use
can help prevent STls.

Strategies to increase screening and testing for STls can assess people’s risk of getting an STl and
help people with STlIs get treatment, improving their health and making it less likely that STIs will
spread to others. Getting treated for an STI other than HIV can help prevent complications from the
STI but doesn’t prevent HIV from spreading.

— Healthy People 2030 (https://health.gov/healthypeople)

HIV

The following chart outlines prevalence (current cases, regardless of when they were diagnosed) of HIV per
100,000 population in the area. [COUNTY-LEVEL DATA]

HIV Prevalence
(Prevalence Rate of HIV per 100,000 Population, 2022)

449.7

386.6

232.3

Bergen County NJ

Sources: @ Centers for Disease Control and Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention.
e Center for Applied Research and Engagement Systems (CARES), University of Missouri Extension. Retrieved February 2025 via SparkMap (sparkmap.org).
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Sexually Transmitted Infections (STIs)

Chlamydia

Chlamydia is the most commonly reported STI in the United States; most people who have chlamydia are
unaware, since the disease often has no symptoms.

Gonorrhea

Anyone who is sexually active can get gonorrhea. Gonorrhea can be cured with the right medication; left
untreated, however, gonorrhea can cause serious health problems in both women and men.

The following chart outlines local incidence for these STls. [COUNTY-LEVEL DATA]

Chlamydia & Gonorrhea Incidence
(Incidence Rate per 100,000 Population, 2022)

= Bergen County =NJ =US

495.0

357.9

) .

194.4

100.7
56.3
_——
Chlamydia Gonorrhea

Sources: e Centers for Disease Control and Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention.
e Center for Applied Research and Engagement Systems (CARES), University of Missouri Extension. Retrieved February 2025 via SparkMap (sparkmap.org).

Key Informant Input: Sexual Health

The following outlines key informants’ perceptions of Sexual Health as a problem in the community:

Perceptions of Sexual Health as a Problem in the Community
(Key Informants; Bergen County, 2025)

= Major Problem = Moderate Problem = Minor Problem = No Problem At All

- 05

Sources: e 2025 PRC Online Key Informant Survey, PRC, Inc.
Notes: e Asked of all respondents.

Among those rating this issue as a “major problem,” reasons related to the following:

Awareness/Education

Sexual Health should be addressed as part of the high school programs and how to prevent getting these
diseases. — Social Services Provider

Prevention/Screenings

I No interest from major hospitals in this area. No preventive measures available. — Physician

Incidence/Prevalence

I STDs are on the rise. — Public Health Representative
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Here, respondents were
asked about gambling,
which involves betting
money or possessions on
any of the following
activities: casino games,
including slot machines
and table games; the
lottery, including scratch
tickets, pull tabs, and
lotto; sports betting;
internet gambling; bingo;
or any other type of
wagering.

Gambling

PRC SURVEY » “In the past 12 months, has gambling — by you or someone close to you —

led to problems in your work, family, or personal life?”

Negatively Affected by Gambling

(by Self or Someone Else) in the Past Year
(HNMC Service Area, 2025)

13.4% 10”’

8.6Y 9.6% o
3.6% 4 -o 4.0% 21'7 5.9% - 5.5% 3.3% 5.8% . 8.5% 58%  46%
iy [ ey ] e

Women Men 18t039 40to64 65+ VeryLow Low Mid/High Hispanic White  Black/  Asian LGBTQ+ Service Bergen
Income Income Income Afr Am Area  County

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [Item 315]
Notes: o Asked of all respondents.
e Forthis issue, gambling refers to betting money or possessions on any of these activities: casino games (including slot machines and table games); the lottery
(including scratch tickets, pull tabs, and lotto); sports betting; internet gambling; bingo; or any other type of wagering.

COMMUNITY HEALTH NEEDS ASSESSMENT

118



ACCESS TO HEALTH CARE

ABOUT HEALTH CARE ACCESS

Many people in the United States don’t get the health care services they need. ...About 1 in 10
people in the United States don’t have health insurance. People without insurance are less likely to
have a primary care provider, and they may not be able to afford the health care services and
medications they need. Strategies to increase insurance coverage rates are critical for making sure
more people get important health care services, like preventive care and treatment for chronic
illnesses.

Sometimes people don’t get recommended health care services, like cancer screenings, because
they don’t have a primary care provider. Other times, it's because they live too far away from health
care providers who offer them. Interventions to increase access to health care professionals and
improve communication — in person or remotely — can help more people get the care they need.

— Healthy People 2030 (https://health.gov/healthypeople)

Lack of Health Insurance Coverage

Survey respondents were asked a series of questions to determine their health care insurance coverage, if

Here, lack of health any, from either private or government-sponsored sources.

insurance coverage

q%f'gtg‘{‘(*;%‘;”iiz}ﬁdﬁgg PRC SURVEY » “Do you have any government-assisted health care coverage, such as

the Medicare bopmation) Medicare, Medicaid, or VA/military benefits?”

who have no type of

insurance coverage for PRC SURVEY » “Do you currently have: health insurance you get through your own or

health care services — Ise’ | ion: health i h If t th h
TR e P e e someone else’s employer or union; health insurance you purchase yourself or get through a
nor government- health insurance exchange website; or, you do not have health insurance and pay for health

SECECE R care entirely on your own?”

Lack of Health Care Insurance Coverage

(Adults 18-64)
Healthy People 2030 = 7.6% or Lower

HNMC Service Area

11.4%

73% 6.7% _ 8.1% 73% 6% 73y
Service Area Bergen County NJ us 2016 2022 2025

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 117]

Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.

2023 PRC National Health Survey, PRC, Inc.

US Department of Health and Human Services. Healthy People 2030. https:/health.gov/healthypeople

Notes: o Reflects respondents age 18 to 64.
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Lack of Health Care Insurance Coverage
(Adults 18-64; HNMC Service Area, 2025)
Healthy People 2030 = 7.6% or Lower

16.0% 4309, 13.2% 12.8%

e e [ e -
“ «L/0
RS —— I
B N e

Women Men 18t039 40to64 VeryLow Low  Mid/High Hispanic White  Blackk  Asian LGBTQ+ Service
Income Income Income Afr Am Area

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 117]

e US Department of Health and Human Services. Healthy People 2030. https:/health.gov/healthypeople
Notes: o Reflects respondents age 18 to 64.

COMMUNITY HEALTH NEEDS ASSESSMENT 120



Difficulties Accessing Health Care

Barriers to Health Care Access

To better understand health care access barriers, survey participants were asked whether any of the

following barriers to access prevented them from seeing a physician or obtaining a needed prescription in

the past year.

PRC SURVEY
had difficulty finding a doctor?”

PRC SURVEY
appointment to see a doctor?”

PRC SURVEY
could not because of the cost?”

PRC SURVEY

“Was there a time in the past 12 months when you needed medical care but

“Was there a time in the past 12 months when you had difficulty getting an

“Was there a time in the past 12 months when you needed to see a doctor but

“Was there a time in the past 12 months when a lack of transportation made it

difficult or prevented you from seeing a doctor or making a medical appointment?”

PRC SURVEY

PRC SURVEY

“Was there a time in the past 12 months when you were not able to see a
doctor because the office hours were not convenient?”

“Was there a time in the past 12 months when you needed a prescription

medicine but did not get it because you could not afford it?”

PRC SURVEY

doctor due to language or cultural differences?”

Also:

PRC SURVEY

“Was there a time in the past 12 months when you were not able to see a

“Was there a time in the past 12 months when you skipped doses or took

smaller doses in order to make your prescriptions last longer and save costs ?”

The percentages shown in the following chart reflect the total population, regardless of whether medical care

was needed or sought.

Barriers to Access Have
Prevented Medical Care in the Past Year

= Service Area = Bergen County

has worsened has worsened
over time over time

L, f

Inconvenient
Office Hours

21.3%
29.0%
33.4%
26.5%
25 3%
22.9%
20.6%

Getting a
Dr Appointment

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Items 6-13]

8.8%

Cost

(Doctor Visit)

e 2023 PRC National Health Survey, PRC, Inc.

Notes: e Asked of all respondents.
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21.6%
20.1%

has worsened

over time

e

8.3%
22.0%

Finding
a Doctor

In addition, 15.9% of adults have skipped
doses or stretched a needed prescription
in the past year in order to save costs.

has worsened
over time

over time
has worsened
over time
3 |
N
o
N

Cost Lack of Language/
(Prescriptions)  Transportation Culture

has worsened

19.1%
16.1%

-16.1%
oo
I

E

I
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The following charts reflect the composite percentage of the total population experiencing problems

accessing health care in the past year (indicating one or more of the aforementioned barriers), again
regardless of whether they needed or sought care.

Experienced Difficulties or Delays of Some Kind
in Receiving Needed Health Care in the Past Year

HNMC Service Area

50.7% 51.2% 525% 887% 507,

39'9%/\

Service Area Bergen County us 2016 2022 2025

Sources: e 2025 PRC Community Health Survey, PRC, Inc. [Item 119]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents.

e Percentage represents the proportion of respondents experiencing one or more barriers to accessing health care in the past 12 months.

Experienced Difficulties or Delays of Some Kind

in Receiving Needed Health Care in the Past Year
(HNMC Service Area, 2025)

55.5% 55.6% 80.8%
=" 20 51.6%

! I I

57.2% 56.6%

50.1%  49.4%

49.6% 50.7%

47.5%

44.3%
38.4%

Women Men 18t039 40to64 65+ VeryLow Low Mid/High Hispanic White Black/ Asian LGBTQ+ Service
Income Income Income Afr Am

Area
Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [Item 119]
Notes: e Asked of all respondents.

e Percentage represents the proportion of respondents experiencing one or more barriers to accessing health care in the past 12 months.
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Accessing Health Care for Children

Surveyed parents were also asked if, within the past year, they experienced any trouble receiving medical
care for a randomly selected child in their household.

PRC SURVEY I+ [Among parents of children age 0-17] “Was there a time in the past 12 months
when you needed medical care for this child but could not get it?”

Had Trouble Obtaining Medical Care for Child in the Past Year
(Children 0-17)

HNMC Service Area

11.5% 9.0% 1.1% 103% 2%  15%
I seees S 2~
Service Area Bergen County us 2016 2022 2025

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [Item 90]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents with children age 0 to 17 in the household.

Key Informant Input: Access to Health Care Services

The following chart outlines key informants’ perceptions of the severity of Access to Health Care Services as
a problem in the community:

Perceptions of Access to Health Care Services

as a Problem in the Community
(Key Informants; Bergen County, 2025)

= Major Problem = Moderate Problem = Minor Problem = No Problem At All

63.1% 16.4% 10.7%

Sources: e 2025 PRC Online Key Informant Survey, PRC, Inc.
Notes: o Asked of all respondents.

