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Beaumont Health is Michigan’s largest health care system, based on inpatient admissions and net 

patient revenue, that was formed in 2014 to provide patients with compassionate, extraordinary care,  

no matter where they live.

With eight hospitals, 145 outpatient locations, nearly 5,000 physicians and 38,000 employees, 

Beaumont’s commitment to patient and family-centered care contributes to the health and well-being  

of residents throughout the community and beyond. 

Mission, vision and values
Compassion is a fundamental attribute to be  
a Beaumont physician, employee or volunteer.  
It is so critically important that compassion is 
reflected in our Mission, Vision and Values:

Our mission
Compassionate, extraordinary care every day

Our vision
To be the leading high-value health care network 

focused on extraordinary outcomes through 

education, innovation and compassion

Our values
•	 Compassion

•	 Respect

•	 Integrity

•	 Teamwork

•	 Excellence

Our Mission is why we exist as an organization. 

Our Vision is what we want to become. Our 

Values guide our behavior and actions in 

everything we do for our patients, families, 

colleagues and communities.

Beaumont Health

8 hospitals

145 �outpatient 
locations

5,000 physicians

38,000 employees
Beaumont contributes to 
the health and well-being of 
residents throughout southeast 
Michigan and beyond.

http://beaumont.org/chna
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Beaumont Health CEO’s message to the community 
As a non-profit health system, and the largest in Michigan, Beaumont Health 
has an obligation to support and educate the communities we serve on 
healthy living. But this responsibility is also an honor and a privilege to carry 
out. Every three years, we refresh our approach to population health and 
wellness through the Community Health Needs Assessment, or CHNA. 

The CHNA process is a valuable opportunity to listen to those who work  
and live in our community and get input on what health concerns matter 
most. We also look for the most effective, evidence-based ways to work 
together to improve the health of our communities. Whether it is obesity, 
cardiovascular disease, diabetes, mental health or some other concern,  
it is imperative we learn from those we serve how we can work together  
to improve their quality of life. Collectively, we have worked hard since  
the last report to address the key priorities identified in our previous CHNA 
and to move the needle on health indicators. We have implemented several 
programs to provide care to those most in need. We are very proud of what 
we have accomplished but understand there is still much work to be done.

This report details the most pressing health concerns in the communities 
Beaumont Health serves. It also outlines our plans to address those 
concerns, now and in the future. It is the result of months of research and 
data analysis, based on in-depth discussions, structured interviews and 
information from residents, health experts and community organizations. 

Beaumont’s service area spans virtually all of Southeast Michigan. This  
report will serve as a navigational beacon as we reach out with, and for,  
the men, women and children of the region to attain the highest levels  
of health and wellness anywhere.

Throughout Beaumont Health, we take our responsibility seriously to set  
the standards of care not just in our clinical care areas, but also on the 
streets, parks, paths, community centers and classrooms of the region.  
Only by strengthening and integrating our clinical and community  
programs will we be successful in our quest to improve population health. 

It is our honor to provide compassionate, extraordinary care every day  
and to help our communities enjoy healthy, happy lives.

Sincerely,

John T. Fox 
President & CEO 
Beaumont Health

Letter from the CEO

Compassionate,
extraordinary care

every day
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Beaumont Health understands the importance of 

serving the health needs of its communities. To do 

that successfully, we must first take a comprehensive 

look at the issues our patients, their families and 

neighbors face when making healthy life choices  

and health care decisions. 

Beginning in January 2019, Beaumont began  

the process of assessing the health needs of the 

communities served by the eight Beaumont hospital 

facilities for an updated community health needs 

assessment. IBM Watson Health was engaged to  

help collect and analyze the data for this process  

and to compile a final report made publicly available 

by Tuesday, Dec. 31, 2019.

The community served by Beaumont includes 

Macomb, Oakland and Wayne counties. These counties comprise the majority of the geography 

covered by the combined primary service areas of each of the eight hospitals and contains 3.9 million 

people. Each hospital’s primary service area is defined by the contiguous ZIP codes where 80% of the 

hospital’s admitted patients live. 

IBM Watson Health performed a quantitative and qualitative assessment. More than 200 public health 

indicators were examined, and a benchmark analysis of the data was conducted. The analysis compared 

community values to the overall state of Michigan and United States values. For a qualitative analysis 

and to get input from the community, focus groups, key informant interviews and a survey were 

conducted. The focus groups solicited feedback from leaders and representatives who served the 

community and had insight into community needs. The interviews were conducted with public health 

and community leaders along with key Beaumont leaders to gain their perspective on the community 

needs. Participants in these sessions included state, local or regional governmental public health 

departments (or an equivalent department or agency) with knowledge, information or expertise  

relevant to the health needs of the community, as well as individuals or organizations serving and/or 

representing the interests of medically underserved, low-income and minority populations in the 

community. Additionally, a community survey was fielded to solicit input directly from community 

members regarding their perception of community health needs.

Needs were first identified when an indicator for a hospital community was worse than the state 

benchmark. A need differential analysis conducted on all the low performing indicators determined  

the relative severity by using the percent difference from benchmark. The outcome of this quantitative 

analysis aligned with the qualitative findings of the community input sessions to create a list of health 

needs in the community. Each health need received assignment into one of four quadrants in a health 

needs matrix. The matrix shows the convergence of needs identified in the qualitative data (interview 

and focus group feedback) and quantitative data (health indicators) and identifies the top health needs 

for each community.

Executive summaryLetter from the CEO

http://beaumont.org/chna
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The results were aggregated across the eight hospital communities to identify the predominant health 

needs for the overall Beaumont community. Needs were identified for the overall Beaumont community 

if they were common across at least five of the eight Beaumont hospital communities.

In June 2019, the Beaumont CHNA Prioritization Workgroup met to review the health needs matrix  

and prioritize significant community health needs for Beaumont. The meeting was moderated by IBM 

Watson Health and included an overview of the CHNA process for the Beaumont community, the 

methodology for determining the top health needs and the selection and prioritization of significant 

health needs for the community Beaumont serves. 

The group reviewed the Beaumont Health needs matrix and identified the significant community  

health needs to prioritize. They next used criteria selected by the Beaumont CHNA Steering Committee 

to score the community’s significant health needs. The list of significant health needs was then 

prioritized based on the overall scores. The session participants subsequently reviewed the prioritized 

health needs for each community and chose the four community health needs with the highest 

prioritization scores as those to be addressed by Beaumont through subsequent implementation 

strategies. The health needs to be addressed by Beaumont include:

•	 Chronic disease prevention and management (cardiovascular disease, diabetes, obesity)

•	 Mental health

A description of these needs is included in the body of this report. The hospital facilities will each 

develop implementation strategies with specific initiatives to address the chosen health needs,  

to be completed and adopted by Beaumont by April 15, 2020.

An evaluation of each hospital’s implementation strategy drafted after the 2016 assessment  

is included in Appendix I.

The Community Health Needs Assessment for Beaumont has been presented and approved 

by the Beaumont Health board of directors, and the full assessment is available to the public 

at no cost for download and comment on our website at beaumont.org/chna.

This assessment and corresponding implementation strategies are intended to meet the requirements 

for community benefit planning and reporting as set forth in federal law, including but not limited  

to the Internal Revenue Code Section 501(r). 

The health needs to be addressed by Beaumont include:

 � Chronic disease prevention & management 
 cardiovascular disease 
 diabetes 
 obesity

 � Mental health

Executive summary
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StrategiesExecutive summary Community Health Needs Assessment requirement

As a result of the Patient Protection and Affordable Care Act, all tax-exempt organizations operating 

hospital facilities are required to assess the health needs of their community through a Community 

Health Needs Assessment once every three years. 

The written CHNA Report must include descriptions of the following:

•	  the community served and how the community was determined

•	  the process and methods used to conduct the assessment, including sources and dates of  
the data and other information, as well as the analytical methods applied to identify significant 
community health needs

•	 how the organization took into account input from persons representing the broad interests  
of the community served by the hospital, including a description of when and how the  
hospital consulted with these persons or the organizations they represent

•	 the prioritized significant health needs identified through the CHNA, as well as a description  
of the process and criteria used in prioritizing the identified significant needs

•	 the existing health care facilities, organizations, and other resources within the  
community available to meet the significant community health needs

•	 an evaluation of the impact of any actions that were taken, since the hospital facility’s  
most recent CHNA, to address the significant health needs identified in that last CHNA

A CHNA is considered conducted in the taxable year that the written report of its findings,  

as described above, is approved by the hospital governing body and made widely available  

to the public. The Patient Protection and Affordable Care Act also requires hospitals to adopt  

an implementation strategy to address prioritized community health needs identified through  

the assessment.  

An implementation strategy is a written plan that addresses each of the significant community  

health needs identified through the CHNA and is a separate but related document to the  

CHNA report.

The written implementation strategy must include:

•	 a list of the prioritized needs the hospital plans to address and the rationale 
for not addressing other significant health needs identified

•	 actions the hospital intends to take to address the chosen health needs

•	 the anticipated impact of these actions and the plan to evaluate such impact;  
for example, identifying data sources that will be used to track the plan’s impact

•	 programs and resources the hospital plans to commit to address the health needs

•	 any planned collaboration between the hospital and other facilities or organizations  
to address the health needs

The implementation strategy, or implementation plan, is considered implemented on the date it is 

approved by the hospital’s governing body. The CHNA implementation strategy is filed along with  

the organization’s IRS Form 990, Schedule H and must be updated annually with progress notes.

http://beaumont.org/chna
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IE
W Beaumont Health began the 2019 CHNA process in January 2019 and partnered with IBM Watson 

Health to complete a CHNA for the communities served by their hospital facilities. The eight Beaumont 

hospital facilities with overlapping communities have collaborated to conduct this joint Community 

Health Needs Assessment. This joint CHNA applies to the following Beaumont facilities:

•	 Beaumont Hospital, Dearborn

•	 Beaumont Hospital, Farmington Hills

•	 Beaumont Hospital, Grosse Pointe

•	 Beaumont Hospital, Royal Oak

•	 Beaumont Hospital, Taylor

•	 Beaumont Hospital, Trenton

•	 Beaumont Hospital, Troy

•	 Beaumont Hospital, Wayne

Consultant qualifications and collaboration 
IBM Watson Health delivers analytic tools, benchmarks and strategic consulting services to the health 

care industry, combining rich data analytics in demographics, including the Community Needs Index, 

planning and disease prevalence estimates, with experienced strategic consultants to deliver 

comprehensive and actionable Community Health Needs Assessments.

The overall Beaumont community is the aggregate of individual hospital communities. It is important  

to note that individual hospital communities overlap. The Beaumont hospitals are located in, and each 

serve, some portion of Macomb, Oakland and Wayne counties. Beaumont approached the CHNA 

process as a collaborative effort between their hospitals.

CHNA Steering Committee
The health system formed a committee to oversee and advise the CHNA process. Beaumont Health’s 

senior vice president of Government Relations and Community Affairs served as the executive sponsor 

of the CHNA. The vice president of Community Health and Outreach and the directors of Community 

Health and Outreach served as project managers. Members of the CHNA Steering Committee can  

be found in Appendix A. 

Community served definition
For the purpose of this assessment, the geographic 

boundary for this study encompasses the combined, 

contiguous geography of the Beaumont hospitals’ 

primary service areas. Each hospital’s primary service 

area is defined by the contiguous ZIP codes where 

80% of the hospital’s admissions originate. 

The combined primary service areas of the eight 

hospitals principally include Macomb, Oakland and 

Wayne counties in Southeast Michigan. In 2018,  

the total population of the community served by 

Beaumont was estimated to be 3.9 million people. 
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Assessment of health needs
To identify the health needs of the community, Beaumont established a comprehensive method of 

accounting for all available relevant data, including community input. The basis of identification of 

community health needs was the weight of qualitative and quantitative data obtained when assessing 

the community. Surveyors conducted interviews and focus groups with individuals representing public 

health, community leaders/groups, public organizations and other providers. Additionally, a community 

survey was conducted among community residents. Quantitative data collected from several public 

sources was benchmarked against a state value to indicate the level of need. 

The Beaumont hospital communities are defined by ZIP codes; however, public health indicators are 

most commonly available by county. Therefore, the counties that principally comprise a majority of  

the community were used in determining health needs for that hospital community. Health needs  

were assessed at a hospital community level then aggregated across the eight hospital communities  

to identify the predominant health needs for the overall Beaumont community.

Methodology and data sources
Public health indicators were used to assess community health  

needs from a quantitative data perspective. This included collection 

of 202 data elements grouped into 13 categories and evaluated for 

the counties where data was available. The categories of indicators 

collected are included in the table below. The categories, indicators 

and sources are included in Appendix C.

A benchmark analysis was conducted to determine the public  

health indicators that demonstrated a community health need from  

a quantitative perspective. Benchmark health indicators included, 

when available: overall U.S. values and Michigan values.

According to America’s Health Rankings 2018 Annual Report, the 

health of Michigan residents ranks 34th out of the 50 states.1 The 

health status of Michigan compared to other states in the nation 

identified many opportunities to impact health within local communities, including opportunities for 

those communities that ranked highly. Therefore, the benchmark for the community served was set to  

the state value. Once the community benchmark was set to the state value, it was determined which 

indicators for the community did not meet the state benchmarks. This created a subset of indicators for 

further analysis. A need differential analysis was conducted to understand the relative severity of need 

for these indicators. The need differential established a standardized way to evaluate the degree each 

indicator differed from its benchmark. Public health indicators with need differentials above the 50th 

percentile were ordered by severity; the highest ranked indicators were the top health needs from  

a quantitative perspective. These data are available to the community via an interactive Tableau 

dashboard at beaumont.org/chna. The outcomes of the quantitative data analysis were compared to the qualitative data findings.

1America’s Health Rankings, 2018 

Overview, methodology and approach Overview, methodology and approach

Categories Indicators

Access to care 11
Cancer 20

Conditions/diseases 35
Environment 12

Health behaviors 16
Health status 7

Infectious conditions/diseases 9
Injury and death 25

Maternal and child health 14
Mental health 16

Population 15
Preventable hospitalizations 9

Prevention 13

http://beaumont.org/chna
http://beaumont.org/chna
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Qualitative assessment of health needs  
and community input: Approach
In addition to analyzing quantitative data, IBM Watson Health conducted eight focus groups with a total 

of 93 participants, as well as 40 key informant interviews, to gather the input of persons representing 

the broad interests of the communities served throughout the region. The focus groups solicited 

feedback from leaders and representatives who serve the community and have insight into community 

needs. The interviews were conducted with public health and community leaders along with key 

Beaumont leaders to gain their perspective on the community needs as well. 

The focus groups familiarized participants with the CHNA process and solicited input to understand 

health needs from the community’s perspective. Focus groups, formatted for individual and small group 

feedback, helped identify barriers and social determinants influencing the community’s health needs. 

IBM Watson Health conducted key informant interviews for the communities served by the hospitals. 

The interviews provided insight into concerns about the general health status of the community and  

the various drivers that contribute to health issues. 

Participation in the qualitative assessment was included from five state, local or regional governmental 

public health departments (or an equivalent department or agency) with knowledge, information or 

expertise relevant to the health needs of the community, as well as individuals or organizations who 

served and/or represented the interests of medically underserved, low-income and minority  

populations in the community. 

Participation from community leaders/groups, public health organizations, other health care organizations 

and other health care providers ensured that the input received represented the broad interests of the 

community served. A list of the organizations providing input can be found in Appendix D. 

Overview, methodology and approach
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Summary findings from the focus groups and interviews can be found in Appendix E. Additionally,  

a community survey, which included 1,400 responses from throughout the Beaumont community, 

supplemented the focus groups and interviews. Findings from the community survey  

can be found in Appendix F.

In addition to soliciting input from public health and various stakeholders in the community,  

Beaumont was also required to consider written input received on their most recently  

conducted CHNA and subsequent implementation strategies. 

Beaumont made the prior assessment available on the Beaumont website —beaumont.org/chna —  

and welcomed public comment or feedback on the report findings. To date, we have not received  

such written input on the 2016 CHNA and implementation strategies but continue to welcome  

feedback from the community.

Community input from qualitative data collection was organized into themes around community needs. 

These themes were compared to the quantitative data findings. 

Methodology for defining community need
Using qualitative feedback from the interviews, focus groups and surveys, as well as the health indicator 

data, the issues currently affecting each community served were assembled in the health needs matrix 

below to help identify the top health needs for the community. The upper right quadrant of the matrix 

is where the needs identified in the qualitative data (interviews, focus groups, surveys) and quantitative 

data (health indicators) converge to identify the top health needs for the community. The results were 

aggregated across the eight hospital communities to identify the predominant health needs for the 

overall Beaumont community. Needs appeared on the Beaumont matrix if they were common across  

at least five of the eight Beaumont hospital communities.

Overview, methodology and approach Overview, methodology and approach
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Information gaps
Most public health indicators were available only at the county level. In evaluating data for entire 

counties versus more localized data, it was difficult to understand the health needs for specific 

population pockets within a county. This creates a challenge in tailoring interventions to address 

community health needs, as placement and access to specific programs in one part of the county  

may or may not actually affect the population who truly need the service. The publicly available health 

indicator data was supplemented with IBM Watson Health’s ZIP code estimates to assist in identifying 

specific populations within a community where health needs may be greater.

Approach to identify and prioritize significant health needs
In May 2019, the CHNA Steering Committee identified five criteria for prioritizing health needs  

identified through the assessment:

1.	 Importance of the problem to the community: importance of the issue to the population 
affected. Momentum or drive within the community exists to create change.

2.	Severity: the degree of disability or premature death that occurs because of the problem.  
Potential burdens to the community, such as economic or social burdens.

3.	Magnitude: the number of persons the problem affects, either actually or potentially. 

4.	Existing resources: the existing resources, hospital resources, ability to partner, leadership  
support and organization infrastructure/capacity that currently exist to address the need.

5.	Ability to measure change: the ability to measure improvement on a population scale.

In addition to identifying criteria, the steering committee emphasized the underlying foundation  

of the Beaumont prioritization process should be to focus on serving vulnerable populations.

On June 11, 2019, a prioritization session was held with representatives from across Beaumont. The 

participants included leaders from each hospital, corporate leaders, community health staff, leaders 

from fields related to community health and members from community affairs. Prioritization session 

participants can be found in Appendix G. These participants used a comprehensive method of taking 

into account all available relevant data, including community input. Moderated by IBM Watson Health, 

the meeting included: an overview of the CHNA process for the Beaumont community; the 

methodology for determining the top health needs; and the selection and prioritization of  

significant health needs for the community Beaumont serves.

Prioritization of the health needs took place in two steps. In the first step, participants reviewed a 

summary of demographics, health data findings and the health needs matrix for the community. This 

overview also included an explanation of the quadrants of the health needs matrix. The participants 

agreed that the needs in the upper right quadrant of the matrix (those identified as high data/high 

qualitative) were significant health needs for the community. The group then reviewed the other 

quadrants of the matrix where either the quantitative data or qualitative input indicated a need (upper 

left and lower right quadrants respectively). Leveraging their professional experience and community 

knowledge, the group was given the opportunity to identify up to six additional significant health 

needs from other quadrants of the matrix due to their potential or actual impact on the community.
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After some discussion, the group decided to include one additional health need as significant.  

The group added obesity from lower right quadrant of the matrix (low data/high qualitative), 

recognizing the need was identified by the community as a high need and obesity rates in the 

community still indicate a need when compared to the state benchmark (but to a lesser extent than 

those in the upper right quadrant). Additionally, the group acknowledged that obesity contributes  

to many chronic diseases and Beaumont still considers it to be a significant health need within the 

community to be prioritized along with the other significant health needs. 

In the second step, session participants then worked in six sub-groups to evaluate the significant health 

needs using the set of prioritization criteria chosen by the Steering Committee. Through discussion  

and consensus in each sub-group, the Beaumont community’s significant health needs were individually 

rated on each of the five criteria using a scale of 1 (low) to 10 (high). The scores by each sub-group were 

summed up for each need, creating an overall score. The scores by need were then averaged across  

all six sub-groups to create an overall score for each need. The list of significant health needs was than 

prioritized based on the overall scores. The outcome of this process, the list of prioritized health needs 

for this community, is located in the Prioritized significant health needs section of the assessment.

Determining the health needs to be addressed by Beaumont Health
The prioritization participants were asked to determine which of the resulting prioritized significant 

health needs Beaumont would address through their CHNA implementation strategies.  

The participants were asked to consider the following:

•	 Each hospital will need to create their own 
implementation plan around addressing the 
chosen priorities.

•	 Consider limiting chosen needs to the  
top two to four.

•	 Needs that are shared between communities 
create opportunities for collaboration and 
maximization of resources.

•	 Look for areas where expertise can be shared.

Existing resources to address health needs
Part of the assessment process included gathering input on community resources potentially available 

to address the significant health needs identified through the CHNA. Beaumont assembled information 

on community resources. Additionally, qualitative assessment participants identified community 

resources that may assist in addressing the health needs identified for their community.  

A description of these resources is in Appendix H. 

Overview, methodology and approach Overview, methodology and approach
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Evaluation of prior CHNA implementation strategies
As part of the current assessment, Beaumont conducted an evaluation of the implementation strategies 

adopted by hospital facilities as part of the 2016 CHNA. In 2016, Beaumont chose to address the 

following identified needs:

Implementation strategies were put into place in 2017 to address the above needs. Those strategies 

have been evaluated as to effectiveness and impact. Details for that evaluation can be found in 

Appendix I with the report of interventions and activities outlined in the implementation strategy 

drafted following the 2016 assessment.

Demographic and socioeconomic summary
According to population statistics, the overall Beaumont community is expected to grow just 0.3%  

in five years. This is slightly lower than the projected growth for the state and much lower than the 

United States overall (3.5%). The median age is older than both the state and national medians.  

Median household income for the overall community is higher than both benchmarks; however,  

there is significant income disparity within the community served. The overall community has  

a higher proportion of Medicaid beneficiaries than the state benchmark and an uninsured rate  

that is more than half of the national rate.

Overview, methodology and approach
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Beaumont Community Health Needs Assessment

Geography
Benchmarks Community Served

United States Michigan Beaumont Health 

Total current population 326,533,070 9,941,545 3,937,511

5 Yr projected population change 3.5% 0.6% 0.3%

Median age 38.3 40.0 40.9

Population 0-17 22.6% 21.7% 22.2%

Population 65+ 15.9% 17.0% 16.1%

Women age 15-44 19.6% 18.9% 19.0%

Non-white population 30.0% 22.4% 33.4%

Hispanic population 18.2% 5.2% 4.7%

Insurance 
Coverage

Uninsured 9.4% 3.9% 3.9%

Medicaid 19.0% 24.4% 24.6%

Private Market 9.6% 8.2% 8.2%

Medicare 16.1% 17.5% 17.5%

Employer 45.9% 46.0% 45.9%

Median household income $60,315 $55,727 $66,984 

Limited English 26.2% 14.5% 18.9%

No high school diploma 7.4% 6.9% 7.5%

Unemployed 6.8% 7.8% 8.4%

Source: IBM Watson Health / Claritas, 2018; US Census Bureau 2017 (U.S. Median Income) 

Demographic and socioeconomic comparison: community served and state/U.S. benchmarks

Overview, methodology and approach

http://beaumont.org/chna
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under 10,000 people. The ZIP codes expected to experience the most growth in five years are:

The community’s population skews slightly younger with 33.9% of the population ages 18-44 and 22.2% 

under age 18. The largest cohort (18-44) is expected to decrease by 9,505 people by 2023. The age 65 

plus cohort is the smallest group (16.1% of the total population) but is the only cohort expected to grow. 

In fact, it is expected to experience a similar growth rate (15.5%) as Michigan and the nation over the 

next five years, adding 98,618 seniors to the community. Growth in the senior population will likely 

contribute to increased use of services as the population continues to age.

Beaumont Community Health Needs Assessment

Zip Codes
Growth in 
five years 

(# of people)
48044 Macomb 3,235
48042 Macomb 2,419

48047 New Baltimore 1,777
48178 South Lyon 1,573

48038 Clinton Township 1,306
48316 Utica 1,226

48094 Washington 1,193
48374 Novi 1,182

48307 Rochester 1,071
48306 Rochester 1,020

48377 Novi 1,012
Source: IBM Watson Health / Claritas, 2018

2018-2023 Total population projected change by ZIP code
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Population statistics are analyzed by race and Hispanic ethnicity. The community overall is 

predominately racially white (66.6%) and black (24.2%); both of these populations are projected to 

decline slightly over the next five years. All other racial groups are expected to increase from 9%  

of the total population to 16% (47,104 people) by 2023, primarily driven by Asian/Pacific Islanders  

and multi-racial populations. The expected growth rate of the Hispanic population (all races) is  

over 17,000 people (9.3%) by 2023, while the non-Hispanic population (all races) is expected to  

decrease by over 7,000 people (-0.2%) by 2023.

Beaumont Community Health Needs Assessment Beaumont Community Health Needs Assessment

2018 Population by race

Source: IBM Watson Health / Claritas, 2018

Source: IBM Watson Health / Claritas, 2018

2018 Population by ethnicity

2018 - 2023 White population 
projected change by ZIP code

2018 - 2023 Black population 
projected change by ZIP code 

Source: IBM Watson Health / Claritas, 2018

Source: IBM Watson Health / Claritas, 2018

http://beaumont.org/chna
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median household income for the ZIP codes within this community ranges from $18,623 for ZIP code 

48201 in Detroit to $161,301 for ZIP code 48374 in Novi. There are 56 ZIP codes with median household 

incomes less than $50,200, twice the 2018 Federal Poverty Limit for a family of four. Of these ZIP codes, 

41 are in Wayne County, eight in Macomb County and seven in Oakland County. 

Beaumont Community Health Needs Assessment

Source: IBM Watson Health / Claritas, 2018

2018 Median household income by ZIP code
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A significant portion of the population (46%)  

is insured through employer sponsored health 

coverage, followed by those with Medicaid (24%) 

and Medicare (17%) insurance coverage. 

The remainder of the population are divided 

between private market (the purchasers of 

coverage directly or through the health  

insurance marketplace) at 8%, and uninsured  

at 4% of the total population.

The community includes 70 health professional shortage areas and 23 medically underserved areas  

as designated by the U.S. Department of Health and Human Services Health Resources Services 

Administration.2 Appendix J includes the details on each of these designations.

Beaumont Community Health Needs Assessment Beaumont Community Health Needs Assessment

2U.S. Department of Health and Human Services, Health Resources and Services Administration, 2018

Medically 
underserved 

area/populationHealth professional shortage areas

Beaumont Health Dental health Mental health Primary care Grand total MUA/P

Macomb County 2 2 3 7 2
Oakland County 1 3 3 7 1
Wayne County 16 20 20 56 20

Total 19 25 26 70 23
Source: U.S. Department of Health and Human Services, Health Resources and Services Administration, 2018

Health professional shortage areas and medically 
underserved areas and populations

2018 Estimated distribution of  
covered lives by insurance category

Source: IBM Watson Health / Claritas, 2018

http://beaumont.org/chna
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within a community where health disparities may exist. The CNI accounts for vital socio-economic 

factors (income, cultural, education, insurance and housing) about a community to generate a CNI  

score for every populated ZIP code in the United States. The CNI strongly links to variations in 

community health care needs and is an indicator of a community’s demand for various health care 

services. The CNI score by ZIP code identifies specific areas within a community where health  

care needs may be greater.

Overall, the composite CNI score for the community served is 2.9, just under the CNI national 

benchmark of 3.0. However, there is disparity across the overall area. In portions of the community 

(Detroit, Pontiac, Ecorse, Hamtramck, Highland Park, River Rouge) the composite CNI score is greater 

than 4.5, indicating potentially more significant health needs among those populations. The combined 

composite CNI score for Detroit’s 25 ZIP codes is 4.7. Factors driving the high CNI scores included  

low-income/poverty, language barriers and low levels of home ownership.

Beaumont Community Health Needs Assessment

Source: IBM Watson Health / Claritas, 2018

2018 Community need index by ZIP code

ZIP Map where color shows the Community Need Index on a scale of 0 to 5. Orange color 
indicates high need areas (CNI = 4 or 5); blue color indicates low need (CNI = 1 or 2).  
Gray colors have needs at the national average (CNI = 3).
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IBM Watson Health community data
IBM Watson Health supplemented the publicly available data and population statistics with  

estimates of localized disease prevalence of heart disease and cancer as well as Emergency  

Department visit estimates.

IBM Watson Health Heart Disease Estimates identified hypertension as the most prevalent heart  

disease diagnosis in the community; there are over 1 million estimated cases in the community overall. 

The 48180 ZIP code of Taylor has the most estimated cases of each heart disease type, likely driven in 

part by population size. The 48304 ZIP code of Bloomfield Hills has the highest estimated prevalence 

rates for arrhythmia (96 cases per 1,000 population), heart failure (40 cases per 1,000 population) and 

ischemic heart disease (97 cases per 1,000 population), while 48138 ZIP code of Grosse Ile has the 

highest estimated prevalence rates for hypertension (379 cases per 1,000 population).

Beaumont Community Health Needs Assessment Beaumont Community Health Needs Assessment

2018 Estimated heart disease cases

Bar chart shows total number and prevalence rate of 2018 Estimated Heart 
Disease cases for each of four types: arrhythmia, heart failure, hypertension 
and ischemic heart disease
Note: An individual patient may have more than one type of heart disease. 
Therefore the sum of all four heart disease types is not a unique count  
of individuals.

Source: IBM Watson Health, 2018

http://beaumont.org/chna
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to have the greatest number of new cases in 2018 are prostate, breast, lung cancers and colorectal 

cancers. The cancers projected to have the greatest rate of growth in the next five years are 

bladder, pancreatic and melanoma, based on both population changes and disease rates. 

Beaumont Community Health Needs Assessment

2018 Estimated new cancer cases

Source: IBM Watson Health, 2018

Bar chart shows estimated new 
diagnoses per year for each of the 
17 types of Cancer and 1 category 
for all other cancers. Color shows 
details about sex with light green 
for females and dark blue for males. 

Female 

Male 
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Beaumont Community Health Needs Assessment Beaumont Community Health Needs Assessment

Cancer type 2018 Estimated 
new cases

2023 Estimated 
new cases  5-year growth (%)

Bladder 1,314 1,457 10.9%

Brain 260 270 3.9%

Breast 3,178 3,344 5.2%

Colorectal 2,164 2,024 -6.5%

Kidney 897 972 8.4%

Leukemia 813 879 8.1%

Lung 3,129 3,319 6.1%

Melanoma 713 790 10.8%

Non-Hodgkin’s lymphoma 986 1,067 8.1%

Oral Cavity 387 416 7.5%

Ovarian 284 295 4.0%

Pancreatic 750 831 10.9%

Prostate 3,342 3,325 -0.5%

Stomach 322 338 4.8%

Thyroid 484 529 9.4%

Uterine - cervical 108 104 -3.7%

Uterine - corpus 653 700 7.2%

All other 2,208 2,390 8.2%

Grand total 21,991 23,049 4.8%

Note: Case numbers are rounded to the nearest integer, which may mask minor differences.         Source: IBM Watson Health, 2018

Estimated cancer cases and projected five-year change by type

http://beaumont.org/chna
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Emergency Department (ED) visits in this community to increase by just 0.5% over the next five years. 

The highest estimated ED use rates are in the ZIP codes of Detroit: 923.6 to 725.2 ED visits per  

1,000 residents compared to the state benchmark of 510.0 visits and the U.S. benchmark of  

435.0 visits per 1,000.

These ED visits consist of three main types: those resulting in an inpatient admission, emergent 

visits treated and released and non-emergent visits that are lower acuity. Non-emergent visits present 

to the ED but can potentially be treated in more appropriate and less intensive outpatient settings.

Non-emergent ED visits could be an indication of systematic issues within the community regarding 

access to primary care, managing chronic conditions or other access to care issues such as ability to 

pay. IBM Watson Health estimated non-emergent visits to decrease by an average of 2.7% over the  

next five years in this community.

Beaumont Community Health Needs Assessment

Total estimated 2018 Emergency Department visit rate

ZIP map color shows total Emergency Department 
visits per 1,000 population. Orange colors are 
higher than the state benchmark, blue colors  
are less than the state benchmark, and  
gray colors are similar.

Source:  
IBM Watson Health, 2018

Note: These are not actual hospital ED visit rates.  
These are statistical estimates of ED visits for the population.
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Beaumont Community Health Needs Assessment

Non-emergent estimated 2018 
Emergency Department visits 
by ZIP code

ZIP map color show total Emergency 
Department visits per 1,000 population 
by non-emergent status. Orange colors are 
higher than the state benchmark (see table  
at right), blue colors are less than the state 
benchmark, and gray colors are similar. 

Color range is set for the entire study region. 
ED visits are defined by the presence of 
specific CPT® codes in claims. Non-emergency 
visits to the ED do not necessarily require 
treatment in a hospital Emergency 
Department and can potentially be 
treated in a fast-track ED, an urgent 
care treatment center or a clinical 
or a physician’s private office. 

Source: 
IBM Watson Health, 2018

Note: These are not actual hospital ED visit rates.  
These are statistical estimates of ED visits for the population.

http://beaumont.org/chna
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Beaumont Health prioritized significant health needs 
The health needs matrix, developed as part of the assessment (see Methodology for defining 

community needs section) shows the convergence of needs identified in the qualitative  

data (interview, focus group and survey feedback) and quantitative data (health indicators).  

The top health needs for the Beaumont community are defined in the health needs matrix below.

Through the prioritization process, the significant health needs for this community were identified, 

reviewed and prioritized (see Approach to identify and prioritize significant health needs section).  

The resulting prioritized health needs for the Beaumont community are provided in the table below. 

The health indicator values for the prioritized significant needs are located in Appendix K.

Beaumont Community Health Needs Assessment

High Data & High QualitativeHigh Data & Low Qualitative

Low/ No Data & High QualitativeLow Data & Low Qualitative

D
at
a

D
at
a

Qualitative Qualitative

• Access to Care (Preventable 
Hospitalizations, Primary Care, 
Preventative Care)

• Asthma
• Cancer
• Cardiovascular Disease
• COPD
• Diabetes

• Mental/Behavioral Health
• Substance Abuse – Drugs and 

Smoking
• Physical Activity
• Social Isolation
• Air Quality
• Maternal and Child Health 

(Prenatal Care, Low Birth 
Weight, Pre-term Births)

• AIDS
• Cerebrovascular Disease- Stroke
• Infectious Disease (other than Septicemia)
• Kidney Disease
• Skin and Subcutaneous Tissue Disease
• STI- HIV, Chlamydia

• Arthritis
• Gastrointestinal Disease

• Access to Care - Cost
• Obesity
• Transportation
• Access to Care Issues
Ø Coordination of Care/Resources
Ø Medications
Ø Specialty Care
Ø Transgender Care
Ø Urgent Care and After Hours Care
Ø Patient Advocates
Ø Senior Services
Ø Substance Abuse/Addiction Care

• Immigrant, Undocumented, 
and/or Refugee Status

• Language Barriers
• Trust
• Fear of Facing Health Issues
• Stigma around MH and Social 

Services
• Childcare
• Cultural/Religious Barriers
• Health Behaviors
• Health Education/Literacy
• Homelessness

Community health needs matrix

Note: Lower right quadrant items in italics do not have quantitative data indicators available            Source: IBM Watson Health, 2019

Priority Rank Health need Priority Rank Health need

1 Cardiovascular disease 7 Maternal and child health
2 Diabetes 8 Physical activity
3 Obesity 9 Access to care
4 Mental/behavioral health 10 Asthma
5 Substance abuse 11 Social isolation
6 Cancer 12 Air quality
6 COPD
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Note: Needs with the same priority rank received the same 
overall score in the prioritization process.
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Health needs to be addressed by Beaumont Health
As part of the prioritization session, participants were asked to collectively determine which of  

the prioritized needs Beaumont would address through their CHNA implementation strategies  

(see Approach to identify and prioritize significant health needs section).

After a robust discussion, the group chose to address the top four needs from the prioritization process: 

cardiovascular disease, diabetes, obesity and mental health. The four needs were then consolidated into 

two priority need areas. The resulting community health needs to be addressed by Beaumont through 

CHNA implementation strategies include:

•	 Chronic disease prevention and management (cardiovascular disease, diabetes, obesity)

•	 Mental health

2019 CHNA implementation strategy
In addition to identifying and prioritizing significant community health needs through the  

CHNA process, the Patient Protection and Affordable Care Act requires creating and adopting  

an implementation strategy. An implementation strategy is a written plan addressing each of the 

community health needs identified through the CHNA. The implementation strategy must also include  

a list of the prioritized needs each hospital plans to address and the rationale for not addressing the 

other identified health needs.

The CHNA process identified significant health needs for the Beaumont community (see Prioritized 

significant community health needs section). Significant health needs were identified via the approach 

outlined in the CHNA overview, methodology and approach section of this report. Through the 

prioritization process, two significant needs were selected to be addressed via the Beaumont Health 

CHNA implementation strategy: 

•	 Chronic disease prevention and management (cardiovascular disease, diabetes, obesity)

•	 Mental health

The remaining significant health needs were not chosen for a combination of the following reasons:

•	 The need was not well-aligned with organizational strengths.

•	 There are not enough existing organizational resources to adequately address the need.

•	 �Implementation efforts would not impact as many community residents (magnitude) as those  
that were chosen.

•	 The chosen needs more significantly impact vulnerable populations.

While each of the significant health needs identified through the Community Health Needs  

Assessment process is important, and many are currently addressed by existing programs and  

initiatives of Beaumont or a Beaumont partner organization, allocating significant resources to  

the two priority needs above prevents the inclusion of all health needs in the Beaumont Health  

CHNA implementation strategy.

Beaumont Community Health Needs Assessment Beaumont Community Health Needs Assessment

http://beaumont.org/chna
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Key approaches of the implementation strategy 
Beaumont is committed to engaging in transformative relationships with local communities to address 

the social determinants of health and to increase access to high-quality health care. We recognize good 

health extends beyond the doctor’s office and hospital. Our work in the community takes an evidence-

based prevention approach with key elements that include:

•	 Building and sustaining multi-sector community coalitions: partnering with leaders of local and state 
government, public health, community leaders, schools, community-based non-profits, faith-based 
organizations and community residents to achieve measurable, sustainable improvements by using  
a collective impact framework to improve the health and well-being of the diverse communities we 
serve. These multi-sector coalitions engage in mutually reinforcing activities to build and strengthen 
partnerships that address the social determinants of health and work towards solutions.

•	 Addressing social determinants of health and improving access to care for vulnerable populations.

•	 Working with community partners to supplement CHNA initiatives through grants, programs  
and policies.

•	 Partnering with Federally Qualified Health Centers and free clinics to provide support to the 
underinsured and uninsured within the economically disadvantaged and medically underserved 
populations of Beaumont.

•	 Partnering with Public Health departments to align efforts, resources and programs.

•	 Consideration of sponsorships to organizations for events or activities that address the key health 
priorities of chronic disease prevention and management (cardiovascular disease, diabetes, obesity) 
and mental health.

The hospital specific implementation strategies for the chosen health needs are outlined in each of the 

Beaumont hospital subsections of this report. Over the next three years, each Beaumont hospital will 

execute its implementation strategy, which will be evaluated and updated on an annual basis.

Beaumont Community Health Needs Assessment
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Description of the health needs to be addressed  
by Beaumont Health
Chronic disease prevention and management 

Cardiovascular disease
Cardiovascular or heart disease is a category of diseases and conditions that include coronary artery 

disease, high blood pressure, cardiac arrest, congestive heart failure, arrhythmia, peripheral artery 

disease, stroke and congenital heart disease. Cardiovascular disease is the leading cause of death in 

America.3 More than 28.2 million Americans (11.5% of adults) are currently living with a cardiovascular 

disease diagnosis.4 Associated conditions include obesity, diabetes and hypertension, along with other 

co-morbid conditions. Within Beaumont’s service area, two of three counties, Wayne (144 per 10,000) 

and Macomb (127 per 10,000), have higher rates of cardiovascular discharges than the state benchmark 

of 117 per 10,000.5 National and community organizations often allocate considerable resources towards 

prevention and treatment of cardiovascular disease due to the major impact on overall health.

Patients diagnosed with cardiovascular disease may have more than one heart disease condition, 

often complicating treatment. The rate of heart disease-associated deaths in Beaumont’s service area 

is relatively consistent with state and national rates for Macomb and Oakland counties; however, Wayne 

County has a higher heart disease death rate than the state and national benchmarks. In 2015-2017, 

heart disease deaths for the state were 197.9 per 100,000. Wayne County reported rates at 257.4 per 

100,000, Oakland County reported rates at 184.5 per 100,000 and Macomb County reported 196.1 

deaths per 100,000.6 Oakland and Macomb counties’ death rates due to heart disease were between 

1-7% lower than the statewide rate. Wayne County was 30% higher than the state’s death rate 

benchmark.7 Heart attack rates in the city of Detroit were 12% higher than the state,8 while hypertension 

in the fee for service Medicare population was 9-10% higher in Wayne and Macomb counties compared 

to the state.9 

Each year, IBM Watson Health produces a proprietary heart disease estimates dataset, which predicts 

the prevalence of heart disease across all ZIP codes in the United States. IBM Watson Health uses public 

and private claims data, as well as epidemiological data from the National Health and Nutrition 

Examination Survey to build local estimates of heart disease prevalence. In 2018, four major heart 

disease types were estimated for the Beaumont service area: arrhythmia, heart failure, ischemic heart 

disease and hypertension. According to the estimates, arrhythmia, heart failure and hypertension were 

more prevalent in women than men, while ischemic heart disease was more prevalent in men at 60% 

versus 40% in women.10 

Beaumont Community Health Needs Assessment Beaumont Community Health Needs Assessment

	 3 	http://www.cdc.gov/heartdisease/facts.htm
	 4 	https://www.cdc.gov/nchs/fastats/heart-disease.htm
	 5 	http://www.mdch.state.mi.us/osr/CHI/hospdx/frame.html
	 6 	https://www.mdch.state.mi.us/pha/osr/chi/births14/frameBxChar.html
	 7 	https://www.mdch.state.mi.us/pha/osr/chi/births14/frameBxChar.html 
	8 	https://www.michigan.gov/documents/mdhhs/2014-2016_MiBRFSS_Reg__LHD_Tables_608878_7.pdf
	 9 	https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Chronic-Conditions/CC_Main.html 
10 	IBM Watson Health, 2018

http://beaumont.org/chna


2019 Community Health Needs Assessment 24

StrategiesO
V

ER
V

IE
W

Beaumont Community Health Needs Assessment

Description of the health needs to be addressed  
by Beaumont Health
Chronic disease prevention and management

Diabetes
Diabetes is a condition in which the body does not properly process food for use as energy. Most of the 

food we consume is converted into glucose, or sugar. The pancreas produces a hormone called insulin 

to help glucose enter the cells in our bodies. When you have diabetes, your body either does not 

produce enough insulin or cannot use its own insulin as effectively as it should. There are several types 

of diabetes so treatments along with management vary by diagnosis. Diabetes can cause serious health 

complications including heart disease, blindness, kidney failure, stroke and lower-extremity amputations.

Diabetes is a national crisis affecting more than 30 million Americans or 9.4% of the population.11 

Of these 30 million people, approximately 7 million are undiagnosed and unaware that they have  

the disease. Another 84 million have pre-diabetes or high blood sugar levels that are not yet elevated 

enough to cause Type 2 diabetes. In 2015, diabetes was the seventh leading cause of death in the 

United States.12 In the last 20 years, the number of adults diagnosed with diabetes has more than  

tripled as the U.S. population has aged and become more overweight.13 

The Centers for Disease Control and Prevention support national, community and faith organizations; 

state and local health departments; tribes and other partners to prevent or delay Type 2 diabetes, 

improve diabetes care and self-management and prevent or reduce the severity of diabetes 

complications. Diabetes not only has significant health risks; the economic impact of diabetes  

is extraordinary.14 In 2012, the estimated cost of diagnosed diabetes in the U.S. was $245 billion.  

Average medical expenditures attributed to diabetes care and management was $7,900 per year.  

The cost of diabetes medication and supplies is often a struggle for people with the disease.15

Approximately 10.8% of Michigan’s population has a diabetes diagnosis. The city of Detroit and its 

suburbs have a higher prevalence of diabetes compared to the state (13.1% and 11.3% respectively). 

Macomb and Oakland counties’ diabetes prevalence are lower than the state value with 10.6% of 

Macomb residents and 9.2% of Oakland residents living with diabetes.16 

Hospitalization discharge rates related to diabetes are significant across the country. Causes are multi-

dimensional and related to compliance with dietary recommendations, education, lack of resources  

and cost of medications. In Michigan, approximately 20.4 discharges per 10,000 residents are related  

to diabetes. In the Beaumont service area, Wayne County has the highest discharge rate at 34.1 per 

10,000, followed by Macomb at 20.5 and Oakland at 17.5.17 
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Wayne County has the highest diabetes-related death rate in the Beaumont service area with  

71 deaths per 100,000 residents. Macomb and Oakland counties’ death rates are both lower than  

the state benchmark of 67.5 deaths per 100,000 (62.6 and 52.4 respectively).18 Communities with high 

populations of diabetic and pre-diabetic residents must address the gaps in care effectively and 

efficiently, as the disease poses a significant burden on overall health. Trending and tracking both 

prevalence and complication rates of diabetes will position organizations to best provide care for  

the community at large. Development of programs focusing on how to effectively manage diabetes, 

education on prevention, and overall health and nutrition education are essential.

	11 	https://www.cdc.gov/diabetes/pdfs/data/statistics/national-diabetes-statistics-report.pdf
	12 	https://www.cdc.gov/diabetes/pdfs/data/statistics/national-diabetes-statistics-report.pdf
	13 	https://www.cdc.gov/chronicdisease/resources/publications/aag/diabetes.htm
	14 	https://gis.cdc.gov/grasp/diabetes/diabetesatlas.html
	15 	American Diabetes Association. Economic costs of diabetes in the U.S. in 2012. Diabetes Care. 2013;36(4):1033–1046 
	16 	2014-2016, Michigan BRFS Regional & Local Health Department Estimates
	17 	http://www.mdch.state.mi.us/osr/CHI/hospdx/frame.html 
18 	https://www.mdch.state.mi.us/pha/osr/chi/births14/frameBxChar.html

http://beaumont.org/chna
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Description of the health needs to be addressed  
by Beaumont Health
Chronic disease prevention and management

Obesity
Obesity is a complex medical condition that can have a significant impact on physical and emotional 

well-being. According to the CDC, weight that is higher than what is considered a healthy weight for  

a given height is described as overweight or obese. The prevalence of obesity is increasing in the 

United States. From 2015-2016, 93 million people were affected. Recent trends in the prevalence of 

obesity in America are equally concerning. According to the National Institutes of Health, obesity rates 

in the United States have more than doubled over the last 50 years.19 In 2015-2016, the prevalence of 

obesity was 39.8%, affecting 93.3 million U.S adults, increasing from 34.9%, or 78.6 million, in 2014.20 

The prevalence of obesity in Michigan is 31.3% as compared to the U.S. prevalence of 28.4%. Wayne 

and Macomb counties had respectively higher rates of obesity at 33.1 and 32.5 percent compared  

to the state and U.S. benchmarks. Oakland County at 26.4% was lower than both the state and U.S. 

prevalence.21 Medical costs for people with obesity are on average $1,429 higher than those of  

normal weight.22

Obesity-related conditions add to the complexity and morbidity of this disease. Associated conditions 

include heart disease, stroke, Type 2 diabetes and certain types of cancer, which are attributable to 

preventable, premature death. Obesity and other related conditions are more prevalent among certain 

socio-economic groups. The association between obesity and income or educational level is complex 

and differs by sex and race/ethnicity. College-educated persons have a lower incidence of obesity  

than those who are less educated.23

Experts attribute increases in obesity to lower levels of physical activity and poor choices related to 

food and nutrition. Behavioral statistics on physical activity are consistent with Michigan’s obesity rates. 

The percentage of adults reporting no leisure-time physical activity in Michigan is 23.2% compared  

to the national prevalence rate of 23%.24 Wayne County reports the area’s highest rate of adults with 

limited physical activity (26%) and the highest prevalence of adult obesity (33%). Macomb County’s  

rate of adults with limited physical activity is slightly higher than the state rate at 25.5%. Oakland 

County reports the lowest rates of limited physical activity (19%) and the lowest prevalence of  

obese adults (26%).25 

Southeast Michigan reports higher prevalence rates of children with obesity. Childhood obesity is 

defined as a body mass index at or above the 120% of the 95th percentile for children of the same  

age and sex.26 The Centers for Disease Control and Prevention reports childhood obesity rates at  

14.8% nationally and 16.7% for the state of Michigan.27
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Education, awareness, and addressing the benefits of living a healthy lifestyle are key to tackling  

the rising obesity epidemic in the country. Communities benefit from a targeted approach to obesity  

by offering healthy alternatives that encourage active lifestyles, preventive health care, community 

exercise opportunities and healthy food options.

Statistics related to access to healthy food options and the ability to make sound nutrition decisions  

are mixed in Southeast Michigan. Lack of adequate access to food is reported by 11% of Americans.28 

The percent of Michigan residents who are food insecure is slightly higher at 15%. Oakland, Macomb 

and Wayne counties all report a higher prevalence of food insecurity than the U.S. benchmark. 

Respectively, 13.4% and 12.5% of the population in Macomb and Oakland counties lack adequate 

access to food. Wayne County has the highest prevalence of food insecurity with 21% of the  

population reporting inadequate access to food.29 

	19 	hhttp://www.heart.org/HEARTORG/HealthyLiving/WeightManagement/Obesity/Understanding-the-American-Obesity-Epidemic_UCM_461650_Article.jsp#.V4WLDk3fMkI
	20 https://www.cdc.gov/obesity/data/adult.html
	21 	http://www.countyhealthrankings.org/app/michigan/2018/overview
	22 	https://www.cdc.gov/obesity/adult/defining.html
23 	https://www.cdc.gov/obesity/data/adult.html 
	24 http://www.countyhealthrankings.org/
25 	http://www.countyhealthrankings.org/dhood.html 
26 	http://www.countyhealthrankings.org/dhood.html 
27 	https://nccd.cdc.gov/youthonline/App/Results.aspx  
28 	https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-us/key-statistics-graphics.aspx 
29 	Percentage of population who are low-income and do not live close to a grocery store 

http://beaumont.org/chna
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Description of the health needs to be addressed  
by Beaumont Health
Chronic disease prevention and management

Mental Health 
Data on mental health diagnoses for the overall population can be difficult to gather. In some instances, 

only information about a subset of the population is available. Results for specific populations may 

indicate a need that can also be used as a proxy for need across the greater population as it relates  

to the prevalence of mental health conditions within the community. 

In the Beaumont Health community, the reported number of poor mental health days per month in 

Wayne County was 4.6 days, followed by 4.2 days in Macomb and 3.6 days in Oakland County. The 

state of Michigan reported 4.4 days and the national benchmark was 3.8 days.30 The most significant 

drivers for mental health issues in Wayne County were schizophrenia, drug abuse and depression 

among high school students.31 Schizophrenia is ranked 18 of 247 indictors for Wayne County, indicating  

a greater relative need and potentially larger vulnerable population. The Wayne County value of  

18.1 per 10,000 is 72% higher than the state of Michigan benchmark of 10.5 per 10,000 population.32 

Substance abuse in the Medicare population is an additional area of concern in Wayne County.  

Among the Medicare population living in Wayne County, almost 4% have documented substance  

abuse issues. This value is 66% higher than the state benchmark of 2.1%.33

Aging populations and those economically challenged will likely contribute to increased need and 

utilization of health care services. Over time, the community must be able to provide adequate services 

to care for the aging population, including services related to mental health. Seniors with either  

life-long mental health diagnoses or recent onset changes face a multitude of challenges, including 

access to specialized services, insurance and transportation. Individuals with long-term mental health 

issues who have had access to therapy and medications may now face additional concerns as an aging 

senior. Isolation for adults 65 and older who live alone is a growing challenge for communities across 

the nation, which is compounded by serious mental health concerns. Macomb, Wayne and Oakland 

counties have on average 20-43% less social and membership associations compared to the state of 

Michigan, which may in turn increase the risk of social isolation in the community.34 Integrated social 

services to engage, support and positively challenge their 65 and older populations may improve  

the overall health and well-being of the community.

Compromised mental health has wide-reaching consequences for both individuals and society.  

The direct costs of mental health care can be estimated much the way we estimate other  

health care costs. The Agency for Healthcare Research and Quality cites a cost of $57.5 billion  

in 2006 for mental health care in the U.S., equivalent to the cost of cancer care.35 
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But unlike cancer, much of the economic burden of mental illness is not the cost of care but the loss  

of income due to unemployment, expenses for social supports and a range of indirect costs due  

to a chronic disability that often begins early in life.

In 1999, the U.S. Surgeon General labeled stigma as perhaps the biggest barrier to mental health care; 

this stigma exhibits particularly in a phenomenon known as social distancing, whereby people with 

mental issues are more isolated from others.36 According to the World Health Organization and the 

World Economic Forum, mental illness represents the biggest economic burden of any health issue  

in the world, costing $2.5 trillion in 2010; this burden is projected to cost $6 trillion by 2030 with  

two-thirds of these costs attributed to disability and loss of work.37 

	30 	http://www.countyhealthrankings.org/app/michigan/2018/overview
	31 http://www.mdch.state.mi.us/osr/CHI/hospdx/frame.html
	32 	http://www.mdch.state.mi.us/osr/CHI/hospdx/frame.html
33 	https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Chronic-Conditions/CC_Main.html
34 	http://www.countyhealthrankings.org/app/michigan/2018/overview 
	35 https://www.nimh.nih.gov/about/directors/thomas-insel/blog/2011/the-global-cost-of-mental-illness.shtml
36 https://www.psychologytoday.com/us/blog/brick-brick/201405/the-stigma-mental-illness-is-making-us-sicker 
37 	https://www.nimh.nih.gov/about/directors/thomas-insel/blog/2011/the-global-cost-of-mental-illness.shtml

http://beaumont.org/chna
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Summary
Beaumont Health conducted a CHNA beginning January 2019 to identify the health needs of  

the community it serves. Using both qualitative community feedback as well as publicly available  

and proprietary health data, Beaumont identified and prioritized community health needs for the 

communities served by its hospital facilities. With the goal of improving the health of the community, 

implementation plans with specific tactics, outcome measures and potential partners have been 

developed for the health needs Beaumont has chosen to address for the communities it serves. 

Beaumont’s community health priorities will be addressed through strategies and activities described  

in the implementation plans. Beaumont’s leaders will participate in developing work plans and 

establishing metrics to measure progress. Beaumont will build on existing community programs  

and partnerships to address the health needs identified through the CHNA process.

Beaumont Health hospitals’ community findings
The overall Beaumont community is the aggregate of individual hospital communities. It is important  

to note that individual hospital communities overlap. The Beaumont hospitals are located in, and each 

serve, some portion of Macomb, Oakland and Wayne counties. Beaumont approached the CHNA 

process as a collaborative effort between their hospitals but have also included information specific  

to each hospital community where the data collection was able to provide hospital community  

specific information. The health needs that Beaumont has chosen to address are common across  

all eight hospital communities, but understanding localized data is key to creating and customizing  

the CHNA implementation strategies to the unique characteristics of the diverse communities  

served by each Beaumont hospital.
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Beaumont, Dearborn has proudly served residents across southeastern Michigan since 1953. It became  
part of Beaumont Health in September 2014. With 632 beds, Beaumont, Dearborn is a major teaching  
and research hospital and home to three medical residency programs in partnership with the Wayne State 
University School of Medicine. Beaumont, Dearborn is verified as a Level II trauma center, is accredited by 
the Joint Commission as a Primary Stroke Center. The hospital known for clinical excellence and innovation  

in the fields of orthopedics, neurosciences, women’s health, heart and vascular care and cancer care.

Community served
The Beaumont, Dearborn community (Beaumont, 

Dearborn) is defined as the contiguous ZIP codes 

that comprise 80% of inpatient discharges. Below  

is a map that highlights the community served  

(in blue) as a portion of the overall Beaumont 

community. A table which lists the ZIP codes 

included in the community definition can be  

found in Appendix B.

Demographic and  
socioeconomic summary
The population of the community served is 
expected to decrease 1.7% by 2023, a decline  
of more than 11,000 people. The community’s 
population decline contrasts with Michigan’s  
slow projected growth rate (0.6%) and higher 
national projected growth rate (3.5%). 

Only three (3) of the 27 community  
ZIP codes are expected to experience  
growth in the next five years:
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Beaumont, Dearborn: Map of community served

2018 - 2023 Total population projected change by ZIP code

Zip Codes
Growth in 
five years 

(# of people)

48134 Flat Rock 643
48174 Romulus 249

48164 New Boston 97

Source:  
IBM Watson Health / Claritas, 2018

Beaumont, Dearborn
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The community’s population skews younger with 35.1% of the population ages 18-44 and 25.0% under age 
18. The largest cohort (18-44) is expected to decrease by 7,574 people by 2023 and the age 65 plus cohort 
(the smallest at 14.4% of the population) is the only age group expected to experience growth (12.7%) over 
the next five years, adding 12,197 seniors to the community. Growth in the senior population will likely 
contribute to increased utilization of services as the population continues to age.

Population statistics are analyzed by race and by Hispanic ethnicity. The largest proportion of the population 
in the community is racially white (71.7%) and black (18.3%). However, both these populations are projected 
to decline over the next five years. The black population is projected to decline by 8,700 people (-7.2%) and 
the white population by 5,400 people (-1.2%). The Asian/Pacific Islander population is expected to grow by 
1,204 people (10.5%). The expected growth of the Hispanic population (all races) is more than 4,300 people 
(5.5%) by 2023, while the non-Hispanic population (all races) is expected to decline by more than 15,300 
people (-2.6%) by 2023.
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Beaumont, Dearborn

2018 - 2023 Black population projected change by ZIP code 

2018 Median household income by ZIP code

Zip Codes Income

48228 Detroit $26,089
48210 Detroit $27,636
48217 Detroit $28,916
48209 Detroit $28,991

48218 River Rouge $29,533
48229 Ecorse $31,775

48126 Dearborn $32,239
48141 Inkster $34,676

48122 Melvindale $37,594
Source: IBM Watson Health / Claritas, 2018

The 2018 median household income 

for the United States is $62,175 and 

$55,727 for the state of Michigan.  

The median household income for  

the ZIP codes within this community 

ranged from $26,089 for ZIP code 

48228 in Detroit to $83,688 for 48164 

in New Boston. There are 15 ZIP 

codes with median household 

incomes less than $50,200, twice  

the 2018 Federal Poverty Limit for  

a family of four. Nine ZIP codes  

have a median household income  

of less than $40,000:

Source: IBM Watson Health / Claritas, 2018
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Beaumont, DearbornBeaumont, Dearborn

A majority of the population are insured either through employer-sponsored health coverage (37%)  
or Medicaid (33%). The remainder of the population are divided between those covered by Medicare 
(17%) and those with private market insurance (8%), who are the purchasers of coverage directly or 
through the health insurance marketplace. Five percent (5%) of the community is uninsured, higher  
than Michigan’s 3.8% but lower than the national 9.4% uninsured rate.

2018 Estimated distribution of covered lives by insurance category

Source: IBM Watson Health / Claritas, 2018

http://beaumont.org/chna
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The IBM Watson Health Community Need Index is a statistical approach to identifying areas within a 

community where health disparities may exist. The CNI takes into account vital socioeconomic factors 

(income, cultural, education, insurance and housing) about a community to generate a CNI score for 

every populated ZIP code in the United States. The CNI strongly links to variations in community health 

care needs and is an indicator of a community’s demand for various health care services. The CNI score 

by ZIP code identifies specific areas within a community where health care needs may be greater.

Overall, the CNI composite score for the community served is 3.5, higher than the CNI national average 

of 3.0 and state average of 3.3, potentially indicating greater health care needs in this community. 

In portions of the community (all Detroit ZIP codes, Ecorse, Inkster, and River Rouge), the CNI score  

is greater than 4.5, pointing to potentially more significant health needs among those populations. 

These communities have scores of 5.0 in four of the five barrier scores that comprise the CNI composite 

score: culture, education, housing, and income. 

Beaumont, Dearborn

2018 Community need index by ZIP code

ZIP Map where color shows the Community Need Index on a scale of 0 to 5. Orange color 
indicates high need areas (CNI = 4 or 5); blue color indicates low need (CNI = 1 or 2).  
Gray colors have needs at the national average (CNI = 3).

Source:  
IBM Watson Health / Claritas, 2018
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IBM Watson Health community data
IBM Watson Health supplemented the publicly available data and population statistics with 

estimates of localized disease prevalence of heart disease and cancer as well as Emergency 

Department visit estimates.

IBM Watson Health heart disease estimates identified hypertension as the most prevalent heart  

disease diagnosis; there are over 189,000 estimated cases in the community overall. The 48180 ZIP  

code of Taylor has the most estimated cases of each heart disease type, likely due to population size.  

The 48193 ZIP code of Riverview has the highest estimated prevalence rates for all types of heart 

disease: arrhythmia (79 cases per 1,000 population), heart failure (37 cases per 1,000 population), 

hypertension (345 cases per 1,000 population) and ischemic heart disease (75 cases per  

1,000 population). 

Beaumont, DearbornBeaumont, Dearborn

2018 Estimated heart disease cases

2018 Cases

Bar chart shows total number and 
prevalence rate of 2018 estimated 
heart disease cases for each of  
four types: arrhythmia, heart failure, 
hypertension and ischemic  
heart disease.

Note: An individual patient may have 
more than one type of heart disease. 
Therefore, the sum of all four heart 
disease types is not a unique count  
of individuals.

Source: IBM Watson Health, 2018
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For this community, IBM Watson Health’s 2018 cancer estimates reveals the cancers estimated to  

have the greatest number of new cases in 2018 are breast, colorectal and lung cancers. The cancers 

projected to have the greatest rate of growth in the next five years are melanoma, pancreatic, bladder 

and thyroid, based on both population changes and disease rates.

Beaumont, Dearborn

2018 Estimated new cancer cases

Source: IBM Watson Health, 2018

Bar chart shows estimated new 
diagnoses per year for each of  
the 17 types of cancer and one 
category for all other cancers.  
Color shows details about sex  
with light green for females  
and dark blue for males. 

Female 

Male 



beaumont.org/chna 39

Strategies Beaumont, Dearborn

D
E

A
R

B
O

R
N

Beaumont, DearbornBeaumont, Dearborn

Cancer type 2018 Estimated 
new cases

2023 Estimated 
new cases  5-year growth (%)

Bladder 205 224 9.0%

Brain 43 43 2.2% 

Breast 492 506 2.9%

Colorectal 443 403 -8.9%

Kidney 127 134 5.7%

Leukemia 138 146 6.0%

Lung 422 437 3.5%

Melanoma 106 115 9.3%

Non-Hodgkin’s lymphoma 128 135 5.6%

Oral Cavity 60 63 5.5%

Ovarian 44 44 1.8%

Pancreatic 112 122 8.3%

Prostate 385 373 -3.1%

Stomach 48 49 1.8%

Thyroid 80 87 7.8%

Uterine - cervical 17 16 -5.1%

Uterine - corpus 101 106 4.9%

Other 298 314 5.5%

Grand total 3,247 3,318 2.2%

Note: Case numbers are rounded to the nearest integer, which may mask minor differences.         Source: IBM Watson Health, 2018

Estimated cancer cases and projected five-year change by type

http://beaumont.org/chna
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Based on population characteristics and regional utilization rates, IBM Watson Health projected  

all Emergency Department visits in this community to decrease by 1.3% over the next five years. 

Although the total number of ED visits is projected to decrease slightly, estimated ED use rates in  

all the community’s ZIP codes are higher than both the Michigan state and U.S. benchmarks (510 visits 

and 435 visits per 1,000 respectively). The highest ED use rates are in two Detroit ZIP codes (48217  

and 48228): 807.1 to 807.5 ED visits per 1,000 residents. The ED use rate in these Detroit ZIP codes  

is almost twice the U.S. benchmark of 435 visits per 1,000 and almost 60% higher than the Michigan 

state benchmark of 510 visits per 1,000.

ED visits consisted of three main types: those resulting in an inpatient admission, emergent ED visits 

treated and released, and non-emergent ED visits that are lower acuity. Non-emergent ED visits present 

to the ED but can potentially be treated in more appropriate and less intensive outpatient settings.

Non-emergent ED visits could be an indication of systematic issues within the community regarding 

access to primary care, managing chronic conditions or other access to care issues such as ability to 

pay. IBM Watson Health estimates non-emergent ED visits to decrease by an average of 4.1% over  

the next five years in this community. 

Beaumont, Dearborn

Total estimated 2018 Emergency Department visit rate

ZIP map color shows total Emergency Department 
visits per 1,000 population. Orange colors are 
higher than the state benchmark, blue colors  
are less than the state benchmark and gray  
colors are similar.

Note: These are not actual hospital ED visit rates. 
These are statistical estimates of ED visits for  
the population.

Source: IBM Watson Health, 2018
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Beaumont, DearbornBeaumont, Dearborn

Non-emergent estimated 2018 Emergency Department visits by ZIP code

ZIP map color shows total Emergency 
Department visits per 1,000 population  
by non-emergent status. Orange colors 
are higher than the state benchmark,  
blue colors are less than the state 
benchmark and gray colors are similar. 
Color range is set for the entire study 
region. ED visits are defined by the 
presence of specific CPT® codes 
in claims.

Non-emergency visits to the ED do not 
necessarily require treatment in a hospital 
Emergency Department and can 
potentially be treated in a fast-track 
ED, an urgent care treatment center or 
a clinical or a physician’s private office. 

Source: 
IBM Watson Health, 2018

Note: These are not actual hospital ED visit rates.  
These are statistical estimates of ED visits for the population.

2019 CHNA implementation strategy
The implementation strategy for the chosen health needs of 1) chronic disease prevention  

and management (cardiovascular disease, diabetes, obesity) and 2) mental health are outlined  

in the following pages.

Over the next three years each Beaumont Health hospital will execute its implementation  

strategies, which will be evaluated and updated on an annual basis.

http://beaumont.org/chna


2019 Community Health Needs Assessment 42

Strategies

D
E

A
R

B
O

R
N

Goal #1: �Decrease rates of chronic disease in children and adults by promoting healthy eating and active living behaviors.

Objective #1: �Provide education and services that support healthy eating, active living and maintaining a healthy weight.

OUTCOME 
MEASURES

• Decrease percent of adult obesity.  • Decrease percent of students who are obese.

STRATEGIES 
AND 

TACTICS

• �Implement Cooking Matters program, grocery store tours and food demonstrations to equip families 
with knowledge and skills to prepare healthy meals.

• �Continue multi-sector Healthy Dearborn coalition to implement community and worksite strategies 
on healthy eating and active living.

• �Implement initiatives and partner collaborations to increase access to fresh fruits and vegetables 
and reduce food insecurity.

• �Implement the Coordinated Approach to Child Health (CATCH) Early Childhood program focusing 
on gardening, nutrition and healthy eating. 

• �Provide education on nutrition, chronic disease prevention and management through community 
events and the Beaumont Speakers Bureau.

COMMITTED 
RESOURCES

Beaumont, Dearborn will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• �Gleaners Community Food Bank of SE Michigan
• Dearborn Public Schools
• Healthy Dearborn Coalition

• Dearborn Farmers Market
• City of Dearborn

EVALUATION
• �Partnership agreements  • Participation surveys  • Pre/post participant surveys
• Restaurants awarded certification  • Quantitative surveys

Objective #2: �Increase opportunities for physical activity.
OUTCOME 
MEASURES

• �Increase education and opportunities for physical education.
• Increase percent of physically active adults

STRATEGIES 
AND 

TACTICS

• �Implement community wide walking, wellness and fitness activities to increase physical activity 
and social interaction across the community.

• �Support the Healthy Dearborn coalition to improve walkability and bikeability across the community.
• Plan and implement environmental change strategy such as open streets initiative.
• �Explore development of a Wellness Park, inclusive of environmental improvements and programming, 

to create an outdoor experience to increase activity options for residents.
• Expand walking infrastructure project as part of Dearborn Multi-Modal Transportation plan.

COMMITTED 
RESOURCES

Beaumont, Dearborn will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• Healthy Dearborn Coalition
• City of Dearborn Parks and Recreation
• Leaders Advancing and Helping Communities (LAHC)

• Bike Dearborn
• City of Dearborn
• University of Michigan-Dearborn
• Dearborn Public Schools

EVALUATION • Participant surveys  • Bike share usage reports  • Participation rates

Priority #1  
�Chronic disease prevention and management (cardiovascular disease, diabetes, obesity)

Beaumont, Dearborn •  2019 CHNA implementation strategy
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Goal #2: �Decrease cardiovascular disease risk factors and prevent death from sudden cardiac arrest.

Objective #1: �Provide education programs and services.

OUTCOME 
MEASURES

• Decrease percent of adult hypertension. 
• Decrease in cardiovascular disease risk factors.

• �Increase knowledge and awareness of self-
monitoring practices.

STRATEGIES 
AND 

TACTICS

• Implement Blood Pressure Self-Monitoring Program in churches and community organizations.
• �Mentor and assist schools in attaining the state Heart Safe School designation and provide AED 

equipment as needed.
COMMITTED 
RESOURCES

Beaumont, Dearborn will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Local churches  • Schools  • Community agencies

EVALUATION • Attainment of Heart Safe School designation  • Pre/post participant surveys  • Participation rates

Objective #2: �Provide early detection screenings.
OUTCOME 
MEASURES

• Decrease percent of adult hypertension. 
• Decrease in cardiovascular disease risk factors.

• Decrease deaths from sudden cardiac arrest.

STRATEGIES 
AND 

TACTICS

•� Provide blood pressure, cholesterol, glucose, BMI, heart and vascular screenings across the community. 
• �Implement the Student Heart Check Program to detect abnormal heart structure or abnormal rhythms 

and explore development of student support group for those currently diagnosed or affected by 
abnormal diagnoses.

COMMITTED 
RESOURCES

Beaumont, Dearborn will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Local churches  • Schools  • Community agencies

EVALUATION • Screening results  • Participant survey

Goal #3: �Decrease rate of new diabetes cases and of diabetes complications.

Objective #1: �Provide early detection screenings, diabetes prevention programs and diabetes education services.

OUTCOME 
MEASURES

• Decrease in new incidences of diabetes.

STRATEGIES 
AND 

TACTICS

• �Provide diabetes screenings at various locations across the community and provide counseling as needed.
• �Provide the Diabetes PATH chronic disease self-management program. Explore implementation 

of online version.
• �Implement National Diabetes Prevention Program for adults with pre-diabetes or at high risk for diabetes.

COMMITTED 
RESOURCES

Beaumont, Dearborn will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• National Kidney Foundation of Michigan  • The Senior Alliance  • Community organizations 
• Local churches  • Senior centers

EVALUATION
• Participation rates/volumes  • Outcome measures  • Increase in physical activity  • Screening results 
• Average weight loss  • Pre/post participant surveys  • Participation rates

Beaumont, Dearborn2019 CHNA implementation strategy  ••  2019 CHNA implementation strategy
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Goal #1: �Decrease rate of mental health and substance use disorders.

Objective #1: �Improve access and coordination of services.

OUTCOME 
MEASURES

• Increase referral linkages for mental health and opioid use disorders.

STRATEGIES 
AND TACTICS

• Support partnerships to improve integration of health care and community-based mental health services.
• �Pilot telehealth social worker counseling assessment and care model via telecommunications 

technology with teens in school linked to Child and Adolescent Health Center.
COMMITTED 
RESOURCES

Beaumont, Dearborn will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Community mental health agencies  • Universal Health Services  • River Rouge School District

EVALUATION
• Patients connected to community resources
• Partnership agreements

• Assessment visits
• Quality goals

Objective #2: �Provide education program and services.

OUTCOME 
MEASURES

• Increase knowledge and awareness of mental health. 

STRATEGIES 
AND TACTICS • Provide education on mental health through community events and Beaumont Speakers Bureau.

COMMITTED 
RESOURCES

Beaumont, Dearborn will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Community organizations  • Schools

EVALUATION • Participation rates  • Pre/post participant surveys

Priority #2  
Mental health

Beaumont, Dearborn •  2019 CHNA implementation strategy
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Beaumont, Farmington Hills

2019 
COMMUNITY HEALTH 
NEEDS ASSESSMENT
Building Healthier Lives and Communities
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Beaumont, Farmington Hills opened on Jan. 19, 1965 as a 200-bed community hospital. Today, the hospital 
is a 330-bed teaching facility with Level II trauma status. With 176 residents and 18 accredited residency  
and fellowship programs, Beaumont, Farmington Hills offers high-quality, patient and family-centered care  

in orthopedics, neurology, cardiology, women’s services, oncology and surgical services.