Among those rating this issue as a “major problem,” reasons related to the following:

Affordable Care/Services
Financial accessibility, even with insurance co-pays and deductibles are too expensive and burdensome on
individuals and families. — Community Leader

Cost. Discrimination to racial and financial minorities. Stigma of mental iliness. Limited services for mental health.
— Physician

Affordability and location. — Social Services Provider

High cost to see doctor and emergency for limited resource population. — Community Leader
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Access to Care/Services

As a community nurse, | deal with a lot of families who do not have access to the health system. Students with
special needs are more vulnerable to get services like dental and get free visits to the ophthalmologist or the
waiting list is too long. — Community Leader

Getting an appointment when you need one, not being told next appointment is three weeks. That does not help
when you are ill. - Community Leader

Getting to see a primary care doctor or specialist within a reasonable timeframe. — Physician
Access to Care for Uninsured/Underinsured

There is plenty of healthcare to be had in Bergen County, with five hospitals within the county's borders, and
many more hospitals and doctors in NYC. There is a problem of access, though, for people who are uninsured or
underinsured. For them, the ER is often the only option they have for care because of cost. - Community Leader

Lack of insurance, limited funding for Charity Care programs. Most importantly, with the mass deportations, many
families do not want to leave their homes unless it's only for work. — Public Health Representative

Affordable Insurance

High cost of health insurance for middle class working population. — Health Care Provider

Although it's an indirect issue, the cost of medical insurance including prescription drugs. People's budgets are
being strained, and they should not have to choose between health care and other basic needs.
— Community Leader

Focus on Prevention

Focus on prevention and healthy lifestyles. Invest time and resources and access to folks who can teach the
community and motivate. — Health Care Provider

Language Barrier
Spanish speakers don't know where to find/understand where to find resources. — Health Care Provider
Awareness/Education

Lack of awareness where they can receive care. — Community Leader

COMMUNITY HEALTH NEEDS ASSESSMENT 124



Primary Care Services

ABOUT PREVENTIVE CARE

Getting preventive care reduces the risk for diseases, disabilities, and death — yet millions of people
in the United States don’t get recommended preventive health care services.

Children need regular well-child and dental visits to track their development and find health problems
early, when they’re usually easier to treat. Services like screenings, dental check-ups, and
vaccinations are key to keeping people of all ages healthy. But for a variety of reasons, many people
don’t get the preventive care they need. Barriers include cost, not having a primary care provider,
living too far from providers, and lack of awareness about recommended preventive services.

Teaching people about the importance of preventive care is key to making sure more people get
recommended services. Law and policy changes can also help more people access these critical
services.

— Healthy People 2030 (https://health.gov/healthypeople)

Access to Primary Care

The following chart shows the number of active primary care physicians per 100,000 population. This

Note that this indicator indicator is relevant because a shortage of health professionals contributes to access and health status
takes into account only .
orimary oare phySicians. issues. [COUNTY-LEVEL DATA]

It does not reflect primary
care access available
through advanced

practice providers, such Number of Primary Care Physicians per 100,000 Population
as physician assistants or
nurse practitioners. (2021 )

113.4

74.9

1,082 Primary Care

Physicians

Bergen County NJ

Sources: e Centers for Medicare and Medicaid Services, National Plan and Provider Enumeration System (NPPES).
e Center for Applied Research and Engagement Systems (CARES), University of Missouri Extension. Retrieved February 2025 via SparkMap (sparkmap.org).
Notes: e Doctors classified as "primary care physicians" by the AMA include general family medicine MDs and DOs, general practice MDs and DOs, general internal
medicine MDs, and general pediatrics MDs. Physicians age 75 and over and physicians practicing sub-specialties within the listed specialties are excluded.
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Utilization of Primary Care Services

PRC SURVEY » “A routine checkup is a general physical exam, not an exam for a specific
injury, illness, or condition. About how long has it been since you last visited a doctor for a
routine checkup?”

Have Visited a Physician for a Checkup in the Past Year

79.3% 79.2% 79.3%
76.4%
. & 4% 70.7%
65.3%
l HNMC Service Area
Service Area Bergen County 2016 2022 2025

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [ltem 16]
o Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.
e 2023 PRC National Health Survey, PRC, Inc.
Notes: e Asked of all respondents.

PRC SURVEY I» [Among parents of children age 0-17] “About how long has it been since this
child visited a doctor for a routine checkup or general physical exam, not counting visits for a
specific injury, illness, or condition?”

Child Has Visited a Physician

for a Routine Checkup in the Past Year
(Children 0-17)

88.9% 90.2% 88.9%

0,
77.5% B0

HNMC Service Area

0-4 86.5%
5-12 91.3%
13-17 89.0%

Service Area Bergen County us 2016 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [ltem 91]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: @ Asked of all respondents with children age 0 to 17 in the household.
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Post-Pandemic Health Care

PRC SURVEY » “Since the COVID-19 pandemic, do you feel that you are back on track for
getting preventive health care services, such as routine medical checkups, health screenings,

and dental care?”

Feel “Back on Track” for Receiving

Preventive Health Care After COVID-19 Pandemic
(HNMC Service Area, 2025)

88.9%

85.2% 82.6% 84.5%
795%  78.1% o 2 T810% geqe T90% 788% T9T%
.1 /0 .0/0
67.4%
III 571%IIIIII

Women Men 18t0o39 40to64 65+ VeryLow Low Mid/High Hispanic White  Black/  Asian LGBTQ+ Service Bergen
Income Income Income Afr Am Area  County

Sources: 2025 PRC Community Health Survey, PRC, Inc. [Item 317]

Notes: e Asked of all respondents.
o Preventive health care defined for respondents as services like routine medical checkups, health screenings, and dental care.

PRC SURVEY > “Have you experienced any adverse health effects as a result of health care
that was missed or delayed during the COVID-19 pandemic?”

Have Experienced Adverse Health Effects from

Missed/Delayed Medical Care During COVID-19 Pandemic
(HNMC Service Area, 2025)

15.4%  14.2% 15.5%
. 9.9% 95% 109% ggo

10.4% 9.2% 11.0% 11.0% 6.3% . 8.4% . 10.0% 88%
TT I =M1 FTTITI

Women Men 18t0o39 40to64 65+ VeryLow Low Mid/High Hispanic White  Black/  Asian LGBTQ+ Service Bergen
Income Income Income Afr Am Area  County

Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [Item 316]
Notes: e Asked of all respondents.
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Oral Health

ABOUT ORAL HEALTH

Tooth decay is the most common chronic disease in children and adults in the United States.
...Regular preventive dental care can catch problems early, when they’re usually easier to treat. But
many people don’t get the care they need, often because they can’t afford it. Untreated oral health
problems can cause pain and disability and are linked to other diseases.

Strategies to help people access dental services can help prevent problems like tooth decay, gum
disease, and tooth loss. Individual-level interventions like topical fluorides and community-level
interventions like community water fluoridation can also help improve oral health. In addition, teaching
people how to take care of their teeth and gums can help prevent oral health problems.

— Healthy People 2030 (https://health.gov/healthypeople)

Dental Care

PRC SURVEY > “About how long has it been since you last visited a dentist or a dental clinic
for any reason?”

Have Visited a Dentist or Dental Clinic Within the Past Year
Healthy People 2030 = 45.0% or Higher

0,
71.5% 68.3% 70.7%

65.2% 65.2%
59. 0%
56.5%
. HNMC Service Area

Service Area Bergen County 2016 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [Item 17]
e Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Services, Centers for Disease Control
and Prevention (CDC): 2023 New Jersey data.
e 2023 PRC National Health Survey, PRC, Inc.
e US Department of Health and Human Services. Healthy People 2030. https://health.gov/healthypeople
Notes: e Asked of all respondents.
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PRC SURVEY I+ [Among parents of children age 2-17] “About how long has it been since this
child visited a dentist or dental clinic?”

Child Has Visited a Dentist or Dental Clinic Within the Past Year
(Children 2-17)
Healthy People 2030 = 45.0% or Higher

86.3%

83.2% 83.2%
77.8% 74.7%
66.4%
75.8%
83.7%
87.9%
HNMC Service Area
Service Area Bergen County us 2016 2022 2025
Sources: @ 2025 PRC Community Health Survey, PRC, Inc. [Item 93]
e 2023 PRC National Health Survey, PRC, Inc.
e US Department of Health and Human Services. Healthy People 2030. https://health.gov/healthypeople
Notes: @ Asked of all respondents with children age 2 through 17.

Key Informant Input: Oral Health

The following chart outlines key informants’ perceptions of the severity of Oral Health as a problem in the
community:

Perceptions of Oral Health as a Problem in the Community
(Key Informants; Bergen County, 2025)

= Major Problem = Moderate Problem = Minor Problem = No Problem At All

13.8% 55.2% 25.9%

Sources: e 2025 PRC Online Key Informant Survey, PRC, Inc.
Notes: e Asked of all respondents.

5.2%

Among those rating this issue as a “major problem,” reasons related to the following:

Access to Care for Uninsured/Underinsured

Lack of dental insurance. — Community Leader

Very few people, especially low-income, have dental insurance or the means to pay for care, so oral health is far
down the list of priorities. Poor oral health is tied to poor medical outcomes. Access is a problem for those with
low incomes. — Community Leader

Not all residents have dental health coverage which makes it too costly for them to get preventive and corrective
care. — Public Health Representative

Affordable Care/Services

Cost and insurance covering minimum. — Community Leader
For older adults, affordability. — Social Services Provider
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The cost is astronomical. A simple root canal is thousands of dollars... even if insured, 1 tooth can put someone
in debt; that is only if you can find a dentist who will do it without payment up front. Oh yeah, and should we
discuss implants? We all know the importance to oral health care and how it affects healthcare in general. The
cosmetic side of dentistry is also essential in today's society where your employment can and is often based on
physical appearance. — Social Services Provider

Access to Care/Services

Access to dental care for children. — Health Care Provider
Access to care, lack of insurance coverage. — Community Leader
Not having access to healthcare. — Community Leader

Nutrition

Food items, expensive dental services. — Community Leader
Oral health is horrible due to lack of nutrition. — Social Services Provider

Awareness/Education

| do believe this should be part of the high school programs and students should be taught hygiene in health
classes. — Social Services Provider
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LOCAL RESOURCES

Perceptions of Local Health Care Services

PRC SURVEY > “How would you rate the overall health care services available to you? Would
you say: excellent, very good, good, fair, or poor?”

Perceive Local Health Care Services as “Fair/Poor”

HNMC Service Area

15.0% 11.2% 12.2%
\—

12.2% 10.7% 11.5%
Service Area Bergen County us 2016 2022 2025

Sources: ® 2025 PRC Community Health Survey, PRC, Inc. [Item 5]
e 2023 PRC National Health Survey, PRC, Inc.
Notes: @ Asked of all respondents.
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Resources Available

to Address Significant Health Needs

The following represent potential measures and resources (such as programs, organizations, and facilities in
the community) identified by key informants as available to address the significant health needs identified in
this report. This list only reflects input from participants in the Online Key Informant Survey and should not
be considered to be exhaustive nor an all-inclusive list of available resources.

Access to Health Care Services

Bergen Volunteer Medical Initiative
Bergen’s Promise

Earl Wheaton Family Care Center
Englewood Health

Hackensack Health Department
Hackensack Meridian

Holy Name Hospital

Hospitals

Little Ferry Family Success Center
Neighbor Plus

North Hudson Community Action
Urgent Care Facilities
YMCA/YWCA

Cancer

Cancer Centers
CancerCare

Cancer Education and Early Detection
Program

Chemotherapy and Radiation
Chilton Hospital
Churches

Community Focus on Prevention/Healthy
Lifestyles

Community Support Groups
Community-Based Health Centers
Doctors’ Offices

Elmwood Park Homeowners Association
Englewood Health

Englewood Hospital

Faith-Based Organizations

Federally Qualified Health Center
Hackensack Hospital

Hackensack Medical Health Network
Hackensack Meridian

Hackensack Meridian Health-John Theurer
Cancer Center

Health Screening Vans
Health Screenings
Holy Name Hospital
Hospice Care
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Hospitals

JayFund

Library

Media

Memorial Sloan

Mental Health Resources
MSK Satellite

New Jersey Cancer Education
Pain Management

Personal Meeting

Regional Cancer Care Associates
Sloan Kettering

Tomorrows Children’s Fund
Town Hall

Town Van

Valley - Mount Sinai Comprehensive Cancer
Care

Valley Health Community Benefit Department

Valley Health Robert and Audrey Luckow
Pavilion

Valley Hospital System

Diabetes

24 Hour Glucose Monitoring

Bergen County Department of Health Services
Bergen County Support Center

Bergen Family Center

Bergen New Bridge Medical Center
Bergen Volunteer Medical Initiative
Center for Diabetes Ridgewood

Chilton Hospital

Churches

Community Chest

Community-Based Education Programs
Community-Based Health Centers
Community-Based Organizations
Diabetes Association

Diabetes Foundation

Diabetes Prevention Programs
Dietitians

Discount Grocery Stores

Doctors’ Offices

132



Englewood Diabetes Center
Englewood Health

Englewood Health Department
Englewood Hospital

Farmers’ Markets

Federally Qualified Health Center
Food Bank/Food Pantry

Fresh Food Markets

Hackensack Diabetes Center
Hackensack Hospital

Handouts

Health Care Facilities

Health Screening Vans

Holy Name Hospital

Hospital Zooms

Hospitals

Live Well Center

ManKave Black Men’s Health Fair
Medication Assistance Programs
Medication Management

Molly Diabetes Education and Management
Center

NAACP

North Hudson Community Action
Nurse Teaching

Nutrition Centers

Nutritionists

Pharmacy

Shelter

Shirvan Family Live Well Center
ShopRite

Social Services

Transportation Options

Urgent Care Facilities

Valley Health Community Benefit Department
Valley Home Care

Valley Hospital System

Women, Infants and Children
YMCA/YWCA

Disabling Conditions

AARP

Access Transport

ADA Organizations

Adler Aphasia Center

Alzheimer’s Association

Bergen County Transportation
Bergen Family Center

Bright Side Family

Children’s Aid and Family Services
Churches

Community-Based Education Programs
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Community-Based Organizations

Day Programs for Mentally Ill/Substance
Abusers

Dispatch Health

Doctors’ Offices

Elevators

Englewood Health Department
Federally Qualified Health Center
Hackensack Hospital

Hackensack Meridian

Hackensack University Medical Center
Health Screenings

Heightened Independence and Program
Center

High Focus

Holy Name Day Away Program
Holy Name Hospital

Hospitals

Leonia Senior and Rec Center
Lifetime Fitness

Local Boards of Health
Long-Term Care Facilities
Meals on Wheels

Northwest Bergen Regional Health
Commission

Office for Disabled

Online Government Resources/Programs
Physical Therapy

Private Dementia Care Facilities
Private Hearing Aid Dealers
Public Transportation
Rebuilding Together

Residential Facility

Senior Centers

Senior Citizen Programs

Senior Transportation Services
ShopRite

Skilled Nursing Facilities

Supportive/Neurocognitive Programs for
Elderly

Town Van

Universities

Urgent Care Facilities

Valley Health Community Benefit Department
Valley Hospital System

Vocational Therapy

Wheelchair Ramps

Women, Infants and Children

Heart Disease & Stroke

Bergen County Department of Health Services
Bergen County Health Department
Bergen New Bridge Medical Center
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Bergen Volunteer Medical Initiative
Bilingual Services

Blood Pressure Monitors

Charity Care Clinics

Chilton Hospital

Community Fairs

Community Outreach

Community-Based Education Programs

Community-Based Health Centers
Congestive Heart Failure Clinic
Doctors’ Offices

Educational Programs

EMS Systems

Englewood Health Department
Englewood Hospital

Federally Qualified Health Center
Fitness Centers/Gyms
Hackensack Hospital
Hackensack Meridian

Hackensack University Medical Center

Health Care Facilities

Heart Association

Holy Name Hospital

Hospitals

Local Boards of Health
Long-Term Care Facilities
Medication Assistance Programs
Mobile Clinics

Northwest Bergen Regional Health
Commission

Online Multi-Language Information
Parks and Recreation

Physical Therapy

Rehabs for Recovery

Senior Citizen Programs

Shirvan Family Live Well Center
ShopRite

Skilled Nursing Facilities

Stroke Centers

Urgent Care Facilities

Valley Health Community Benefit Department

Valley Hospital System
Walking Groups

Wellness Centers

Women, Infants and Children
YMCA/YWCA

Infant Health & Family Planning

Baby Basics

Bergen County Family Planning
Bergen Volunteer Medical Initiative
Birthright
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Community Outreach
Community-Based Health Centers
Doctors’ Offices

Englewood Hospital

HAARP

Hackensack Health Department
Hackensack Meridian

Holy Name Hospital

Hospitals

Lifenet

Lighthouse

Maternal Child Health

New Hope Infant Resource Center
North Hudson Community Action
Planned Parenthood

Shirvan Family Live Well Center
Valley Hospital System

Injury & Violence

211

Behavioral Health Services

Bergen County Jail

Center for Hope and Safety

Charity Care Clinics

Community Policing

Community Safety Events
Community-Based Programs for Shelter/Food
County Resources

Division of Child Protection and Permanency
Hospitals

Medical Care

Neighborhood Watch

Physical Therapy

Police

School System

Self-Care

Mental Health

988

Anti-Drug Programs

Apps

Arrive Together Initiative

Behavioral Health Services

Bergen County Department of Health Services

Bergen County Division of Mental Health and
Addiction

Bergen Family Center

Bergen New Bridge Medical Center
Bergen Regional

Bergen Volunteer Medical Initiative
Bergen’s Promise
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Body Positive Works

Bridgeway

Buddies of NJ

Care Plus

Center for Alcohol and Drug Resources
Children’s Aid and Family Services

Children’s Mobile Crisis Response and
Stabilization

Christian Healthcare Center

Collaborative Support Programs of New
Jersey

Community Mental Health Organizations
Community Outreach

Community Support Groups
Community-Based Education Programs
Community-Based Health Centers
Community-Based Programs for Shelter/Food
Comprehensive Behavioral Health Care
Counseling

Defining Moment Foundation
Department of Community Affairs
Division of Child Protection and Permanency
Doctors’ Offices

Employee Assistance Programs
Englewood Health

Food Bank/Food Pantry

Hackensack Hospital

Hackensack University Medical Center
Health Department

High Focus

Holy Name Hospital

Home Health Visits

Hospitals

Insurance Companies

Intensive Outpatient Treatment

Library

Lukin Center

Medical Care

Medicare

Mental Health Association of New Jersey
Mental Health Center

Mental Health Literacy

National Alliance on Mental lliness
National Institute of Mental Health

New Jersey Help Lines

North Hudson

Pascack Mental Health Center

Perform Care

Pines Bergen Health

Police

Private Mental Health Services

Project Hope

Ridgewood Community Center

COMMUNITY HEALTH NEEDS ASSESSMENT

School System

Sober Living

Spring House for Women

Substance Use Treatment/Partial Program
Supreme Consultants

Team Management 2K

Telehealth Services

The Counseling Center at Fair Lawn

Town Hall

Valley Health Community Benefit Department
Valley Hospital System

Valley Psychiatry

Vantage Health

Virtual Therapy Providers

Wellspring

West Bergen Mental Health

Westwood Walk-In Center

Nutrition, Physical Activity & Weight

Bergen County Health Department
Bergen Family Center

Bergen Volunteer Medical Initiative
Center for Food Action

Children’s Health Insurance Program
Dietitians

Doctors’ Offices

Englewood Health

Englewood Health Department
Englewood Hospital

Faith-Based Organizations
Federally Qualified Health Center
Fitness Centers/Gyms

Food Bank/Food Pantry
Hackensack Hospital

Health Department

HealthBarn

Holy Name Hospital

Hospitals

Lifetime Fitness

Live Well Center

Nonprofits

North Hudson Community Action
Nutrition Centers

Nutritionists

Parks and Recreation

Pilates Programs

Rodda Center

Safe/Well Lit Place to Walk
School System

Shirvan Family Live Well Center
ShopRite

Telehealth Services
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Town or Country Free Exercise Classes
Valley Health Community Benefit Department
Valley Hospital System

Wellness Events

YMCA/YWCA

Oral Health

Bergen Community College

Board of Education Dental Health Program
Community Support Groups

Dental Offices

Federally Qualified Health Center
Hackensack Meridian

Hackensack University Medical Center
Health Screenings

Hospitals

North Hudson Community Action
School System

Respiratory Diseases

American Lung Association

Bergen County Health Department
Bergen New Bridge Medical Center
Community Outreach
Community-Based Education Programs
Doctors’ Offices

Englewood Health

Englewood Hospital

Hackensack Hospital

Hackensack Meridian

Hackensack University Medical Center
Holy Name Hospital

Hospitals

Pulmonary Rehab

Quit Centers

Smoke Enders

Stop Smoking Resources

Valley Hospital System

Walgreens

Sexual Health

Doctors’ Offices

Social Determinants of Health

211

Behavioral Health Services

Bergen Community College

Bergen County Center for Food Action

COMMUNITY HEALTH NEEDS ASSESSMENT

Bergen County Community Action
Bergen County Department of Health Services

Bergen County Department of Human
Services

Bergen County Department of Social Services
Bergen County Division of Senior Services
Bergen County Housing Authority

Bergen Family Center

Bergen New Bridge Medical Center

Bergen Volunteer Medical Initiative

Board of Social Services

Breast Cancer Center

Bright Side Family

Cancer Education and Early Detection
Program

Center for Food Action

Children’s Aid and Family Services
Children’s Health Insurance Program
Community Chest

Community Development Block Grants
Community Health Nurses
Community-Based Organizations
Education Through Science-Based Programs
Englewood Health

Environmental Programs

Fair Housing

Faith-Based Organizations

Family Promise

Family Support Organization
Federally Qualified Health Center
Food Bank/Food Pantry

Greater Bergen Community Action
Hackensack Hospital

Health and Human Services Center
Health Department

Hearts

HHH Center

Hospitals

Housing

In the Meantime

Jewish Family and Children’s Services of
Northern NJ

Library

Lighthouse
Making-It-Home
Media

Medical Care
Medicare

Metro Community Center
NAACP

Parks and Recreation
Police

Quit Centers

School System
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Social Services Tobacco Use

State/County Senior Services Department

Town Boroughs Behavioral Health Services

B County P tion Coaliti
Transition Professionals ergen Lounty Frevention Loatition

Valley Hospital System Bergen New Bridge Medical Center

ter for Alcohol Drug R
Women, Infants and Children gen er o.rt ;o odagld r'ug i esources
Women'’s Right Information Center ommunity-Sased Lrganizations

YMCA/YWCA County Resources

Doctors’ Offices
Faith-Based Organizations
Substance Use Hackensack Meridian

Health Department
AA/NA

Absolute Awakenings

Holy Name Hospital

Hospitals

Behavioral Health Services Medical Care

Bergen County Adolescent Substance Abuse

New Jersey Help Lines
Program

Public Service Announcements
Bergen County Department of Health Services .
, i Quit Centers
Bergen County Prosecutor’s Office Quiti
uitline
Bergen New Bridge Medical Center

. School System
Black Poster Project
Buddies of NJ

Care Plus

State Resources
Stop Smoking Resources

Youth Tobacco Action Grou
Center for Alcohol and Drug Resources P

Children’s Aid and Family Services
ChoicePoint

Community-Based Organizations
Court House

Defining Moment Foundation
Englewood Health

Eva’s Village

Evergreen

Faith-Based Organizations
Hackensack Hospital

High Focus

Holy Name Hospital

Hospitals

Inpatient Rehab

Inpatient Unit for Substance Abuse
Integrity House

Intensive Outpatient Treatment
Medical Care

Narcan

Police

Ridgewood Community Center
School System

Social Services

Spring House for Women

Stop Smoking Resources

Team Management 2K

The Counseling Center at Fair Lawn
Urgent Care Facilities

Vantage Health

West Bergen Mental Health
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APPENDIX I: DEMOGRAPHIC SAMPLE COMPARISONS

The following table compares the results for select indicators in the service area in comparison to benchmark data, as well as by select demographic characteristics. The
highlighted cells reflect responses that are significantly higher than those of one or more opposing groups, as determined by statistical testing.