Community served
The Beaumont, Farmington Hills 

community (Beaumont, Farmington 

Hills) is defined as the contiguous ZIP 

codes that comprise 80% of inpatient 

discharges. Below is a map that 

highlights the community served  

(in blue) as a portion of the overall 

Beaumont community. A table which 

lists the ZIP codes included in the 

community definition can be found  

in Appendix B.

Demographic and  
socioeconomic summary
The population of the community 
served is expected to decrease 0.6% 
by 2023, a decline of more than 5,000 
people. The community’s population 
decline contrasts with Michigan’s slow 
projected growth rate (0.6%) and  
higher national projected growth 
rate (3.5%). However, 16 of the 33 
community ZIP codes are expected  
to experience growth in the next  
five years, two ZIP codes are expected  
to add more than 1,000 people each:

Source: Beaumont Health, 2019

Beaumont, Farmington Hills: Map of community served

2018 - 2023 Total population projected change by ZIP code

Zip Codes
Growth in 
five years 

(# of people)

48374 Novi 1,182 
48377 Novi 1,012 

Beaumont, Farmington Hills

Source:  
IBM Watson Health / Claritas, 2018



beaumont.org/chna

Strategies Beaumont, Farmington Hills

FA
R

M
IN

G
TO

N
 H

IL
LS

47

The community’s population skews relatively younger with 33.5% of the population ages 18-44 and 
21.6% under age 18. The largest cohort (18-44) is expected to decrease by 3,818 people by 2023,  
while the age 65-plus cohort (the smallest at 17.3% of the total population) is the only age group 
expected to experience growth (13.0%) over the next five years, adding 20,666 seniors to the 
community. Growth in the senior population will likely contribute to increased utilization of  
services as the population continues to age.

Population statistics are analyzed by race and by Hispanic ethnicity. The community is primarily racially 
white (51.1%) and black (40.1%). These population groups are the only ones projected to decrease  
over the next five years, the white population by -2.0% (9,186 people) and the black population by  
-2.4% (8,893 people). The Asian/Pacific Islander population is projected to grow by 8,160 people 
(16.8%). In terms of ethnicity, the Hispanic population (all races) is expected to grow by 2,958 people 
(12.1%) by 2023, while the non-Hispanic population (all races) is expected to decline by over  
8,000 people (-1%) by 2023.
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2018 Population by race

Source: IBM Watson Health / Claritas, 2018

2018 Population by ethnicity

Beaumont, Farmington Hills
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Beaumont, Farmington Hills

2018 - 2023 Asian/Pacific Islander race population projected change by ZIP code

2018 Median household income by ZIP code

Zip Codes Income

48204 Detroit $23,218

48238 Detroit $24,154

48228 Detroit $26,089

48227 Detroit $29,243

48235 Detroit $31,449

48219 Detroit $34,018

48240 Redford $49,871 

48223 Detroit $35,961

48221 Detroit $40,536

48034 Southfield $44,544

48185 Westland $48,313

48127 Dearborn Heights $48,824

48033 Southfield $49,761
Source: IBM Watson Health / Claritas, 2018

The 2018 median household income 

for the United States is $62,175 and 

$55,727 for the state of Michigan.  

The median household income for  

the ZIP codes within this community 

ranges from $23,218 for ZIP code 

48204 - Detroit to $161,301 for ZIP 

code 48374 - Novi. There are 13  

ZIP codes with median household 

incomes less than $50,200, twice  

the 2018 federal poverty limit for  

a family of four: 
Source: IBM Watson Health / Claritas, 2018
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The majority of the population (87%) is insured through employer-sponsored health coverage (41%), 
Medicaid (27%) and Medicare (19%). The remainder of the population is divided between the  
uninsured (4%) and 8% private market insurance (the purchasers of coverage directly or through  
the health insurance marketplace).

Beaumont, Farmington Hills

2018 Estimated distribution of covered lives by insurance category

Source: IBM Watson Health / Claritas, 2018

http://beaumont.org/chna
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The IBM Watson Health Community Need Index is a statistical approach to identifying areas within a 

community where health disparities may exist. The CNI takes into account vital socioeconomic factors 

(income, cultural, education, insurance and housing) about a community to generate a CNI score for 

every populated ZIP code in the United States. The CNI strongly links to variations in community health 

care needs and is an indicator of a community’s demand for various health care services. The CNI  

score by ZIP code identifies specific areas within a community where health care needs may be  

greater. Overall, the CNI composite score for the community served is 3.1, just slightly higher than  

the CNI national benchmark of 3.0 and lower than the state average of 3.3. In seven (7) of the  

eight (8) Detroit ZIP codes (48238, 48228, 48227, 48204, 48235, 48223, 48219) the CNI score is  

greater than 4.5, pointing to potentially more significant health needs among those populations.

Beaumont, Farmington Hills

2018 Community need index by ZIP code

ZIP Map where color shows the community need index on a scale of 0 to 5. Orange color 
indicates high need areas (CNI = 4 or 5); blue color indicates low need (CNI = 1 or 2).  
Gray colors have needs at the national average (CNI = 3).

Source:  
IBM Watson Health / Claritas, 2018
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IBM Watson Health community data
IBM Watson Health supplemented the publicly available data and population statistics with 

estimates of localized disease prevalence of heart disease and cancer as well as Emergency 

Department visit estimates.

IBM Watson Health heart disease estimates identified hypertension as the most prevalent heart disease 

diagnoses; there are over 281,000 estimated cases in the community overall. The 48185 ZIP code of 

Westland has the most estimated cases of hypertension, arrhythmia and heart failure, while the 48154 

ZIP code of Livonia has the most estimated cases of ischemic heart disease. The 48154 ZIP code of 

Livonia also has the highest estimated prevalence rates for heart failure (36 cases per 1,000 population) 

and hypertension (356 cases per 1,000 population), while the 48033 ZIP code of Southfield has the most 

estimated prevalence rates for arrhythmia (80 cases per 1,000 population), and the 48323 ZIP code of 

West Bloomfield has the highest estimated prevalence rates for ischemic heart disease (77 cases per 

1,000 population). 

Beaumont, Farmington Hills

2018 Estimated heart disease cases

2018 Cases

Bar chart shows total number and 
prevalence rate of 2018 estimated 
heart disease cases cases for each  
of four types: arrhythmia, heart 
failure, hypertension and  
ischemic heart disease

Note: An individual patient may have 
more than one type of heart disease. 
Therefore, the sum of all four heart 
disease types is not a unique count  
of individuals.

Source: IBM Watson Health, 2018

http://beaumont.org/chna
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For this community, IBM Watson Health’s 2018 cancer estimates revealed the cancers estimated to have 

the greatest number of new cases in 2018 are breast, lung, prostate and colorectal cancers. The cancers 

projected to have the greatest rate of growth in the next five years are melanoma, pancreatic and 

bladder, based on both population changes and disease rates.

Beaumont, Farmington Hills

2018 Estimated new cancer cases

Source: IBM Watson Health, 2018

Bar chart shows estimated new 
diagnoses per year for each of  
the 17 types of cancer and one 
category for all other cancers.  
Color shows details about sex  
with light green for females  
and dark blue for males. 

Female 

Male 
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Beaumont, Farmington Hills

Cancer type 2018 Estimated 
new cases

2023 Estimated 
new cases  5-year growth (%)

Bladder 205 224 8.9%

Brain 57 59 2.7%

Breast 775 804 3.8%

Colorectal 605 562 -7.0%

Kidney 221 236 6.8%

Leukemia 198 210 6.3%

Lung 750 781 4.0%

Melanoma 138 151 9.3%

Non-Hodgkin’s lymphoma 223 237 6.4%

Oral cavity 88 93 5.2%

Ovarian 67 69 2.7%

Pancreatic 192 209 8.5%

Prostate 746 721 -3.4%

Stomach 85 88 3.4%

Thyroid 106 114 7.9%

Uterine - cervical 27 25 -6.9%

Uterine - corpus 161 171 5.9%

Other 521 553 6.3%

Grand total 5,254 5,402 2.8%

Note: Case numbers are rounded to the nearest integer, which may mask minor differences.         Source: IBM Watson Health, 2018

Estimated cancer cases and projected five-year change by type

http://beaumont.org/chna
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Based on population characteristics and regional utilization rates, IBM Watson Health projects all 

Emergency Department visits in this community to decrease by 0.5% over the next five years. The 

highest estimated ED use rates are in the ZIP codes of Detroit: 879.0 to 735.7 ED visits per 1,000 

residents compared to the Michigan state benchmark of 510.0 visits and the U.S. benchmark of 435.7 

visits per 1,000.

These ED visits consisted of three main types: those ED visits resulting in an inpatient admission, 

emergent ED visits treated and released, and non-emergent ED visits that are lower acuity.  

Non-emergent ED visits present to the ED but can potentially be treated in more appropriate  

and less intensive outpatient settings.

Non-emergent outpatient ED visits could be an indication of systematic issues within the community 

regarding access to primary care, managing chronic conditions or other access to care issues such  

as ability to pay. IBM Watson Health estimates non-emergent ED visits to decrease by an average  

of 2.9% over the next five years in this community. 

Beaumont, Farmington Hills

Total estimated 2018 Emergency Department visit rate

ZIP map color shows total Emergency Department visits per 1,000 population.  
Orange colors are higher than the state benchmark, blue colors are 
less than the state benchmark and gray colors are similar.

Note: These are not actual hospital ED visit rates. 
These are statistical estimates of ED visits for the population.

Source: IBM Watson Health, 2018
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Beaumont, Farmington Hills

 Non-emergent estimated 2018 Emergency Department visits by ZIP code

ZIP map color shows total Emergency Department visits per 1,000 population by non-emergent status. Orange colors are 
higher than the state benchmark, blue colors are less than the state benchmark and gray colors are similar. Color range  
is set for the entire study region. ED visits are defined by the presence of specific CPT® codes in claims. Non-emergency 
visits to the ED do not necessarily require treatment in a hospital Emergency Department and can potentially be treated  
in a fast-track ED, an urgent care treatment center, or a clinical or physician’s private office. 

Note: These are not actual hospital ED visit rates. These are statistical estimates of ED visits for the population. 

2019 CHNA implementation strategy
The implementation strategy for the chosen health needs of 1) chronic disease prevention  

and management (cardiovascular disease, diabetes, obesity) and 2) mental health are outlined  

in the following pages. 

Over the next three years each Beaumont Health hospital will execute its implementation  

strategies which will be evaluated and updated on an annual basis.
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Goal #1: �Decrease rates of chronic disease in children and adults by promoting healthy eating and active living behaviors.

Objective #1: �Provide education and services that support healthy eating, active living and maintaining a healthy weight.

OUTCOME 
MEASURES

• Decrease percent of adult obesity.  • Decrease percent of students who are obese.

STRATEGIES 
AND 

TACTICS

• �Implement Cooking Matters program, cooking classes, grocery store tours and food demonstrations 
to equip families with knowledge and skills to prepare healthy meals.

• �Continue multi-sector Healthy Greater Farmington coalition to implement community and worksite 
strategies on healthy eating and active living.

• �Implement initiatives and partner collaborations to increase access to fresh fruits and vegetables 
and reduce food insecurity.

• �Provide education on chronic disease prevention and management through community events 
and Beaumont Speakers Bureau.

• Explore educational and transit opportunities to increase healthy living opportunities.
COMMITTED 
RESOURCES

Beaumont, Farmington Hills will commit both financial and in-kind resources, including staff time, 
charitable contributions and employee volunteerism.

PARTNERS 

• Gleaners Community Food Bank of SE Michigan
• Healthy Greater Farmington coalition
• Cities of Farmington and Farmington Hills
• Farmington Public Schools
• Farmington Farmers Market

• CARES of Southeast Michigan
• Redford School District
• Taste the Local Difference
• Chamber of Commerce

EVALUATION • Pre/post participant surveys  • Partnership agreements  • Participation surveys

Objective #2: �Increase opportunities for physical activity. 
OUTCOME 
MEASURES

• Increase percent of physically active adults. 
• Increase education and opportunities for physical education. 

STRATEGIES 
AND 

TACTICS

• �Implement community-wide walking, wellness and fitness activities to increase physical activity 
and social interaction across the community.

• �Support the Healthy Greater Farmington coalition to improve walkability and bikeability across 
the community.

• �Provide training for physical education teachers to implement the Coordinated Approach  
to Child Health (CATCH) PE nutrition and physical activity program. 

• �Implement the program A Matter of Balance: Managing Concerns About Falls to support  
physical activity among older adults. 

COMMITTED 
RESOURCES

Beaumont, Farmington Hills will commit both financial and in-kind resources, including staff time, 
charitable contributions and employee volunteerism.

PARTNERS • City of Farmington Hills  • Farmington School District  • Farmington Hills Parks and Recreation

EVALUATION
• Participant surveys  • Participation rates  • Walking log metrics  • Up and Go Test 
• Physical Education teacher evaluation surveys

Priority #1  
�Chronic disease prevention and management (cardiovascular disease, diabetes, obesity)

Beaumont, Farmington Hills • � 2019 CHNA 
implementation strategy
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Goal #2: �Decrease cardiovascular disease risk factors and prevent death from sudden cardiac arrest.

Objective #1: �Provide education programs and services.

OUTCOME 
MEASURES

• Decrease percent of adult hypertension. 
• Decrease in cardiovascular disease risk factors.

• �Increase knowledge and awareness of self-
monitoring practices.

STRATEGIES 
AND 

TACTICS

• Implement Blood Pressure Self-Monitoring Program in churches and community organizations.
• �Mentor and assist schools in attaining the state Heart Safe School designation and provide AED 

equipment as needed.
COMMITTED 
RESOURCES

Beaumont, Farmington Hills will commit both financial and in-kind resources, including staff time, 
charitable contributions and employee volunteerism.

PARTNERS • Local churches  • Schools  • Community agencies

EVALUATION • Attainment of Heart Safe School designation  • Pre/post participant surveys  • Participation rates

Objective #2: �Provide early detection screenings.
OUTCOME 
MEASURES

• Decrease percent of adult hypertension. 
• Decrease in cardiovascular disease risk factors.

• Decrease in deaths from sudden cardiac arrest.

STRATEGIES 
AND 

TACTICS

• Provide blood pressure, cholesterol, glucose, BMI, heart and vascular screenings across the community. 
• �Implement the Student Heart Check Program to detect abnormal heart structure or abnormal rhythms 

and explore development of student support group for those currently diagnosed or affected by 
abnormal diagnoses.

COMMITTED 
RESOURCES

Beaumont, Farmington Hills will commit both financial and in-kind resources, including staff time, 
charitable contributions and employee volunteerism.

PARTNERS • Local churches  • Schools  • Community agencies

EVALUATION • Screening results  • Participant survey

Goal #3: �Decrease rate of new diabetes cases and of diabetes complications.

Objective #1: �Provide early detection screenings, diabetes prevention programs and diabetes education services.

OUTCOME 
MEASURES

• Decrease in new incidences of diabetes.

STRATEGIES 
AND 

TACTICS

• �Provide the Diabetes PATH chronic disease self-management program. Explore implementation 
of online version.

• Implement National Diabetes Prevention Program for adults with pre-diabetes or at high risk for diabetes.

COMMITTED 
RESOURCES

Beaumont, Farmington Hills will commit both financial and in-kind resources, including staff time, 
charitable contributions and employee volunteerism.

PARTNERS 
• National Kidney Foundation of Michigan  • AAA 1-B  • Local churches  • Libraries  • Senior centers 
• Community organizations

EVALUATION
• Participation rates/ volumes  • Outcome measures  • Increase in physical activity  • Screening results
• Average weight loss  • Pre/post participant surveys  • Participation rates

• � 2019 CHNA 
implementation strategy Beaumont, Farmington Hills2019 CHNA 

 implementation strategy •
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Goal #1: �Decrease rate of mental health and substance use disorders.

Objective #1: �Improve access and coordination of services.

OUTCOME 
MEASURES

• Increase referral linkages for mental health and opioid use disorders.

STRATEGIES 
AND TACTICS

• Support partnerships to improve integration of health care and community-based mental health services.

COMMITTED 
RESOURCES

Beaumont, Farmington Hills will commit both financial and in-kind resources, including staff time, 
charitable contributions and employee volunteerism.

PARTNERS • Community mental health agencies  • Universal Health Services 

EVALUATION • Partnership agreements  • Patients connected to community resources

Objective #2: �Provide education program and services.

OUTCOME 
MEASURES

• Increase knowledge and awareness of mental health. 

STRATEGIES 
AND TACTICS

• �Explore development of mental health toolkit and mental health first aid training to equip local leaders 
and the broader community with educational resources.

• �Explore development of social interaction program to engage older adults with youth via leisure 
activities to reduce social isolation.

• Implement mindfulness classes to address anxiety, depression, stress and chronic pain.
• Provide education on mental health through community events and Beaumont Speakers Bureau.

COMMITTED 
RESOURCES

Beaumont, Farmington Hills will commit both financial and in-kind resources, including staff time, 
charitable contributions and employee volunteerism.

PARTNERS 

• S.A.F.E.
• Michigan School of Psychology
• Healthy Greater Farmington coalition
• Farmington Public Schools

• Farmington Parks and Recreation
• Oakland Community Health Network
• Cities of Farmington and Farmington Hills

EVALUATION • Perceived Stress Scale  • Self-Compassion Scale  • Qualitative measures  • Participant rates
• Participation surveys

Priority #2  
Mental health

Beaumont, Farmington Hills • � 2019 CHNA 
implementation strategy
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Beaumont, Grosse Pointe

2019 
COMMUNITY HEALTH 
NEEDS ASSESSMENT
Building Healthier Lives and Communities
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Beaumont, Grosse Pointe

Beaumont, Grosse Pointe opened in 1945 by the Sisters of Bon Secours and was acquired by Beaumont 
Health System in October 2007. Beaumont, Grosse Pointe offers medical, surgical, emergency, obstetric  
and critical care services. In March 2012, the Cotton Family Birth Center at Beaumont, Grosse Pointe was 
designated a Baby-Friendly® birth center by Baby-Friendly USA. Beaumont, Grosse Pointe is recognized  

as “high performing” in four medical specialties by U.S. News & World Report.

Community served
The Beaumont, Grosse Pointe community is defined  

as the contiguous ZIP codes that comprise 80% of 

inpatient discharges. Below is a map that highlights 

the community served (in blue) as a portion of the 

overall Beaumont community. A table which lists 

the ZIP codes included in the community definition 

can be found in Appendix B.

Demographic and  
socioeconomic summary
The population of the community served is 
expected to decrease 1.4% by 2023, a decline  
of more than 6,700 people. This population  
decline is in contrast with the projected growth 
rate of Michigan (0.6%) and the nation (3.5%). 
Within the community, only four ZIP codes  
are projected to experience growth in the  
next five years:
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Beaumont, Grosse Pointe: 
Map of community served

2018 - 2023 Total population projected change by ZIP code

Zip Codes
Growth in 
five years 

(# of people)
48045 Harrison Township 562

48035 Clinton Township 384

48066 Roseville 238

48026 Fraser 6

Source:  
IBM Watson Health / Claritas, 2018



beaumont.org/chna

Strategies Beaumont, Grosse Pointe

G
R

O
SS

E
 P

O
IN

TE

61

Beaumont, Grosse PointeBeaumont, Grosse Pointe

The community’s population skews younger with 34.3% of the population ages 18-44 and 22.6% under age 
18. The largest cohort (18-44) is expected to decrease by 2,968 people by 2023 and the age 65-plus cohort 
(the smallest at 15.8% of the population) is the only group expected to experience growth (14.9%) over the 
next five years, adding 11,694 seniors to the community. Growth in the senior population will likely contribute 
to increased utilization of services as the population continues to age.

Population statistics are analyzed by race and by Hispanic ethnicity. The predominant racial groups in the 
community are white (48.8%) and black (46.0%) but the community is fairly segregated by race. The white 
population is the only racial group projected to decline over the next five years and is primarily responsible 
for the declining population overall of -4.6% growth or 11,031 people. There is little ethnic diversity as the 
population is almost entirely non-Hispanic (98.0%). By 2023, the expected growth rate of the Hispanic 
population (all races) is 1,300 people (12.9%), while the non-Hispanic population (all races) is expected  
to decline by over 8,000 people (-1.7%).
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Source: IBM Watson Health / Claritas, 2018

2018 Population by ethnicity
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Beaumont, Grosse Pointe

2018 - 2023 Black race population 
projected change by ZIP code

2018 - 2023 White race population  
projected change by ZIP code

Source: IBM Watson Health / Claritas, 2018

Source: IBM Watson Health / Claritas, 2018

2018 Estimated distribution of  
covered lives by insurance category

Source: IBM Watson Health / Claritas, 2018

A majority of the population is insured through 

Medicaid (36%) and employer sponsored health 

insurance (34%). The remaining population are 

covered by Medicare (18%), covered through the 

private market (7%) (the purchasers of coverage 

directly or through the health insurance 

marketplace) or are uninsured (5%).
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The 2018 median household income for the United States is $62,175 and $55,727 for the state of 

Michigan. The median household income for the ZIP codes within this community range from $23,455 

for ZIP code 48213 - Detroit to $104,817 for ZIP code 48236 - Grosse Pointe. There are 12 ZIP codes 

with median household incomes less than $50,200, twice the 2018 federal poverty limit for a family 

of four. Eight ZIP codes have median household incomes less than $40,000:

Beaumont, Grosse PointeBeaumont, Grosse Pointe

2018 Median household income by ZIP code

Zip Codes Income

48213 Detroit $23,455

48214 Detroit $23,472

48215 Detroit $24,858

48234 Detroit $28,249

48207 Detroit $28,550

48205 Detroit $31,059

48224 Detroit $31,430

48089 Warren $38,085
Source: IBM Watson Health / Claritas, 2018
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Beaumont, Grosse Pointe

The IBM Watson Health community need index is a statistical approach to identifying areas within a 

community where health disparities may exist. The CNI takes into account vital socioeconomic factors 

(income, cultural, education, insurance and housing) about a community to generate a CNI score for 

every populated ZIP code in the United States. The CNI strongly links to variations in community health 

care needs and is an indicator of a community’s demand for various health care services. The CNI score 

by ZIP code identifies specific areas within a community where health care needs may be greater.

Overall, the CNI score for the community served is 3.6, higher than both the CNI national benchmark  

of 3.0 and state average of 3.3, potentially indicating greater health care needs in this community. 

In all seven of the community’s Detroit ZIP codes, the CNI score is greater than 4.5, pointing to 

potentially more significant health needs among the population. These ZIP codes received scores  

of 5.0 in three of the five barriers which contribute to the composite CNI score: culture, housing  

and income. 

 

2018 Community need index by ZIP code

ZIP Map where color shows the community need index on a scale of 0 to 5. Orange color 
indicates high need areas (CNI = 4 or 5); blue color indicates low need (CNI = 1 or 2).  
Gray colors have needs at the national average (CNI = 3).

Source:  
IBM Watson Health / Claritas, 2018
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IBM Watson Health community data
IBM Watson Health supplemented the publicly available data and population statistics with  

estimates of localized disease prevalence of heart disease and cancer as well as Emergency 

Department visit estimates.

IBM Watson Health heart disease estimates identified hypertension as the most prevalent heart disease 

diagnoses; there are over 149,000 estimated cases in the community overall. The 48066 ZIP code of 

Roseville has the most estimated cases of each heart disease type, likely driven by population size.  

The 48081 ZIP code of Saint Clair Shores has the highest estimated prevalence rates for arrhythmia  

(77 cases per 1,000 population), heart failure (36 cases per 1,000 population), hypertension  

(351 cases per 1,000 population) and ischemic heart disease (75 cases per 1,000 population).

Beaumont, Grosse PointeBeaumont, Grosse Pointe

2018 Estimated heart disease cases

2018 Cases

Bar chart shows total number and prevalence 
rate of 2018 estimated heart disease cases for 
each of four types: arrhythmia, heart failure, 
hypertension and ischemic heart disease

Note: An individual patient may have more 
than one type of heart disease. Therefore,  
the sum of all four heart disease types is  
not a unique count of individuals.

Source: IBM Watson Health, 2018
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For this community, IBM Watson Health’s 2018 cancer estimates revealed that cancers estimated to  

have the greatest number of new cases in 2018 were prostate, breast, lung and colorectal cancers.  

The cancers projected to have the greatest rate of growth in the next five years were bladder, 

pancreatic and melanoma, based on both population changes and disease rates.

Beaumont, Grosse Pointe

2018 Estimated new cancer cases

Source: IBM Watson Health, 2018

Bar chart shows estimated new 
diagnoses per year for each of  
the 17 types of cancer and one 
category for all other cancers.  
Color shows details about sex  
with light green for females  
and dark blue for males. 

Female 

Male 



beaumont.org/chna

Strategies Beaumont, Grosse Pointe

G
R

O
SS

E
 P

O
IN

TE

67

Beaumont, Grosse PointeBeaumont, Grosse Pointe

Cancer type 2018 Estimated 
new cases

2023 Estimated 
new cases  5-year growth (%)

Bladder 151 166 10.0%

Brain 30 30 2.3%

Breast 409 425 3.8%

Colorectal 295 278 -5.8%

Kidney 109 117 7.5%

Leukemia 91 98 6.7%

Lung 389 408 5.0%

Melanoma 65 71 8.7%

Non-Hodgkin’s lymphoma 105 111 6.2%

Oral cavity 45 48 5.3%

Ovarian 35 35 2.5%

Pancreatic 93 102 9.5%

Prostate 450 444 -1.3%

Stomach 43 44 4.5%

Thyroid 57 61 7.0%

Uterine - cervical 14 13 -6.9%

Uterine - corpus 81 86 6.1%

Other 275 294 6.8%

Grand total 2,736 2,831 3.5%

Note: Case numbers are rounded to the nearest integer, which may mask minor differences.         Source: IBM Watson Health, 2018

Estimated cancer cases and projected five-year change by type
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Based on population characteristics and regional utilization rates, IBM Watson Health projected all 

Emergency Department visits in this community to decrease by 1.4% over the next five years. Although 

the number of ED visits is projected to decrease slightly, estimated ED use rates in all community ZIP 

codes were higher than the U.S. benchmark (435 visits per 1,000). Additionally, 12 of the 19 community 

ZIP codes had higher estimated ED use rates than the Michigan state benchmark (510 visits per 1,000). 

The highest ED use rates were in seven Detroit ZIP codes: 725.2 to 885.5 ED visits per 1,000 residents. 

ED visits consisted of three main types: those resulting in an inpatient admission, emergent ED visits 

treated and released and non-emergent ED visits that were lower acuity. Non-emergent ED visits 

present to the ED but can potentially be treated in more appropriate and less intensive  

outpatient settings.

Non-emergent outpatient ED visits could be an indication of systematic issues within the community 

regarding access to primary care, managing chronic conditions or other access to care issues such  

as ability to pay. IBM Watson Health estimated non-emergent ED visits to decrease by an average  

of 4.6% over the next five years in this community.

Beaumont, Grosse Pointe

Total estimated 2018 Emergency Department visit rate

ZIP map color shows total Emergency Department 
visits per 1,000 population. Orange colors are 
higher than the state benchmark, blue colors  
are less than the state benchmark and gray  
colors are similar.

Note: These are not actual hospital ED visit rates. 
These are statistical estimates of ED visits for  
the population.

Source: IBM Watson Health, 2018
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Beaumont, Grosse PointeBeaumont, Grosse Pointe

Non-emergent estimated 2018 Emergency Department visits by ZIP code

ZIP map color shows total Emergency 
Department visits per 1,000 population 
by non-emergent status. Orange colors 
are higher than the state benchmark, blue 
colors are less than the state benchmark 
and gray colors are similar. Color range  
is set for the entire study region. ED visits 
are defined by the presence of specific 
CPT® codes in claims.

Non-emergency visits to the ED do 
not necessarily require treatment in a 
hospital Emergency Department and 
can potentially be treated in a fast-track 
ED, an urgent care treatment center, 
or a clinical or physician’s private office.

Source: 
IBM Watson Health, 2018

Note: These are not actual hospital ED visit rates.  
These are statistical estimates of ED visits for the population.

2019 CHNA implementation strategy
The implementation strategy for the chosen health needs of 1) chronic disease prevention  

and management (cardiovascular disease, diabetes, obesity) and 2) mental health are outlined  

in the following pages. 

Over the next three years each Beaumont hospital will execute its implementation strategies  

which will be evaluated and updated on an annual basis. 
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Beaumont, Grosse Pointe •  2019 CHNA implementation strategy

Goal #1: �Decrease rates of chronic disease in children and adults by promoting healthy eating and active living behaviors.

Objective #1: �Provide education and services that support healthy eating, active living and maintaining a healthy weight.

OUTCOME 
MEASURES

• Decrease percent of adult obesity.  • Decrease percent of students who are obese.

STRATEGIES 
AND 

TACTICS

• �Implement Cooking Matters program, grocery store tours and cooking demonstrations to equip 
families with knowledge and skills to prepare healthy meals.

• �Continue multi-sector Healthy Grosse Pointe and Harper Woods community coalition to implement 
community and worksite strategies on healthy eating and active living.

• �Implement initiatives and partner collaborations to increase access to fresh fruits and vegetables 
and reduce food insecurity.

• �Implement the Eight Dimensions of Wellness program to increase knowledge of healthy lifestyle 
practices to improve physical and mental health.

• �Provide education on chronic disease prevention and management through community events 
and Beaumont Speakers Bureau.

COMMITTED 
RESOURCES

Beaumont, Grosse Pointe will commit both financial and in-kind resources, including staff time, 
charitable contributions and employee volunteerism.

PARTNERS 

• Gleaners Community Food Bank of SE Michigan
• Healthy Grosse Pointe and Harper Woods coalition
• Five cities of Grosse Pointe and Harper Woods
• Grosse Pointe Public School System

• Harper Woods School District
• St. Clair Shores Senior Center
• Wayne County Community College

EVALUATION
• Pre/post participant surveys  • Partnership agreements  • Participation surveys 
• Restaurants recognized  • Community Ambassadors in Eight Dimensions of Wellness

Objective #2: �Increase opportunities for physical activity. 
OUTCOME 
MEASURES

• Increase percent of physically active adults. 
• Increase education and opportunities for physical education. 

STRATEGIES 
AND 

TACTICS

• �Implement community-wide walking, wellness and fitness activities to increase physical activity 
and social interaction across the community.

• �Support the Healthy Grosse Pointe and Healthy Harper Woods coalitions to improve walkability 
and bikeability across the community.

COMMITTED 
RESOURCES

Beaumont, Grosse Pointe will commit both financial and in-kind resources, including staff time, 
charitable contributions and employee volunteerism.

PARTNERS • Six Parks and Recreation Departments  • Grosse Pointe Academy  • St. Clair Shores Senior Center
• �Healthy Grosse Pointe and Healthy Harper Woods coalitions

EVALUATION • Participant surveys  • Participation rates  • Total miles run

Priority #1  
�Chronic disease prevention and management (cardiovascular disease, diabetes, obesity)
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Beaumont, Grosse Pointe2019 CHNA implementation strategy  •

Goal #2: �Decrease cardiovascular disease risk factors and prevent death from sudden cardiac arrest.

Objective #1: �Provide education programs and services.

OUTCOME 
MEASURES

• Decrease percent of adult hypertension. 
• Decrease in cardiovascular disease risk factors.

• �Increase knowledge and awareness of self-
monitoring practices.

STRATEGIES 
AND 

TACTICS

• Implement Blood Pressure Self-Monitoring Program in churches and community organizations.
• �Mentor and assist schools in attaining the state Heart Safe School designation and provide AED 

equipment as needed.
COMMITTED 
RESOURCES

Beaumont, Grosse Pointe will commit both financial and in-kind resources, including staff time, 
charitable contributions and employee volunteerism.

PARTNERS • Local churches  • Community agencies  • Schools  • Long-term care facilities

EVALUATION • Attainment of Heart Safe School designation  • Pre/post participant surveys  • Participation rates

Objective #2: �Provide early detection screenings.
OUTCOME 
MEASURES

• Decrease percent of adult hypertension. 
• Decrease in cardiovascular disease risk factors.

• Decrease deaths from sudden cardiac arrest.

STRATEGIES 
AND 

TACTICS

• �Provide blood pressure, cholesterol, glucose, BMI, heart and vascular screenings across the community. 
• �Implement the Student Heart Check Program to detect abnormal heart structure or abnormal rhythms 

and explore development of student support group for those currently diagnosed or affected by 
abnormal diagnoses.

COMMITTED 
RESOURCES

Beaumont, Grosse Pointe will commit both financial and in-kind resources, including staff time, 
charitable contributions and employee volunteerism.

PARTNERS • Local churches  • Schools  • Community agencies

EVALUATION • Screening results  • Participant survey

Goal #3: �Decrease rate of new diabetes cases and of diabetes complications.

Objective #1: �Provide early detection screenings, diabetes prevention programs and diabetes education services.

OUTCOME 
MEASURES

• Decrease new incidences of diabetes.

STRATEGIES 
AND 

TACTICS

• �Provide the Diabetes PATH chronic disease self-management program. Explore implementation 
of online version.

• Implement National Diabetes Prevention Program for adults with pre-diabetes or at high risk for diabetes.
COMMITTED 
RESOURCES

Beaumont, Grosse Pointe will commit both financial and in-kind resources, including staff time, 
charitable contributions and employee volunteerism.

PARTNERS • National Kidney Foundation of Michigan  • AAA 1-B  • Local churches  • Libraries  • Senior centers 
• Community organizations

EVALUATION
• Participation rates/volumes  • Outcome measures  • Increase in physical activity  • Screening results
• Average weight loss  • Pre/post participant surveys  • Participation rates
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Goal #1: �Decrease rate of mental health and substance use disorders.

Objective #1: �Improve access and coordination of services.

OUTCOME 
MEASURES

• Increase referral linkages for mental health and opioid use disorders.

STRATEGIES 
AND TACTICS

• Support partnerships to improve integration of health care and community-based mental health services.

COMMITTED 
RESOURCES

Beaumont, Grosse Pointe will commit both financial and in-kind resources, including staff time, 
charitable contributions and employee volunteerism.

PARTNERS • Community mental health agencies  • Universal Health Services 

EVALUATION • Partnership agreements  • Patients connected to community resources

Objective #2: �Provide education program and services.

OUTCOME 
MEASURES

• Increase knowledge and awareness of mental health.

STRATEGIES 
AND TACTICS

• Implement No Bullying Live Empowered (NoBLE) program to support bullied children and families. 
• �Provide education on mental health through community events, resources and Beaumont 

Speakers Bureau.
COMMITTED 
RESOURCES

Beaumont, Grosse Pointe will commit both financial and in-kind resources, including staff time, 
charitable contributions and employee volunteerism.

PARTNERS • Healthy Grosse Pointe and Healthy Harper Woods coalitions  • CARES of Southeast Michigan
• Common Ground  • Local schools  • InsideOut Literary Arts

EVALUATION • Participation rates  • Pre/post participant surveys  • Unique page views

Priority #2  
Mental health

Beaumont, Grosse Pointe •  2019 CHNA implementation strategy
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Beaumont, Royal Oak

2019 
COMMUNITY HEALTH 
NEEDS ASSESSMENT
Building Healthier Lives and Communities

http://beaumont.org/chna


2019 Community Health Needs Assessment 

Strategies

R
O

YA
L O

A
K

74

Beaumont, Royal Oak

Beaumont, Royal Oak opened on Jan. 24, 1955. Today it is a major academic and referral center  

with Level I adult trauma and Level II pediatric trauma designations.

Community served
The Beaumont, Royal Oak community  

is defined as the contiguous ZIP codes 

which comprise 80% of inpatient 

discharges. Below is a map that 

highlights the community served  

(in blue) as a portion of the overall 

Beaumont community. A table which 

lists the ZIP codes included in the 

community definition can be found  

in Appendix B.

Demographic and  
socioeconomic summary
The population of the community 
served is expected to increase 1.2% 
by 2023, an increase of more than 
25,000 people. The community’s 
population increase is slightly higher 
than Michigan’s projected growth rate 
(0.6%) and is lower than the national 
projected growth rate (3.5%). Within  
the community, Macomb is expected  
to experience the most growth  
in five years:

Source: Beaumont Health, 2019

Beaumont, Royal Oak: Map of community served

2018 - 2023 Total population projected change by ZIP code

Zip Codes
Growth in 
five years 

(# of people)

48044 Macomb 3,235
48042 Macomb 2,419

Source:  
IBM Watson Health / Claritas, 2018
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Beaumont, Royal Oak

The community’s population skews younger with 33.4% of the population ages 18-44 and 21.3% 
under age 18. The largest cohort (18-44) is expected to increase by just over 2,800 (0.4%) people  
by 2023. The age 65-plus cohort, currently the smallest cohort (16.8% of the population), is expected  
to experience the greatest growth (16.1%) over the next five years, adding 58,236 seniors to the 
community. Growth in the senior population will likely contribute to increased utilization of services  
as the population continues to age.

Population statistics are analyzed by race and by Hispanic ethnicity. The community is predominately 
white (68.4%) and black (21.3%). The white population is the only racial group projected to decline in  
the next five years: -1.5% or 21,000 people. The Asian/Pacific Islander racial group is projected to add 
the newest people to the community (23,224) by 2023, a 16.7% growth rate. In terms of ethnicity, the 
community is primarily non-Hispanic (96.6%), but the Hispanic population is expected to have a faster 
growth rate over the next five years (12.8% Hispanic vs. 0.8% non-Hispanic). 
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2018 Population by race

Source: IBM Watson Health / Claritas, 2018

2018 Population by ethnicity
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Beaumont, Royal Oak

2018 Median household income by ZIP code

Zip Codes Income

48203 Highland Park $23,782

48342 Pontiac $24,311

48212 Hamtramck $26,312

48234 Detroit $28,249

48235 Detroit $31,449

48340 Pontiac $33,322

48219 Detroit $34,018

48223 Detroit $35,961

48015 Center Line $36,752

48341 Pontiac $36,829

48091 Warren $36,939

48089 Warren $38,085

48030 Hazel Park $38,646
Source: IBM Watson Health / Claritas, 2018

The 2018 median household income 

for the United States is $62,175 and 

$55,727 for the state of Michigan.  

The median household income for 

the ZIP codes within this community 

range from $23,782 for ZIP code 

48203 - Highland Park to $161,301 

for ZIP code 48374 - Novi. There are 

19 ZIP codes with median household 

incomes less than $50,200, twice 

the 2018 federal poverty limit for 

a family of four. Thirteen ZIP codes 

have median household incomes 

less than $40,000: 

2018 - 2023 Asian/Pacific Islander race population projected change by ZIP code

Source: IBM Watson Health / Claritas, 2018
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A majority of the population (51%) are insured through employer sponsored health coverage, higher 

than Michigan (47%) and the United States (46%). Of the remaining population, 19% are covered by 

Medicaid, 18% by Medicare and 9% by private market insurance (the purchasers of coverage directly 

or through the health insurance marketplace) and 3% are uninsured. Royal Oak’s uninsured rate (3.0%) 

was lower than Michigan’s (3.8%) and much lower than the national rate of 9.4%.

Beaumont, Royal Oak

2018 Estimated distribution of covered lives by insurance category

Source: IBM Watson Health / Claritas, 2018
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Beaumont, Royal Oak

The IBM Watson Health community need index is a statistical approach to identifying areas within a 

community where health disparities may exist. The CNI takes into account vital socioeconomic factors 

(income, cultural, education, insurance and housing) about a community to generate a CNI score for 

every populated ZIP code in the United States. The CNI strongly links to variations in community health 

care needs and is an indicator of a community’s demand for various health care services. The CNI score 

by ZIP code identifies specific areas within a community where health care needs may be greater.

Overall, the composite CNI score for the community served is 2.7, lower than the CNI national 

benchmark score of 3.0 and state average of 3.3, potentially indicating fewer health care needs 

in this community. 

In the Royal Oak community, about 70% of ZIP codes have a composite CNI score of less than 3.0. 

Despite indicating overall lower need, the community contained pockets of high need. Seven ZIP codes 

(48203 - Highland Park, 48212 - Hamtramck, 48219 - Detroit, 48223 - Detroit, 48234 - Detroit, 48235 - 

Detroit and 48342 - Pontiac) have composite CNI scores greater than 4.5, pointing to potentially more 

significant health needs among those populations. These communities have scores of 5.0 in three 

of the five barriers scores that comprise the CNI composite score: culture, housing and income. 

2018 Community need index by ZIP code

ZIP Map where color shows the Community Need Index on a scale of 0 to 5. Orange color 
indicates high need areas (CNI = 4 or 5); blue color indicates low need (CNI = 1 or 2).  
Gray colors have needs at the national average (CNI = 3).

Source:  
IBM Watson Health / Claritas, 2018
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IBM Watson Health community data
IBM Watson Health supplemented the publicly available data and population statistics with 

estimates of localized disease prevalence of heart disease and cancer as well as Emergency 

Department visit estimates.

IBM Watson Health heart disease estimates identified hypertension as the most prevalent heart disease 

diagnoses; there are more than 650,000 estimated cases in the community overall. The 48044 ZIP code 

of Macomb has the most estimated cases of each heart disease type due primarily to population size. 

Bloomfield Hills (ZIP codes 48304 and 48302) has the highest estimated prevalence rates for arrhythmia 

(96 cases and 91 cases per 1,000 population), heart failure (40 cases and 38 cases per 1,000 population), 

hypertension (378 cases and 365 cases per 1,000 population) and ischemic heart disease (96 cases 

and 91 cases per 1,000 population). 

Beaumont, Royal Oak

2018 Estimated heart disease cases

2018 Cases

Bar chart shows total number and 
prevalence rate of 2018 estimated 
heart disease cases for each of  
four types: arrhythmia, heart failure, 
hypertension and ischemic  
heart disease

Note: An individual patient may have 
more than one type of heart disease. 
Therefore, the sum of all four heart 
disease types is not a unique count  
of individuals.

Source: IBM Watson Health, 2018
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For this community, IBM Watson Health’s 2018 cancer estimates revealed the cancers estimated to have 

the greatest number of new cases in 2018 are prostate, breast and lung cancers. The cancers projected 

to have the greatest rate of growth in the next five years are pancreatic, bladder, melanoma and thyroid, 

based on both population changes and disease rates.

Beaumont, Royal Oak

2018 Estimated new cancer cases

Source: IBM Watson Health, 2018

Bar chart shows estimated new 
diagnoses per year for each of  
the 17 types of cancer and one 
category for all other cancers.  
Color shows details about sex  
with light green for females  
and dark blue for males. 

Female 

Male 
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Beaumont, Royal Oak

Cancer type 2018 Estimated 
new cases

2023 Estimated 
new cases  5-year growth (%)

Bladder 750 835 11.36%

Brain 146 153 4.52%

Breast 1,776 1,885 6.13%

Colorectal 1,020 962 -5.66%

Kidney 524 572 9.28%

Leukemia 452 492 8.73%

Lung 1,846 1,973 6.86%

Melanoma 435 482 10.89%

Non-Hodgkin’s lymphoma 612 666 8.78%

Oral cavity 219 237 8.29%

Ovarian 161 169 4.73%

Pancreatic 425 476 11.84%

Prostate 2,016 2,024 0.37%

Stomach 180 191 5.98%

Thyroid 269 296 10.21%

Uterine - cervical 60 58 -2.46%

Uterine - corpus 367 396 8.03%

Other 1,302 1,421 9.15%

Grand total 12,561 13,289 5.79%

Note: Case numbers are rounded to the nearest integer, which may mask minor differences.         Source: IBM Watson Health, 2018

Estimated cancer cases and projected five-year change by type
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Based on population characteristics and regional utilization rates, IBM Watson Health projected 

all Emergency Department visits in this community to increase by 1.8% over the next five years.

Estimated ED use rates for Michigan and the U.S. are 510 visits and 435 visits per 1,000 respectively. 

The highest ED use rates were in ZIP codes 48203 - Highland Park (874.9 per 1,000), 48234 - Detroit 

(809.5 per 1,000) and 48235 - Detroit (794.0 per 1,000). The ED use rate in Highland Park is more 

than twice the U.S. benchmark and 72% higher than the Michigan state benchmark.

ED visits consisted of three main types: those resulting in an inpatient admission, emergent ED 

visits treated and released and non-emergent ED visits that were lower acuity. Non-emergent 

ED visits present to the ED but can potentially be treated in more appropriate and less intensive 

outpatient settings.

Non-emergent outpatient ED visits could be an indication of systematic issues within the community 

regarding access to primary care, managing chronic conditions or other access to care issues such 

as ability to pay. IBM Watson Health estimated non-emergent ED visits to decrease by an average 

of 2.0% over the next five years in this community.

Beaumont, Royal Oak

Total estimated 2018 Emergency Department visit rate

ZIP map color shows total Emergency Department 
visits per 1,000 population. Orange colors are 
higher than the state benchmark, blue colors  
are less than the state benchmark and gray  
colors are similar.

Note: These are not actual hospital ED visit rates. 
These are statistical estimates of ED visits for  
the population.

Source: IBM Watson Health, 2018
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Beaumont, Royal Oak

Non-emergent estimated 2018 Emergency Department visits by ZIP code

ZIP map color shows total Emergency 
Department visits per 1,000 population 
by non-emergent status. Orange colors 
are higher than the state benchmark, blue 
colors are less than the state benchmark 
and gray colors are similar. Color range  
is set for the entire study region. ED visits 
are defined by the presence of specific 
CPT® codes in claims. 

Non-emergency visits to the ED  
do not necessarily require treatment  
in a hospital Emergency Department and 
can potentially be treated in a fast-track 
ED, an urgent care treatment center, or 
a clinical or physician’s private office. 

Source: 
IBM Watson Health, 2018

Note: These are not actual hospital ED visit rates.  
These are statistical estimates of ED visits for the population.

2019 CHNA implementation strategy
The implementation strategy for the chosen health needs of 1) chronic disease prevention 

and management (cardiovascular disease, diabetes, obesity) and 2) mental health are outlined 

in the following pages. 

Over the next three years, each Beaumont Health hospital will execute its implementation 

strategies which will be evaluated and updated on an annual basis.
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Beaumont, Royal Oak •  2019 CHNA implementation strategy

Goal #1: �Decrease rates of chronic disease in children and adults by promoting healthy eating and active living behaviors.

Objective #1: �Provide education and services that support healthy eating, active living and maintaining a healthy weight.

OUTCOME 
MEASURES

• Decrease percent of adult obesity.  • Decrease percent of students who are obese.

STRATEGIES 
AND 

TACTICS

• �Implement Cooking Matters program, cooking classes for children, grocery store tours and food 
demonstrations to equip families with knowledge and skills to prepare healthy meals.

• Explore designation of a multi-sector Healthy Community coalition.
• �Engage stakeholders and partners to identify opportunities to collaborate on policy, systems, 

and environmental change for health improvement planning opportunities.
• �Explore strategies and partner collaborations to increase access to fresh fruits and vegetables 

and reducing food insecurity.
• �Provide education on chronic disease prevention and management through community events 

and Beaumont Speakers Bureau.
COMMITTED 
RESOURCES

Beaumont, Royal Oak will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• Gleaners Community Food Bank of SE Michigan
• City and school districts
• Local municipalities

• Local school systems
• Oakland County Health Division

EVALUATION • Pre/post participant surveys  • Partnership agreements

Objective #2: �Increase opportunities for physical activity.
OUTCOME 
MEASURES

• Increase percent of physically active adults. 
• Increase education and opportunities for physical education. 

STRATEGIES 
AND 

TACTICS

• �Implement community wide walking programs such as Wellness Walk & Talk, Neighborhood Walking 
Groups, mall walking and community walk events to increase physical activity and social interaction 
across the community.

• �Provide custom and adaptive bikes for kids with special needs.
• �Provide training for physical education teachers to implement the Coordinated Approach 

to Child Health (CATCH) physical education nutrition and physical activity program. 
• �Implement the program A Matter of Balance: Managing Concerns About Falls to support 

physical activity among older adults. 
COMMITTED 
RESOURCES

Beaumont, Royal Oak will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 

• �Oak Park and Royal Oak Parks and Recreation 
departments

• Oakland Mall   
• Southfield School District 

• Oak Park School District 
• Ferndale School District
• South Lyon School District

EVALUATION
• Physical Education teacher evaluation surveys
• Walking log metrics
• Up and Go Test

• Pre/post participant surveys
• Participation rates

Priority #1  
�Chronic disease prevention and management (cardiovascular disease, diabetes, obesity)
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Beaumont, Royal Oak2019 CHNA implementation strategy  ••  2019 CHNA implementation strategy

Goal #2: �Decrease cardiovascular disease risk factors and prevent death from sudden cardiac arrest.

Objective #1: �Provide education programs and services.

OUTCOME 
MEASURES

• Decrease percent of adult hypertension. 
• Decrease in cardiovascular disease risk factors.

• �Increase knowledge and awareness of self-
monitoring practices.

STRATEGIES 
AND 

TACTICS

• Implement Blood Pressure Self-Monitoring Program in churches and community organizations.
• �Provide support programs including nutrition heart healthy classes, education on behavior change, 

Beaumont Quit Smoking Program and Guiding Hearts Support Group for prevention and management 
of cardiac conditions.

• �Implement and promote the availability of the Women Exercising to Live Longer (WELL) Program 
to increase physical activity and reduce cardiovascular disease risk factors.

• �Mentor and assist schools in attaining the state Heart Safe School designation and provide AED 
equipment as needed.

COMMITTED 
RESOURCES

Beaumont, Royal Oak will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Local churches  • Schools  • Community agencies

EVALUATION • Attainment of Heart Safe School designation  • Pre/post participant surveys  • Participation rates

Objective #2: �Provide early detection screenings.
OUTCOME 
MEASURES

• Decrease percent of adult hypertension. 
• Decrease in cardiovascular disease risk factors.

• Decrease deaths from sudden cardiac arrest.

STRATEGIES 
AND 

TACTICS

• Provide blood pressure, cholesterol, glucose, BMI, heart and vascular screening across the community.
• �Implement the Student Heart Check Program to detect abnormal heart structure or abnormal rhythms 

and explore development of student support group for those currently diagnosed or affected by 
abnormal diagnoses.

COMMITTED 
RESOURCES

Beaumont, Royal Oak will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Local churches  • Schools  • Community agencies

EVALUATION • Pre/post participant surveys  • Screening results  • Participation rates

Please see next page for Priority #1, Goal #3: Decrease rate of new diabetes cases and of diabetes complications. 
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Goal #3: �Decrease rate of new diabetes cases and of diabetes complications.

Objective #1: �Provide early detection screenings, diabetes prevention programs and diabetes education services.

OUTCOME 
MEASURES

• Decrease new incidences of diabetes.

STRATEGIES 
AND TACTICS

• �Provide the Diabetes PATH chronic disease self-management program. Explore implementation 
of online version.

• Provide support groups for those with diabetes and their caregivers.
• �Implement the National Diabetes Prevention Program for adults with pre-diabetes or at high risk 

for diabetes.
COMMITTED 
RESOURCES

Beaumont, Royal Oak will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• National Kidney Foundation of Michigan
• Area Agency on Aging 1-B
• Local churches

• Libraries
• Senior centers
• Community organizations

EVALUATION
• Participation rates/volumes  • Outcome measures  • Increase in physical activity  • Screening results
• Average weight loss  • Pre/post participant surveys  • Participation rates

Priority #1  cont. 
�Chronic disease prevention and management (cardiovascular disease, diabetes, obesity)

Beaumont, Royal Oak •  2019 CHNA implementation strategy
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Goal #1: �Decrease rate of mental health and substance use disorders.

Objective #1: �Improve access and coordination of services.

OUTCOME 
MEASURES

• Increase referral linkages for mental health and opioid use disorders.
• Increase referral linkages for mental health and substance use disorders.

STRATEGIES 
AND TACTICS

• Support partnerships to improve integration of health care and community-based mental health services.
• �Improve access and coordination of services for substance abuse disorder through creating 

multidisciplinary care teams using community peer recovery coaches and linking individuals 
to community resources.

COMMITTED 
RESOURCES

Beaumont, Royal Oak will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • CARE of Southeast Michigan  • Community mental health agencies  • Universal Health Services

EVALUATION • Partnership agreements  • Patients connected to community resources

Objective #2: �Provide education program and services..

OUTCOME 
MEASURES

• Increase knowledge and awareness of mental health. 

STRATEGIES 
AND TACTICS

• Implement mindfulness classes to address anxiety, depression, stress and chronic pain.
• Provide education on mental health through community events and Beaumont Speakers Bureau.
• Implement No Bullying Live Empowered (NoBLE) program to support bullied children and families 

COMMITTED 
RESOURCES

Beaumont, Royal Oak will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Common Ground  • Local schools

EVALUATION
• Perceived Stress Scale  • Self-Compassion Scale  • Qualitative measures  • Participant rates
• Participation surveys

Priority #2  
Mental health

•  2019 CHNA implementation strategy Beaumont, Royal Oak2019 CHNA implementation strategy  •
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Beaumont, Taylor

Beaumont, Taylor opened its doors in 1977. It became part of Beaumont Health in September 2014. 
This hospital provides specialty health care services with outstanding service for residents of Taylor and 
surrounding communities, including 24/7 emergency care, speech/language pathology and audiology, 
a pain management clinic, orthopedic surgery, mental health services, physical medicine and inpatient 

rehabilitation and full-service radiology with advanced CT and MRI.

Community served
The Beaumont, Taylor community is defined as 

the contiguous ZIP codes that comprise 80% of 

inpatient discharges. Below is a map that highlights 

the community served (in blue) as a portion of the 

overall Beaumont community. A table which lists 

the ZIP codes included in the community definition 

can be found in Appendix B.

Demographic and  
socioeconomic summary
The population of the community served is 
expected to decrease 1.2% by 2023, a decline 
of almost 6,800 people. The community’s 
population decline contrasts with the slight 
growth rate projected for Michigan (0.6%) 
and the higher national projected growth 
rate (3.5%). Within the community, only 
five ZIP codes are expected to 
experience the growth in the 
next five years:

Source: Beaumont Health, 2019

Beaumont, Taylor: Map of community served

2018 - 2023 Total population projected change by ZIP code

Zip Codes
Growth in 
five years 

(# of people)
48134 Flat Rock 643

48174 Romulus 249

48173 Rockwood 245

48164 New Boston 97

48179 South Rockwood 18

Source:  
IBM Watson Health / Claritas, 2018
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Beaumont, Taylor

The community’s population skews just slightly younger with 34.3% of the population ages 18-44 and  
23.5% under age 18. The largest cohort (18-44) is expected to decrease by 4,451 people by 2023 and the 
age 65-plus cohort (the smallest at 15.6% of the population) is the only age group expected to experience 
growth (12.8%) over the next five years, adding 10,912 seniors to the community. Growth in the senior 
population will likely contribute to increased utilization of services as the population continues to age.

Population statistics are analyzed by race and by Hispanic ethnicity. The community is predominately 
white (79.5%) with the black population being the next largest racial group (12.9%). Both of these groups 
are projected to decline in the next five years (1.1% and 7.1% respectively) resulting in a total decline of 9,617 
people from these population groups. Other racial groups in the community, while smaller, are projected 
to have growth in the next five years; Asian/Pacific Islander (10.4%, 1,081 people) and multi-racial (3.2%, 543 
people). In terms of ethnicity (all races), the non-Hispanic population is dominant (93.0%) but is projected 
to decline by 2.0% (9,956 people) in five years. Meanwhile the smaller non-Hispanic population is expected 
to grow by almost 3,200 people (8.4%) by 2023.

2018 Population by race

Source: IBM Watson Health / Claritas, 2018

2018 Population by ethnicity
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Beaumont, Taylor

2018 - 2023 Hispanic ethnicity population projected change by ZIP code

2018 Median household income by ZIP code

Zip Codes Income

48217 Detroit $28,916

48218 River Rouge $29,533

48229 Ecorse $31,775

48126 Dearborn $32,239

48141 Inkster $34,676

48122 Melvindale $37,594
Source: IBM Watson Health / Claritas, 2018

The 2018 median household income 

for the United States is $62,175 and 

$55,727 for the state of Michigan.  

The median household income for  

the ZIP codes within this community 

ranges from $28,916 for ZIP code 

48228 - Detroit to $104,367 for ZIP 

code 48138 - Grosse Ile. There are  

ten ZIP codes with median household 

incomes less than $50,200, twice the 

2018 federal poverty limit for a family 

of four. Six ZIP codes have median 

household incomes less than $40,000: 

Source: IBM Watson Health / Claritas, 2018
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Beaumont, Taylor

A majority of the population (42%) are insured through employer sponsored health coverage,  
followed by those with Medicaid (27%) and Medicare (18%). The remainder of the population  
is divided between those with private market insurance (8%) (purchasers of coverage directly  
or through the health insurance marketplace) and the uninsured (4%).

2018 Estimated distribution of covered lives by insurance category

Source: IBM Watson Health / Claritas, 2018
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Beaumont, Taylor

The IBM Watson Health community need index is a statistical approach to identifying areas within a 

community where health disparities may exist. The CNI takes into account vital socioeconomic factors 

(income, cultural, education, insurance and housing) about a community to generate a CNI score for 

every populated ZIP code in the United States. The CNI strongly links to variations in community health 

care needs and is an indicator of a community’s demand for various health care services. The CNI score 

by ZIP code identifies specific areas within a community where health care needs may be greater.

Overall, the CNI composite score for the community served is 3.2, higher than the CNI national  

average of 3.0 but lower than the state average of 3.3. 

In four community ZIP codes (48217 - Detroit, 48229 - Ecorse, 48141 - Inkster and 48218 - River Rouge), 

the CNI score is greater than 4.5, pointing to potentially more significant health needs among those 

populations. These ZIP codes received scores of 5.0 in three of the five barriers that comprise the 

composite CNI score: culture, housing and income. In addition, three of the four ZIP codes have  

scores of 5.0 in the education barrier.

2018 Community need index by ZIP code

ZIP Map where color shows the Community Need Index on a scale of 0 to 5. Orange color 
indicates high need areas (CNI = 4 or 5); blue color indicates low need (CNI = 1 or 2).  
Gray colors have needs at the national average (CNI = 3).

Source:  
IBM Watson Health / Claritas, 2018
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IBM Watson Health community data
IBM Watson Health supplemented the publicly available data and population statistics with  

estimates of localized disease prevalence of heart disease and cancer as well as Emergency 

Department visit estimates.

IBM Watson Health heart disease estimates identified hypertension as the most prevalent heart disease 

diagnoses; there are over 161,000 estimated cases in the community overall. The 48180 ZIP code of 

Taylor has the most estimated cases of each heart disease type, likely due to population size. The 48138 

ZIP code of Grosse Ile has the highest estimated prevalence rates for all heart disease types: arrhythmia 

(85 cases per 10,000 population), heart failure (40 cases per 10,000 population), hypertension (379 cases 

per 10,000 population) and ischemic heart disease (86 cases per 10,000 population). 

2018 Estimated heart disease cases

2018 Cases

Bar chart shows total number and prevalence 
rate of 2018 estimated heart disease cases for 
each of four types: arrhythmia, heart failure, 
hypertension and ischemic heart disease

Note: An individual patient may have more 
than one type of heart disease. Therefore,  
the sum of all four heart disease types is  
not a unique count of individuals.

Source: IBM Watson Health, 2018
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For this community, IBM Watson Health’s 2018 cancer estimates revealed the cancers estimated  

to have the greatest number of new cases in 2018 are breast, colorectal and lung cancers.  

The cancers projected to have the greatest rate of growth in the next five years are melanoma,  

bladder and pancreatic, based on both population changes and disease rates.

Beaumont, Taylor

2018 Estimated new cancer cases

Source: IBM Watson Health, 2018

Bar chart shows estimated new 
diagnoses per year for each of  
the 17 types of cancer and one 
category for all other cancers.  
Color shows details about sex  
with light green for females  
and dark blue for males. 

Female 

Male 
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Cancer type 2018 Estimated 
new cases

2023 Estimated 
new cases  5-year growth (%)

Bladder 185 202 9.1%

Brain 37 38 2.4%

Breast 425 437 2.8%

Colorectal 380 344 -9.6%

Kidney 109 115 5.8%

Leukemia 121 129 6.3%

Lung 368 382 3.7%

Melanoma 98 107 9.4%

Non-Hodgkin’s lymphoma 113 119 5.9%

Oral cavity 53 56 5.7%

Ovarian 38 39 1.8%

Pancreatic 97 106 8.6%

Prostate 329 321 -2.7%

Stomach 40 41 1.7%

Thyroid 70 75 8.0%

Uterine - cervical 14 14 -4.4%

Uterine - corpus 88 92 4.7%

Other 256 271 5.9%

Grand total 2,821 2,885 2.3%

Note: Case numbers are rounded to the nearest integer, which may mask minor differences.         Source: IBM Watson Health, 2018

Estimated cancer cases and projected five-year change by type
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Based on population characteristics and regional utilization rates, IBM Watson Health projects  

all Emergency Department visits in this community to decrease by 0.7% over the next five years. 

Although the number of ED visits are projected to decrease slightly, estimated ED use rates in 23  

of 24 community ZIP codes are higher than both the Michigan state and U.S. benchmarks (510 visits  

and 435 visits per 1,000 respectively). The highest ED use rates are in two ZIP codes, 48217 - Detroit 

and 48229 - Ecorse (807.5 and 790.1 ED visits per 1,000 residents respectively). The ED use rate in  

these ZIP codes is more than 80% higher than the U.S. benchmark of 435 visits per 1,000 population 

and almost 60% higher than the Michigan state benchmark of 510 visits per 1,000.

ED visits consisted of three main types: those resulting in an inpatient admission, emergent ED visits 

treated and released and non-emergent ED visits that were lower acuity. Non-emergent ED visits 

present to the ED but can potentially be treated in more appropriate and less intensive  

outpatient settings.

Non-emergent outpatient ED visits could be an indication of systematic issues within the community 

regarding access to primary care, managing chronic conditions or other access to care issues such  

as ability to pay. IBM Watson Health estimated non-emergent ED visits to decrease by an average  

of 3.7% over the next five years in this community. 

Beaumont, Taylor

Total estimated 2018 Emergency Department visit rate

ZIP map color shows total Emergency Department 
visits per 1,000 population. Orange colors are 
higher than the state benchmark, blue colors  
are less than the state benchmark and gray  
colors are similar.

Note: These are not actual hospital ED visit rates. 
These are statistical estimates of ED visits for  
the population.

Source: IBM Watson Health, 2018
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Non-emergent estimated 2018 Emergency Department visits by ZIP code

ZIP map color shows total Emergency 
Department visits per 1,000 population 
by non-emergent status. Orange colors 
are higher than the state benchmark, blue 
colors are less than the state benchmark 
and gray colors are similar. Color range  
is set for the entire study region. ED visits 
are defined by the presence of specific 
CPT® codes in claims. 

Non-emergency visits to the ED  
do not necessarily require treatment  
in a hospital Emergency Department and 
can potentially be treated in a fast-track 
ED, an urgent care treatment center, or 
a clinical or physician’s private office. 

Source: 
IBM Watson Health, 2018

Note: These are not actual hospital ED visit rates.  
These are statistical estimates of ED visits for the population.

2019 CHNA implementation strategy
The implementation strategy for the chosen health needs of 1) chronic disease prevention 

and management (cardiovascular disease, diabetes, obesity) and 2) mental health are outlined 

in the following pages. 

Over the next three years, each Beaumont Health hospital will execute its implementation 

strategies which will be evaluated and updated on an annual basis.
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Beaumont, Taylor •  2019 CHNA implementation strategy

Goal #1: �Decrease rates of chronic disease in children and adults by promoting healthy eating and active living behaviors.

Objective #1: �Provide education and services that support healthy eating, active living and maintaining a healthy weight.

OUTCOME 
MEASURES

• Decrease percent of adult obesity.  • Decrease percent of students who are obese.

STRATEGIES 
AND 

TACTICS

• �Implement Cooking Matters program, grocery store tours and food demonstrations to equip families 
with knowledge and skills to prepare healthy meals.

• �Continue multi-sector Healthy Taylor community coalition to implement community and worksite 
strategies on healthy eating and active living.

• �Implement initiatives and partner collaborations to increase access to fresh fruits and vegetables  
and reduce food insecurity.

• �Provide education on chronic disease prevention and management through the Living Well education 
series, community events and Beaumont Speakers Bureau.

COMMITTED 
RESOURCES

Beaumont, Taylor will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• Gleaners Community Food Bank of SE Michigan
• City of Taylor
• Taylor School District

• Healthy Taylor coalition
• Taylor Farmer’s Market, Inc.

EVALUATION • Pre/post participant surveys  • Partnership agreements  • Participation surveys

Objective #2: �Increase opportunities for physical activity.
OUTCOME 
MEASURES

• Increase percent of physically active adults. 
• Increase education and opportunities for physical education.

STRATEGIES 
AND 

TACTICS

• �Implement community wide walking programs such as neighborhood walking groups and community 
walk events to increase physical activity and social interaction across the community.

• �Explore development of a Wellness Park, inclusive of environmental improvements and programming, 
to create an outdoor experience to increase activity options for residents.

• �Implement the program A Matter of Balance: Managing Concerns About Falls to support physical 
activity among older adults.

COMMITTED 
RESOURCES

Beaumont, Taylor will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• Healthy Taylor coalition  • City of Taylor Parks and Recreation  • Downriver Family YMCA
• City of Taylor

EVALUATION • Participant surveys  • Participation rates  • Walking log metrics  • Up and Go Test  • Park usage

Priority #1  
Chronic disease prevention and management (cardiovascular disease, diabetes, obesity)
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Beaumont, Taylor2019 CHNA implementation strategy  •

Goal #2: �Decrease cardiovascular disease risk factors and prevent death from sudden cardiac arrest.

Objective #1: �Provide education programs and services.

OUTCOME 
MEASURES

• Decrease percent of adult hypertension. 
• Decrease in cardiovascular disease risk factors.

• �Increase knowledge and awareness of self-
monitoring practices.

STRATEGIES 
AND 

TACTICS

• Implement Blood Pressure Self-Monitoring Program in churches and community organizations.
• Provide support programs including education on cardiovascular disease and stroke prevention.
• �Mentor and assist schools in attaining the state Heart Safe School designation and provide 

AED equipment as needed.
COMMITTED 
RESOURCES

Beaumont, Taylor will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Local churches  • Schools  • Community agencies

EVALUATION • Attainment of Heart Safe School designation  • Pre/post participant surveys  • Participation rates

Objective #2: �Provide early detection screenings.
OUTCOME 
MEASURES

• Decrease percent of adult hypertension. 
• Decrease in cardiovascular disease risk factors.

• Decrease deaths from sudden cardiac arrest.

STRATEGIES 
AND 

TACTICS

• Provide blood pressure, cholesterol, glucose, BMI, heart and vascular screenings across the community. 
• �Implement the Student Heart Check Program to detect abnormal heart structure or abnormal rhythms 

and explore development of student support group for those currently diagnosed or affected by 
abnormal diagnoses.

COMMITTED 
RESOURCES

Beaumont, Taylor will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Local churches  • Schools  • Community agencies

EVALUATION • Screening results  • Participant survey

Goal #3: �Decrease rate of new diabetes cases and of diabetes complications.

Objective #1: �Provide early detection screenings, diabetes prevention programs and diabetes education services.

OUTCOME 
MEASURES

• Decrease new incidences of diabetes.

STRATEGIES 
AND 

TACTICS

• �Provide the Diabetes PATH chronic disease self-management program. Explore implementation 
of online version.

• Provide support groups for those with diabetes and their caregivers.
• �Implement the National Diabetes Prevention Program for adults with pre-diabetes 

or at high risk for diabetes.

COMMITTED 
RESOURCES

Beaumont, Taylor will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• National Kidney Foundation of Michigan  • The Senior Alliance  • Local churches  • Libraries
• Senior centers   • Community organizations

EVALUATION
• Participation rates/ volumes  • Outcome measures  • Increase in physical activity  • Screening results
• Average weight loss  • Pre/post participant surveys  • Participation rates

http://beaumont.org/chna
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Beaumont, Taylor •  2019 CHNA implementation strategy

Goal #1: �Decrease rate of mental health and substance use disorders.

Objective #1: �Improve access and coordination of services.

OUTCOME 
MEASURES

• Increase referral linkages for mental health and opioid use disorders.

STRATEGIES 
AND  

TACTICS

• Support partnerships to improve integration of health care and community-based mental health services.
• �Improve access and coordination of services for opioid use disorder through creation of multidisciplinary 

care team.
• �Pilot telehealth psychiatric assessment and care model via telecommunications technology 

in Emergency Department and primary care settings.
• �Pilot telehealth counseling assessment and care model via telecommunications technology 

with teens in school linked to Child and Adolescent Health Center.

COMMITTED 
RESOURCES

Beaumont, Taylor will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • CARE of Southeast Michigan  • Community mental health agencies  • Universal Health Services

EVALUATION
• Patients connected to community resources
• Partnership agreements

• Number of assessments and visits
• Medical charting quality goals

Objective #2: �Provide education program and services.

OUTCOME 
MEASURES

• Increase knowledge and awareness of mental health. 

STRATEGIES 
AND  

TACTICS

• �Implement depression and anxiety prevention TRAILS program within the Child and  
Adolescent Health Center.

• Provide education on mental health through community events and Beaumont Speakers Bureau.
• �Support awareness, resources and anti-drug knowledge and attitudes through the Child and 

Adolescent Health Center prevention peer education groups, substance abuse task force coalitions  
and Healthy Taylor coalition.

• Explore opportunities to expand education on mental health prevention within local middle schools.

COMMITTED 
RESOURCES

Beaumont, Taylor will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Community and Youth Advisory Councils
• Cities of Taylor, Lincoln Park and Ecorse

• Detroit Wayne Mental Health Authority
• Taylor School District

EVALUATION • Participation rates  • Pre/post participant surveys

Priority #2  
Mental health
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Beaumont, Trenton

Beaumont, Trenton is a community hospital that opened its doors to residents of Trenton and surrounding 
communities in 1961. Beaumont, Trenton provides comprehensive medical care for its patients. A recipient 
of the Governor’s Award of Excellence for Improving Care in Hospital Surgical and Emergency Department 
Settings, Beaumont, Trenton offers the latest in health services and has the only Level II designated trauma 
center serving the downriver community. This important distinction means that advanced life-saving 

procedures are readily available 24/7 for patients with traumatic injuries. 

Community served
The Beaumont, Trenton community is defined 

as the contiguous ZIP codes that comprise 80% 

of inpatient discharges. Below is a map that 

highlights the community served (in blue) as a 

portion of the overall Beaumont community. 

A table which lists the ZIP codes included in the 

community definition can be found in Appendix B.

Demographic and  
socioeconomic summary
The population of the community served is 
expected to decrease 0.1% by 2023, a drop 
of 186 people. The community’s population 
decline contrasts with Michigan’s slow 
projected growth rate (0.6%) and higher 
national projected growth rate (3.5%). 
Six (6) of the 12 ZIP codes in the 
community are expected to 
grow in the next five years:
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Beaumont, Trenton: Map of community served

2018 - 2023 Total population projected change by ZIP code

Zip Codes
Growth in 
five years 

(# of people)

48134 Flat Rock 643
48174 Romulus 249

48173 Rockwood 245
48166 Newport 214

48164 New Boston 97
48179 South Rockwood 18

Source:  
IBM Watson Health / Claritas, 2018
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The community’s population skews slightly younger with 33.1% of the population ages 18-44 and 21.1% 
under age 18. The largest cohort (18-44) is expected to decrease by 509 people by 2023. The age 65-plus 
cohort, the smallest at 17.0% of the population, is the only age group expected to grow (16.1% increase) 
over the next five years, adding 6,138 seniors to the community. Growth in the senior population will likely 
contribute to increased utilization of services as the population continues to age. 

Population statistics are analyzed by race and by Hispanic ethnicity. The largest racial group in the 
community is white (86.1%), followed by black (7.8%). The Asian/Pacific Islander population is projected 
to experience the greatest growth (14.8% increase), adding 713 people to the community. The Hispanic 
population (all races) is expected to grow by 7.1% or 779 people by 2023, while the non-Hispanic 
population (all races) is expected to decline by over 900 people (-0.5%) by 2023..
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IBM Watson Health / Claritas, 2018
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2018 Population by race

Source: IBM Watson Health / Claritas, 2018

2018 Population by ethnicity
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2018 Median household income by ZIP code
The 2018 median household 

income for the United States 

is $62,175 and $55,727 for the 

state of Michigan. The median 

household income for the ZIP 

codes within this community 

range from $52,240 for  

ZIP code 48174 - Romulus  

to $104,367 for ZIP code 

48138 - Grosse Ile. None of 

the ZIP Codes have a median 

household income less  

than $50,200 (twice the  

2018 Federal Poverty Limit)  

for a family of four.