Very L ' l :
. Low Mid/High . . . . Service | Bergen
Ho|y Name Medical Center Low i Hispanic  Asian  Black/AA | LGBTQ+ Area County

Income

Health Literacy
"Seldom/Never" understand written health info 18.4% 10.6%
"Seldom/Never" understand spoken health info

15.2% 13.4% 11.1% 8.0% — 10.0%

Wellness & Prevention: Access

No health insurance (age 18-64) 16.0% 13.0% 3.7% 1.8% 13.2% 2.2% 8.0% 12.8% 7.3% 6.7% 11.4% 8.1%
Difficulty accessing health care in past year 60.8% 50.1% 49.4% 44.3% 57.2% 49.6% 47.5% 56.6% 50.7% 51.2% — 52.5%
No routine checkup in past year 17.7% 24.3% 21.4% 19.5% 24.5% 26.0% 14.0% 19.9% 20.8% 23.6% 20.8% 34.7%

No Pap smear in past 2 years (women 21-65) 29.4% 36.5% 16.8% 15.2% 27.4% 32.7% 19.1% 39.9% 23.1% 19.4% — 24.6%

2 Prave R
& O on &

Overweight or obese (BMI=25) 60.5% 69.8% 64.4% 62.9% 70.7% 36.5% 70.4% 67.5% 64.4% 65.0% 64.8% 63.3%

Do not meet physical activity recommendations 76.1% 67.8% 69.7% 69.5% 70.6% 73.4% 67.5% 73.1% 70.1% 69.2% 68.7% 69.7%
Food insecure 80.2% 68.9% 24.5% 25.5% 48.2% 27.3% 51.8% 47.9% 37.9% 26.6% — 43.3%

Difficult to find fresh produce 45.4% 41.4% 21.1% 19.7% 35.8% 11.1% 30.3% 31.7% 26.9% 23.6% — 30.0%

Chronic & Complex Conditions ‘

Ever told have high blood pressure 38.4% 36.3% 37.6% 43.3% 35.1% 22.6% 38.5% 39.4% 37.4% 37.8% 33.4% 40.4%

Ever told have diabetes 12.9% 15.5% 11.9% 12.8% 13.7% 10.8% 10.6% 13.4% 13.1% 10.8% 10.5% 12.8%

Ever told have borderline/pre-diabetes 14.3% 16.8% 18.8% 17.4% 21.1% 17.3% 13.2% 16.3% 17.9% 19.6% — 15.0%
Currently have asthma 11.3% 20.3% 10.0% 11.7% 13.1% 4.0% 10.5% 10.9% 11.8% 10.7% 8.6% 17.9%

[Child] Ever told has asthma 7.7% 18.7% 9.5% 7.0% 9.6% 8.4% 24.3% 17.1% 10.5% 9.6% — 16.7%
Symptoms of chronic depression 59.4% 46.9% 35.1% 33.2% 49.1% 27.5% 42.1% 54.4% 40.1% 37.1% — 46.7%
Unable to get MH services in past year 21.8% 14.1% 7.9% 9.0% 12.3% 4.6% 15.0% 27.7% 10.7% 8.8% — 13.2%
Adults who smoke cigarettes 26.3% 22.7% 14.3% 17.5% 18.4% 8.4% 19.3% 26.0% 16.7% 9.2% 9.1% 23.9%

Adults who use vaping products 19.2% 21.8% 12.0% 11.7% 15.8% 8.6% 17.3% 29.0% 13.9% 11.2% 6.3% 18.5%
Adults with heavy/binge drinking 17.5% 17.2% 19.3% 21.9% 17.3% 15.6% 15.9% 33.1% 18.2% 19.4% 15.7% 34.3%

Life impacted by own/someone else’s | 53 50, | 4030, | 324% | 39.9% | 27.4% | 14.8% | 37.9% | 37.1% | 325% | 32.8% — 45.4%
substance use

Adults who use THC products 20.2% 23.3% 18.1% 18.2% 19.1% 13.9% 25.4% 45.3% 18.8% 20.1% — n/a

Note: Highlighted cells reflect a high prevalence in comparison to one or more opposing groups, based on tests for statistical significance.
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APPENDIX II: FINDINGS FROM FOCUS
GROUPS & KEY INFORMANT INTERVIEWS

Methods

Including the voices of residents, community leaders, and health and social services providers in our
community enriches our understanding of statistical data, revealing insights into the gaps in care that
individuals face and how service providers can collaborate to address these issues. These conversations
are essential for developing practical, localized solutions designed to improve the quality of life for everyone
in Bergen County, New Jersey, as part of the CHNA process.

35th Street Consulting, a New Jersey-based, woman-owned business, has been hired by the Bergen County
Community Health Improvement Partnership (CHIP) to conduct interviews with community leaders and
facilitate focus groups comprising individuals from various backgrounds within Bergen County. In 2025, 35th
Street Consulting conducted one-on-one interviews with fourteen community leaders and held nine focus
groups, totaling 48 individuals. All interviewees and focus group participants were selected by members of
Bergen County CHIP.

Aligned with best practices, 35th Street Consulting employs Community-Based Participatory Research
(CBPR) methods to engage stakeholders and gather diverse perspectives, defining and solving challenges
alongside the individuals who experience them. CBPR is a partnership approach to research that involves
stakeholders, organizational representatives, and researchers in the research process and honors
participants’ expertise and input in co-developing solutions.

A Neéw Bridge N0 Christian R Gt

/ Medical Center Improvement
A Clinical Affiliate of RUTTGERS )N Health -/
ENGLEWOQD  :{3s Hackensack Meridian 2.3, Hackensack Meridian
HEALTH R Ly * Pascack Valley Medical Center

Vall
HolyName B Health

System e
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Key Informant Interviews

Incorporating viewpoints from various community leaders through one-on-one, in-depth conversations
provides a broad and high-level community perspective on different segments of the population. In-depth
interviews offer an opportunity to engage leaders from traditional partners, as well as hard-to-reach and
historically underrepresented groups, at the beginning of the Community Health Needs Assessment (CHNA)
process. This approach helps to gain insight into local strategic thinking and fosters connections with leaders
from segments of the population where there is an interest in exploring solutions to address existing needs.

35th Street Consulting conducted fourteen interviews with selected strategic leaders identified by the Bergen
County Community Health Improvement Partnership (CHIP) partners. These leaders represent a wide range
of leadership expertise from across Bergen County. The one-on-one conversations proved invaluable for
delving deeply into the experiences of different stakeholder groups, capturing unique perspectives, gathering
input on priority needs, and generating recommendations for addressing issues at a systemic level.

Key informants participated in one-hour interviews via Zoom with qualitative researchers from 35th Street
Consulting between January and March 2025. The discussions focused on perceptions of community
strengths and needs, as well as observations of emerging trends at the organizational, local, regional, state,
and national levels. Respondents had the opportunity to share their priorities and concerns regarding their
organizations and the communities they serve. Each interviewee was also asked to describe the actions and
initiatives they would most like to support through their participation.

The analysis of the data from the interviews yielded both strategic themes and direct needs.

Working poor need help Youth mental health

Residents are aging Youth special needs support
Creative solutions to serve

Transportation, especially for
diverse populations are needed

non-English speaking seniors
Providers want to work together HOUSING

Mental Health, SUD and

e _ _ Fear in seeking care is
Disability services are strained

growing

Direct Needs -

Support and education for
caregivers

7]
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-
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e
©
S
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Partnership across the county is strong, valued, vital and can be strengthened
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Key Informant Interview Summary

The following graphic details the sentiments and specific statements from the Key Informant Interviews.

“Let’s all put our egos over here, and
really think about, ‘what do we need

to do?’ roll up our sleeves, get out of

our silos, and get down and dirty and . out living their money, their spouses
get to work. Let’s be honest, let’s Broad, strategic are in need of ‘assisted living’, but

figure out solutions rather than dig communication they cannot afford assisted living.”
our heels in.” between parters is key

“The greatest need that | see is that
people are living longer. People are

.

Residents are aging,

The working poor are " . and available
People end up in

being left behind hospitals because they resources are
lose their housing.” stretched thin

“Despite the national landscape, | would
encourage them to stay very focused on
equity health initiatives; educate their
staff and invest in policies and practices
along those lines.”

Population diversity
and a rapidly changing
world require
innovation and
creativity

Collaboration and
policy advocacy is
essential and desired

Mental health,
substance use, and
disability services are
at capacity

Healthcare for everyone
doesn’t look the same, and if
you try to do the same thing
for everyone, you won’t be
able to reach everyone.”

“If you have your health and
mental health, you can work, you
can be creative, you can be a
productive member of society.”
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Focus Groups

Focus groups offer an opportunity to uncover the “why” behind differences revealed through quantitative
data. Through in-depth discussions in small groups, facilitators gather candid feedback on participants'
experiences, attitudes, awareness, and ideas regarding their experiences and quality of life living in Bergen
County, New Jersey. These insights are crucial for developing relevant and actionable plans that engage the
enthusiasm, resources, and interests of the community being served. From April to June 2025, 35th Street
Consulting conducted nine focus groups with 48 individuals representing or directly serving populations that
have historically been underrepresented in community planning and decision-making. Focus groups
included people representing the following populations in Bergen County:

African American Elder Care EMT/First Korean
Community Leaders Providers Responders Providers
LGBTQ+ Mental Health LatinX .
Community and Substance Community YoFt)J;tQViSdeer;/Slce
Leaders Use Providers Leaders

Public Health Leaders -
Health Officers/ Health
Educators/ CHWs

Focus Group Summary

The nine focus group conversations explored strengths, challenges, barriers, and useful tools that
participants utilize in their lives and in their work. Participants were also asked to identify priorities that they
believe would have the greatest impact on the well-being of themselves and the people they serve. Analysis
of the conversations with all the groups yielded the following themes, many of which are consistent with the
Key Informant Interview themes:

PrOVCIERs e Feiidiig People are struggling to Policy and advocacy are

make ends meet needed for systemic change

creative and are seeing
‘success’

Caregivers (of older adults
and children) need
resources, education, and
support

Safe spaces and trust are

ReachifeholitiEkeyiio especially needed for

long-term community
impact

immigrants and LGBTQ+
people in Bergen County
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Aligning Qualitative Themes

Overarching themes: Bergen County CHIP Key Informant Interviews and Focus

Groups, 2025

Two key qualitative research methods — one-on-one interviews and focus groups - were used to gather
insights and ideas about the strengths, needs and barriers, and solutions experienced by diverse people
throughout Bergen County. Sixty-two individuals from Bergen County, representing a wide range of
perspectives, participated in the Key Informant Interviews and Focus Groups between January and June
2025. While details and nuances varied, several common themes emerged from the discussions. The
following concepts reflect the consistent sentiments revealed in all the conversations.

Collaboration
and advocacy

People are
being left
behind

Caregivers
need support

Creativity and
safe spaces

-~

*Collaboration and policy advocacy is essential and desired

*Policy and advocacy are needed for systemic change
+Communication between broad, strategic partners is key

*The working poor are being left behind
*People are struggling to make ends meet
*Reaching the youth is key to long-term community impact

*Caregivers (of older adults and children) need resources, education,
and support

*Mental health, substance use, and disability services are at capacity

*Residents are aging, and available resources are stretched thin

*Providers are getting creative and are seeing ‘success’
*Population diversity and a rapidly changing world require innovation

and creativity

»Safe spaces and trust are especially needed for immigrants and
LGBTQ+ people in Bergen County
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APPENDIX Ill: EVALUATION OF PAST
ACTIVITIES

Overview

Community Health Implementation Plan Progress Report and Evaluation (2023 - 2025)
Over the past three years, Holy Name has invested in improving the health of our community’s most vulnerable
populations. Our commitment to this goal is reflected in:

° Over $ 132 million in community benefit, excluding uncompensated Medicare

[ More than $41 million in charity care and other financial assistance program

Our work also reflects a focus on community health improvement, as described below.

Priority Areas ldentified in Prior CHNA and Summary of Activities

Priority Area: Building Bridges Goal: Healthy Living resources will be coordinated,
accessible and capable of creating whole, healthy communities.

Increase participation in Education, Wellness, Prevention and Screening Services to Address Chronic Disease,
Nutrition, Fitness and Obesity

Five additional new Public Health Nursing partnerships were made. Programs provided by Holy Name Medical Center
(HNMC), in partnership with several Bergen County municipalities, aim to protect and improve community health by
preventing disease, injury, and disability, and by promoting both physical and mental well-being. These Public Health
Nursing (PHN) programs integrate the core functions of public health (assessment, assurance, and policy development)
with professional nursing practices. HNMC's efforts to prevent the spread of infectious diseases include providing
immunizations, disease surveillance and investigation, and public education about disease prevention. Through a
collaborative effort between, HNMC, municipalities, and the Mid Bergen Regional Health Commission this public
health nursing program is able to conduct the following Public Health Nursing services for these five new collaborative
partnerships:

e Communicable Disease Control

e Immunization Audits for K-12 school Daycares, Preschools

e Child Health Conference/Vaccines for Children (VFC) Program
e Adult Immunization Clinics

e Blood Pressure and Health Screening Clinics for Adults

e Adult Health Promotions

Promote care coordination and engagement in primary care

Clinically integrated network provider- 901 providers currently enrolled. Data driven process to identify patients with
gaps in care, needing annual wellness visits and preventive services. Process designed and implemented to alert
providers of these gaps in preventive care and annual wellness visits. This process was applied across the patient count
below:

MSSP- Actively Attributed: 8991
e  UHC Medicare: 4085

e  UHC Medicaid: 205

o Horizon - 9187

e Amerigroup — 1650

e Aetna MA - 896
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e  Aectna Better Health NJ - 298
e  Aetna Commercial - 587

. Clover 901

Post discharge engagement with patients includes but is not limited to education on the importance of follow up with
primary care providers, medication adherence and encouragement to actively participate in preventive screenings
and/or Annual Wellness Visit.

Increased efforts in transition of care for discharged beneficiaries with follow up appointments are being scheduled
prior to inpatient discharge.

Patients discharged to skilled nursing facilities receive follow up call and care coordination after discharge from skilled
nursing facilities. Partnered with SNF to create a high performance SNF network with a shared goal of supporting care
coordination and improving beneficiary health outcomes.

A chronic care management program provides long term assistance for patients with chronic diseases like CHF and
COPD as well as patients identified as high-risk needing intervention.

Additional Measure :

e  Holy Name's participation in value based contracts cements our commitment to improving beneficiary
health outcomes.

Promote Chronic Disease Management and Behavior Change

Successfully launched the chronic care management program that provides ongoing support to patients with 2 or more

chronic conditions. These telephonic encounters are geared to reinforcing patient education received during recent face
to face encounters with PCP's, to improve medication adherence, reinforce recommended lifestyle changes and address
challenges a beneficiary may have in the community setting.

Provider and staff education on promotion of annual wellness visits, annual physicals and preventive care services so a
comprehensive patient-centered care plan is created with the beneficiary after each visit to highlight education on early
detection of chronic diseases and/or management of chronic diseases to prevent/delay disease progression.

Promote Access to and Engagement in Medical Specialty Care

The progress report included: Get form Medical practices

e July 2025- Since 2022, 298 physicians were added to the CIN in specialties including but not
limited to Podiatry, Pediatric, Nephrology, Dermatology, Pain Management and
Allergy/Immunology.

e  Expand patient tracking and intervention via participation in care models to measure resource
utilization while improving quality and outcomes

o  Holy Name participates in CMS’s MSSP ACO as well as other HMO ACOs and value-
based contracts.

o Participate in the TEAMS alternative payment model

Hospital at Home Program

Holy Name Medical Center became the first hospital in New Jersey to offer the Hospital at Home program, an
innovative care model approved by the Centers for Medicare and Medicaid Services (CMS). This program allows
eligible patients—particularly older adults and those with chronic conditions—to receive acute-level care in the
comfort of their own homes for conditions such as but not limited to asthma, pneumonia, and congestive heart failure.
Patients are monitored throughout the day by a dedicated care team of registered nurses, nurse practitioners, and
physicians, with 24/7 access to providers. Services include in-home visits, remote monitoring, diagnostic testing, IV
therapy, and oxygen support. Hospital at Home offers patients the opportunity to recover in familiar surroundings, free
from traditional hospital visitation restrictions. Hospital at Home has served 5 patients in 2024 and 6 patients year-to-
date in 2025. All Medicare and Medicaid patients presenting to the Emergency Department are screened for eligibility.

CPR Education and Community Demonstrations

As part of Holy Name’s ongoing commitment to community health education and emergency preparedness, we
regularly offer hands-only CPR demonstrations at health fairs, wellness events, and community gatherings. These
interactive sessions empower participants with lifesaving skills and increase awareness of how bystander intervention
can improve cardiac arrest outcomes. From 2023 to 2025, Holy Name provided CPR demonstrations at 6 events,
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engaging 195 community members of all ages. Participants received hands-on practice with manikins, learned how to
recognize the signs of cardiac arrest, and were encouraged to act confidently in emergency situations until professional
help arrives. By offering accessible CPR education in non-clinical settings, Holy Name helps strengthen community
readiness and promote a culture of proactive response in medical emergencies.

Seek and Promote Free/Affordable Transportation :

Holy Name’s Transportation Department plays a vital role in eliminating access barriers by

coordinating non-emergency medical transportation for individuals who are financially unable to reach care.
Our services span across Bergen, Hudson, Essex, and Passaic Counties.

Program Impact by Year

2023 2024 2025
Rideshare Transports: 3,489 Rideshare Transports: 16,210 YTD Rideshare Transports: 7,420
In-House Transports: 42,802 In-House Transports: 36,192 YTD In-House Transports: 23,406

Total Transport Volume: 46,291 Total Transport Volume: 52,402 YTD Total Transport Volume: 30,826

Projected Rideshare Transports: 12,720
Projected In-House Transports: 40,124
Projected Total Transport Volume: 52,844

Summary

Transportation volume has steadily increased, with rideshare usage expanding significantly as a flexible option to reach
more patients facing transportation insecurity. Holy Name remains committed to reducing barriers to care across
northern New Jersey as part of our broader Community Health Improvement efforts.

Increase Access to Telehealth Services and Vulnerable Populations
Telehealth Services

2023 -3,260

2024 -2,378

2025- 1,263 (thus far)

Extending Care Beyond the Hospital with Remote Home Monitoring

Holy Name’s Remote Home Monitoring Program supports patients with a variety of health conditions by providing
daily monitoring and communication with clinical staff—right from home. This technology-enabled care model allows
early detection of concerning symptoms, improves disease management, and reduces unnecessary hospital visits. In
2023, 525 patients were enrolled in the program, followed by 537 in 2024. As of mid-2025, 331 patients have already
participated. The program continues to play a key role in delivering personalized, proactive care that meets patients
where they are.

Embrace opportunities for collaborative action with diverse community partner:

From 2023 to the present, we have built a strong foundation of over 60 collaborative partners across a wide range of
sectors including community-based organizations, schools, municipalities, faith-based groups, and other local
institutions. These partnerships are central to our mission, allowing us to expand our reach and deepen our impact
through shared resources and aligned goals. Together, with our new partners, The Center for Healthy Living has
collaborated on a total of 210 events over three years, with 49 in 2023, 77 in 2024, and 84 as of August 2025. These
events have included health screenings, educational sessions, wellness fairs, and cultural celebrations. Our
collaborative efforts reflect a continued commitment to building trust, advancing equity, and supporting the diverse
health needs of the communities we serve.
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Addressing Language Barriers and Translation Needs

Asian Health Services at Holy Name

Holy Name Medical Center’s Asian Health Services (AHS) is a comprehensive initiative dedicated to
meeting the culturally specific healthcare needs of the growing Asian population in Bergen County and
surrounding communities. The Korean, Chinese, and Japanese Medical Programs at AHS provide high-
quality, patient-centered care tailored to each community's language and cultural needs. These programs offer
care in patients’ native languages and include culturally familiar services such as bilingual staff, in-language
media, and transportation assistance to ensure a more comfortable and accessible experience.

AHS continues to build trust and engagement through ongoing outreach and community-based programming.
In 2023, AHS conducted a Lunar New Year outreach survey in Fort Lee, engaging 145 community members,
and partnered with 10 local organizations to provide flu vaccinations to 720 individuals. In 2024, AHS
expanded its flu prevention efforts, administering vaccines to 817 participants through clinics held at 13
community sites. By addressing both clinical and cultural needs, Asian Health Services empowers patients to
take a more active role in their health and positions Holy Name as a trusted healthcare resource within the
Asian community.

Asian Health Services supports culturally responsive care in the community by partnering with us at outreach
events held at the Leonia Senior Center and the Southwest Senior Center, specifically to engage the Korean
population. Their team plays a vital role in facilitating communication by providing in-person translation
services and ensuring that educational materials, including PowerPoint slides, are professionally translated
into Korean. By meeting the community where they are—both physically and culturally—this collaboration
helps reduce language barriers, build trust, and ensure that Korean-speaking older adults can access vital
health education in a way that is inclusive, respectful, and aligned with their cultural needs.

Breaking Down Language Barriers with Translation Services

Effective communication is essential to providing equitable, high-quality care. At Holy Name, we recognize the critical
role that language access plays in patient experience and outcomes. Through our partnership with Cyracom, we support
patients with limited English proficiency by offering real-time interpretation services across a wide range of languages.
In 2023, our team facilitated 12,182 interpretation calls totaling over 120,000 minutes. In 2024, usage increased to
12,917 calls and more than 134,000 minutes. As of July 2025, we've already supported 7,701 calls, totaling over 86,000
minutes. These numbers reflect our continued commitment to reducing language barriers and fostering inclusive,
patient-centered care for all. Data collected thus far for interpretation services is still in progress.

Social Determinants of Health (SDOH) Screening and Equity in Data Collection

Holy Name serves a richly diverse patient population that reflects the broader multicultural makeup of the region.
Based on the most recent available data, the racial and ethnic composition of patients who access services at Holy
Name is as follows:

e 35% identify as Hispanic, making this the largest demographic group served by the hospital.
®  34% identify as non-Hispanic White.

e 11% identify as non-Hispanic Asian.

e 10% identify as non-Hispanic Black or African American.

® 4% identify as non-Hispanic and another race, not included in the above categories.

e 7% of patients' race or ethnicity was unknown or not reported.