2018 - 2023 White race population projected change by ZIP code
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Half of the population (50%) are insured through employer sponsored health coverage, followed by 
those with Medicare (20%) and Medicaid (19%). The remainder of the population are divided between 
3% uninsured and 8% private market (the purchasers of coverage directly or through the health 
insurance marketplace).

2018 Estimated distribution of covered lives by insurance category

Source: IBM Watson Health / Claritas, 2018
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The IBM Watson Health community need index is a statistical approach to identifying areas within 

a community where health disparities may exist. The CNI takes into account vital socioeconomic 

factors (income, cultural, education, insurance and housing) about a community to generate 

a CNI score for every populated ZIP code in the United States. The CNI strongly links to variations 

in community health care needs and is an indicator of a community’s demand for various health care 

services. The CNI score by ZIP code identifies specific areas within a community where health care 

needs may be greater.

Overall, the composite CNI score for the community served is 2.6, lower than the CNI national 

average of 3.0 and state average of 3.3. In only one ZIP code, 48174 - Romulus, is the CNI score 

(3.4) higher than the state average.

2018 Community need index by ZIP code

ZIP Map where color shows the Community Need Index on a scale of 0 to 5. Orange color 
indicates high need areas (CNI = 4 or 5); blue color indicates low need (CNI = 1 or 2).  
Gray colors have needs at the national average (CNI = 3).

Source:  
IBM Watson Health / Claritas, 2018
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IBM Watson Health community data
IBM Watson Health supplemented the publicly available data and population statistics with 

estimates of localized disease prevalence of heart disease and cancer as well as Emergency 

Department visit estimates.

IBM Watson Health heart disease estimates identified hypertension as the most prevalent heart disease 

diagnosis; there are more than 70,000 estimated cases in the community overall. The 48183 ZIP code 

of Trenton has the most estimated cases of each heart disease type. The 48138 ZIP code of Grosse Ile 

has the highest estimated prevalence rates for arrhythmia (85 cases per 1,000 population), heart failure 

(40 cases per 1,000 population), hypertension (379 cases per 1,000 population) and ischemic heart 

disease (86 cases per 1,000 population). 

2018 Estimated heart disease cases

2018 Cases

Bar chart shows total number and 
prevalence rate of 2018 estimated 
heart disease cases for each of  
four types: arrhythmia, heart failure, 
hypertension and ischemic  
heart disease.

Note: An individual patient may have 
more than one type of heart disease. 
Therefore, the sum of all four heart 
disease types is not a unique count  
of individuals.

Source: IBM Watson Health, 2018
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For this community, IBM Watson Health’s 2018 cancer estimates revealed the cancers projected 

to have the greatest rate of growth in the next five years are pancreatic, bladder, melanoma and 

thyroid, based on both population changes and disease rates. The cancers estimated to have the 

greatest number of new cases in 2018 are breast, colorectal, lung and prostate cancers. 

2018 Estimated new cancer cases

Source: IBM Watson Health, 2018

Bar chart shows estimated new 
diagnoses per year for each of  
the 17 types of cancer and one 
category for all other cancers.  
Color shows details about sex  
with light green for females  
and dark blue for males. 

Female 

Male 



beaumont.org/chna 111

Strategies Beaumont, Trenton

TR
EN

TO
N

Beaumont, Trenton

Cancer type 2018 Estimated 
new cases

2023 Estimated 
new cases  5-year growth (%)

Bladder 83 92 11.2%

Brain 16 17 4.0%

Breast 186 195 4.7%

Colorectal 164 151 -8.4%

Kidney 47 50 7.7%

Leukemia 53 58 8.5%

Lung 164 174 6.1%

Melanoma 46 51 11.1%

Non-Hodgkin’s lymphoma 51 55 8.1%

Oral cavity 24 26 7.5%

Ovarian 17 18 3.7%

Pancreatic 42 47 11.2%

Prostate 147 146 -0.8%

Stomach 17 18 3.8%

Thyroid 30 33 9.4%

Uterine - cervical 6 6 -2.5%

Uterine - corpus 39 41 6.4%

Other 115 124 8.2%

Grand total 1,248 1,301 4.3%

Note: Case numbers are rounded to the nearest integer, which may mask minor differences.         Source: IBM Watson Health, 2018

Estimated cancer cases and projected five-year change by type

http://beaumont.org/chna
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Based on population characteristics and regional utilization rates, IBM Watson Health projected all 

Emergency Department visits in this community will increase by 1% over the next five years. The 

highest estimated ED use rate is in the 48193 ZIP code of Riverview; 637.3 ED visits per 1,000 residents 

compared to the Michigan state benchmark of 510 visits and the U.S. benchmark of 435 visits per 1,000.

These ED visits consist of three main types: those resulting in an inpatient admission, emergent ED visits 

treated and released and non-emergent ED visits that were low acuity. Non-emergent ED visits present 

to the ED but can potentially be treated in more appropriate and less intensive outpatient settings.

Non-emergent ED visits can be an indication of systematic issues within the community regarding 

access to primary care, managing chronic conditions or other access to care issues such as ability to 

pay. IBM Watson Health estimated non-emergent ED visits will decrease by an average of 2.6% over 

the next five years in this community.

Total estimated 2018 Emergency Department visit rate

ZIP map color shows total Emergency Department 
visits per 1,000 population. Orange colors are 
higher than the state benchmark, blue colors  
are less than the state benchmark and gray  
colors are similar.

Note: These are not actual hospital ED visit rates. 
These are statistical estimates of ED visits for  
the population.

Source: IBM Watson Health, 2018
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Non-emergent estimated 2018 Emergency Department visits by ZIP code

ZIP map color shows total Emergency 
Department visits per 1,000 population  
by non-emergent status. Orange colors 
are higher than the state benchmark,  
blue colors are less than the state 
benchmark and gray colors are similar. 
Color range is set for the entire study 
region. ED visits are defined by the 
presence of specific CPT® codes in claims.

Non-emergency visits to the ED  
do not necessarily require treatment in 
a hospital Emergency Department and 
can potentially be treated in a fast-track 
ED, an urgent care treatment center or 
a clinical or a physician’s private office. 

Source: 
IBM Watson Health, 2018

Note: These are not actual hospital ED visit rates.  
These are statistical estimates of ED visits for the population.

2019 CHNA implementation strategy
The implementation strategy for the chosen health needs of 1) chronic disease prevention 

and management (cardiovascular disease, diabetes, obesity) and 2) mental health are outlined 

in the following pages. 

Over the next three years each Beaumont Health hospital will execute its implementation 

strategies which will be evaluated and updated on an annual basis. 
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Beaumont, Trenton •  2019 CHNA implementation strategy

Goal #1: �Decrease rates of chronic disease in children and adults by promoting healthy eating and active living behaviors.

Objective #1: �Provide education and services that support healthy eating, active living and maintaining a healthy weight.

OUTCOME 
MEASURES

• Decrease percent of adult obesity.  • Decrease percent of students who are obese.

STRATEGIES 
AND 

TACTICS

• �Implement Cooking Matters program, grocery store tours and food demonstrations to equip families 
with knowledge and skills to prepare healthy meals.

• �Continue multi-sector Healthy Trenton Community coalition to implement community and worksite 
strategies on healthy eating and active living.

• �Implement initiatives and partner collaborations to increase access to fresh fruits and vegetables  
and reduce food insecurity.

• �Provide education on chronic disease prevention and management through community events  
and Beaumont Speakers Bureau.

COMMITTED 
RESOURCES

Beaumont, Trenton will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 

• Gleaners Community Food Bank of SE Michigan
• Healthy Trenton coalition
• City of Trenton
• Trenton Public Schools

• Michigan State University Extension
• American Heart Association
• Community Grown Gardens
• The Guidance Center 

EVALUATION
• Convenience store assessments completed  • Pre/post participant surveys  • Partnership agreements
• Participation surveys 

Objective #2: �Increase opportunities for physical activity.
OUTCOME 
MEASURES

• Increase percent of physically active adults. 
• Increase education and opportunities for physical education. 

STRATEGIES 
AND 

TACTICS

• �Implement community-wide walking and biking programs to increase physical activity  
and decrease social interaction across the community.

• �Improve the build environment for fitness activities by supporting the implementation  
of Trenton’s Trail Town Master Plan.

COMMITTED 
RESOURCES

Beaumont, Trenton will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• Healthy Trenton coalition  • City of Trenton Parks and Recreation  • Wayne County Parks
• Destination Downriver coalition 

EVALUATION • Participant surveys  • Master Plan activities  • Participation rates

Priority #1  
�Chronic disease prevention and management (cardiovascular disease, diabetes, obesity)
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Goal #2: �Decrease cardiovascular disease risk factors and prevent death from sudden cardiac arrest.

Objective #1: �Provide education programs and services.

OUTCOME 
MEASURES

• Decrease percent of adult hypertension. 
• Decrease in cardiovascular disease risk factors.

• �Increase knowledge and awareness of self-
monitoring practices.

STRATEGIES 
AND 

TACTICS

• Implement Blood Pressure Self-Monitoring Program in churches and community organizations.
• Provide support programs including education on stroke prevention and emergency response plans.
• �Mentor and assist schools in attaining the state Heart Safe School designation and provide  

AED equipment as needed.
COMMITTED 
RESOURCES

Beaumont, Trenton will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Local churches  • Community agencies  • Schools   • Long-term care facilities

EVALUATION • Attainment of Heart Safe School designation  • Pre/post participant surveys  • Participation rates

Objective #2: �Provide early detection screenings.
OUTCOME 
MEASURES

• Decrease percent of adult hypertension. 
• Decrease in cardiovascular disease risk factors.

• Decrease deaths from sudden cardiac arrest.

STRATEGIES 
AND 

TACTICS

• Provide blood pressure, cholesterol, glucose, BMI, heart and vascular screenings across the community.
• �Implement the Student Heart Check Program to detect abnormal heart structure or abnormal 

rhythms and explore development of student support group for those currently diagnosed or 
affected by abnormal diagnoses.

COMMITTED 
RESOURCES

Beaumont, Trenton will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Local churches  • Schools  • Community agencies

EVALUATION • Screening results  • Participant survey

Goal #3: �Decrease rate of new diabetes cases and of diabetes complications.

Objective #1: �Provide early detection screenings, diabetes prevention programs and diabetes education services.

OUTCOME 
MEASURES

• Decrease in new incidences of diabetes.

STRATEGIES 
AND 

TACTICS

• Provide diabetes screenings at various locations across the community and provide counseling as needed.
• �Provide the Diabetes PATH chronic disease self-management program. Explore implementation  

of online version.
• Provide support groups for those with diabetes and their caregivers.
• �Implement the National Diabetes Prevention Program for adults with pre-diabetes or at  

high risk for diabetes.

COMMITTED 
RESOURCES

Beaumont, Trenton will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• National Kidney Foundation of Michigan  • The Senior Alliance  • Local churches  • Libraries
• Senior centers  • Community organizations

EVALUATION
• Participation rates/ volumes  • Outcome measures  • Increase in physical activity  • Screening results
• Average weight loss  • Pre/post participant surveys  • Participation rates

http://beaumont.org/chna
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Beaumont, Trenton •  2019 CHNA implementation strategy

Goal #1: �Decrease rate of mental health and substance use disorders.

Objective #1: �Improve access and coordination of services.

OUTCOME 
MEASURES

• Increase referral linkages for mental health and opioid use disorders.

STRATEGIES 
AND TACTICS

• Support partnerships to improve integration of health care and community-based mental health services.

COMMITTED 
RESOURCES

Beaumont, Trenton will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Community mental health agencies  • Universal Health Services

EVALUATION • Partnership agreements  • Patients connected to community resources

Objective #2: �Provide education program and services.

OUTCOME 
MEASURES

• Increase knowledge and awareness of mental health.

STRATEGIES 
AND TACTICS • Provide education on mental health through community events and Beaumont Speakers Bureau.

COMMITTED 
RESOURCES

Beaumont, Trenton will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Community mental health agencies

EVALUATION • Participation rates  • Pre/post participant surveys

Priority #2  
Mental health
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Beaumont, Troy

Beaumont, Troy offers a comprehensive array of health care services that continue to develop 

to meet the needs of the growing communities it serves. 

Community served
The Beaumont, Troy community is 

defined as the contiguous ZIP codes 

that comprise 80% of inpatient 

discharges. Below is a map that 

highlights the community served 

(in blue) as a portion of the overall 

Beaumont community. A table which 

lists the ZIP codes included in the 

community definition can be found 

in Appendix B.

Demographic and  
socioeconomic summary
The population of the community 
served is expected to increase 2.8% 
by 2023, adding more than 24,000 
people. The community’s growth in 
population surpasses Michigan’s slow projected growth rate (0.6%) and is less than the national 
projected growth rate (3.5%). The three (3) ZIP codes expected to experience the highest growth 
in the next five years are:

Source: Beaumont Health, 2019

Beaumont, Troy: Map of community served

2018 - 2023 Total population projected change by ZIP code

Zip Codes
Growth in 
five years 

(# of people)

48044 Macomb 3,235
48042 Macomb 2,419

48047 New Baltimore 1,777

Source:  
IBM Watson Health / Claritas, 2018
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Beaumont, TroyBeaumont, Troy

The community’s population skews slightly younger with 32.8% of the population ages 18-44 and 
21.2% under age 18. The largest cohort (18-44) is expected to increase by 8,531 people (2.9%) by 2023. 
The age 65-plus cohort, the smallest cohort at 16.7% of the population, is the only other age group 
expected to grow (18.9% increase) over the next five years, adding almost 28,000 seniors to the 
community. Growth in the senior population will likely contribute to increased utilization of services 
as the population continues to age.

Population statistics are analyzed by race and by Hispanic ethnicity. The largest racial groups 
in the community are white (83.1%), followed by Asian/Pacific Islander (7.5%). The black population 
(6.1%) is projected to experience the greatest growth (20.5%), adding more than 11,000 people to 
the community. The Hispanic population (all races) is expected to grow by 13.3% or 4,000 people 
by 2023, while the non-Hispanic population (all races) is expected to increase by more than 
20,000 people (2.4%) by 2023..
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Source: IBM Watson Health / Claritas, 2018

2018 Population by ethnicity
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Beaumont, Troy

2018 Median household income by ZIP code

Zip Codes Income

48071 Madison Heights $45,854
Source: IBM Watson Health / Claritas, 2018

The 2018 median household 

income for the United States 

is $62,175 and $55,727 for the 

state of Michigan. The median 

household income for the ZIP 

codes within this community 

range from $45,854 for ZIP 

code 48071 - Madison 

Heightsto $137,733 for ZIP 

code 48306 - Rochester. 

There is one ZIP code with  

a median household income 

of less than $50,200, twice  

the 2018 federal poverty limit 

for a family of four:

2018 - 2023 White race population projected change by ZIP code

Source: IBM Watson Health / Claritas, 2018
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Beaumont, TroyBeaumont, Troy

A majority of the population (59%) are insured through employer sponsored health coverage, followed 
by those with Medicare (17%) and Medicaid (13%). The remainder of the population is divided between 
the 2% uninsured and 9% private market (the purchasers of coverage directly or through the health 
insurance marketplace).

2018 Estimated distribution of covered lives by insurance category

Source: IBM Watson Health / Claritas, 2018
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The IBM Watson Health community need Index is a statistical approach to identifying areas within 

a community where health disparities may exist. The CNI takes into account vital socioeconomic factors 

(income, cultural, education, insurance and housing) about a community to generate a CNI score for 

every populated ZIP code in the United States. The CNI strongly links to variations in community health 

care needs and is an indicator of a community’s demand for various health care services. The CNI score 

by ZIP code identifies specific areas within a community where health care needs may be greater.

Overall, the composite CNI score for the community served is 2.2, lower than the CNI national average 

of 3.0 and state average of 3.3. Thirty-eight of the 42 ZIP codes in this community have a CNI score 

lower than 3.0, potentially indicating fewer health needs among the population.

Beaumont, Troy

2018 Community need index by ZIP code

ZIP Map where color shows the community need index on a scale of 0 to 5. Orange color 
indicates high need areas (CNI = 4 or 5); blue color indicates low need (CNI = 1 or 2).  
Gray colors have needs at the national average (CNI = 3).

Source:  
IBM Watson Health / Claritas, 2018
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IBM Watson Health community data
IBM Watson Health supplemented the publicly available data and population statistics with 

estimates of localized disease prevalence of heart disease and cancer as well as Emergency 

Department visit estimates.

IBM Watson Health heart disease estimates identified hypertension as the most prevalent heart disease 

diagnoses; there are more than 271,000 estimated cases in the community overall. The 48038 ZIP 

code of Clinton Township has the most estimated cases of arrhythmia, heart failure and ischemic heart 

disease, while the 48044 ZIP code of Macomb has the highest number of cases of hypertension. 

The 48304 ZIP code of Bloomfield Hills has the highest estimated prevalence rates for arrhythmia 

(96 cases per 1,000 population), heart failure (40 cases per 1,000 population), hypertension 

(378 cases per 1,000 population) and ischemic heart disease (97 cases per 1,000 population). 

Beaumont, TroyBeaumont, Troy

2018 Estimated heart disease cases

2018 Cases

Bar chart shows total number and prevalence 
rate of 2018 estimated heart disease cases for 
each of four types: arrhythmia, heart failure, 
hypertension and ischemic heart disease

Note: An individual patient may have more 
than one type of heart disease. Therefore,  
the sum of all four heart disease types is  
not a unique count of individuals.

Source: IBM Watson Health, 2018
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For this community, IBM Watson Health’s 2018 cancer estimates revealed the cancers projected to have 

the greatest rate of growth in the next five years are pancreatic, bladder, melanoma and thyroid, based 

on both population changes and disease rates. The cancers estimated to have the greatest number  

of new cases in 2018 are prostate, lung and breast.

Beaumont, Troy

2018 Estimated new cancer cases

Source: IBM Watson Health, 2018

Bar chart shows estimated new 
diagnoses per year for each of  
the 17 types of cancer and one 
category for all other cancers.  
Color shows details about sex  
with light green for females  
and dark blue for males. 

Female 

Male 
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Beaumont, TroyBeaumont, Troy

Cancer type 2018 Estimated 
new cases

2023 Estimated 
new cases  5-year growth (%)

Bladder 331 375 13.1%

Brain 64 68 6.0%

Breast 732 791 8.1%

Colorectal 362 344 -5.0%

Kidney 207 230 10.9%

Leukemia 181 200 10.6%

Lung 765 833 9.0%

Melanoma 203 228 12.3%

Non-Hodgkin’s lymphoma 257 284 10.6%

Oral cavity 94 104 10.3%

Ovarian 68 72 6.6%

Pancreatic 165 188 14.5%

Prostate 878 900 2.5%

Stomach 68 74 7.8%

Thyroid 120 134 12.2%

Uterine - cervical 24 24 1.4%

Uterine - corpus 149 163 9.6%

Other 539 600 11.3%

Grand total 5,207 5,614 7.8%

Note: Case numbers are rounded to the nearest integer, which may mask minor differences.         Source: IBM Watson Health, 2018

Estimated cancer cases and projected five-year change by type

http://beaumont.org/chna
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Based on population characteristics and regional utilization rates, IBM Watson Health projected 

all Emergency Department visits in this community will increase by 4.4% over the next five years. 

The highest estimated ED use rate is in the 48038 ZIP code of Clinton Township; 477.1 ED visits per 

1,000 residents compared to the Michigan state benchmark of 510 visits and the U.S. benchmark 

of 435 visits per 1,000.

These ED visits consist of three main types: those resulting in an inpatient admission, emergent  

ED visits treated and released and non-emergent ED visits that are lower acuity. Non-emergent  

ED visits present to the ED but can potentially be treated in more appropriate and less intensive 

outpatient settings.

Non-emergent ED visits can be an indication of systematic issues within the community regarding 

access to primary care, managing chronic conditions or other access to care issues such as ability  

to pay. IBM Watson Health estimated non-emergent ED visits will decrease by an average 

of 1.1% over the next five years in this community.

Beaumont, Troy

Total estimated 2018 Emergency Department visit rate

ZIP map color shows total Emergency Department 
visits per 1,000 population. Orange colors are 
higher than the state benchmark, blue colors  
are less than the state benchmark and gray  
colors are similar.

Note: These are not actual hospital ED visit rates. 
These are statistical estimates of ED visits for  
the population.

Source: IBM Watson Health, 2018
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Beaumont, TroyBeaumont, Troy

Non-emergent estimated 2018 Emergency Department visits by ZIP code

ZIP map color shows total Emergency 
Department visits per 1,000 population 
by non-emergent status. Orange colors 
are higher than the state benchmark, blue 
colors are less than the state benchmark 
and gray colors are similar. Color range 
is set for the entire study region. ED visits 
are defined by the presence of specific 
CPT® codes in claims. 

Non-emergency visits to the ED do 
not necessarily require treatment  in 
a hospital Emergency Department and 
can potentially be treated in a fast-track 
ED, an urgent care treatment center,  
or a clinical or physician’s private office. 

Source: 
IBM Watson Health, 2018

Note: These are not actual hospital ED visit rates.  
These are statistical estimates of ED visits for the population.

2019 CHNA implementation strategy
The implementation strategy for the chosen health needs of 1) chronic disease prevention 

and management (cardiovascular disease, diabetes, obesity) and 2) mental health are outlined 

in the following pages. 

Over the next three years, each Beaumont Health hospital will execute its implementation 

strategies which will be evaluated and updated on an annual basis.

http://beaumont.org/chna
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Goal #1: �Decrease rates of chronic disease in children and adults by promoting healthy eating and active living behaviors.

Objective #1: �Provide education and services that support healthy eating, active living and maintaining a healthy weight.

OUTCOME 
MEASURES

• Decrease percent of adult obesity.  • Decrease percent of students who are obese.

STRATEGIES 
AND 

TACTICS

• �Implement Cooking Matters program, cooking classes for children, grocery store tours and  
food demonstrations to equip families with knowledge and skills to prepare healthy meals.

• �Establish multi-sector Healthy Troy community coalition to implement community strategies  
on healthy eating and active living.

• �Implement initiatives and partner collaborations to increase access to fresh fruits and vegetables  
and reduce food insecurity.

• �Provide education on chronic disease prevention and management through the Living Well  
education series, community events and Beaumont Speakers Bureau.

COMMITTED 
RESOURCES

Beaumont, Troy will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Gleaners Community Food Bank of SE Michigan  • City of Troy   • Troy School District

EVALUATION • Pre/post participant surveys  • Partnership agreements  • Participation surveys

Objective #2: �Increase opportunities for physical activity.
OUTCOME 
MEASURES

• Increase percent of physically active adults. 
• Increase education and opportunities for physical education. 

STRATEGIES 
AND 

TACTICS

• �Implement community-wide walking, wellness and fitness activities to increase physical activity  
and social interaction across the community.

• �Provide training for physical education teachers to implement the Coordinated Approach  
to Child Health (CATCH) PE nutrition and physical activity program.

• �Implement the program A Matter of Balance: Managing Concerns About Falls to support  
physical activity among older adults.

• �Provide individual assessments, education and fall risk reduction programs for seniors  
to maintain physically active lives.

COMMITTED 
RESOURCES

Beaumont, Troy will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• Sterling Heights and Troy Parks and Recreation
• Oakland Mall
• Healthy Troy coalition

• Waterford School District
• Avondale School District
• Orion Township Community Center 

EVALUATION
• Physical Education teacher evaluation surveys  • Up and Go Test  • Walking log metrics
• Participant surveys  • Participation rates

Priority #1  
�Chronic disease prevention and management (cardiovascular disease, diabetes, obesity)

Beaumont, Troy •  2019 CHNA implementation strategy
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Goal #2: �Decrease cardiovascular disease risk factors and prevent death from sudden cardiac arrest.

Objective #1: �Provide education programs and services.

OUTCOME 
MEASURES

• Decrease percent of adult hypertension. 
• Decrease in cardiovascular disease risk factors.

• �Increase knowledge and awareness of self-
monitoring practices.

STRATEGIES 
AND 

TACTICS

• Implement educational sessions on cholesterol, blood pressure and weight management. 
• Implement Blood Pressure Self-Monitoring Program in churches and community organizations.
• Provide AED and Hands-Free CPR training across the community.
• �Mentor and assist schools in attaining the state Heart Safe School designation and provide  

AED equipment as needed.
• �Provide support programs, self-management and education on cardiovascular health,  

stroke prevention and recovery. 
COMMITTED 
RESOURCES

Beaumont, Troy will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Local churches  • Schools  • Community agencies

EVALUATION • Attainment of Heart Safe School designation  • Pre/post participant surveys  • Participation rates

Objective #2: �Provide early detection screenings.
OUTCOME 
MEASURES

• Decrease in deaths from sudden cardiac arrest. 
• Decrease in CVD risk factors.

• Decrease percent of adult hypertension.

STRATEGIES 
AND 

TACTICS

• Provide blood pressure, cholesterol, glucose, BMI, heart and vascular screenings across the community.
• �Implement the Student Heart Check Program to detect abnormal heart structure or abnormal  

rhythms and explore development of student support group for those currently diagnosed or  
affected by abnormal diagnoses.

COMMITTED 
RESOURCES

Beaumont, Troy will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Local churches  • Schools  • Community agencies

EVALUATION • Screening results  • Participant survey

Beaumont, Troy2019 CHNA implementation strategy  •

Please see next page for Priority #1, Goal #3: Decrease rate of new diabetes cases and of diabetes complications. 
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Beaumont, Troy •  2019 CHNA implementation strategy

Goal #3: �Decrease rate of new diabetes cases and of diabetes complications.

Objective #1: �Provide early detection screenings, diabetes prevention programs and diabetes education services.

OUTCOME 
MEASURES

• Decrease new incidences of diabetes.

STRATEGIES 
AND TACTICS

• Provide support groups for those with diabetes and their caregivers.
• �Provide the Diabetes PATH chronic disease self-management program. Explore implementation  

of online version.
• �Implement the National Diabetes Prevention Program for adults with pre-diabetes  

or at high risk for diabetes.
COMMITTED 
RESOURCES

Beaumont, Troy will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• National Kidney Foundation of Michigan
• AAA 1-B
• Local churches

• Libraries
• Senior centers 
• Community organizations

EVALUATION
• Participation rates/volumes  • Outcome measures  • Increase in physical activity  • Screening results
• Average weight loss  • Pre/post participant surveys  • Participation rates

Priority #1  cont. 
�Chronic disease prevention and management (cardiovascular disease, diabetes, obesity)



beaumont.org/chna

Strategies

TR
O

Y

131

Beaumont, Troy2019 CHNA implementation strategy  •

Goal #1: �Decrease rate of mental health and substance use disorders.

Objective #1: �Improve access and coordination of services.

OUTCOME 
MEASURES

• Increase referral linkages for mental health and opioid use disorders.

STRATEGIES 
AND TACTICS

• Support partnerships to improve integration of health care and community-based mental health services.
• �Improve access and coordination of services for substance abuse disorder through creating 

multidisciplinary care teams using community peer recovery coaches and linking individuals  
to community resources.

COMMITTED 
RESOURCES

Beaumont, Troy will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• Community mental health agencies  • Universal Health Services  • CARE of Southeast Michigan
• Families Against Narcotics

EVALUATION • Partnership agreements  • Patients connected to community resources

Objective #2: �Provide education program and services..

OUTCOME 
MEASURES

• Increase knowledge and awareness of mental health. 

STRATEGIES 
AND TACTICS

• Implement mindfulness classes to address anxiety, depression, stress and chronic pain.
• Provide education on mental health through community events and Beaumont Speakers Bureau.
• Provide regular postpartum depression, anxiety and parenting concerns support group.

COMMITTED 
RESOURCES

Beaumont, Troy will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Community mental health agencies

EVALUATION
• Perceived Stress Scale  • Self-Compassion Scale  • Qualitative measures  • Participant rates
• Participation surveys

Priority #2  
Mental health
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Beaumont, Wayne
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Beaumont, Wayne

Beaumont, Wayne opened its doors to western Wayne communities in 1957. This full-service hospital 
is the only hospital in the Wayne, Westland, Garden City, Canton, Inkster and Romulus area as a Level III 
designated trauma center. The hospital has a longstanding partnership with Detroit Metropolitan Airport 
and the Centers for Disease Control and Prevention to handle a wide variety of health and communicable 

disease concerns including mass trauma and emergency patients.

Community served
The Beaumont, Wayne community is defined 

as the contiguous ZIP codes that comprise 80% of 

inpatient discharges. Below is a map that highlights 

the community served (in blue) as a portion of the 

overall Beaumont community. A table which lists 

the ZIP codes included in the community definition 

can be found in Appendix B.

Demographic and  
socioeconomic summary
The population of the community served is 
expected to decrease 0.3% by 2023, a drop 
of almost 900 people. The community’s 
population decline contrasts with Michigan’s 
slow projected growth rate (0.6%) and higher 
national projected growth rate (3.5%). 
Only four of the nine community 
ZIP codes are expected to 
experience growth in the 
next five years:
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Beaumont, Wayne: Map of community served

Zip Codes
Growth in 
five years 

(# of people)

48188 Canton 843
48111 Belleville 491
48174 Romulus 249
48187 Canton 152

2018 - 2023 Total population projected change by ZIP code

Source:  
IBM Watson Health / Claritas, 2018
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Beaumont, Wayne

The community’s population skews younger with 34.8% of the population ages 18-44 and 23.4% under age 
18. The largest cohort (18-44) is expected to decrease by 3,096 people by 2023 and the age 65-plus cohort 
(14.2% of the population) is the only age group expected to grow (17.2% increase) over the next five years, 
adding 7,699 seniors to the community. Growth in the senior population will likely contribute to increased 
utilization of services as the population continues to age.

Population statistics are analyzed by race and by Hispanic ethnicity. The largest racial groups in the 
community are white (67.6%) and black (20.2%), but both populations are expected to decline over 
the next five years. The Asian/Pacific Islander and multi-racial populations are projected to grow 
significantly by 2023 (17% and 9% respectively). The Hispanic population (all races) is expected to 
grow by 9.9% or 1,200 people by 2023, while the non-Hispanic population (all races) is expected 
to decline by more than 2,100 people (-0.7%) by 2023.
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2018 Population by race

Source: IBM Watson Health / Claritas, 2018

2018 Population by ethnicity
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Beaumont, Wayne

2018 Median household income by ZIP code The 2018 median household 

income for the United States 

was $62,175 and $55,727 for the 

state of Michigan. The median 

household income for the ZIP 

codes within this community 

ranged from $34,676 for ZIP code 

48141 - Inkster to $97,986 for ZIP 

code 48188 - Canton. There were 

four (4) ZIP codes with median 

household incomes less than 

$50,200, twice the 2018 federal 

poverty limit for a family of four:

Zip Codes Income

48141 Inkster $34,676

48184 Wayne $42,368

48185 Westland $48,313

48186 Westland $48,938
Source: IBM Watson Health / Claritas, 2018

2018 - 2023 White race population projected change by ZIP code

Source: IBM Watson Health / Claritas, 2018
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Beaumont, Wayne

Half of the population (50%) was insured through employer sponsored health coverage followed by 
those with Medicaid (21%) and Medicare (16%). The remainder of the population was divided between 
4% uninsured and 9% private market (the purchasers of coverage directly or through the health 
insurance marketplace).

2018 Estimated distribution of covered lives by insurance category

Source: IBM Watson Health / Claritas, 2018
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Beaumont, Wayne

The IBM Watson Health community need index is a statistical approach to identifying areas within a 

community where health disparities may exist. The CNI takes into account vital socioeconomic factors 

(income, cultural, education, insurance and housing) about a community to generate a CNI score for 

every populated ZIP code in the United States. The CNI strongly links to variations in community health 

care needs and is an indicator of a community’s demand for various health care services. The CNI score 

by ZIP code identifies specific areas within a community where health care needs may be greater.

Overall, the composite CNI score for the community served was 3.0, the same as the CNI national 

average and lower than the state average of 3.3. The 48141 ZIP code of Inkster was the only ZIP code 

with a CNI score greater than 4.5, pointing to potentially higher health needs among the population.

2018 Community need index by ZIP code

ZIP Map where color shows the community need index on a scale of 0 to 5. Orange color 
indicates high need areas (CNI = 4 or 5); blue color indicates low need (CNI = 1 or 2).  
Gray colors have needs at the national average (CNI = 3).

Source:  
IBM Watson Health / Claritas, 2018
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Beaumont, Wayne

IBM Watson Health community data
IBM Watson Health supplemented the publicly available data and population statistics with 

estimates of localized disease prevalence of heart disease and cancer as well as Emergency 

Department visit estimates.

IBM Watson Health heart disease estimates identified hypertension as the most prevalent heart 

disease diagnosis; there were over 92,000 estimated cases in the community overall. The 48185 ZIP 

code of Westland had the most estimated cases of each heart disease type and the highest estimated 

prevalence rates for arrhythmia (65 cases per 1,000 population), heart failure (30 cases per 1,000 

population) and ischemic heart disease (60 cases per 1,000 population). The 48135 ZIP code 

of Garden City had the highest estimated prevalence rates for hypertension (310 cases per 

1,000 population). 

2018 Estimated heart disease cases

2018 Cases

Bar chart shows total number and prevalence 
rate of 2018 estimated heart disease cases for 
each of four types: arrhythmia, heart failure, 
hypertension and ischemic heart disease

Note: An individual patient may have more 
than one type of heart disease. Therefore,  
the sum of all four heart disease types is  
not a unique count of individuals.

Source: IBM Watson Health, 2018
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For this community, IBM Watson Health’s 2018 cancer estimates revealed the cancers projected to have 

the greatest rate of growth in the next five years are pancreatic, bladder and melanoma, based on both 

population changes and disease rates. The cancers estimated to have the greatest number of new cases 

in 2018 were breast, colorectal, lung and prostate cancer.

Beaumont, Wayne

2018 Estimated new cancer cases

Source: IBM Watson Health, 2018

Bar chart shows estimated new 
diagnoses per year for each of  
the 17 types of cancer and one 
category for all other cancers.  
Color shows details about sex  
with light green for females  
and dark blue for males. 

Female 

Male 
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Beaumont, Wayne

Cancer type 2018 Estimated 
new cases

2023 Estimated 
new cases  5-year growth (%)

Bladder 96 107 11.3%

Brain 20 21 3.7%

Breast 240 253 5.3%

Colorectal 214 202 -5.6%

Kidney 61 66 7.9%

Leukemia 65 70 8.2%

Lung 201 214 6.4%

Melanoma 49 54 10.2%

Non-Hodgkin’s lymphoma 61 66 8.0%

Oral cavity 29 31 7.6%

Ovarian 21 22 4.2%

Pancreatic 54 60 11.4%

Prostate 186 184 -0.9%

Stomach 24 25 5.2%

Thyroid 39 43 9.1%

Uterine - cervical 8 8 -3.4%

Uterine - corpus 49 53 7.4%

Other 143 154 7.9%

Grand total 1,561 1,633 4.6%

Note: Case numbers are rounded to the nearest integer, which may mask minor differences.         Source: IBM Watson Health, 2018

Estimated cancer cases and projected five-year change by type
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Based on population characteristics and regional utilization rates, IBM Watson Health projected 

all Emergency Department visits in this community will increase by 0.4% over the next five years. 

The highest estimated ED use rate was in the 48141 ZIP code of Inkster; 735 ED visits per 1,000 

residents compared to the Michigan state benchmark of 510 visits and the U.S. benchmark 

of 435 visits per 1,000.

These ED visits consisted of three main types: those resulting in an inpatient admission, emergent  

ED visits treated and released and non-emergent ED visits that were lower acuity. Non-emergent  

ED visits present to the ED but can potentially be treated in more appropriate and less intensive 

outpatient settings.

Non-emergent ED visits can be an indication of systematic issues within the community regarding 

access to primary care, managing chronic conditions or other access to care issues such as ability  

to pay. IBM Watson Health estimated non-emergent ED visits will decrease by an average  

of 3.2% over the next five years in this community.

Beaumont, Wayne

Total estimated 2018 Emergency Department visit rate

ZIP map color shows total Emergency Department 
visits per 1,000 population. Orange colors are 
higher than the state benchmark, blue colors  
are less than the state benchmark and gray  
colors are similar.

Note: These are not actual hospital ED visit rates. 
These are statistical estimates of ED visits for  
the population.

Source: IBM Watson Health, 2018
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Beaumont, Wayne

Non-emergent estimated 2018 Emergency Department visits by ZIP code

ZIP map color shows total Emergency 
Department visits per 1,000 population 
by non-emergent status. Orange colors 
are higher than the state benchmark, blue 
colors are less than the state benchmark 
and gray colors are similar. Color range  
is set for the entire study region. ED visits 
are defined by the presence of specific 
CPT® codes in claims. 