Holy Name formally established the Health Equity Committee in December 2023. The Health Equity
Committee at HNMC plays a central role in advancing equitable care by overseeing the collection of social
determinants of health (SDOH) data across all patient populations. The committee identifies internal
programs and services that support patients’ health-related social needs (HRSNs) and maps existing
partnerships with community-based organizations. It also establishes the demographic parameters for
analyzing HRSN data, evaluates quality and safety metrics — including health outcomes— across diverse
demographic groups, and identifies healthcare disparities within the patient population. Based on these
findings, the committee ensures that targeted actions are implemented to address and reduce identified
disparities.

As part of the Health Equity Plan 2025, Holy Name aims to improve the identification and response to Social
Determinants of Health (SDOH) among admitted patients. The goal is to reach an 87% screening rate by the
end of 2025 and 90% by the end of 2026. Significant progress has been made, with an average inpatient
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screening rate of 84.4% in 2024—up from 82.26% in 2023—following the implementation of a standardized
screening tool at admission. We achieved these improvements by strengthening self-reported data collection
practices. Patients who screen positive for any SDOH need are connected to appropriate resources, including
post-acute services when medically necessary. Holy Name continues to collaborate with trusted community

partners to ensure patients receive ongoing support after discharge.

2023-2025 SDOH Compliance Rate

100.00%
75.00%

50.00%

Compliance Rate

25.00%

0.00%

2023 2024 2025

Year

Priority Area: Healthy Bodies Goal: All people will have access to the resources needed to

prevent, screen, and treat disease, enabling them to achieve their healthiest life.

Cardiovascular and Heart Disease

Cardiovascular events that included education or screenings held at senior centers, virtual events, health fairs, and other
community locations. From January 1, 2023, to July 31, 2025, a total of 2,204 participants attended Cardiovascular &

Heart Health programs. Below are some of the programs along with participation numbers.

2023 Events

Nutrition for Heart Health 59 participants

Listen to Your Heart 39 participants

Understanding the Risks and Warning Signs of Stroke and Heart Disease 38 participants

Heart Attack Warning Signs & Treatment 62 participants
2024 Events

Healthy Heart Awareness - A Woman’s Perspective 17 participants

Getting to the Heart of Stroke Risk

63 participants

York Street Health Fair (Cardiac Education)

50 participants

Beyond the Hospital: Managing Congestive Heart Failure at Home

11 participants

Eating for a Healthy Heart

18 participants

Five Star Residence - Listen to Your Heart: Heart Attack Warning Signs & Treatment

15 participants

2025 Events
Carlstadt Senior Program - Healthy Heart 35 participants
My Healthy Heart 46 participants
The Mediterranean Diet 30 participants
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Ridgefield Park Seniors - Cholesterol Talk

39 participants

Palisades Park Seniors - The Benefits of the Mediterranean Diet

32 participants

Blood Pressure Screenings

Blood pressure screenings were conducted at various locations, including churches, health fairs, senior centers, and
more. Between January 1, 2023, and June 30, 2025, a total of 3,607 screenings were completed.

Stroke Prevention Programs

2023 Events

Bergen NAACP Black History Month Health Fair

100 participants

BEFAST Event Township of Teaneck

10 participants

2024 Events

Stroke Education and Stroke Risk Assessment

25 participants

Getting to the Heart of Stroke Risk

63 participants

Eastwick College - Stroke Risk Awareness/ Assessments

30 participants

Food for Thought: The Mediterranean Diet and Its Impact on Stroke Prevention 46 participants
2025 Events
Getting to the Heart of Stroke Risk 29 participants

Kidney Saturday Stroke Risk Assessments

125 participants

Tenafly Senior Health Fair Stroke Risk Assessments

25 participants

Diabetes Prevention and Management

Holy Name provides diabetes risk assessments and educational outreach across a variety of settings, including senior
centers, health fairs, virtual events, and other community locations. These efforts aim to raise awareness about diabetes
prevention and management by helping individuals understand their risk factors and learn practical steps for
maintaining healthy blood sugar levels.

Holy Name’s Diabetes Support Forum is a welcoming space for individuals living with diabetes to connect, share
experiences, and receive guidance on managing their condition. Led by healthcare professionals, the forum offers
educational discussions, practical tips for daily living, and emotional support to help participants feel empowered and
informed. From 2023 to 2025, the Diabetes Support Forum has welcomed a total of 226 participants.

2023 Events

An Update on Types 2 Diabetes Treatment 22 participants

KARE Community Baptist Church of Englewood 42 DRA participants

Senior Health & Resources Fair 40 participants
Let’s Talk about Gestational Diabetes 10 participants
Food Pantry Education East Rutherford YMCA 28 participants

Community Care Day 8 participants
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Fort Lee Health Fair

23 DRA participants

Fall into Health: Everything Diabetes

22 participants

Fiber for Diabetes Cooking Demonstration

21 participants

Type 2 Diabetes Updates in Treatments 44 participants

2024 Events
NAACP Health Event at Englewood School 50 DRA participants
Kidney Sunday 42 participants

DRA and Diabetes Education

18 participants

Food For Thought: Cultivating Mindful Eating Habits with Diabetes

15 participants

Diabetes: Korean American Senior Citizens Association of NJ

40 participants

Fort Lee Health Fair

51 DRA participants

4th Annual Elmwood Park Celebrates Seniors Event

30 DRA participants

Type 2 Diabetes Updates

15 participants

Diabetes Talk at Southwest Senior Activity Center (Korean and English)

44 participants

2025 Events to date
Healthy Eating with Diabetes at First Baptist Church of Teaneck 10 participants
Senior Resource Fair 10 DRA participants

Diabetes Education at 1425 Teaneck Road

2 participants

Obesity

A monthly Weight Loss educational seminar was initiated by the Bariatric Center at Holy Name. The sessions address
common misconceptions surrounding bariatric procedures, provide clear facts from our expert surgical team, and help
participants make informed decisions about their health journey. The Weight Loss Educational Seminar series began
in November 2023. In its inaugural year, the seminar had 38 registrants, with 12 individuals attending. Participation
grew in 2024, with 136 people registered and 37 in attendance. As of 2025, the program continues to gain momentum,
drawing 118 registrants and 53 attendees as of 6/26/25.

In 2025, Holy Name launched a monthly Weight Loss Support Group through the Center for Healthy Living in
collaboration with the Bariatric Center. This group was created to support both pre- and post-bariatric patients—as
well as community members interested in managing their weight—in a safe, welcoming environment. The sessions
offer expert-led discussions, peer support, and evidence-based strategies on topics ranging from protein intake and
meal prep to managing weight regain and incorporating strength training. Since its inception, 204 individuals have
registered and 68 have attended sessions to date. This ongoing program reflects Holy Name’s commitment to
addressing obesity in the community by combining clinical insight with compassionate, peer-based support.

Nutrition & Physical Activity
2023 Events

Nutrition for Heart Health 59 participants

Fitness Health for Women 58 participants
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Preventing Falls with an Evidence-Based Approach

36 participants

How to Prevent Falls

16 participants

Food Pantry Education at Meadowlands YMCA

28 participants

Exercise is Medicine: Your Prescription for Physical Activity

31 participants

Healthy Hands: Strategies for Strong Pain-free Hands

59 participants

Nutrition to Support Wellness & Boost Immunity at Five Star Residence

18 participants

Healthy Weight Program at HNH Fitness

7 participants

Balance & Fall at Leonia Senior Center

15 participants

Healthy Eating Tips at Carlstadt Senior Center

12 participants

Healthy Eating Tips at Carlstadt Senior Center

30 participants

2024 Events

Nutrition Event at First Baptist Church of Teaneck

25 participants

Celebration of National Nutrition Month Savvy Senior

S1participants

Savvy Senior Cooking: Nourishing Meals on a Budge

51 participants

Chair Yoga at First Baptist Church of Teaneck

12 participants

Healthy Kids Day (Nutrition focus) at the YMCA

175 participants

Healthy Weight Program at HNH Fitness

3 participants

Journey towards Longevity: A Blueprint for Healthier Living—

15 participants

Carlstadt Seniors Balance & Fall Program

35 participants

Strollers & Sneakers: Steps to Wellness through Nutrition at Votee Park

29 participants

Movement is Medicine: Longevity Perspective—

42 participants

Healthy Snack Ideas at Teaneck Public Library—

13 participants

National Night Out in West New York (Nutrition focus) —

1000 participants

Library —

Food for Thought: Cultivating Mindful Eating Habits with Diabetes at the Bogota Public

15 participants

Healthy Nutrition for Seniors at Palisades Senior Center —

20 participants

Eating for a Healthy Heart at the Rodda Center —

18 participants

Qi Gong at the Fort Lee Public Library —

6 participants

BMI/Nutrition at the Healthy Minds/ Health Bodies Fair —

10 participants

Healthy Eating Tips for the Holidays at Carlstadt Senior Center —

30 participants

Balance and Fall program at Leonia Senior Center —

15 participants
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2025 Events

Healthy Eating Tips at Five Star Residence —

8 participants

New Year, New You: A Clean Eating Event at New Milford YMCA

8 participants

Health at Home: Chair Workouts for Seniors at Fort Lee Senior Center

10 participants

Nutrition Myths and Misconceptions at Teaneck Public Library —

9 participants

Eat, Sleep, Pray: Nutrition News You Can Use — 34 participants
Senior Resource Fair at New Milford YMCA BMI/Nutrition Focus — 14 participants
Spring into Healthy Eating at Borough of Fort Lee — 27 participants

Qi Gong at Ridgefield Park Senior Center —

12 participants

The Mediterranean Diet at Ridgefield Park Senior Center—

30 participants

Healthy Kids Day at New Milford YMCA —

26 participants

Chair Yoga at First Baptist Church of Teaneck —

8 participants

Balance & Falls Program at Leonia Public Library-

2 participants

Nutrition 101 at Tenafly Senior Center 28 participants
Balance Training for Seniors at Ridgefield Park Senior Center 24 participants
Longevity Blueprint 59 participants
Qi Gong at Ridgefield Park Senior Center — 22 participants

Senior Citizens of River Edge (SCORE) Fall Prevention 8-Week Program

From June 3 to July 22, 2024, the Senior Citizens of River Edge (SCORE) participated in an 8-
week Fall Prevention Program designed and led by physical therapists. The program was
structured to emulate a typical physical therapy plan of care for individuals with gait and balance
impairments, with a goal of improving physical function and promoting long-term fall prevention
strategies.

Thirty seniors took part in this once-weekly progressive program, which began with fundamental
exercises focused on range of motion and mobility. Each week builds upon the previous,
gradually increasing in intensity to include strengthening, balance training (both static and
dynamic), neuromuscular re-education, and transfer training. Emphasis was placed on functional
improvements that directly translate to safer movement in the home and community.

To reinforce learning and encourage continued progress, participants were provided with a
customized home exercise program (HEP) each week, tailored to complement the session’s
objectives and support independent practice at home. The final sessions included education on
how to sustain these gains with long-term exercise strategies beyond the 8-week program.

The program not only improved physical capacity but also facilitated continuity of care. In the
weeks after the program ended, six participants made a smooth transition to HNH Fitness. Some
joined through the PT Step Down Program while others chose to continue their care at our
rehabilitation center, taking what they learned and building on it as part of their ongoing wellness
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journey. Their progress is a reminder of the importance of creating opportunities that empower
older adults to take charge of their health.

Cancer

Holy Name has participated in or hosted cancer-focused events throughout the community—at health fairs, senior
centers, virtually, and other community settings—to provide education on cancer prevention, early detection, and
screening. These events often include interactive tools, such as our breast models, to help participants learn how to
perform self-exams and recognize early warning signs. In addition to education, Holy Name has provided resources for
colorectal cancer screening and prevention through FIT kit distribution and conducted multiple skin cancer screenings
for the community. Listed below are some of the events Holy Name has been a part of.