Non-emergency visits to the ED do 
not necessarily require treatment in a 
hospital Emergency Department and 
can potentially be treated in a fast-track 
ED, an urgent care treatment center, 
or a clinical or physician’s private office. 

Source: 
IBM Watson Health, 2018

Note: These are not actual hospital ED visit rates.  
These are statistical estimates of ED visits for the population.

2019 CHNA implementation strategy
The implementation strategy for the chosen health needs of 1) chronic disease prevention 

and management (cardiovascular disease, diabetes, obesity) and 2) mental health are outlined 

in the following pages. 

Over the next three years each Beaumont Health hospital will execute its implementation 

strategies which will be evaluated and updated on an annual basis.

http://beaumont.org/chna


2019 Community Health Needs Assessment 

Strategies

W
A

Y
N

E

144

Goal #1: �Decrease rates of chronic disease in children and adults by promoting healthy eating and active living behaviors.

Objective #1: �Provide education and services that support healthy eating, active living and maintaining a healthy weight.

OUTCOME 
MEASURES

• Decrease percent of adult obesity.  • Decrease percent of students who are obese.

STRATEGIES 
AND 

TACTICS

• �Implement Cooking Matters program, cooking classes for children, grocery store tours and food 
demonstrations to equip families with knowledge and skills to prepare healthy meals.

• �Continue multi-sector Healthy Wayne and Healthy Westland coalitions to implement. community  
and worksite strategies on healthy eating and active living.

• �Implement initiatives and partner collaborations to increase access to fresh fruits and vegetables  
and reduce food insecurity.

• �Provide education on chronic disease prevention and management through community events  
and Beaumont Speakers Bureau.

COMMITTED 
RESOURCES

Beaumont, Wayne will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• Gleaners Community Food Bank of SE Michigan
• Healthy Wayne and Healthy Westland coalitions
• Cities of Wayne and Westland

• Wayne-Westland Community Schools
• Michigan State University Extension

EVALUATION • Pre/post participant surveys  • �Partnership agreements  • Participation surveys

Objective #2: �Increase opportunities for physical activity.
OUTCOME 
MEASURES

• Increase percent of physically active adults. 
• Increase education and opportunities for physical education. 

STRATEGIES 
AND 

TACTICS

• �Implement community-wide walking, wellness and fitness activities to increase physical activity and 
social interaction across the community.

• �Support the Healthy Wayne and Healthy Westland coalitions to improve walkability and bikeability 
across the community. 

COMMITTED 
RESOURCES

Beaumont, Wayne will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• Cities of Wayne and Westland
• Wayne-Westland Community Schools
• Healthy Wayne and Healthy Westland Coalitions

• City of Westland Pubic Library
• HYPE Recreation Center
• Lifetime Fitness Center of Canton
• The Dance Academy

EVALUATION • Participant surveys  • Participation rates

Priority #1  
�Chronic disease prevention and management (cardiovascular disease, diabetes, obesity)

Beaumont, Wayne •  2019 CHNA implementation strategy
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Goal #2: �Decrease cardiovascular disease risk factors and prevent death from sudden cardiac arrest.

Objective #1: �Provide education programs and services.

OUTCOME 
MEASURES

• Decrease percent of adult hypertension. 
• Decrease in cardiovascular disease risk factors.

• �Increase knowledge and awareness of self-
monitoring practices.

STRATEGIES 
AND 

TACTICS

• Implement Blood Pressure Self-Monitoring Program in churches and community organizations.
• �Mentor and assist schools in attaining the state Heart Safe School designation and provide  

AED equipment as needed.
COMMITTED 
RESOURCES

Beaumont, Wayne will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Local churches  • Schools  • Community agencies

EVALUATION • Attainment of Heart Safe School designation  • Pre/post participant surveys  • Participation rates

Objective #2: �Provide early detection screenings.
OUTCOME 
MEASURES

• Decrease percent of adult hypertension. 
• Decrease in cardiovascular disease risk factors.

• Decrease deaths from sudden cardiac arrest.

STRATEGIES 
AND 

TACTICS

• Provide blood pressure, cholesterol, glucose, BMI, heart and vascular screenings across the community. 
• �Implement the Student Heart Check Program to detect abnormal heart structure or abnormal rhythms 

and explore development of student support group for those currently diagnosed or affected by 
abnormal diagnoses.

COMMITTED 
RESOURCES

Beaumont, Wayne will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS • Local churches  • Schools  • Community agencies

EVALUATION • Screening results  • Participant survey

Goal #3: �Decrease rate of new diabetes cases and of diabetes complications.

Objective #1: �Provide early detection screenings, diabetes prevention programs and diabetes education services.

OUTCOME 
MEASURES

• Decrease in new incidences of diabetes.

STRATEGIES 
AND 

TACTICS

• �Provide the Diabetes PATH chronic disease self-management program. Explore implementation  
of online version.

• �Implement the National Diabetes Prevention Program for adults with pre-diabetes or  
at high risk for diabetes.

COMMITTED 
RESOURCES

Beaumont, Wayne will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• National Kidney Foundation of Michigan  • The Senior Alliance  • Local churches  • Libraries
• Senior centers  • Community organizations

EVALUATION
• Participation rates/ volumes  • Outcome measures  • Increase in physical activity  • Screening results
• Average weight loss  • Pre/post participant surveys  • Participation rates

Beaumont, Wayne2019 CHNA implementation strategy  •
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Goal #1: �Decrease rate of mental health and substance use disorders.

Objective #1: �Improve access and coordination of services.

OUTCOME 
MEASURES

• Increase referral linkages for mental health and opioid use disorders.

STRATEGIES 
AND TACTICS

• Support partnerships to improve integration of health care and community-based mental health services. 
• �Pilot telehealth counseling assessment and care model via telecommunications technology  

with teens in schools linked to Child and Adolescent Health Centers.
COMMITTED 
RESOURCES

Beaumont, Wayne will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• Community mental health agencies  • Universal Health Services  • Romulus School District
• Westwood School District

EVALUATION • Patients connected to community resources  • Partnership agreements

Objective #2: �Provide education program and services.

OUTCOME 
MEASURES

• Increase knowledge and awareness of mental health. 

STRATEGIES 
AND  

TACTICS

• �Implement depression and anxiety prevention TRAILS program within the Child and  
Adolescent Health Center.

• �Provide education on mental health through community events and Beaumont Speakers Bureau.
• �Support awareness, resources and anti-drug knowledge and attitudes through the Child and 

Adolescent Health Center substance abuse task force coalitions and Healthy Wayne and Healthy 
Westland coalitions. 

• �Explore opportunities to expand education on mental health prevention within local schools  
linked to Child and Adolescent Health Centers.

COMMITTED 
RESOURCES

Beaumont, Wayne will commit both financial and in-kind resources, including staff time, charitable 
contributions and employee volunteerism.

PARTNERS 
• Westwood School District
• Healthy Wayne and Healthy Westland coalitions
• Lifetime Fitness Center of Canton

• Wayne-Westland School District
• City of Romulus
• Detroit Wayne Mental Health Authority

EVALUATION • Participation rates  • Pre/post participant surveys  • Unique page views

Priority #2  
Mental health

Beaumont, Wayne •  2019 CHNA implementation strategy
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Appendix A •  Beaumont Health CHNA Steering Committee

2019 Beaumont Health CHNA Steering Committee
Executive Sponsor 

Mary Zatina, SVP Government Relations & Community Affairs

Project Managers 
Betty Priskorn, VP Community Health & Outreach 

Lindsey West, Director Community Health & Outreach 
Quentin Moore, Director Community Health Research & Evaluation



beaumont.org/chna

Strategies Appendices

A
PP

EN
D

IC
E

S

149

ZIP
  

co
de

PO
 n

am
e

Do
m

in
an

t 
co

un
ty

Be
au

m
on

t 
ov

er
all

De
ar

bo
rn

Fa
rm

in
gt

on
 

Hi
lls

Gr
os

se
  

Po
in

te
Ro

ya
l  

Oa
k

Ta
ylo

r
Tre

nt
on

Tro
y

W
ay

ne

48
00

2
A

lle
nt

on
St

. C
la

ir
X

 
 

 
 

 
 

X
 

48
00

3
A

lm
on

t
La

p
ee

r
X

 
 

 
X

 
 

X
 

48
00

5
A

rm
ad

a
M

ac
om

b
X

 
 

 
 

 
 

X
 

48
00

9
B

irm
in

g
ha

m
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
01

5
C

en
te

r 
Li

ne
M

ac
om

b
X

 
 

 
X

 
 

 
 

48
01

7
C

la
w

so
n

O
ak

la
nd

X
 

 
 

X
 

 
 

 

48
02

1
Ea

st
p

oi
nt

e
M

ac
om

b
X

 
 

X
 

 
 

 
 

48
02

5
Fr

an
kl

in
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
02

6
Fr

as
er

M
ac

om
b

X
 

 
X

X
 

 
 

 

48
03

0
H

az
el

 P
ar

k
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
03

3
So

ut
hfi

el
d

O
ak

la
nd

X
 

X
 

X
 

 
 

 

48
03

4
So

ut
hfi

el
d

O
ak

la
nd

X
 

X
 

X
 

 
 

 

48
03

5
C

lin
to

n 
To

w
ns

hi
p

M
ac

om
b

X
 

 
X

 
 

 
 

 

48
03

8
C

lin
to

n 
To

w
ns

hi
p

M
ac

om
b

X
 

 
 

 
 

 
X

 

48
04

2
M

ac
om

b
M

ac
om

b
X

 
 

 
X

 
 

X
 

48
04

4
M

ac
om

b
M

ac
om

b
X

 
 

 
X

 
 

X
 

48
04

5
H

ar
ris

on
 T

ow
ns

hi
p

M
ac

om
b

X
 

 
X

 
 

 
 

 

48
04

7
N

ew
 B

al
tim

or
e

M
ac

om
b

X
 

 
 

 
 

 
X

 

48
05

1
N

ew
 B

al
tim

or
e

M
ac

om
b

X
 

 
 

 
 

 
X

 

48
06

5
Ro

m
eo

M
ac

om
b

X
 

 
 

X
 

 
X

 

48
06

6
Ro

se
vi

lle
M

ac
om

b
X

 
 

X
X

 
 

 
 

48
06

7
Ro

ya
l O

ak
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
06

9
Pl

ea
sa

nt
 R

id
g

e
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
07

0
H

un
tin

g
to

n 
W

oo
d

s
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
07

1
M

ad
is

on
 H

ei
g

ht
s

O
ak

la
nd

X
 

 
 

X
 

 
X

 

48
07

2
B

er
kl

ey
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
07

3
Ro

ya
l O

ak
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
07

5
So

ut
hfi

el
d

O
ak

la
nd

X
 

X
 

X
 

 
 

 

48
07

6
So

ut
hfi

el
d

O
ak

la
nd

X
 

 
 

X
 

 
 

 

Appendix BBeaumont Health community served definition  •

http://beaumont.org/chna


2019 Community Health Needs Assessment 

Strategies

150

Appendix B •  Beaumont Health community served definition
A

PP
EN

D
IC

E
S

ZIP
  

co
de

PO
 n

am
e

Do
m

in
an

t 
co

un
ty

Be
au

m
on

t 
ov

er
all

De
ar

bo
rn

Fa
rm

in
gt

on
 

Hi
lls

Gr
os

se
  

Po
in

te
Ro

ya
l  

Oa
k

Ta
ylo

r
Tre

nt
on

Tro
y

W
ay

ne

48
08

0
Sa

in
t 

C
la

ir 
Sh

or
es

M
ac

om
b

X
 

 
X

 
 

 
 

 

48
08

1
Sa

in
t 

C
la

ir 
Sh

or
es

M
ac

om
b

X
 

 
X

 
 

 
 

 

48
08

2
Sa

in
t 

C
la

ir 
Sh

or
es

M
ac

om
b

X
 

 
X

 
 

 
 

 

48
08

3
Tr

oy
O

ak
la

nd
X

 
 

 
X

 
 

X
 

48
08

4
Tr

oy
O

ak
la

nd
X

 
 

 
X

 
 

X
 

48
08

5
Tr

oy
O

ak
la

nd
X

 
 

 
X

 
 

X
 

48
08

8
W

ar
re

n
M

ac
om

b
X

 
 

 
X

 
 

 
 

48
08

9
W

ar
re

n
M

ac
om

b
X

 
 

X
X

 
 

 
 

48
09

1
W

ar
re

n
M

ac
om

b
X

 
 

 
X

 
 

 
 

48
09

2
W

ar
re

n
M

ac
om

b
X

 
 

 
X

 
 

X
 

48
09

3
W

ar
re

n
M

ac
om

b
X

 
 

 
X

 
 

 
 

48
09

4
W

as
hi

ng
to

n
M

ac
om

b
X

 
 

 
X

 
 

X
 

48
09

5
W

as
hi

ng
to

n
M

ac
om

b
X

 
 

 
X

 
 

X
 

48
09

6
Ra

y
M

ac
om

b
X

 
 

 
 

 
 

X
 

48
09

8
Tr

oy
O

ak
la

nd
X

 
 

 
X

 
 

X
 

48
10

1
A

lle
n 

Pa
rk

W
ay

ne
X

X
 

 
 

X
 

 
 

48
11

1
B

el
le

vi
lle

W
ay

ne
X

 
 

 
 

 
 

 
X

48
11

7
C

ar
le

to
n

M
on

ro
e

X
 

 
 

 
 

X
 

 

48
12

0
D

ea
rb

or
n

W
ay

ne
X

X
 

 
 

 
 

 
 

48
12

2
M

el
vi

nd
al

e
W

ay
ne

X
X

 
 

 
X

 
 

 

48
12

4
D

ea
rb

or
n

W
ay

ne
X

X
 

 
 

X
 

 
 

48
12

5
D

ea
rb

or
n 

H
ei

g
ht

s
W

ay
ne

X
X

 
 

 
X

 
 

 

48
12

6
D

ea
rb

or
n

W
ay

ne
X

X
 

 
 

X
 

 
 

48
12

7
D

ea
rb

or
n 

H
ei

g
ht

s
W

ay
ne

X
X

X
 

 
X

 
 

 

48
12

8
D

ea
rb

or
n

W
ay

ne
X

X
 

 
 

X
 

 
 

48
13

4
Fl

at
 R

oc
k

W
ay

ne
X

X
 

 
 

X
X

 
 

48
13

5
G

ar
d

en
 C

ity
W

ay
ne

X
 

X
 

 
 

 
 

X

48
13

8
G

ro
ss

e 
Ile

W
ay

ne
X

 
 

 
 

X
X

 
 



beaumont.org/chna

Strategies Appendices

A
PP

EN
D

IC
E

S

151

Appendix BBeaumont Health community served definition  •Appendix B

ZIP
  

co
de

PO
 n

am
e

Do
m

in
an

t 
co

un
ty

Be
au

m
on

t 
ov

er
all

De
ar

bo
rn

Fa
rm

in
gt

on
 

Hi
lls

Gr
os

se
  

Po
in

te
Ro

ya
l  

Oa
k

Ta
ylo

r
Tre

nt
on

Tro
y

W
ay

ne

48
14

1
In

ks
te

r
W

ay
ne

X
X

 
 

 
X

 
 

X

48
14

6
Li

nc
ol

n 
Pa

rk
W

ay
ne

X
X

 
 

 
X

 
 

 

48
15

0
Li

vo
ni

a
W

ay
ne

X
 

X
 

 
 

 
 

 

48
15

2
Li

vo
ni

a
W

ay
ne

X
 

X
 

X
 

 
 

 

48
15

4
Li

vo
ni

a
W

ay
ne

X
 

X
 

X
 

 
 

 

48
16

4
N

ew
 B

os
to

n
W

ay
ne

X
X

 
 

 
X

X
 

 

48
16

6
N

ew
p

or
t

M
on

ro
e

X
 

 
 

 
 

X
 

 

48
16

7
N

or
th

vi
lle

O
ak

la
nd

X
 

X
 

X
 

 
 

 

48
16

8
N

or
th

vi
lle

W
ay

ne
X

 
X

 
X

 
 

 
 

48
17

0
Pl

ym
ou

th
W

ay
ne

X
 

X
 

 
 

 
 

 

48
17

3
Ro

ck
w

oo
d

W
ay

ne
X

 
 

 
 

X
X

 
 

48
17

4
Ro

m
ul

us
W

ay
ne

X
X

 
 

 
X

X
 

X

48
17

9
So

ut
h 

Ro
ck

w
oo

d
M

on
ro

e
X

 
 

 
 

X
X

 
 

48
18

0
Ta

yl
or

W
ay

ne
X

X
 

 
 

X
 

 
 

48
18

3
Tr

en
to

n
W

ay
ne

X
X

 
 

 
X

X
 

 

48
18

4
W

ay
ne

W
ay

ne
X

X
 

 
 

X
 

 
X

48
18

5
W

es
tla

nd
W

ay
ne

X
 

X
 

 
 

 
 

X

48
18

6
W

es
tla

nd
W

ay
ne

X
X

 
 

 
 

 
 

X

48
18

7
C

an
to

n
W

ay
ne

X
 

 
 

 
 

 
 

X

48
18

8
C

an
to

n
W

ay
ne

X
 

 
 

 
 

 
 

X

48
19

2
W

ya
nd

ot
te

W
ay

ne
X

X
 

 
 

X
X

 
 

48
19

3
Ri

ve
rv

ie
w

W
ay

ne
X

X
 

 
 

X
X

 
 

48
19

5
So

ut
hg

at
e

W
ay

ne
X

X
 

 
 

X
X

 
 

48
20

3
H

ig
hl

an
d

 P
ar

k
W

ay
ne

X
 

 
 

X
 

 
 

 

48
20

4
D

et
ro

it
W

ay
ne

X
 

X
 

 
 

 
 

 

48
20

5
D

et
ro

it
W

ay
ne

X
 

 
X

 
 

 
 

 

48
20

7
D

et
ro

it
W

ay
ne

X
 

 
X

 
 

 
 

 

48
20

9
D

et
ro

it
W

ay
ne

X
X

 
 

 
 

 
 

 

http://beaumont.org/chna


2019 Community Health Needs Assessment 

Strategies

152

Appendix B •  Beaumont Health community served definition
A

PP
EN

D
IC

E
S

ZIP
  

co
de

PO
 n

am
e

Do
m

in
an

t 
co

un
ty

Be
au

m
on

t 
ov

er
all

De
ar

bo
rn

Fa
rm

in
gt

on
 

Hi
lls

Gr
os

se
  

Po
in

te
Ro

ya
l  

Oa
k

Ta
ylo

r
Tre

nt
on

Tro
y

W
ay

ne

48
21

0
D

et
ro

it
W

ay
ne

X
X

 
 

 
 

 
 

 

48
21

2
H

am
tr

am
ck

W
ay

ne
X

 
 

 
X

 
 

 
 

48
21

3
D

et
ro

it
W

ay
ne

X
 

 
X

 
 

 
 

 

48
21

4
D

et
ro

it
W

ay
ne

X
 

 
X

 
 

 
 

 

48
21

5
D

et
ro

it
W

ay
ne

X
 

 
X

 
 

 
 

 

48
21

7
D

et
ro

it
W

ay
ne

X
X

 
 

 
X

 
 

 

48
21

8
Ri

ve
r 

Ro
ug

e
W

ay
ne

X
X

 
 

 
X

 
 

 

48
21

9
D

et
ro

it
W

ay
ne

X
 

X
 

X
 

 
 

 

48
22

0
Fe

rn
d

al
e

O
ak

la
nd

X
 

 
 

X
 

 
 

 

48
22

1
D

et
ro

it
W

ay
ne

X
 

X
 

X
 

 
 

 

48
22

3
D

et
ro

it
W

ay
ne

X
 

X
 

X
 

 
 

 

48
22

4
D

et
ro

it
W

ay
ne

X
 

 
X

 
 

 
 

 

48
22

5
H

ar
p

er
 W

oo
d

s
W

ay
ne

X
 

 
X

 
 

 
 

 

48
22

7
D

et
ro

it
W

ay
ne

X
 

X
 

 
 

 
 

 

48
22

8
D

et
ro

it
W

ay
ne

X
X

X
 

 
 

 
 

 

48
22

9
Ec

or
se

W
ay

ne
X

X
 

 
 

X
 

 
 

48
23

0
G

ro
ss

e 
Po

in
te

W
ay

ne
X

 
 

X
 

 
 

 
 

48
23

4
D

et
ro

it
W

ay
ne

X
 

 
X

X
 

 
 

 

48
23

5
D

et
ro

it
W

ay
ne

X
 

X
 

X
 

 
 

 

48
23

6
G

ro
ss

e 
Po

in
te

W
ay

ne
X

 
 

X
 

 
 

 
 

48
23

7
O

ak
 P

ar
k

O
ak

la
nd

X
 

 
 

X
 

 
 

 

48
23

8
D

et
ro

it
W

ay
ne

X
 

X
 

 
 

 
 

 

48
23

9
Re

d
fo

rd
W

ay
ne

X
 

X
 

X
 

 
 

 

48
24

0
Re

d
fo

rd
W

ay
ne

X
 

X
 

X
 

 
 

 

48
24

2
D

et
ro

it
W

ay
ne

X
X

 
 

 
X

X
 

X

48
30

1
B

lo
om

fie
ld

 H
ill

s
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
30

2
B

lo
om

fie
ld

 H
ill

s
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
30

4
B

lo
om

fie
ld

 H
ill

s
O

ak
la

nd
X

 
 

 
X

 
 

X
 



beaumont.org/chna

Strategies Appendices

A
PP

EN
D

IC
E

S

153

Appendix BBeaumont Health community served definition  •Appendix B

ZIP
  

co
de

PO
 n

am
e

Do
m

in
an

t 
co

un
ty

Be
au

m
on

t 
ov

er
all

De
ar

bo
rn

Fa
rm

in
gt

on
 

Hi
lls

Gr
os

se
  

Po
in

te
Ro

ya
l  

Oa
k

Ta
ylo

r
Tre

nt
on

Tro
y

W
ay

ne

48
30

6
Ro

ch
es

te
r

O
ak

la
nd

X
 

 
 

X
 

 
X

 

48
30

7
Ro

ch
es

te
r

O
ak

la
nd

X
 

 
 

X
 

 
X

 

48
30

9
Ro

ch
es

te
r

O
ak

la
nd

X
 

 
 

X
 

 
X

 

48
31

0
St

er
lin

g
 H

ei
g

ht
s

M
ac

om
b

X
 

 
 

X
 

 
X

 

48
31

2
St

er
lin

g
 H

ei
g

ht
s

M
ac

om
b

X
 

 
 

X
 

 
X

 

48
31

3
St

er
lin

g
 H

ei
g

ht
s

M
ac

om
b

X
 

 
 

X
 

 
X

 

48
31

4
St

er
lin

g
 H

ei
g

ht
s

M
ac

om
b

X
 

 
 

X
 

 
X

 

48
31

5
U

tic
a

M
ac

om
b

X
 

 
 

X
 

 
X

 

48
31

6
U

tic
a

M
ac

om
b

X
 

 
 

X
 

 
X

 

48
31

7
U

tic
a

M
ac

om
b

X
 

 
 

X
 

 
X

 

48
32

0
K

ee
g

o 
H

ar
b

or
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
32

2
W

es
t 

B
lo

om
fie

ld
O

ak
la

nd
X

 
X

 
X

 
 

 
 

48
32

3
W

es
t 

B
lo

om
fie

ld
O

ak
la

nd
X

 
X

 
X

 
 

 
 

48
32

4
W

es
t 

B
lo

om
fie

ld
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
32

6
A

ub
ur

n 
H

ill
s

O
ak

la
nd

X
 

 
 

X
 

 
X

 

48
32

7
W

at
er

fo
rd

O
ak

la
nd

X
 

 
 

X
 

 
 

 

48
32

8
W

at
er

fo
rd

O
ak

la
nd

X
 

 
 

X
 

 
 

 

48
32

9
W

at
er

fo
rd

O
ak

la
nd

X
 

 
 

X
 

 
 

 

48
33

1
Fa

rm
in

g
to

n
O

ak
la

nd
X

 
X

 
X

 
 

 
 

48
33

4
Fa

rm
in

g
to

n
O

ak
la

nd
X

 
X

 
X

 
 

 
 

48
33

5
Fa

rm
in

g
to

n
O

ak
la

nd
X

 
X

 
X

 
 

 
 

48
33

6
Fa

rm
in

g
to

n
O

ak
la

nd
X

 
X

 
X

 
 

 
 

48
34

0
Po

nt
ia

c
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
34

1
Po

nt
ia

c
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
34

2
Po

nt
ia

c
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
34

6
C

la
rk

st
on

O
ak

la
nd

X
 

 
 

X
 

 
 

 

48
34

8
C

la
rk

st
on

O
ak

la
nd

X
 

 
 

X
 

 
X

 

48
35

7
H

ig
hl

an
d

O
ak

la
nd

X
 

 
 

X
 

 
 

 

http://beaumont.org/chna


2019 Community Health Needs Assessment 

Strategies

154

Appendix B •  Beaumont Health community served definition
A

PP
EN

D
IC

E
S

ZIP
  

co
de

PO
 n

am
e

Do
m

in
an

t 
co

un
ty

Be
au

m
on

t 
ov

er
all

De
ar

bo
rn

Fa
rm

in
gt

on
 

Hi
lls

Gr
os

se
  

Po
in

te
Ro

ya
l  

Oa
k

Ta
ylo

r
Tre

nt
on

Tro
y

W
ay

ne

48
35

9
La

ke
 O

rio
n

O
ak

la
nd

X
 

 
 

X
 

 
X

 

48
36

0
La

ke
 O

rio
n

O
ak

la
nd

X
 

 
 

X
 

 
X

 

48
36

2
La

ke
 O

rio
n

O
ak

la
nd

X
 

 
 

X
 

 
X

 

48
36

3
O

ak
la

nd
O

ak
la

nd
X

 
 

 
X

 
 

X
 

48
36

7
Le

on
ar

d
O

ak
la

nd
X

 
 

 
X

 
 

X
 

48
37

0
O

xf
or

d
O

ak
la

nd
X

 
 

 
X

 
 

X
 

48
37

1
O

xf
or

d
O

ak
la

nd
X

 
 

 
X

 
 

X
 

48
37

4
N

ov
i

O
ak

la
nd

X
 

X
 

X
 

 
 

 

48
37

5
N

ov
i

O
ak

la
nd

X
 

X
 

X
 

 
 

 

48
37

7
N

ov
i

O
ak

la
nd

X
 

X
 

X
 

 
 

 

48
38

0
M

ilf
or

d
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
38

1
M

ilf
or

d
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
38

2
C

om
m

er
ce

 T
ow

ns
hi

p
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
38

3
W

hi
te

 L
ak

e
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
38

6
W

hi
te

 L
ak

e
O

ak
la

nd
X

 
 

 
X

 
 

 
 

48
39

0
W

al
le

d
 L

ak
e

O
ak

la
nd

X
 

X
 

X
 

 
 

 

48
39

3
W

ix
om

O
ak

la
nd

X
 

X
 

X
 

 
 

 

48
42

8
D

ry
d

en
La

p
ee

r
X

 
 

 
X

 
 

X
 

48
44

4
Im

la
y 

C
ity

La
p

ee
r

X
 

 
 

 
 

 
X

 

48
45

5
M

et
am

or
a

La
p

ee
r

X
 

 
 

X
 

 
X

 

48
46

2
O

rt
on

vi
lle

O
ak

la
nd

X
 

 
 

X
 

 
X

 



beaumont.org/chna

Strategies Appendices

A
PP

EN
D

IC
E

S

155

Appendix B Appendix CKey health indicator sources  •

Ca
te

go
ry

Pu
bl

ic 
he

alt
h 

in
di

ca
to

r 
So

ur
ce

Access to Care
Un

ins
ur

ed
 Ad

ult
s 1

8-6
4 Y

ea
rs

20
14

-20
16

 M
ich

iga
n B

RF
S R

eg
ion

al;
 Lo

ca
l H

ea
lth

 D
ep

art
m

en
t E

sti
m

ate
s

He
alt

h C
are

 Ac
ce

ss 
- N

o P
ers

on
al 

Do
cto

r
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
Pr

im
ary

 Ca
re 

Ph
ys

ici
an

s p
er 

10
0,0

00
 Po

pu
lat

ion
20

15
 Ar

ea
 H

ea
lth

 Re
so

ur
ce

 Fi
le/

Am
eri

ca
n M

ed
ica

l A
sso

cia
tio

n
Po

pu
lat

ion
 to

 O
ne

 Pr
im

ary
 Ca

re 
Ph

ys
ici

an
20

15
 Ar

ea
 H

ea
lth

 Re
so

ur
ce

 Fi
le/

Am
eri

ca
n M

ed
ica

l A
sso

cia
tio

n
Pr

ice
-Ad

jus
ted

 M
ed

ica
re 

Re
im

bu
rse

m
en

ts 
pe

r E
nr

oll
ee

20
15

 D
art

m
ou

th
 At

las
 of

 H
ea

lth
 Ca

re
Un

ins
ur

ed
 Ad

ult
s <

 65
 Ye

ars
 

20
15

 Sm
all

 Ar
ea

 H
ea

lth
 In

su
ran

ce
 Es

tim
ate

s, 
Un

ite
d S

tat
es

 Ce
ns

us
 Bu

rea
u

Un
ins

ur
ed

 Ch
ild

ren
 <

 19
 Ye

ars
20

15
 Sm

all
 Ar

ea
 H

ea
lth

 In
su

ran
ce

 Es
tim

ate
s, 

Un
ite

d S
tat

es
 Ce

ns
us

 Bu
rea

u
De

nt
ist

s p
er 

10
0,0

00
 Po

pu
lat

ion
20

16
 Ar

ea
 H

ea
lth

 Re
so

ur
ce

 Fi
le/

Na
tio

na
l P

rov
ide

r I
de

nt
ific

ati
on

 Fi
le

Po
pu

lat
ion

 to
 O

ne
 D

en
tis

t
20

16
 Ar

ea
 H

ea
lth

 Re
so

ur
ce

 Fi
le/

Na
tio

na
l P

rov
ide

r I
de

nt
ific

ati
on

 Fi
le

Po
pu

lat
ion

 to
 O

ne
 N

on
-Ph

ys
ici

an
 Pr

im
ary

 Ca
re 

Pro
vid

er
20

17
 CM

S; 
Na

tio
na

l P
rov

ide
r I

de
nt

ific
ati

on
Po

pu
lat

ion
 to

 O
ne

 M
en

tal
 H

ea
lth

 Pr
ov

ide
r

20
17

 CM
S; 

Na
tio

na
l P

rov
ide

r I
de

nt
ific

ati
on

Conditions/Diseases

He
art

 D
ise

as
e (

Pe
rce

nt
 of

 Fe
e-f

or-
Se

rvi
ce

 M
ed

ica
re)

20
07

-20
17

 CM
S.g

ov
 Ch

ron
ic 

co
nd

itio
ns

 20
07

-20
17

Str
ok

e S
ur

viv
or

s (
Pe

rce
nt

 of
 Fe

e-f
or-

Se
rvi

ce
 M

ed
ica

re)
20

07
-20

17
 CM

S.g
ov

 Ch
ron

ic 
co

nd
itio

ns
 20

07
-20

17
As

th
m

a (
Pe

rce
nt

 of
 Fe

e-f
or-

Se
rvi

ce
 M

ed
ica

re)
20

07
-20

17
 CM

S.g
ov

 Ch
ron

ic 
co

nd
itio

ns
 20

07
-20

17
Ar

th
rit

is 
(Pe

rce
nt

 of
 Fe

e-f
or-

Se
rvi

ce
 M

ed
ica

re)
20

07
-20

17
 CM

S.g
ov

 Ch
ron

ic 
co

nd
itio

ns
 20

07
-20

17
Ch

ron
ic 

Ob
str

uc
tiv

e P
ulm

on
ary

 D
ise

as
e  

(Pe
rce

nt
 of

 Fe
e-f

or-
Se

rvi
ce

 M
ed

ica
re)

20
07

-20
17

 CM
S.g

ov
 Ch

ron
ic 

co
nd

itio
ns

 20
07

-20
17

Ch
ron

ic 
Kid

ne
y D

ise
as

e (
Pe

rce
nt

 of
 Fe

e-f
or-

Se
rvi

ce
 

M
ed

ica
re)

20
07

-20
17

 CM
S.g

ov
 Ch

ron
ic 

co
nd

itio
ns

 20
07

-20
17

Di
ab

ete
s P

rev
ale

nc
e (

Pe
rce

nt
 of

 Fe
e-f

or-
Se

rvi
ce

 M
ed

ica
re)

20
07

-20
17

 CM
S.g

ov
 Ch

ron
ic 

co
nd

itio
ns

 20
07

-20
17

He
art

 Fa
ilu

re 
(Pe

rce
nt

 of
 Fe

e-f
or-

Se
rvi

ce
 M

ed
ica

re)
20

07
-20

17
 CM

S.g
ov

 Ch
ron

ic 
co

nd
itio

ns
 20

07
-20

17
Hy

pe
rte

ns
ion

 (P
erc

en
t o

f F
ee

-fo
r-S

erv
ice

 M
ed

ica
re)

20
07

-20
17

 CM
S.g

ov
 Ch

ron
ic 

co
nd

itio
ns

 20
07

-20
17

Au
tis

m
 Sp

ec
tru

m
 D

iso
rd

ers
 (<

65
 Ye

ars
 O

ld)
20

07
-20

17
 CM

S.g
ov

 Ch
ron

ic 
co

nd
itio

ns
 20

07
-20

17

Ho
sp

ita
liz

ati
on

s, 
All

 (H
os

pit
ali

za
tio

n D
isc

ha
rg

e R
ate

)
20

11
-20

16
 M

ich
iga

n R
es

ide
nt

 In
pa

tie
nt

 Fi
les

, D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

He
art

 D
ise

as
e (

Ho
sp

ita
liz

ati
on

 D
isc

ha
rg

e R
ate

)
20

11
-20

16
 M

ich
iga

n R
es

ide
nt

 In
pa

tie
nt

 Fi
les

, D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

Ar
th

rop
ath

ies
 (H

os
pit

ali
za

tio
n D

isc
ha

rg
e R

ate
)

20
11

-20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
, D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s a

nd
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Ce
reb

rov
as

cu
lar

 D
ise

as
es

 (H
os

pit
ali

za
tio

n D
isc

ha
rg

e R
ate

)
20

11
-20

16
 M

ich
iga

n R
es

ide
nt

 In
pa

tie
nt

 Fi
les

, D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s
Ch

ron
ic 

Ob
str

uc
tiv

e P
ulm

on
ary

 D
ise

as
e &

 Br
on

ch
iec

tas
is 

(H
os

pit
ali

za
tio

n D
isc

ha
rg

e R
ate

)
20

11
-20

16
 M

ich
iga

n R
es

ide
nt

 In
pa

tie
nt

 Fi
les

, D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s
Sk

in 
an

d S
ub

cu
tan

eo
us

 Ti
ssu

e D
ise

as
e 

(H
os

pit
ali

za
tio

n D
isc

ha
rg

e R
ate

)
20

11
-20

16
 M

ich
iga

n R
es

ide
nt

 In
pa

tie
nt

 Fi
les

, D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

http://beaumont.org/chna


2019 Community Health Needs Assessment 

Strategies

156

Appendix C •  Key health indicator sources

Ca
te

go
ry

Pu
bl

ic 
he

alt
h 

in
di

ca
to

r 
So

ur
ce

Conditions/Diseases
Kid

ne
y D

ise
as

e -
 Re

na
l F

ail
ur

e 
(H

os
pit

ali
za

tio
n D

isc
ha

rg
e R

ate
)

20
11

-20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
, D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s a

nd
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Di
ab

ete
s M

ell
itu

s (
Ho

sp
ita

liz
ati

on
 D

isc
ha

rg
e R

ate
)

20
11

-20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
, D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s a

nd
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Hy
pe

rte
ns

ion
, E

xcl
ud

ing
 H

yp
ert

en
siv

e H
ea

rt 
Di

se
as

e 
(H

os
pit

ali
za

tio
n D

isc
ha

rg
e R

ate
)

20
11

-20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
, D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s a

nd
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

An
em

ias
 (H

os
pit

ali
za

tio
n D

isc
ha

rg
e R

ate
)

20
11

-20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
, D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s a

nd
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Di
ve

rti
cu

la 
of 

Int
es

tin
e (

Ho
sp

ita
liz

ati
on

 D
isc

ha
rg

e R
ate

)
20

11
-20

16
 M

ich
iga

n R
es

ide
nt

 In
pa

tie
nt

 Fi
les

, D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s
Ot

he
r H

os
pit

ali
za

tio
n C

on
dit

ion
s 

(H
os

pit
ali

za
tio

n D
isc

ha
rg

e R
ate

)
20

11
-20

16
 M

ich
iga

n R
es

ide
nt

 In
pa

tie
nt

 Fi
les

, D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s
Di

ab
ete

s D
iag

no
se

s, 
Ag

e 2
0+

20
14

 CD
C D

iab
ete

s I
nt

era
cti

ve
 At

las
Ob

es
ity

, A
du

lt 
20

14
 CD

C D
iab

ete
s I

nt
era

cti
ve

 At
las

Ob
es

ity
, W

eig
ht

 St
atu

s
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
As

th
m

a
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
Ch

ron
ic 

Ob
str

uc
tiv

e P
ulm

on
ary

 D
ise

as
e

20
14

-20
16

 M
ich

iga
n B

RF
S R

eg
ion

al;
 Lo

ca
l H

ea
lth

 D
ep

art
m

en
t E

sti
m

ate
s

Ar
th

rit
is

20
14

-20
16

 M
ich

iga
n B

RF
S R

eg
ion

al;
 Lo

ca
l H

ea
lth

 D
ep

art
m

en
t E

sti
m

ate
s

He
art

 At
tac

k
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
An

gin
a o

r C
oro

na
ry 

He
art

 D
ise

as
e

20
14

-20
16

 M
ich

iga
n B

RF
S R

eg
ion

al;
 Lo

ca
l H

ea
lth

 D
ep

art
m

en
t E

sti
m

ate
s

Str
ok

e
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
Ca

rd
iov

as
cu

lar
 D

ise
as

e -
 Al

l
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
Di

ab
ete

s
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
Kid

ne
y D

ise
as

e
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s

Inj
ur

y a
nd

 Po
iso

nin
g (

Ho
sp

ita
liz

ati
on

 D
isc

ha
rg

e R
ate

)
20

11
-20

16
 M

ich
iga

n R
es

ide
nt

 In
pa

tie
nt

 Fi
les

, D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

Environment

Blo
od

 Le
ad

 Le
ve

l - 
Ele

va
ted

 Re
su

lts
 (≥

 5u
g/

dl)
 in

 Ch
ild

ren
 

Ag
es

 1-
2

20
17

 M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 an
d H

um
an

 Se
rvi

ce
s, 

Ch
ild

ho
od

 Le
ad

 Po
iso

nin
g P

rev
en

tio
n 

Pro
gr

am
 

Blo
od

 Le
ad

 Le
ve

l - 
Ele

va
ted

 Re
su

lts
 (≥

 5u
g/

dl)
 in

 Ch
ild

ren
 

Ag
es

 1-
2 o

n M
ed

ica
id

20
17

 M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 an
d H

um
an

 Se
rvi

ce
s, 

Ch
ild

ho
od

 Le
ad

 Po
iso

nin
g P

rev
en

tio
n 

Pro
gr

am
 

Ac
ce

ss 
to 

Ex
erc

ise
 O

pp
or

tu
nit

ies
20

18
 Co

un
ty 

He
alt

h R
an

kin
gs

 &
 Ro

ad
m

ap
s

Se
ve

re 
Ho

us
ing

 Pr
ob

lem
s

20
18

 Co
un

ty 
He

alt
h R

an
kin

gs
 &

 Ro
ad

m
ap

s; 
Co

m
pr

eh
en

siv
e H

ou
sin

g A
ffo

rd
ab

ilit
y S

tra
teg

y (
CH

AS
) d

ata
, 

U.
S. 

De
pa

rtm
en

t o
f H

ou
sin

g a
nd

 U
rb

an
 D

ev
elo

pm
en

t
Da

ily
 Pa

rti
cu

lat
e M

att
er 

Da
ys

20
12

 En
vir

on
m

en
tal

 Pu
bli

c H
ea

lth
 Tr

ac
kin

g N
etw

or
k

A
PP

EN
D

IC
E

S



beaumont.org/chna

Strategies Appendices

A
PP

EN
D

IC
E

S

157

Appendix CKey health indicator sources  •Appendix C

Ca
te

go
ry

Pu
bl

ic 
he

alt
h 

in
di

ca
to

r 
So

ur
ce

Environment
Re

sid
en

tia
l S

eg
reg

ati
on

 - B
lac

k/W
hit

e
20

12
-20

16
 Am

eri
ca

n C
om

m
un

ity
 Su

rve
y, 

5-y
ea

r e
sti

m
ate

s
Re

sid
en

tia
l S

eg
reg

ati
on

 - N
on

-W
hit

e/W
hit

e
20

12
-20

16
 Am

eri
ca

n C
om

m
un

ity
 Su

rve
y, 

5-y
ea

r e
sti

m
ate

s
So

cia
l a

nd
 M

em
be

rsh
ip 

As
so

cia
tio

ns
20

15
 Co

un
ty 

Bu
sin

es
s P

att
ern

s
Fo

od
 In

se
cu

rit
y

20
15

 M
ap

 th
e M

ea
l G

ap
 fr

om
 Fe

ed
ing

 Am
eri

ca
Fo

od
 - L

im
ite

d A
cce

ss 
to 

He
alt

hy
 Fo

od
s

20
15

 U
nit

ed
 St

ate
s D

ep
art

m
en

t o
f A

gr
icu

ltu
re

Fo
od

 En
vir

on
m

en
t In

de
x

20
15

 U
SD

A F
oo

d E
nv

iro
nm

en
t A

tla
s, 

M
ap

 th
e M

ea
l G

ap
 fr

om
 Fe

ed
ing

 Am
eri

ca
Vio

len
t C

rim
e R

ate
20

12
-20

14
 U

nif
or

m
 Cr

im
e R

ep
or

tin
g (

UC
R)

 Pr
og

ram
 

Health Behaviors

Dr
ivi

ng
 Al

on
e t

o W
or

k
20

12
-20

16
 Am

eri
ca

n C
om

m
un

ity
 Su

rve
y, 

5-y
ea

r e
sti

m
ate

s
Dr

ivi
ng

 Al
on

e t
o W

or
k -

 Lo
ng

 Co
m

m
ut

e
20

12
-20

16
 Am

eri
ca

n C
om

m
un

ity
 Su

rve
y, 

5-y
ea

r e
sti

m
ate

s
Dr

ug
: N

on
-m

ed
ica

l U
se

 of
 Pa

in 
Re

lie
ve

rs 
-  

Pe
rce

nt
 of

 Po
pu

lat
ion

 Ag
e 1

2+
 Re

po
rti

ng
20

14
 Su

bs
tan

ce
 Ab

us
e a

nd
 M

en
tal

 H
ea

lth
 Se

rvi
ce

s A
dm

ini
str

ati
on

Dr
ug

: D
ep

en
de

nc
e -

 Pe
rce

nt
 of

 Po
pu

lat
ion

  
Ag

e 1
2+

 Re
po

rti
ng

 
20

14
 Su

bs
tan

ce
 Ab

us
e a

nd
 M

en
tal

 H
ea

lth
 Se

rvi
ce

s A
dm

ini
str

ati
on

Ph
ys

ica
l In

ac
tiv

ity
20

14
 CD

C D
iab

ete
s I

nt
era

cti
ve

 At
las

No
 Le

isu
re 

Tim
e P

hy
sic

al 
Ac

tiv
ity

20
14

-20
16

 M
ich

iga
n B

RF
S R

eg
ion

al;
 Lo

ca
l H

ea
lth

 D
ep

art
m

en
t E

sti
m

ate
s

Cig
are

tte
 Sm

ok
ing

 - A
du

lt (
Sta

te)
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
Alc

oh
ol 

Bin
ge

 D
rin

kin
g (

Ad
ult

s)
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
Se

atb
elt

 U
se

20
14

-20
16

 M
ich

iga
n B

RF
S R

eg
ion

al;
 Lo

ca
l H

ea
lth

 D
ep

art
m

en
t E

sti
m

ate
s

No
 Ro

ut
ine

 Ch
ec

ku
p i

n P
as

t Y
ea

r
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
Ins

uffi
cie

nt
 Sl

ee
p

20
16

 Be
ha

vio
ral

 Ri
sk

 Fa
cto

r S
ur

ve
illa

nc
e S

ys
tem

Cig
are

tte
 Sm

ok
ing

 - A
du

lt (
US

)
20

16
 Be

ha
vio

ral
 Ri

sk
 Fa

cto
r S

ur
ve

illa
nc

e S
ys

tem
Alc

oh
ol 

Bin
ge

 or
 H

ea
vy

 D
rin

kin
g (

Ad
ult

s)
20

16
 Be

ha
vio

ral
 Ri

sk
 Fa

cto
r S

ur
ve

illa
nc

e S
ys

tem
Dr

ug
: O

pio
id 

Pre
scr

ipt
ion

s p
er 

10
0 P

ers
on

s
20

17
 Ce

nt
ers

 fo
r D

ise
as

e C
on

tro
l a

nd
 Pr

ev
en

tio
n

Dr
ug

: M
ari

jua
na

 U
se

 (H
igh

 Sc
ho

ol)
20

17
-20

18
 M

ich
iga

n S
ch

oo
l H

ea
lth

 Su
rve

y S
ys

tem
; M

ich
iga

n D
ep

art
m

en
t o

f E
du

ca
tio

n
Alc

oh
ol 

Bin
ge

 D
rin

kin
g (

Hi
gh

 Sc
ho

ol)
20

17
-20

18
 M

ich
iga

n S
ch

oo
l H

ea
lth

 Su
rve

y S
ys

tem
; M

ich
iga

n D
ep

art
m

en
t o

f E
du

ca
tio

n

Health Status

Ge
ne

ral
 H

ea
lth

 Fa
ir o

r P
oo

r
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
Po

or
 Ph

ys
ica

l H
ea

lth
 on

 at
 Le

as
t 1

4 D
ay

s i
n t

he
 Pa

st 
M

on
th

20
14

-20
16

 M
ich

iga
n B

RF
S R

eg
ion

al;
 Lo

ca
l H

ea
lth

 D
ep

art
m

en
t E

sti
m

ate
s

Ac
tiv

ity
 Li

m
ita

tio
n o

n a
t L

ea
st 

14
 D

ay
s i

n t
he

 Pa
st 

M
on

th
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
Ye

ars
 of

 Po
ten

tia
l L

ife
 Lo

st
20

14
-20

16
 N

ati
on

al 
Ce

nt
er 

for
 H

ea
lth

 St
ati

sti
cs;

 M
or

tal
ity

 Fi
les

Fre
qu

en
t P

hy
sic

al 
Di

str
es

s
20

16
 Be

ha
vio

ral
 Ri

sk
 Fa

cto
r S

ur
ve

illa
nc

e S
ys

tem
Po

or
 or

 Fa
ir H

ea
lth

20
16

 Be
ha

vio
ral

 Ri
sk

 Fa
cto

r S
ur

ve
illa

nc
e S

ys
tem

Ph
ys

ica
lly

 U
nh

ea
lth

y D
ay

s 
20

16
 Be

ha
vio

ral
 Ri

sk
 Fa

cto
r S

ur
ve

illa
nc

e S
ys

tem

http://beaumont.org/chna


2019 Community Health Needs Assessment 

Strategies

158

Appendix C •  Key health indicator sources

Ca
te

go
ry

Pu
bl

ic 
he

alt
h 

in
di

ca
to

r 
So

ur
ce

Injury & death
He

art
 D

ise
as

e D
ea

th
 Ra

te
19

99
-20

16
 CD

C W
ON

DE
R O

nli
ne

 D
ata

ba
se

; C
om

pr
es

se
d M

or
tal

ity
 Fi

le 
19

99
-20

16
Ch

ron
ic 

Lo
we

r R
es

pir
ato

ry 
Di

se
as

e (
CL

RD
) D

ea
th

 Ra
te

19
99

-20
16

 CD
C W

ON
DE

R O
nli

ne
 D

ata
ba

se
; C

om
pr

es
se

d M
or

tal
ity

 Fi
le 

19
99

-20
16

Str
ok

e D
ea

th
 Ra

te
19

99
-20

16
 CD

C W
ON

DE
R O

nli
ne

 D
ata

ba
se

; C
om

pr
es

se
d M

or
tal

ity
 Fi

le 
19

99
-20

16
Un

int
en

tio
na

l D
ea

th
 Ra

te
19

99
-20

16
 CD

C W
ON

DE
R O

nli
ne

 D
ata

ba
se

; C
om

pr
es

se
d M

or
tal

ity
 Fi

le 
19

99
-20

16
Inj

ur
y D

ea
th

s -
 Ex

clu
din

g N
on

-In
jur

y D
ea

th
s

19
99

-20
16

 CD
C W

ON
DE

R O
nli

ne
 D

ata
ba

se
; C

om
pr

es
se

d M
or

tal
ity

 Fi
le 

19
99

-20
16

M
oto

r V
eh

icl
e T

raf
fic

 D
ea

th
19

99
-20

16
 CD

C W
ON

DE
R O

nli
ne

 D
ata

ba
se

; C
om

pr
es

se
d M

or
tal

ity
 Fi

le 
19

99
-20

16
Di

ab
ete

s D
iag

no
se

s, 
Ag

e 2
0+

20
14

 CD
C D

iab
ete

s I
nt

era
cti

ve
 At

las
M

oto
r V

eh
icl

e C
ras

h D
ea

th
 

20
10

-20
16

 CD
C W

ON
DE

R m
or

tal
ity

 da
ta

Ho
m

ici
de

s
20

10
-20

16
 Co

m
pr

es
se

d M
or

tal
ity

 Fi
le

Fir
ea

rm
 Fa

tal
itie

s
20

12
-20

16
 CD

C W
ON

DE
R m

or
tal

ity
 da

ta
Inj

ur
y D

ea
th

s -
 In

clu
din

g I
nju

ry 
Re

lat
ed

 D
ea

th
s

20
12

-20
16

 CD
C W

ON
DE

R m
or

tal
ity

 da
ta

Alc
oh

ol-
Im

pa
ire

d D
riv

ing
 D

ea
th

s
20

12
-20

16
 Fa

tal
ity

 An
aly

sis
 Re

po
rti

ng
 Sy

ste
m

Dr
ug

 O
ve

rd
os

e D
ea

th
s (

20
14

-20
16

)
20

14
-20

16
 CD

C W
ON

DE
R m

or
tal

ity
 da

ta

Alc
oh

ol-
Ind

uc
ed

 D
ea

th
 Ra

te 
(2

01
5-2

01
7)

20
15

-20
17

 G
eo

co
de

d M
ich

iga
n D

ea
th

 Ce
rti

fic
ate

 Re
gis

tri
es

; V
ita

l R
ec

ord
s &

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

Ch
ron

ic 
Liv

er 
Di

se
as

e D
ea

th
 Ra

te 
(2

01
5-2

01
7)

20
15

-20
17

 G
eo

co
de

d M
ich

iga
n D

ea
th

 Ce
rti

fic
ate

 Re
gis

tri
es

; V
ita

l R
ec

ord
s &

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

Ch
ron

ic 
Lo

we
r R

es
pir

ato
ry 

Di
se

as
e D

ea
th

 Ra
te 

(2
01

5-2
01

7)
20

15
-20

17
 G

eo
co

de
d M

ich
iga

n D
ea

th
 Ce

rti
fic

ate
 Re

gis
tri

es
; V

ita
l R

ec
ord

s &
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Di
ab

ete
s-R

ela
ted

 D
ea

th
 Ra

te 
(2

01
5-2

01
7)

20
15

-20
17

 G
eo

co
de

d M
ich

iga
n D

ea
th

 Ce
rti

fic
ate

 Re
gis

tri
es

; V
ita

l R
ec

ord
s &

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

He
art

 D
ise

as
e D

ea
th

 Ra
te 

(2
01

5-2
01

7)
20

15
-20

17
 G

eo
co

de
d M

ich
iga

n D
ea

th
 Ce

rti
fic

ate
 Re

gis
tri

es
; V

ita
l R

ec
ord

s &
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Ho
m

ici
de

s (
20

15
-20

17
)

20
15

-20
17

 G
eo

co
de

d M
ich

iga
n D

ea
th

 Ce
rti

fic
ate

 Re
gis

tri
es

; V
ita

l R
ec

ord
s &

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

Kid
ne

y D
ise

as
e D

ea
th

 Ra
te 

(2
01

5-2
01

7)
20

15
-20

17
 G

eo
co

de
d M

ich
iga

n D
ea

th
 Ce

rti
fic

ate
 Re

gis
tri

es
; V

ita
l R

ec
ord

s &
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Str
ok

e D
ea

th
 Ra

te 
(2

01
5-2

01
7)

20
15

-20
17

 G
eo

co
de

d M
ich

iga
n D

ea
th

 Ce
rti

fic
ate

 Re
gis

tri
es

; V
ita

l R
ec

ord
s &

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s
Inj

ur
y D

ea
th

 Ra
te 

- U
nin

ten
tio

na
l In

jur
y D

ea
th

s  
(2

01
5-2

01
7)

20
15

-20
17

 G
eo

co
de

d M
ich

iga
n D

ea
th

 Ce
rti

fic
ate

 Re
gis

tri
es

; V
ita

l R
ec

ord
s &

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s
Dr

ug
-Re

lat
ed

 D
ea

th
s (

20
17

)
20

17
 Ce

nt
ers

 fo
r D

ise
as

e C
on

tro
l a

nd
 Pr

ev
en

tio
n

He
art

 D
ise

as
e A

ge
-Ad

jus
ted

 M
or

tal
ity

 (2
01

7 T
op

 5 
Ca

us
es

)
20

17
 G

eo
co

de
d M

ich
iga

n D
ea

th
 Ce

rti
fic

ate
 Re

gis
try

. D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s &
 H

ea
lth

 St
ati

sti
cs,

 
M

ich
iga

n D
ep

art
m

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

A
PP

EN
D

IC
E

S



beaumont.org/chna

Strategies Appendices

A
PP

EN
D

IC
E

S

159

Appendix CKey health indicator sources  •Appendix C

Ca
te

go
ry

Pu
bl

ic 
he

alt
h 

in
di

ca
to

r 
So

ur
ce

Injury  
& death

Un
int

en
tio

na
l In

jur
ies

 Ag
e-A

dju
ste

d M
or

tal
ity

  
(2

01
7 T

op
 5 

Ca
us

es
)

20
17

 G
eo

co
de

d M
ich

iga
n D

ea
th

 Ce
rti

fic
ate

 Re
gis

try
. D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s &

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Ch
ron

ic 
Lo

we
r R

es
pir

ato
ry 

Di
se

as
e A

ge
-Ad

jus
ted

 M
or

tal
ity

 
(2

01
7 T

op
 5 

Ca
us

es
)

20
17

 G
eo

co
de

d M
ich

iga
n D

ea
th

 Ce
rti

fic
ate

 Re
gis

try
. D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s &

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Str
ok

e A
ge

-Ad
jus

ted
 M

or
tal

ity
 (2

01
7 T

op
 5 

Ca
us

es
)

20
17

 G
eo

co
de

d M
ich

iga
n D

ea
th

 Ce
rti

fic
ate

 Re
gis

try
. D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s &

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Maternal & Child Health

Inf
an

t M
or

tal
ity

20
10

-20
16

 CD
C W

ON
DE

R m
or

tal
ity

 da
ta

Bir
th

 W
eig

ht
 - L

ow
 <

 25
00

 G
ram

s
20

10
-20

16
 N

ati
on

al 
Ce

nt
er 

for
 H

ea
lth

 St
ati

sti
cs 

- N
ata

lity
 Fi

les
Bir

th
 Ra

te 
for

 Te
en

ag
ers

 pe
r 1

00
0 P

op
ula

tio
n  

(A
ge

s 1
5-1

9 Y
ea

rs)
20

10
-20

16
 N

ati
on

al 
Ce

nt
er 

for
 H

ea
lth

 St
ati

sti
cs 

- N
ata

lity
 Fi

les

Ne
wb

or
ns

 an
d N

eo
na

tes
 (L

es
s t

ha
n 7

 da
ys

) D
isc

ha
rg

e R
ate

20
11

-20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
, D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s a

nd
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Fe
m

ale
s w

ith
 D

eli
ve

rie
s D

isc
ha

rg
e R

ate
20

11
-20

16
 M

ich
iga

n R
es

ide
nt

 In
pa

tie
nt

 Fi
les

, D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s
Ch

ild
 M

or
tal

ity
20

13
-20

16
 CD

C W
ON

DE
R m

or
tal

ity
 da

ta

Inf
an

t M
or

tal
ity

 D
ea

th
 Ra

te 
(2

01
5-2

01
7)

20
15

-20
17

 G
eo

co
de

d M
ich

iga
n D

ea
th

 Ce
rti

fic
ate

 Re
gis

tri
es

; V
ita

l R
ec

ord
s &

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s
Bir

th
s t

o M
oth

ers
 W

ho
 Sm

ok
ed

 D
ur

ing
 Pr

eg
na

nc
y -

  
Ne

w 
Bir

th
 Ce

rti
fic

ate
20

16
 M

ich
iga

n D
ep

art
m

en
t o

f H
ea

lth
 an

d H
um

an
 Se

rvi
ce

s, 
Di

vis
ion

 fo
r V

ita
l R

ec
or

ds
 an

d H
ea

lth
 

Sta
tis

tic
s

Bir
th

s t
o M

oth
ers

 w
ith

 N
o D

ipl
om

a o
r G

ED
20

16
 M

ich
iga

n D
ep

art
m

en
t o

f H
ea

lth
 an

d H
um

an
 Se

rvi
ce

s, 
Di

vis
ion

 fo
r V

ita
l R

ec
or

ds
 an

d H
ea

lth
 

Sta
tis

tic
s

Bir
th

s, 
Pre

ter
m

 <
 37

 W
ee

ks
20

16
 M

ich
iga

n D
ep

art
m

en
t o

f H
ea

lth
 an

d H
um

an
 Se

rvi
ce

s, 
Di

vis
ion

 fo
r V

ita
l R

ec
or

ds
 an

d H
ea

lth
 

Sta
tis

tic
s

Bir
th

s t
o T

ee
ns

 U
nd

er 
Ag

e 2
0

20
16

 M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 an
d H

um
an

 Se
rvi

ce
s, 

Di
vis

ion
 fo

r V
ita

l R
ec

or
ds

 an
d H

ea
lth

 
Sta

tis
tic

s
Bir

th
s t

o M
oth

ers
 w

ith
 La

te 
or

 N
o P

ren
ata

l C
are

  
(N

ew
 Bi

rth
 Ce

rti
fic

ate
)

20
16

 M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 an
d H

um
an

 Se
rvi

ce
s, 

Di
vis

ion
 fo

r V
ita

l R
ec

or
ds

 an
d H

ea
lth

 
Sta

tis
tic

s

Bir
th

s P
aid

 by
 M

ed
ica

id
20

16
 M

ich
iga

n D
ep

art
m

en
t o

f H
ea

lth
 an

d H
um

an
 Se

rvi
ce

s, 
Di

vis
ion

 fo
r V

ita
l R

ec
or

ds
 an

d H
ea

lth
 

Sta
tis

tic
s

Bir
th

s t
o U

nm
arr

ied
 W

om
en

20
16

 M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 an
d H

um
an

 Se
rvi

ce
s, 

Di
vis

ion
 fo

r V
ita

l R
ec

or
ds

 an
d H

ea
lth

 
Sta

tis
tic

s

Bir
th

 W
eig

ht
 - V

ery
 Lo

w 
< 

15
00

 G
ram

s
19

90
-20

17
 G

eo
co

de
d M

ich
iga

n B
irt

h C
ert

ific
ate

 Re
gis

tri
es

. D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s &
 H

ea
lth

 St
ati

sti
cs,

 
M

ich
iga

n D
ep

art
m

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

Bir
th

s t
o M

oth
ers

 W
ho

 Ar
e F

ore
ign

 Bo
rn

20
17

 M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 an
d H

um
an

 Se
rvi

ce
s, 

Di
vis

ion
 fo

r V
ita

l R
ec

or
ds

  
an

d H
ea

lth
 St

ati
sti

cs

http://beaumont.org/chna


2019 Community Health Needs Assessment 

Strategies

160

Appendix C •  Key health indicator sources

Ca
te

go
ry

Pu
bl

ic 
he

alt
h 

in
di

ca
to

r 
So

ur
ce

Mental health
Alz

he
im

er'
s D

ise
as

e/D
em

en
tia

 - (
Pe

rce
nt

 of
 Fe

e-f
or-

 
Se

rvi
ce

 M
ed

ica
re)

20
07

-20
17

 CM
S.g

ov
 Ch

ron
ic 

co
nd

itio
ns

 20
07

-20
17

De
pr

es
sio

n (
Pe

rce
nt

 of
 Fe

e-f
or-

Se
rvi

ce
 M

ed
ica

re 
65

+)
20

07
-20

17
 CM

S.g
ov

 Ch
ron

ic 
co

nd
itio

ns
 20

07
-20

17
Sc

hiz
op

hr
en

ia/
Ot

he
r P

sy
ch

oti
c D

iso
rd

ers
 (P

erc
en

t o
f 

Fe
e-f

or-
Se

rvi
ce

 M
ed

ica
re 

65
+)

20
07

-20
17

 CM
S.g

ov
 Ch

ron
ic 

co
nd

itio
ns

 20
07

-20
17

Dr
ug

 Ab
us

e/S
ub

sta
nc

e A
bu

se
 (P

erc
en

t o
f F

ee
-fo

r-S
erv

ice
 

M
ed

ica
re 

65
+)

20
07

-20
17

 CM
S.g

ov
 Ch

ron
ic 

co
nd

itio
ns

 20
07

-20
17

De
pr

es
sio

n (
M

ed
ica

re 
Le

ss 
th

an
 65

)
20

07
-20

17
 CM

S.g
ov

 Ch
ron

ic 
co

nd
itio

ns
 20

07
-20

17
Dr

ug
 Ab

us
e/S

ub
sta

nc
e A

bu
se

 (M
ed

ica
re 

Le
ss 

th
an

 65
)

20
07

-20
17

 CM
S.g

ov
 Ch

ron
ic 

co
nd

itio
ns

 20
07

-20
17

Sc
hiz

op
hr

en
ia/

Ot
he

r P
sy

ch
oti

c D
iso

rd
ers

 
(M

ed
ica

re 
Le

ss 
th

an
 65

)
20

07
-20

17
 CM

S.g
ov

 Ch
ron

ic 
co

nd
itio

ns
 20

07
-20

17

Su
ici

de
 Ra

te
19

99
-20

17
 Ce

nt
ers

 fo
r D

ise
as

e C
on

tro
l a

nd
 Pr

ev
en

tio
n, 

Na
tio

na
l C

en
ter

 fo
r H

ea
lth

 St
ati

sti
cs;

 U
nd

erl
yin

g 
Ca

us
e o

f D
ea

th

Aff
ec

tiv
e M

oo
d D

iso
rd

ers
 D

isc
ha

rg
e R

ate
20

11
-20

16
 M

ich
iga

n R
es

ide
nt

 In
pa

tie
nt

 Fi
les

, D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s
Sc

hiz
op

hr
en

ia,
 Sc

hiz
oty

pa
l &

 D
elu

sio
na

l D
iso

rd
ers

 
Di

sch
arg

e R
ate

20
11

-20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
, D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s a

nd
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Dr
ug

 Ad
dic

tio
n T

rea
tm

en
t, P

erc
en

t N
ee

din
g 

bu
t N

ot 
Re

ce
ivi

ng
20

14
 Su

bs
tan

ce
 Ab

us
e a

nd
 M

en
tal

 H
ea

lth
 Se

rvi
ce

s A
dm

ini
str

ati
on

Po
or

 M
en

tal
 H

ea
lth

 on
 at

 Le
as

t 1
4 D

ay
s i

n t
he

 Pa
st 

M
on

th
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
De

pr
es

sio
n

20
14

-20
16

 M
ich

iga
n B

RF
S R

eg
ion

al;
 Lo

ca
l H

ea
lth

 D
ep

art
m

en
t E

sti
m

ate
s

Alz
he

im
er'

s D
ise

as
e D

ea
th

 Ra
te 

(2
01

5-2
01

7)
20

15
-20

17
 G

eo
co

de
d M

ich
iga

n D
ea

th
 Ce

rti
fic

ate
 Re

gis
tri

es
; V

ita
l R

ec
ord

s &
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Su
ici

de
/In

ten
tio

na
l S

elf
-H

arm
 D

ea
th

 Ra
te 

(2
01

5-2
01

7)
20

15
-20

17
 G

eo
co

de
d M

ich
iga

n D
ea

th
 Ce

rti
fic

ate
 Re

gis
tri

es
; V

ita
l R

ec
ord

s &
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Ch
ron

ic 
Lo

we
r R

es
pir

ato
ry 

Di
se

as
e D

ea
th

 Ra
te 

(2
01

5-2
01

7)
20

15
-20

17
 G

eo
co

de
d M

ich
iga

n D
ea

th
 Ce

rti
fic

ate
 Re

gis
tri

es
; V

ita
l R

ec
ord

s &
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Po
or

 M
en

tal
 H

ea
lth

 D
ay

s
20

16
 Be

ha
vio

ral
 Ri

sk
 Fa

cto
r S

ur
ve

illa
nc

e S
ys

tem

Population

Di
sco

nn
ec

ted
 Yo

ut
h A

ge
 16

-24
20

10
-20

14
 M

ea
su

re 
of 

Am
eri

ca
So

m
e C

oll
eg

e
20

12
-20

16
 Am

eri
ca

n C
om

m
un

ity
 Su

rve
y, 

5-y
ea

r e
sti

m
ate

s
Ch

ild
ren

 in
 Si

ng
le-

Pa
ren

t H
ou

se
ho

lds
20

12
-20

16
 Am

eri
ca

n C
om

m
un

ity
 Su

rve
y, 

5-y
ea

r e
sti

m
ate

s
Inc

om
e I

ne
qu

ali
ty

20
12

-20
16

 Am
eri

ca
n C

om
m

un
ity

 Su
rve

y, 
5-y

ea
r e

sti
m

ate
s

Po
ve

rty
: In

div
idu

als
 Li

vin
g B

elo
w 

Po
ve

rty
 Le

ve
l 

in 
Pa

st 
12

 M
on

th
s

20
13

-20
17

 Am
eri

ca
n C

om
m

un
ity

 Su
rve

y 5
-Ye

ar 
Es

tim
ate

s (
Ta

ble
: D

P0
3)

Di
sa

ble
d P

ers
on

s U
nd

er 
Ag

e 6
5

20
13

-20
17

 U
.S.

 Ce
ns

us
 Bu

rea
u, 

Am
eri

ca
n C

om
m

un
ity

 Su
rve

y (
AC

S) 
an

d P
ue

rto
 Ri

co
 Co

m
m

un
ity

 Su
rve

y 
(P

RC
S),

 5-
Ye

ar 
Es

tim
ate

s

A
PP

EN
D

IC
E

S



beaumont.org/chna

Strategies Appendices

A
PP

EN
D

IC
E

S

161

Appendix CKey health indicator sources  •Appendix C
Ca

te
go

ry
Pu

bl
ic 

he
alt

h 
in

di
ca

to
r 

So
ur

ce

Population
Hi

gh
 Sc

ho
ol 

Gr
ad

ua
tio

n
20

14
-20

15
 ED

Fa
cts

Di
sa

bil
ity

20
14

-20
16

 M
ich

iga
n B

RF
S R

eg
ion

al;
 Lo

ca
l H

ea
lth

 D
ep

art
m

en
t E

sti
m

ate
s

Po
ve

rty
: C

hil
dr

en
 El

igi
ble

 fo
r F

ree
 Lu

nc
h

20
15

-20
16

 N
ati

on
al 

Ce
nt

er 
for

 Ed
uc

ati
on

 St
ati

sti
cs

Un
em

plo
ym

en
t R

ate
 16

+
20

16
, L

oc
al 

Ar
ea

 U
ne

m
plo

ym
en

t S
tat

ist
ics

 pr
og

ram
 of

 th
e B

ur
ea

u o
f L

ab
or

 St
ati

sti
cs

Po
ve

rty
: S

tu
de

nt
s E

lig
ibl

e f
or

 Fr
ee

 or
 Re

du
ce

d P
ric

ed
 Lu

nc
h

20
16

 Ce
nt

er 
for

 Ed
uc

ati
on

al 
Pe

rfo
rm

an
ce

 In
for

m
ati

on
 

Po
ve

rty
: C

hil
dr

en
 in

 Po
ve

rty
20

16
 Sm

all
 Ar

ea
 In

co
m

e a
nd

 Po
ve

rty
 Es

tim
ate

s
Inc

om
e -

 M
ed

ian
 H

ou
se

ho
ld 

Inc
om

e
20

16
 Sm

all
 Ar

ea
 In

co
m

e a
nd

 Po
ve

rty
 Es

tim
ate

s
Hi

gh
 Sc

ho
ol 

Dr
op

ou
ts

20
17

 Ce
nt

er 
for

 Ed
uc

ati
on

al 
Pe

rfo
rm

an
ce

 In
for

m
ati

on
Po

ve
rty

: A
ll P

eo
ple

 in
 Po

ve
rty

20
17

 Ce
ns

us
 Bu

rea
u, 

Sm
all

 Ar
ea

 In
co

m
e a

nd
 Po

ve
rty

 Es
tim

ate
s

Ch
ild

ren
 w

ith
 a 

Su
bs

tan
tia

ted
 In

cid
en

t o
f C

hil
d A

bu
se

 
an

d/
or

 N
eg

lec
t

20
17

 M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 an
d H

um
an

 Se
rvi

ce
s, 

Ch
ild

ren
's 

Pro
tec

tiv
e S

erv
ice

s

Preventable Hospitalizations

Pre
ve

nt
ab

le 
Ho

sp
ita

l S
tay

s -
 D

isc
ha

rg
e R

ate
 pe

r 1
00

0 
M

ed
ica

re 
En

rol
lee

s w
ith

 Am
bu

lat
or

y C
are

 Se
ns

itiv
e 

Ho
sp

ita
liz

ati
on

s
20

15
 D

art
m

ou
th

 At
las

 of
 H

ea
lth

 Ca
re

AL
OS

 - A
ve

rag
e L

en
gt

h o
f S

tay
 fo

r A
m

bu
lat

or
y C

are
 

Se
ns

itiv
e H

os
pit

ali
za

tio
ns

20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
 cr

ea
ted

 by
 th

e D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Am
bu

lat
or

y C
are

 Se
ns

itiv
e H

os
pit

ali
za

tio
ns

 
(Pe

rce
nt

 of
 Al

l H
os

pit
ali

za
tio

ns
)

20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
 cr

ea
ted

 by
 th

e D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Am
bu

lat
or

y C
are

 Se
ns

itiv
e H

os
pit

ali
za

tio
ns

 
(R

ate
 pe

r 1
0,0

00
 Po

pu
lat

ion
)

20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
 cr

ea
ted

 by
 th

e D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Co
ng

es
tiv

e H
ea

rt 
Fa

ilu
re 

(R
ate

 of
 Am

bu
lat

or
y C

are
 

Se
ns

itiv
e H

os
pit

ali
za

tio
ns

) 
20

16
 M

ich
iga

n R
es

ide
nt

 In
pa

tie
nt

 Fi
les

 cr
ea

ted
 by

 th
e D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s a

nd
 H

ea
lth

 St
ati

sti
cs,

 
M

ich
iga

n D
ep

art
m

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s
Ch

ron
ic 

Ob
str

uc
tiv

e P
ulm

on
ary

 D
ise

as
e  

(R
ate

 of
 Am

bu
lat

or
y C

are
 Se

ns
itiv

e H
os

pit
ali

za
tio

ns
)

20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
 cr

ea
ted

 by
 th

e D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Ba
cte

ria
l P

ne
um

on
ia 

(R
ate

 of
 Am

bu
lat

or
y C

are
 Se

ns
itiv

e 
Ho

sp
ita

liz
ati

on
s)

20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
 cr

ea
ted

 by
 th

e D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Di
ab

ete
s D

iag
no

se
s, 

Ag
e 2

0+
 (R

ate
 of

 Am
bu

lat
or

y C
are

 
Se

ns
itiv

e H
os

pit
ali

za
tio

ns
)

20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
 cr

ea
ted

 by
 th

e D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Ce
llu

liti
s (

Ra
te 

of 
Am

bu
lat

or
y C

are
 Se

ns
itiv

e 
Ho

sp
ita

liz
ati

on
s)