2023 Events

Cervical Cancer: The Power of Prevention 35 participants/ 63 registered

Colorectal Cancer Screening: What You Need to Know 31 participants/ 55 registered

Cancer Support Resources for Health and Wellness 22 participants/ 43 registered

Skin Cancer Screening Event 34 participants/ 76 registered

Breast Health Awareness and Hispanic Heritage Celebration 230 participants

Breast Health Awareness 13 participants

Sustainable Ridgefield Park Health Fair 23 interactive breast demonstrations

West New York School Event - Breast Health Awareness 50 participants

2024 Events

Early Detection and Me: A Cervical Cancer Awareness Event 35 participants/ 69 registered

Bergen NAACP Health Event at Englewood School 30 interactive breast demonstrations

Colorectal Cancer Screening 101: What You Need to Know 20 participant/ 62 registered

Your Genetic Blueprint: Recognize the Importance of Genetic Testing
for Hereditary Cancer

21 participants/ 46 registered

Victory Over Cancer Walk 30 participants

Skin Cancer Screening at Carlstadt DPW

12 people were screened for skin cancer

Skin Cancer Screening at the Patricia Lynch Cancer Center

55 participants were screened/ 105 people
registered

Fort Lee Health Fair

46 interactive breast demonstrations

Englewood Family Wellness Weekend

2 interactive breast demonstrations/ 23
participants

Cafe y Mujeres Saludables at Saint Anastasia Church

4 interactive breast demonstrations

MEL in Pink at the Township of Teaneck

6 interactive breast demonstrations/ 21
participants

Breast Health Essentials at Arbor Terrace

12 interactive breast demonstrations/ 25
participants

Healthy Minds, Healthy Bodies Resource Fair

10 interactive breast demonstrations/ 14
participants
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2025 Events to date

Colorectal FIT Kit Screening Event

529 FIT Kits were mailed out to the
community. 53 Fit Kits were returned

EmpowerHER: Cervical Cancer Awareness

15 participants/ 40 registered

Bottom Line: Colorectal Health Matters at Leonia Senior Center

3 participants

Bottom Line: Colorectal Health Matters at Five Star

9 participants

Victory Over Cancer Walk at First Baptist Church of Teaneck

35 participants

Dementia

2023 Events

Cognitive Impairment and Dementia

46 participants

Understanding Memory Loss

54 participants

2024 Events

Mild Cognitive Impairment, Dementia, and Alzheimer’s 57 participants
Understanding Memory Loss 38 participants
Other Health Fairs and Events
2023 Events
Bergen NAACP Health Fair 150 participants

KARE Kidney Sunday

42 participants

Teaneck Senior Health & Resource Fair

152 participants

New Milford YMCA Senior Health & Wellness Day

6 participants

Fairlawn Senior Council Advisory Health Fair

40 participants

Mount Olive Baptist Church Health Fair

25 participants

Food Pantry at Meadowlands YMCA

28 participants

Head to Toe Health Fair at Gospel Tabernacle Church

62 participants

Community Care Day at The Gathering Church

25 participants

National Night Out in West New York 600 participants
National Night Out in Teaneck 1200 participants
National Night Out in Carlstadt 300 participants
Seventh Day Adventist Church of Englewood Health Fair 40 participants
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Fort Lee Employee Health Fair

20 participants

3rd Annual Elmwood Park Celebrate Seniors Event

105 participants

Fort Lee Health Fair

125 participants

Breast Health Awareness & Hispanic Heritage Celebration in Englewood—

230 participants

Sustainable Ridgefield Park Health Fair

43 participants

Open House at Meadowlands YMCA 30 participants
2024 Events
Bergen NAACP Health Fair 100 participants

KARE Kidney Sunday 125 participants
Healthy Kids Day at Meadowlands YMCA 200 participants
Fort Lee Public Library Meet & Greet Event 50 participants
FDU Staff Development Day 20 participants

Healthy Kids Day at New Milford YMCA

175 participants

Eastwick College — Stroke Risk Education

30 participants

Fairlawn Senior Council Advisory Health Fair

40 participants

Senior Wellness Day at New Milford YMCA

25 participants

Carlstadt Health Fair 150 Participants
Head to Toe Health Fair at Gospel Tabernacle Church 100 participants
National Night Out Teaneck 350 participants
National Night Out Carlstadt 500 participants
National Night Out West New York 1000 participants
Seventh Day Adventist Health Fair Englewood 50 participants
New Milford YMCA Health Fair 26 participants
Teaneck Day 1500 participants
80 participants

Carlstadt Health Fair

Bergen’s Promise Wellness Fair

114 participants

York Street Health Fair

50 participants

Fort Lee Health Fair

600 participants

4th Annual Elmwood Park Celebrates Seniors Event

82 participants

Englewood Family Wellness Weekend

23 participants
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Family Wellness Event at Trinity Lutheran School 35 participants
Sustainable Ridgefield Park Health Fair 100 participants
Ridgefield Annual Health Fair 21 participants
Health Science Event at Hawthorne School 14 participants
2025 Events to date

Bergen NAACP Health Fair 75 participants
KARE Kidney Saturday 125 participants
New Milford YMCA Senior Resource Fair 30 participants
Fort Lee Public Library Meet Greet 30 participants
Bergen County Care Fair 1000 participants
New Milford YMCA Senior Health Wellness Fair 10 participants
Carlstadt Street Fair 100 participants
Tenafly Senior Center Health Fair 100 participants
Head to Toe Health Fair at Gospel Tabernacle Church 118 participants
National Night Out Teaneck 2000 participants
National Night Out Carlstadt 700 participants
National Night Out West New York 1500 participants

Illness prevention and Education

Holy Name continues to play an active role in promoting public health through its vaccination initiatives, both locally
and for international travelers. The Travel Medicine Program, led by Dr. Saggar, provides personalized consultations—
either in-person or via telehealth—to ensure patients are protected before traveling abroad. To date, 60 patients have
completed travel consultations and received appropriate preventive treatments and vaccinations through Holy Name’s
Pharmacare team. Commonly administered vaccines and medications include Typhoid (injection or oral), Hepatitis A
and B series, Yellow Fever, and anti-malarial tablets.

In addition to travel-related vaccinations, Pharmacare at Holy Name also contributes to seasonal vaccination efforts by
administering influenza and COVID-19 vaccines to community members through the on-site pharmacy. While flu
vaccinations for employees during off-hours are also supported by the pharmacy team, the reported figures reflect
vaccines given directly to the public. These efforts are part of Holy Name’s broader commitment to preventive care and
protecting community health through accessible immunization services.

Year High Dose Flu | Standard Flu Vaccine | COVID — Pfizer Brand COVID — Moderna Brand
Comirnaty Spikevax

2023 230 212 850 105

2024 250 202 542 174

2025 to date 4 15 65 23

2024 Events

The Importance of Vaccines 16 participants
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2025 Events

Safe Journeys: The Role of Vaccines in Travel Health 16 participants/ 32 registered

Priority Area: Healthy Minds Goal: All people will have access to mental and behavioral
health support at the appropriate level of care

Mental Health and Wellness Programs

2023 Event
Acceptance and Commitment Therapy with Purpose 27 participants/ 57 registrants
2024 Events
Honoring Maternal Mental Health 5 participants/ 13 registrants
Mind Matters: Seeking Support for Grief and Loss 15 participants/ 36 registrants
Shedding the Light on the Winter Blues 21 participants/ 61 registrants
Support Groups

Bereavement Support

In 2023, Holy Name’s Bereavement Services offered two 8-week closed support groups, providing a safe and
compassionate space for 18 participants to share their experiences and begin healing. In addition, 12 individuals
received one-on-one bereavement counseling, offering personalized support during a time of loss.

In 2024, Holy Name expanded its Bereavement Services to meet growing community needs, offering six closed
support groups (ranging from 4 to 8 weeks) and a monthly open group, which collectively served 89 participants.
The program also hosted three educational workshops with 21 attendees and a memorial service that provided
comfort and connection for 16 participants. Additionally, 21 individuals received personalized one-on-one
bereavement counseling to support their healing journey.

As of July 2025, Holy Name’s Bereavement Services have continued to provide vital emotional support through two
support groups—an 8-week closed group and an ongoing monthly open group—serving a total of 76 participants.
The program also offered two workshops attended by 10 participants, and provided individual counseling to 19
clients, helping individuals navigate grief.

Caregiver Support

In 2025, Holy Name launched a virtual Caregiver Support Group to provide guidance, emotional support, and practical
resources for individuals caring for loved ones. Led by a healthcare professional, the group offers a safe space for
participants to share experiences, access helpful tips, and connect with others navigating similar challenges. To date,
the group has engaged 64 active participants and received 181 registrations, reflecting the growing need for caregiver-
focused support in our community.

Cancer Support

Holy Name Medical Center is proud to be one of only twelve hospitals nationwide affiliated with the Cancer Support
Community (CSC), a nationally recognized nonprofit formerly known as Gilda’s Club. Through this partnership, Holy
Name offers a robust range of free programs designed to support anyone impacted by cancer—patients, survivors,
caregivers, family, and friends—regardless of where they received treatment.

In 2025, CSC at Holy Name hosted 456 events, engaging 2,075 participants.

Offerings include educational workshops, wellness activities such as tai chi, qi gong, and laughter yoga, creative and
social gatherings like knitting groups, and a variety of support groups tailored to different needs, including
gynecological, prostate, and breast cancer support, as well as groups for family and friends, and individuals living with
cancer. This initiative is part of Holy Name’s commitment to addressing the emotional and psychosocial needs of those
navigating the cancer journey and reducing barriers to care through accessible, community-based programming
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Stroke Support Group

Holy Name’s Stroke Support Group provides education, encouragement, and connection for stroke survivors and their
caregivers. The group meets regularly to share coping strategies, learn from healthcare professionals, and build a sense
of community during recovery. Since its inception, the group has supported approximately 32 participants, reflecting an
ongoing commitment to post-stroke wellness and recovery.

Tobacco Cessation Support Group

The Center for Healthy Living at Holy Name offers a Tobacco Cessation Support Forum twice a year for 6 week
sessions. Small group sessions provide community resources, education and tactics for coping with common
withdrawal symptoms. Participants gain tools for behavior change, stress management, and relapse prevention, and are
empowered to make informed decisions about their health. This forum reflects Holy Name’s ongoing commitment to
reducing tobacco use and its related health risks through prevention, education, and supportive care rooted in
community health principles.

Sickle Cell Support Group

Recognizing the unique physical and emotional challenges faced by individuals living with sickle cell disease, Holy
Name launched a 7-week Sickle Cell Support Group beginning on May 7, 2024. The group met weekly and offered a
dedicated space for patients to share their experiences, build community, and receive guidance on managing the
complexities of living with sickle cell disease. Weekly attendance ranged from 3 to 5 participants, fostering intimate
and meaningful discussions among the group. The program focused on topics such as pain management, coping
strategies, mental health, and navigating the healthcare system. This initiative reflects Holy Name’s commitment to
supporting patients with sickle cell disease through compassionate care, education, and community engagement.

Cardiac Support Group

Formed in January 2025, the Soul Purpose: Healthy Heart Cardiac Support Group has quickly grown into a valuable
resource for those living with or recovering from heart conditions. As of August 1, 2025, 76 individuals have attended
meetings, with 180 registered participants. The group offers education, peer support, and practical tools for heart
health, covering topics such as cardiac health in women, understanding atrial fibrillation, and making informed choices
while grocery shopping—including a guided supermarket tour focused on reading nutrition labels and selecting heart-
healthy foods. These interactive and informative sessions continue to empower attendees to take an active role in their
heart health.

Reduce Depression and Isolation
2023 Events

Bring Out the Positive 52 participants/ 105 registrants
Labyrinth Walk at Teaneck Creek Conservancy 7 participants/ 34 registrants
Inner Smile Meditation at Teaneck Creek Conservancy 4 participants

The Benefits of Laughter 40 participants/ 98 registrants
Walk and Meditate in Votee Park 2 participants

Sunset Serenity Meditation at Teaneck Creek Conservancy 1 participant

2024 Events

Bring Out the Positive 44 participants/ 90 registrants
Using Positive Affirmations for healthy Lifestyle Changes at HNH Fitness 3 participants/ 6 registrants
Strollers and Sneakers: Serenity Stroll 25 participants

Navigating a Path to Authentic Happiness 39 participants/ 109 registrants

2025 Events to date

Eat, Sleep, Pray: The Therapeutic Value of Prayer 26 participants/ 73 registrants
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Reduce Anxiety and Stress
2023 Events

A Stress Release Meditation

57 participants/ 121 registrants

Heart-Centered Meditation

39 participants/ 98 registrants

The Power of Awareness Meditation

32 participants/ 85 registrants

Meditation for Happiness

51 participants/ 125 registrants

Stress Release Meditation at Teaneck Town Green

7 participants

Summer Refresh & De-Stress

25 participants/ 56 registrants

Meet Stress with Mindfulness and Kindness

36 participants/ 74 registrants

Managing Stress at Five Star Residence

16 participants

Healthy Balance during the Holidays

47 participants/ 104 registrants

Gratitude in the Moment

40 participants/ 104 registrants

Soul Healing Meditation

28 participants/ 67 registrants

Happy, Harmonious Holidays Meditation

40 participants/ 83 registrants

2024 Events

Heart-Centered Meditation

53 participants/ 113 registrants

Lunchbreak Meditation

40 participants/ 119 registrants

Especially for Seniors: Stepping into Spring Meditation

30 participants/ 71 registrants

Summer Refresh & De-Stress Meditation

25 participants/ 76 registrants

Practical Stress Management Strategies for a Healthier You

7 participants/ 15 registrants

Breathe and Blossom Summer Meditation

21 participants/ 56 registrants

Stress Release Meditation on Teaneck Municipal Center

14 participants

the Family Support Organization of Bergen County

Self-care for Caregivers: Mindfulness & Meditation for Stress Reduction with

12 participants

Mindfulness Meditation for Supportive Care Meeting

12 participants

Lunchbreak Meditation

28 participants/ 80 registrants

Meditation, Reflection & Expression

8 participants

Here comes the Holidays Meditation

19 participants/ 59 registrants

Tranquility Meditation as We Approach Winter

28 participants/ 62 registrants

Let’s have a Happy, Healthy Holiday Season

20 participants/ 43 registrants

2025 Events to date

Heart-Centered Meditation (Virtual)--

42 participants/ 105 registrants

Spring into Wellness Meditation

25 registrants/ 73 participants

Heart-Centered Meditation at Tenafly Senior Center

22 participants

Mindfulness Meditation at the Rodda Center

12 participants

JFCS Mindfulness & Stress Reduction Techniques

26 participants

Stress Reduction Techniques at Eastwick College

25 participants

Mindful Moments: Meditation for Stress Reduction 17 participants
Loving-Kindness Meditation at the Rodda Center 6 participants
Stress Reduction Techniques for Sickle Cell Anemia 6 participants

Stress & De-Stress Meditation

33 participants/ 67 registrants

Progressive Muscle Relaxation & Body Scan Meditation

9 participants

Serenity Under the Summer Sun

22 participants/ 42 registrants

Mindful Moments Meditation at Five Star

6 participants
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Holy Name hosted an Adult Day Program running through 2023/2024 with 20 active patients. The program was
disbanded on 7/1/2024.

Reduce Prescription Drug Abuse

Holy Name hosts an annual Pain Conference to provide healthcare professionals with the latest evidence-based
strategies for effective pain management. The 2025 conference, titled “Mission Pain Possible: Strategies for Smarter
Pain Management,” focuses on reducing reliance on prescription opioids by promoting smarter, safer approaches to
pain care. This event brings together physicians, nurses, pharmacists, and allied health professionals to learn about
current protocols and innovations in the field.

June 27, 2023 — 211 registered participants
June 25, 2024 — 185 registered participants
June 24, 2025 — 208 registered participants

On 03/22/2023, Holy Name hosted a virtual seminar for the community titled Addiction, Substance Abuse, and
Recovery. There were 16 participants and 41 registrants for this event.

Ensure Local Access to Primary, Specialty and End-of Life Care and Palliative care Program

Holy Name remains committed to delivering compassionate, comprehensive palliative and end-of-life care that
prioritizes comfort, dignity, and individualized support for patients and their families. Through a robust
interdisciplinary team model, Holy Name's palliative care program addresses the physical, emotional, and psychosocial
needs of patients with serious or life-limiting illnesses—across inpatient, outpatient, and community settings. Key
initiatives include expanding access to primary and specialty palliative care services, implementing evidence-based
screening tools to identify appropriate referrals, and offering structured education for staff, providers, and the public.
Ongoing efforts such as nurse orientation training, ELNEC certification, interdisciplinary rounding, and community
education events ensure that palliative care is seamlessly integrated across the continuum of care. These initiatives
reflect Holy Name’s dedication to improving quality of life, supporting informed decision-making, and promoting
timely access to supportive services.

Develop educational training for SNF providers. GOC/Advanced care Planning/EOL care and support: POLST
interdisciplinary education with Care One (multiple locations with Administrators, Directors of nursing,Advanced
Practice Nurses ) 2/11/25 4 participants and 5/8/25 10 participants.

Develop Educational Training for Nurses:

Palliative Education in Nursing Orientation:

2023 2024 2025

1/11/2023 -( 20 nurses)
2/15/2023 - (9 nurses)
3/15/2023 -(12 nurses)
4/12/2023 - (9 nurses)
5/10/2023 - (13 nurses)
6/14/2023 - (5 nurses)
7/12/2023 - (10 nurses)
8/16/2023 - (20 nurses)
9/13/2023 - (13 nurses)
10/11/2023 - (2 nurses)
11/15/2023 - (4 nurses)
12/13/2023 - (15 nurses)

1/10/2024 - (4 nurses)
2/14/2024 - (6 nurses)
3/13/2024 - (2 nurses)
4/10/2024 - (7 nurses)
5/8/2024 - (9 nurses)

6/12/2024 - (5 nurses)
7/10/2024 - (8 nurses)
8/14/2024 -(16 nurses)
9/11/2024 - 21 nurses

10/16/2024 - 12 nurses
11/13/2024 - 9 nurses

12/11/2024 - 10 nurses

1/8/2025 - (7 nurses)

2/12/2025 - (4 nurses)
3/12/2025 - (6 nurses)
4/9/2025 - (16 nurses)
5/7/2025 - (12 nurses)
6/11/2025 - (7 nurses)
7/9/2025 - (6 nurses)

ELNEC (End of Life Nursing Education Consortium) training with Certified provider and content experts for:

HNMC APN’s Nurse Residents:

RN’s 8 hour Sessions:

2/18/25 (10 RN) 02/26/23 (22 residents)
2/25/25 (10 RN) 04/04/23 (5 nurse residents)

10/4/23 (13 nurse residents)
11/8/23 (14 nurse residents)
03/05/24 (3 nurse residents)
06/04/24 (11 nurse residents)
10/7/24 (11 nurse residents)
12/17/24 (16 nurse residents)
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POLST/AD education to staff at:

Nursing Professional Education Day

6/29/23

4/18/24

10/29/24

12/2/24

4/1/25 (20 staff completed)

12/2/25 POLST Hospital-wide education and completion by Palliative staff -In Healthstream and at PED
Over 1,250 POLST forms completed and scanned into electronic health record

Holy Name Nursing Quality Council 9/17/24 Palliative Care Screening in ICU (61 RN)
New Jersey Council of Magnet Organizations 9/27/24 Palliative Screening in ICU (40 RN)

Day of Inquiry: Heartbeat in a Bottle: Providing family 6/20/24 (14 RN)
bereavement support in ICU

Further enhance screening tools used on campus & in medical practices to appropriately identify hospice/palliative
patients.

o  CAP-C screening tool in ICU
o  CPOT for intubated patients pain screening

Further expansion of PC services. Developed new workflows and Interdisciplinary team model: (Program Mgr., MD,
APN, Neuropsychologist, PharmD, LCSW, RN, LPN)

e Standardized Screening tool for Palliative Referrals in the ICU with automatic consults

e Developed On-Site Palliative Care Interdisciplinary services in the Sister Patricia Lynch Cancer Center at
Holy Name in 2021, To date, over 250 patients received consults to PC services

o Initiated palliative rounding on each hospital unit

e Palliative team members are on-site resources to staff

e Identify patients that would benefit from a PC consult utilizing evidence-based tool
o IDT team provides 1:1 education to providers about appropriate patients

e Increased appropriate referrals to hospice services

o Initiated hospital-wide project to increase the number of POLST/AD for appropriate patients and make them
more accessible in the EMR

Continue education, awareness and events re: palliative and end-of-life care issues

3/9/25 Palliative Care: MS center Lunch and Learn (25 attendees)

Rhoda Center Senior Health Fair: Advanced Care 4/26/23 (106 attendees)
4/6/23 (200 attendees)

Planning/POLST/HN Supportive care services Bergen 4/4/24 (200 attendees)

Community College Health Fair: Advanced Care Planning/POLST/HN 4/10/25 (100 attendees)

Supportive care services

Advanced Care Planning Community Education (open to public): 4/5/23 (46 participants)

Via Zoom: 6/7/23 (36 participants)

4/9/24 (31 participants)
4/29/25 (26 participants)
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Continue medical staff education to help physicians understand when to refer to palliative care

e Monthly Palliative Education Series with Medical Residents focusing on Palliative concepts for
care starting 8/2025 (12 Medical residents)

e  Presentation at Internal Medicine Quarterly Meeting 7/30/25 (16 Physicians)
e  Hot Topics in Oncology Conference: Benefits of Palliative Care for Cancer Patients 11/6/24

e  Holy Name Annual Pain Conference
o  6/25/24 (167 MD/RN/PharmD)
o 6/24/25 (208 RN,MD, PharmD)

Community partnership developed with MSKCC to give community cancer patients better/timely access to
Palliative Care services

e  (Creation of an On-line advance directive form

Additional Palliative Care Programs

7/17/23 - Leonia Senior Services, Advanced Care 9 Attendees
8/15/24 Thrive, ALF Montvale, Senior Blue Book Meeting Education on Hospice and VMC 30 Attendees
Program

9/7/24 Mayors Wellness Campaign, New Milford YMCA 25 Attendees
Education on Hospice andVMC Program, Education on Advance Directives

9/10/24 - Good Samaritan, Case Management In Service Provided Education on Hospice and 17 Attendees
VMC Program

5/29/25 - Brookdale Senior Housing, Advanced Care Planning 4 participants
6/16/25 - HNMC Residents, Hospice & VMC inservice, Dr. Vialotti 15 participants
6/17/25 - HUMC Inservice for Case Management Staff Hospice & VMC inservice 40 participants
10/10/25 9-10:00 - Dr. Maria Ramos, Lodi, Education on Hospice and VMC Program 6 Attendees

12/9/25 5:00-6:00 - Comforcare, Homecare Agency, Education on Hospice and VMC Program - | 12 Attendees

12/12/25 8:30 Dr. Mark Wiesen, Paramus, Education on Hospice and VMC 6 Attendees
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