20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
 cr

ea
ted

 by
 th

e D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Gr
an

d M
al 

& 
Ot

he
r E

pil
ep

tic
 Co

nd
itio

ns
  

(R
ate

 of
 Am

bu
lat

or
y C

are
 Se

ns
itiv

e H
os

pit
ali

za
tio

ns
)

20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
 cr

ea
ted

 by
 th

e D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

As
thm

a (
Ra

te 
of 

Am
bu

lat
ory

 Ca
re 

Se
ns

itiv
e H

os
pit

ali
za

tio
ns

)
20

16
 M

ich
iga

n R
es

ide
nt

 In
pa

tie
nt

 Fi
les

 cr
ea

ted
 by

 th
e D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s a

nd
 H

ea
lth

 St
ati

sti
cs,

 
M

ich
iga

n D
ep

art
m

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s
De

hy
dr

ati
on

 (R
ate

 of
 Am

bu
lat

or
y C

are
 Se

ns
itiv

e 
Ho

sp
ita

liz
ati

on
s)

20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
 cr

ea
ted

 by
 th

e D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

http://beaumont.org/chna


2019 Community Health Needs Assessment 

Strategies

162

Ca
te

go
ry

Pu
bl

ic 
he

alt
h 

in
di

ca
to

r 
So

ur
ce

Preventable 
Hospitalizations

Co
nv

uls
ion

s (
Ag

e <
 18

 Ye
ars

) (R
ate

 of
 Pe

dia
tri

c A
m

bu
lat

or
y 

Ca
re 

Se
ns

itiv
e H

os
pit

ali
za

tio
ns

)
20

16
 M

ich
iga

n R
es

ide
nt

 In
pa

tie
nt

 Fi
les

 cr
ea

ted
 by

 th
e D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s a

nd
 H

ea
lth

 St
ati

sti
cs,

 
M

ich
iga

n D
ep

art
m

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

Ot
he

r A
m

bu
lat

or
y C

are
 Se

ns
itiv

e C
on

dit
ion

s (
Ra

te)
20

16
 M

ich
iga

n R
es

ide
nt

 In
pa

tie
nt

 Fi
les

 cr
ea

ted
 by

 th
e D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s a

nd
 H

ea
lth

 St
ati

sti
cs,

 
M

ich
iga

n D
ep

art
m

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

Prevention

Di
ab

eti
c S

cre
en

ing
 - M

ed
ica

re
20

14
 D

art
m

ou
th

 At
las

 of
 H

ea
lth

 Ca
re

M
am

m
og

rap
hy

 Sc
ree

nin
g -

 M
ed

ica
re

20
14

 D
art

m
ou

th
 At

las
 of

 H
ea

lth
 Ca

re
Br

ea
st 

Ca
nc

er 
Sc

ree
nin

g A
mo

ng
 W

om
en

 40
 Ye

ars
 an

d O
lde

r
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
Ce

rvi
ca

l C
an

ce
r S

cre
en

ing
 Am

on
g W

om
en

 
18

 Ye
ars

 an
d O

lde
r

20
14

-20
16

 M
ich

iga
n B

RF
S R

eg
ion

al;
 Lo

ca
l H

ea
lth

 D
ep

art
m

en
t E

sti
m

ate
s

Pro
sta

te 
Ca

nc
er 

Sc
ree

nin
g A

m
on

g M
en

 50
 Ye

ars
 an

d O
lde

r
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
Co

lor
ec

tal
 Ca

nc
er 

Sc
ree

nin
g A

m
on

g A
du

lts
 

50
 Ye

ars
 an

d O
lde

r
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s

No
 D

en
tal

 Vi
sit

s i
n P

as
t Y

ea
r- P

rop
or

tio
n o

f A
du

lts
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
Va

cci
na

tio
n -

 Ad
ult

 Im
m

un
iza

tio
ns

 Ag
e 6

5 Y
ea

rs 
an

d O
lde

r
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s
HI

V T
es

tin
g A

m
on

g A
du

lts
 Ag

ed
 18

-64
 Ye

ars
20

14
-20

16
 M

ich
iga

n B
RF

S R
eg

ion
al;

 Lo
ca

l H
ea

lth
 D

ep
art

m
en

t E
sti

m
ate

s

Va
cci

na
tio

n -
 Fu

lly
 Im

m
un

ize
d T

od
dle

rs,
 Ag

e 2
20

17
 M

ich
iga

n D
ep

art
m

en
t o

f H
ea

lth
 an

d H
um

an
 Se

rvi
ce

s, 
Di

vis
ion

 of
 Im

m
un

iza
tio

n, 
M

ich
iga

n C
are

 
Im

pr
ov

em
en

t R
eg

ist
ry

Blo
od

 Le
ad

 Le
ve

l - 
Te

sti
ng

 of
 Ch

ild
ren

 Ag
es

 1-
2

20
17

 M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 an
d H

um
an

 Se
rvi

ce
s, 

Ch
ild

ho
od

 Le
ad

 Po
iso

nin
g P

rev
en

tio
n 

Pro
gr

am
 

Blo
od

 Le
ad

 Le
ve

l - 
Te

sti
ng

 of
 Ch

ild
ren

 Ag
es

 1-
2 o

n M
ed

ica
id

20
17

 M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 an
d H

um
an

 Se
rvi

ce
s, 

Ch
ild

ho
od

 Le
ad

 Po
iso

nin
g P

rev
en

tio
n 

Pro
gr

am
 

Va
cci

na
tio

n -
 Pe

rce
nt

 of
 Ch

ild
ren

 W
ho

 H
av

e O
ne

 or
 M

ore
 

W
aiv

ers
 (K

ind
erg

art
en

 an
d G

rad
e 7

)
20

18
 M

ich
iga

n C
are

 Im
pr

ov
em

en
t R

eg
ist

ry

Cancers

Ca
nc

er 
Pre

va
len

ce
 (P

erc
en

t o
f F

ee
-fo

r-S
erv

ice
 M

ed
ica

re)
20

07
-20

17
 CM

S.g
ov

 Ch
ron

ic 
co

nd
itio

ns
 20

07
-20

17

Pro
sta

te 
Gl

an
d (

Inv
as

ive
 Ca

nc
er 

Inc
ide

nc
e)

20
11

-20
15

 M
ich

iga
n R

es
ide

nt
 Ca

nc
er 

Inc
ide

nc
e F

ile
; D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s &

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Lu
ng

 an
d B

ron
ch

us
 (In

va
siv

e C
an

ce
r I

nc
ide

nc
e)

20
11

-20
15

 M
ich

iga
n R

es
ide

nt
 Ca

nc
er 

Inc
ide

nc
e F

ile
; D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s &

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Br
ea

st 
(In

va
siv

e C
an

ce
r I

nc
ide

nc
e)

20
11

-20
15

 M
ich

iga
n R

es
ide

nt
 Ca

nc
er 

Inc
ide

nc
e F

ile
; D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s &

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Co
lon

 an
d R

ec
tu

m
 (In

va
siv

e C
an

ce
r I

nc
ide

nc
e)

20
11

-20
15

 M
ich

iga
n R

es
ide

nt
 Ca

nc
er 

Inc
ide

nc
e F

ile
; D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s &

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Ot
he

r C
an

ce
rs 

(In
va

siv
e C

an
ce

r I
nc

ide
nc

e)
20

11
-20

15
 M

ich
iga

n R
es

ide
nt

 Ca
nc

er 
Inc

ide
nc

e F
ile

; D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s &
 H

ea
lth

 St
ati

sti
cs,

 
M

ich
iga

n D
ep

art
m

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

Appendix C •  Key health indicator sources
A

PP
EN

D
IC

E
S



beaumont.org/chna

Strategies Appendices

A
PP

EN
D

IC
E

S

163

Ca
te

go
ry

Pu
bl

ic 
he

alt
h 

in
di

ca
to

r 
So

ur
ce

Cancers
Ca

nc
ers

, A
ll -

 In
cid

en
ce

20
11

-20
15

 St
ate

 Ca
nc

er 
Pro

file
s, 

Na
tio

na
l C

an
ce

r I
ns

tit
ut

e (
CD

C)
Br

ea
st 

Ca
nc

er 
Inc

ide
nc

e
20

11
-20

15
 St

ate
 Ca

nc
er 

Pro
file

s, 
Na

tio
na

l C
an

ce
r I

ns
tit

ut
e (

CD
C)

Co
lon

 Ca
nc

er 
Inc

ide
nc

e 
20

11
-20

15
 St

ate
 Ca

nc
er 

Pro
file

s, 
Na

tio
na

l C
an

ce
r I

ns
tit

ut
e (

CD
C)

Lu
ng

 Ca
nc

er 
Inc

ide
nc

e
20

11
-20

15
 St

ate
 Ca

nc
er 

Pro
file

s, 
Na

tio
na

l C
an

ce
r I

ns
tit

ut
e (

CD
C)

Pro
sta

te 
Ca

nc
er 

Inc
ide

nc
e

20
11

-20
15

 St
ate

 Ca
nc

er 
Pro

file
s, 

Na
tio

na
l C

an
ce

r I
ns

tit
ut

e (
CD

C)
Br

ea
st 

Ca
nc

er 
Inc

ide
nc

e (
M

ed
ica

re)
20

11
-20

15
 St

ate
 Ca

nc
er 

Pro
file

s, 
Na

tio
na

l C
an

ce
r I

ns
tit

ut
e (

CD
C)

Co
lon

 Ca
nc

er 
Inc

ide
nc

e (
M

ed
ica

re)
20

11
-20

15
 St

ate
 Ca

nc
er 

Pro
file

s, 
Na

tio
na

l C
an

ce
r I

ns
tit

ut
e (

CD
C)

Lu
ng

 Ca
nc

er 
Inc

ide
nc

e (
M

ed
ica

re)
20

11
-20

15
 St

ate
 Ca

nc
er 

Pro
file

s, 
Na

tio
na

l C
an

ce
r I

ns
tit

ut
e (

CD
C)

Ca
nc

er 
(M

ali
gn

an
t N

eo
pla

sm
s) 

Di
sch

arg
e R

ate
20

11
-20

16
 M

ich
iga

n R
es

ide
nt

 In
pa

tie
nt

 Fi
les

, D
ivi

sio
n f

or
 Vi

tal
 Re

co
rd

s a
nd

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

Ne
op

las
m

s, 
Be

nig
n a

nd
 U

ns
pe

cifi
ed

 N
atu

re 
Di

sch
arg

e R
ate

20
11

-20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
, D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s a

nd
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Ca
nc

er 
(Pe

rce
nt

 of
 Al

l A
du

lts
)

20
14

-20
16

 M
ich

iga
n B

RF
S R

eg
ion

al;
 Lo

ca
l H

ea
lth

 D
ep

art
m

en
t E

sti
m

ate
s

Ca
nc

ers
, A

ll -
 D

ea
th

 Ra
te

19
99

-20
16

 CD
C W

ON
DE

R O
nli

ne
 D

ata
ba

se
; C

om
pr

es
se

d M
or

tal
ity

 Fi
le 

19
99

-20
16

Ca
nc

er 
De

ath
 Ra

te
20

15
-20

17
 G

eo
co

de
d M

ich
iga

n D
ea

th
 Ce

rti
fic

ate
 Re

gis
tri

es
; V

ita
l R

ec
ord

s &
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Ca
nc

er 
Ag

e-A
dju

ste
d M

or
tal

ity
 (2

01
7 T

op
 5 

Ca
us

es
)

20
17

 G
eo

co
de

d M
ich

iga
n D

ea
th

 Ce
rti

fic
ate

 Re
gis

try
. D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s &

 H
ea

lth
 St

ati
sti

cs,
 

M
ich

iga
n D

ep
art

m
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Infectious Conditions/Diseases

Se
pt

ice
m

ia 
(H

os
pit

ali
za

tio
n D

isc
ha

rg
e R

ate
)

20
11

-20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
, D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s a

nd
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Pn
eu

m
on

ia 
(H

os
pit

ali
za

tio
n D

isc
ha

rg
e R

ate
)

20
11

-20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
, D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s a

nd
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

Inf
ec

tio
us

 an
d P

ara
sit

ic 
Di

se
as

es
 Ex

ce
pt

 Se
pt

ice
m

ia 
(H

os
pit

ali
za

tio
n D

isc
ha

rg
e R

ate
)

20
11

-20
16

 M
ich

iga
n R

es
ide

nt
 In

pa
tie

nt
 Fi

les
, D

ivi
sio

n f
or

 Vi
tal

 Re
co

rd
s a

nd
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

HI
V P

rev
ale

nc
e A

ge
 13

+
20

15
 N

ati
on

al 
Ce

nt
er 

for
 H

IV/
AID

S, 
Vir

al 
He

pa
tit

is,
 ST

D, 
an

d T
B P

rev
en

tio
n

Ch
lam

yd
ia 

Inc
ide

nc
e

20
15

 N
ati

on
al 

Ce
nt

er 
for

 H
IV/

AID
S, 

Vir
al 

He
pa

tit
is,

 ST
D, 

an
d T

B P
rev

en
tio

n

AID
S D

ea
th

 Ra
te

20
15

-20
17

 G
eo

co
de

d M
ich

iga
n D

ea
th

 Ce
rti

fic
ate

 Re
gis

tri
es

; V
ita

l R
ec

ord
s &

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

Pn
eu

m
on

ia 
& 

Infl
ue

nz
a D

ea
th

 Ra
te

20
15

-20
17

 G
eo

co
de

d M
ich

iga
n D

ea
th

 Ce
rti

fic
ate

 Re
gis

tri
es

; V
ita

l R
ec

ord
s &

 H
ea

lth
 St

ati
sti

cs,
 M

ich
iga

n 
De

pa
rtm

en
t o

f H
ea

lth
 &

 H
um

an
 Se

rvi
ce

s

Se
pt

ice
m

ia 
De

ath
 Ra

te
20

15
-20

17
 G

eo
co

de
d M

ich
iga

n D
ea

th
 Ce

rti
fic

ate
 Re

gis
tri

es
; V

ita
l R

ec
ord

s &
 H

ea
lth

 St
ati

sti
cs,

 M
ich

iga
n 

De
pa

rtm
en

t o
f H

ea
lth

 &
 H

um
an

 Se
rvi

ce
s

HI
V -

 N
ew

 D
iag

no
se

s A
ge

 13
+

20
16

 Ce
nt

ers
 fo

r D
ise

as
e C

on
tro

l a
nd

 Pr
ev

en
tio

n
ST

D 
Inc

ide
nc

e f
or

 Yo
ut

h, 
Ag

es
 15

-19
20

15
 N

ati
on

al 
Ce

nt
er 

for
 H

IV/
AID

S, 
Vir

al 
He

pa
tit

is,
 ST

D, 
an

d T
B P

rev
en

tio
n

Appendix CKey health indicator sources  •Appendix C

http://beaumont.org/chna


2019 Community Health Needs Assessment 

Strategies

164

Appendix D Focus group and interview participants  
and category represented

FO
CU

S G
RO

UP
 

Pa
rti

cip
an

t o
rg

an
iza

tio
n 

na
m

e
Pu

bl
ic 

he
alt

h
M

ed
ica

lly
 

un
de

rs
er

ve
d

Lo
w-

in
co

m
e

Ch
ro

ni
c d

ise
as

e 
ne

ed
s

 M
in

or
ity

A
C

C
ES

S
 

X
X

X
X

A
m

er
ic

an
 H

ea
rt

 A
ss

oc
ia

tio
n 

 
X

X
X

X

A
ra

b
 A

m
er

ic
an

 a
nd

 C
ha

ld
ea

n 
C

ou
nc

il 
(A

C
C

)
 

X
X

X
X

A
ss

is
ta

nc
e 

Le
ag

ue
 o

f S
ou

th
ea

st
er

n 
M

ic
hi

g
an

 
X

X
X

X

B
ea

um
on

t 
H

ea
lth

  
 

X
X

 
 X

 
X

 

B
ea

um
on

t 
H

ea
lth

 
X

X
X

X

B
ea

um
on

t 
C

hi
ld

 a
nd

 A
d

ol
es

ce
nt

 H
ea

lth
 C

en
te

r 
 

X
X

X
X

B
ea

um
on

t 
C

hi
ld

 a
nd

 A
d

ol
es

ce
nt

 H
ea

lth
 C

en
te

r
X

X
X

X
X

B
ea

um
on

t 
H

ea
lth

 F
am

ily
 M

ed
ic

in
e

 
X

X
X

X

B
ea

um
on

t 
H

ea
lth

 F
am

ily
 M

ed
ic

in
e 

 
X

X
X

X

B
ea

um
on

t 
H

ea
lth

 
X

X
X

X

B
ea

um
on

t 
H

ea
lth

 
X

X
X

X

B
ea

um
on

t 
H

ea
lth

 
X

X
X

X

B
ea

um
on

t 
H

ea
lth

 
X

X
X

X

B
ea

um
on

t 
H

ea
lth

 a
nd

 F
itn

es
s 

C
en

te
r, 

St
. C

la
ir 

Sh
or

es
 

 
 

X
 

B
ea

um
on

t,
 D

ea
rb

or
n

 
X

 
X

 

B
ea

um
on

t,
 G

ro
ss

e 
Po

in
te

 
X

X
X

X

B
ea

um
on

t,
 W

ay
ne

 
X

X
X

X

B
ea

um
on

t 
H

ea
lth

, G
en

er
at

io
ns

 S
en

io
r 

Pr
og

ra
m

 
X

X
X

X

B
ot

sf
or

d
 C

om
m

on
s,

 A
 B

ea
um

on
t 

C
om

m
un

ity
 

X
X

X
X

C
A

RE
 H

ou
se

 o
f O

ak
la

nd
 C

ou
nt

y
 

 
 

X
 

C
A

RE
 o

f S
.E

. M
I

 
X

X
X

X

C
ity

 o
f A

ub
ur

n 
H

ill
s 

 
 

X
X

 

C
ity

 o
f F

ar
m

in
g

to
n 

H
ill

s
 

X
X

X
X

C
ity

 o
f F

ar
m

in
g

to
n 

H
ill

s 
Se

ni
or

 S
er

vi
ce

s
 

X
X

X
X

C
ity

 o
f H

ar
p

er
 W

oo
d

s
 

 
X

 
X

C
ity

 o
f S

te
rli

ng
 H

ei
g

ht
s 

Se
ni

or
 C

en
te

r
 

 
X

X
X

C
ity

 o
f T

re
nt

on
 

 
X

X
X

C
ity

 o
f T

re
nt

on
 

X
X

X
X

C
ity

 o
f W

ay
ne

 
X

X
X

X

C
ity

 o
f W

es
tla

nd
 

 
X

 
X

C
ity

 o
f W

es
tla

nd
, C

om
m

un
ity

 D
ev

el
op

m
en

t
 

X
X

 
X

A
PP

EN
D

IC
E

S

No
te

: D
up

lic
at

es
 o

f o
rg

an
iza

tio
n 

na
m

e 
re

pr
es

en
t d

ist
in

ct 
in

di
vid

ua
ls.



beaumont.org/chna

Strategies Appendices

A
PP

EN
D

IC
E

S

165

Appendix DFocus group and interview participants  
and category representedAppendix D

FO
CU

S G
RO

UP
 

Pa
rti

cip
an

t o
rg

an
iza

tio
n 

na
m

e
Pu

bl
ic 

he
alt

h
M

ed
ica

lly
 

un
de

rs
er

ve
d

Lo
w-

in
co

m
e

Ch
ro

ni
c d

ise
as

e 
ne

ed
s

 M
in

or
ity

C
la

w
so

n 
Se

ni
or

 C
en

te
r

 
X

X
X

X

C
om

m
is

si
on

 o
f A

g
in

g
 

X
X

X
X

C
om

m
un

ity
 F

ou
nd

at
io

n 
fo

r 
So

ut
he

as
t 

M
ic

hi
g

an
 

X
 

 
 

C
om

m
un

ity
 F

ou
nd

at
io

n 
fo

r 
So

ut
he

as
t 

M
ic

hi
g

an
 

X
X

 
X

C
om

m
un

ity
 L

iv
in

g
 S

er
vi

ce
s

 
X

X
X

X

C
ov

en
an

t 
C

om
m

un
ity

 C
ar

e
 

X
X

X
X

D
ea

rb
or

n 
Pu

b
lic

 S
ch

oo
ls

 
 

X
 

X

D
ow

nr
iv

er
 C

om
m

un
ity

 C
on

fe
re

nc
e

 
 

X
 

 

D
ow

nr
iv

er
 L

in
ke

d
 G

re
en

w
ay

s
 

 
X

 
X

El
d

er
ca

re
 a

t 
C

oa
ch

 S
to

p
 M

an
or

 
X

X
X

X

Fa
rm

in
g

to
n 

Fa
rm

er
s’

 M
ar

ke
t

 
X

X
X

X

Fa
rm

in
g

to
n 

H
ill

s 
H

ea
lth

 C
om

m
is

si
on

 
X

X
X

X

Fa
rm

in
g

to
n 

H
ill

s 
H

ea
lth

 C
om

m
is

si
on

 
X

X
X

X

Fa
rm

in
g

to
n 

H
ill

s 
N

at
ur

e 
C

en
te

r
 

 
X

 
X

Fe
rn

d
al

e 
Pr

id
e

 
X

X
X

X
Fi

sh
 &

 L
oa

ve
s/

 C
hr

is
tN

et
Sh

el
te

r/
 S

t .
 P

au
l U

ni
te

d
 C

hu
rc

h/
 

Ta
yl

or
 M

in
is

te
riu

m
 

X
X

X
X

G
le

an
er

s 
C

om
m

un
ity

 F
oo

d
 B

an
k 

of
 S

ou
th

ea
st

 M
ic

hi
g

an
 

X
X

X
X

G
et

hs
em

an
e 

B
ap

tis
t 

C
hu

rc
h

 
X

X
X

X

G
ro

ss
e 

Po
in

te
 C

ha
m

b
er

 o
f C

om
m

er
ce

 
 

 
 

X

G
ro

ss
e 

Po
in

te
 N

ew
s

 
 

 
 

 

G
ro

ss
e 

Po
in

te
 P

ub
lic

 S
ch

oo
l S

ys
te

m
 

 
X

 
X

H
ar

p
er

 W
oo

d
s 

O
ut

re
ac

h 
C

oa
lit

io
n 

 
 

X
 

X

H
ea

lth
y 

D
ea

rb
or

n 
 

 
X

 
X

H
en

ry
 F

or
d

 V
ill

ag
e

 
 

 
 

X

H
op

e 
C

lin
ic

X
X

X
X

X

Li
g

ht
 H

ou
se

 H
om

e 
M

is
si

on
 

 
X

 
 

M
ac

om
b

 C
ou

nt
y 

EM
S 

M
ed

ic
al

 C
on

tr
ol

 A
ut

ho
rit

y
 

X
X

X
X

M
et

ro
 H

ea
lth

 F
ou

nd
at

io
n

 
X

X
X

X

M
et

ro
 S

ol
ut

io
ns

, I
nc

.
 

X
X

 
X

M
ic

hi
g

an
 H

ou
se

 o
f R

ep
re

se
nt

at
iv

es
 

X
X

X
X

N
at

io
na

l K
id

ne
y 

Fo
un

d
at

io
n 

of
 M

ic
hi

g
an

 
X

X
X

X

No
te

: D
up

lic
at

es
 o

f o
rg

an
iza

tio
n 

na
m

e 
re

pr
es

en
t d

ist
in

ct 
in

di
vid

ua
ls.

http://beaumont.org/chna


2019 Community Health Needs Assessment 

Strategies

166

Appendix D Focus group and interview participants  
and category represented

A
PP

EN
D

IC
E

S

FO
CU

S G
RO

UP
 

Pa
rti

cip
an

t o
rg

an
iza

tio
n 

na
m

e
Pu

bl
ic 

he
alt

h
M

ed
ica

lly
 

un
de

rs
er

ve
d

Lo
w-

in
co

m
e

Ch
ro

ni
c d

ise
as

e 
ne

ed
s

 M
in

or
ity

N
at

io
na

l K
id

ne
y 

Fo
un

d
at

io
n 

of
 M

ic
hi

g
an

 
X

X
X

X

N
ei

g
hb

or
ho

od
 C

lu
b

 
 

X
 

X

N
ei

g
hb

or
ho

od
 H

ou
se

 
X

X
X

X

O
ak

 P
ar

k 
Re

cr
ea

tio
n/

Fa
rm

er
s 

M
ar

ke
t

 
 

X
X

X

O
ak

la
nd

 F
am

ily
 S

er
vi

ce
s

 
X

X
X

X

O
ak

la
nd

 S
ch

oo
ls

 
X

X
X

X

O
ld

er
 P

er
so

ns
' C

om
m

is
si

on
 

 
 

X
 

Re
b

ui
ld

in
g

 T
og

et
he

r 
So

ut
he

as
t 

M
ic

hi
g

an
 

 
 

X
 

 

Re
g

en
cy

 H
ea

lth
ca

re
 a

 V
ill

a 
C

en
te

r
 

X
X

X
X

SE
M

C
A

 M
ic

hi
g

an
 W

or
ks

!
 

 
X

 
 

So
ut

hg
at

e 
M

ic
hi

g
an

 W
or

ks
 /

 D
ow

nr
iv

er
 C

om
m

un
ity

 
C

on
fe

re
nc

e
 

 
X

 
 

St
 P

au
l L

ut
he

ra
n 

C
hu

rc
h

 
X

X
X

X

St
. T

ho
m

as
 E

p
is

co
p

al
 C

hu
rc

h
 

X
X

X
 

St
. T

ho
m

as
 E

p
is

co
p

al
 C

hu
rc

h
 

X
X

X
X

Ta
yl

or
 H

ig
h 

Sc
ho

ol
 

X
X

X
X

Th
e 

G
ui

d
an

ce
 C

en
te

r
 

X
X

X
X

Th
e 

H
el

m
 a

t 
th

e 
B

ol
l L

ife
 C

en
te

r
 

X
X

X
X

Th
e 

Sa
lv

at
io

n 
A

rm
y 

- 
W

ay
ne

/W
es

tla
nd

 
X

X
X

X

Tr
oy

 C
om

m
un

ity
 C

oa
lit

io
n

 
 

 
 

 

Tr
oy

 P
ol

ic
e 

D
ep

ar
tm

en
t

 
X

X
X

X

Tr
oy

 S
ch

oo
l D

is
tr

ic
t

 
 

X
 

X

W
ay

ne
 C

ou
nt

y 
Pa

rk
s

 
 

X
 

X

W
ay

ne
 C

ou
nt

y 
Pa

rk
s 

 
 

X
X

X

W
ay

ne
 C

ou
nt

y 
Pu

b
lic

 H
ea

lth
X

 
 

 
 

W
ay

ne
 M

et
ro

p
ol

ita
n 

C
om

m
un

ity
 A

ct
io

n 
A

g
en

cy
 

 
X

 
 

W
ay

ne
-W

es
tla

nd
 C

om
m

un
ity

 S
ch

oo
ls

 
X

X
X

X

W
ay

ne
-W

es
tla

nd
 C

om
m

un
ity

 S
ch

oo
ls

 
X

X
X

X

W
es

te
rn

 W
ay

ne
 F

am
ily

 H
ea

lth
 C

en
te

rs
 

X
X

X
X

Ye
m

en
 A

m
er

ic
an

 B
en

ev
ol

en
t 

A
ss

oc
ia

tio
n

 
X

X
X

X

No
te

: D
up

lic
at

es
 o

f o
rg

an
iza

tio
n 

na
m

e 
re

pr
es

en
t d

ist
in

ct 
in

di
vid

ua
ls.



beaumont.org/chna

Strategies Appendices

A
PP

EN
D

IC
E

S

167

Appendix D

IN
TE

RV
IE

W
  

Pa
rti

cip
an

t o
rg

an
iza

tio
n 

na
m

e

Public health

Medically 
underserved

Low  
income

Chronic  
disease needs

 Minority

IN
TE

RV
IE

W
  

Pa
rti

cip
an

t o
rg

an
iza

tio
n 

na
m

e

Public health

Medically 
underserved

Low  
income

Chronic  
disease needs

 Minority

AC
CE

SS
 

X
X

X
X

Co
ve

na
nt

 Co
m

m
un

ity
 Ca

re
 

X
X

X
X

Am
eri

ca
n C

an
ce

r S
oc

iet
y

 
 

 
X

X
De

tro
it H

ea
lth

 D
ep

art
m

en
t

X
X

X
X

X

Am
eri

ca
n H

ea
rt 

As
so

cia
tio

n o
f S

E M
ich

iga
n

 
 

 
X

X
Di

str
ict

 15
 

 
X

 
X

Be
au

m
on

t D
ea

rb
or

n a
nd

 Fa
rm

ing
ton

 H
ills

 
X

X
X

X
Fa

rm
ing

ton
/Fa

rm
ing

ton
 H

ills
  

Co
m

m
iss

ion
 on

 Co
m

m
un

ity
.H

ea
lth

 
 

X
 

X

Be
au

m
on

t H
ea

lth
 ER

 M
ed

ici
ne

 
X

X
X

X
Gr

ea
ter

 D
etr

oit
 Ar

ea
 H

ea
lth

 Co
un

cil
 

X
X

X
X

Be
au

mo
nt

 G
ros

se
 Po

int
e a

nd
 Tr

oy
 

X
X

X
X

He
gir

a H
ea

lth
 

X
X

X
X

Be
au

m
on

t H
ea

lth
 

X
X

X
X

Isl
am

ic 
Ce

nt
er 

of 
Am

eri
ca

 
 

 
 

X

Be
au

m
on

t H
ea

lth
 

X
X

X
X

M
ac

om
b C

ou
nt

y H
ea

lth
 D

ep
art

m
en

t
X

X
X

X
X

Be
au

m
on

t H
ea

lth
 

X
X

X
X

Na
tio

na
l K

idn
ey

 Fo
un

da
tio

n o
f M

ich
iga

n
 

X
X

X
X

Be
au

m
on

t H
ea

lth
 

X
X

X
X

Oa
kla

nd
 Co

un
ty 

He
alt

h D
ivi

sio
n

X
X

X
X

X

Be
au

m
on

t H
ea

lth
 

X
X

X
X

Oa
kla

nd
 U

niv
ers

ity
 W

illi
am

 Be
au

m
on

t 
Sc

ho
ol 

of 
M

ed
ici

ne
 

X
X

X
X

Be
au

m
on

t H
ea

lth
 

X
X

X
X

Oa
kla

nd
 U

niv
ers

ity
 

X
X

X
X

Be
au

m
on

t H
ea

lth
 

X
X

X
X

NA
M

I - 
M

etr
o

 
 

 
X

 

Be
au

m
on

t H
ea

lth
 

X
X

X
X

So
ut

hw
es

t S
olu

tio
ns

 
X

X
 

X

Be
au

m
on

t H
ea

lth
 

X
X

X
X

Sta
rfi

sh
 Fa

m
ily

 Se
rvi

ce
s 

 
X

X
 

X

Be
au

m
on

t H
ea

lth
 

X
X

X
X

Un
ive

rsa
l H

ea
lth

 Se
rvi

ce
s

 
 

 
X

 

Be
au

m
on

t H
ea

lth
 

X
X

X
X

W
ay

ne
 Co

un
ty 

M
en

tal
 H

ea
lth

 Au
th

or
ity

 
X

X
X

X

Be
au

m
on

t, R
oy

al 
Oa

k
 

X
X

X
X

W
ay

ne
 Co

un
ty 

De
pa

rtm
en

t o
f H

ea
lth

X
X

X
X

X

Be
au

m
on

t T
ay

lor
, Tr

en
ton

 an
d W

ay
ne

 
X

X
X

X
W

ay
ne

 St
ate

 U
niv

ers
ity

 
X

X
X

X

Cit
y o

f D
ea

rb
or

n
 

X
X

X
X

W
es

ter
n W

ay
ne

 Fa
m

ily
 H

ea
lth

 Ce
nt

ers
 

X
X

X
X

Appendix DFocus group and interview participants  
and category represented

No
te

: D
up

lic
at

es
 o

f o
rg

an
iza

tio
n 

na
m

e 
re

pr
es

en
t d

ist
in

ct 
in

di
vid

ua
ls.

http://beaumont.org/chna


2019 Community Health Needs Assessment 

Strategies

A
PPEN

D
IC

E
S

168

Focus group summaries

Beaumont, Dearborn
The Beaumont, Dearborn focus group took  

place on March 14, 2019 at the Dearborn 

Administrative Center and included 11 

participants. The group included health agency 

administrators, local schools, and representatives 

from various community organizations. Most of 

the participants worked with at-risk populations; 

the group at large represented low-income 

populations, minorities, the medically 

underserved and populations with 

chronic diseases. 

Dearborn was described as a blended community 

that’s cohesive and close knit, and participants 

described an increasing array of changes  

in the recent three to five years. The Detroit 

metropolitan area is home to the largest 

concentration of Middle Eastern residents 

in the country, and Dearborn has the highest 

percentage of Arab residents. Participants 

discussed the most recent influx of Syrians, 

Yemeni and Palestinians as immigrants, not 

refugees, so they had different needs and access 

to health care insurance options. Participants  

said this unique diversity created a special bond. 

Neighborhood residents looked out for each 

other; there were limited bus routes, so parents 

walked their kids to school; and city workers, and 

first responders lived in the communities they 

served. A strong school system attracted families 

and there were three colleges in the community. 

Well-paying jobs attracted residents to the 

community, which had increased home values and 

created a shortage of affordable housing. There 

was construction of new housing, but mostly in 

higher price ranges that were out of range for first 

time home buyers. Participants mentioned that 

the community had fewer renters than previous

years because investors were buying and  

flipping houses, which contributed to the 

shortage of affordable housing. 

Immigrants had unique challenges because most 

did not qualify for health services, and the aging 

population had religious constraints and cultural 

family dynamics that further complicated the 

shortage of senior housing and services. 

Participants discussed the Middle Eastern 

population as aging and mirrored the needs  

of other communities in the country for assisted 

needs, housing and social connections; but there 

were also unique cultural considerations, social 

barriers and stigmas to nursing homes and senior 

living facilities. Specifically, parents stayed in 

family homes and were cared for their children 

rather than moving into group housing, and some 

activities needed to be separated by gender. 

Focus group participants shared that often family 

members lacked resources to care for seniors at 

home during work hours and to maintain social 

relationships that supported staying healthy  

and aging well. 

The discussion of health needs and barriers in the 

community centered on mental health and access 

to health care, especially for the vulnerable youth 

and senior populations. Participants discussed 

how these are linked to chronic diseases like 

diabetes, obesity and heart disease. 

Mental health
Focus group participants consistently selected 

mental health as a top need in the community. 

There was a shortage of mental health beds and 

inpatient psychiatric services, which they hoped 

would improve as Beaumont Health opened a 

new facility. The community had special needs 

around PTSD for veterans, victims of abuse and 

torture victims among the immigrant population. 

Participants stated that mental health issues 

were especially acute for the youth population  
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who needed more education in schools around 

services, childhood trauma, domestic violence 

and privacy and confidentiality to access services. 

Mental health issues were linked to substance 

abuse and addiction challenges in the community. 

Stigma around mental health diagnoses caused 

fear of people knowing that anybody in the 

family had problems, so many didn’t seek 

services. Similar stigma existed around substance 

abuse problems, and participants shared there 

was a high need around education about the risks 

of hookah smoking and opioids, especially among 

the youth. 

Access to care
Primary care, physicians and pharmacies were 

plentiful in the Dearborn area, but access to care 

was limited by lack of health coverage and high 

costs, and residents did not understand how to 

navigate the health system and coordinate care. 

Many immigrants did not have access to health 

insurance or transportation and were further 

impeded by language issues and the lack of 

culturally appropriate providers. Participants 

shared there were seniors and children in 

need of healthy foods, social engagement and 

preventive services. Transportation was often 

a barrier because bus routes were extremely 

limited, so those without access to a car were 

not able to access health services and healthy 

food options or go to work easily. Increased 

health education would also increase 

understanding of nutrition, decrease stigma 

of accessing services and talking to doctors 

and using preventive services. 

Beaumont, Farmington Hills
The Beaumont, Farmington Hills focus group 

took place on March 12, 2019 at the at the 

William Costick Activities Center and included 

14 participants. The group included health 

agency administrators, senior community 

organizers and representatives from various 

community organizations. Most of the participants 

worked with at-risk populations; the group at 

large represented low-income populations, 

minorities, the medically underserved and 

populations with chronic diseases. 

Farmington Hills was described as a safe 

community with older homes and plenty 

of green space. Seniors in the community 

were aging in place, supported by a variety of 

community programs. Focus group participants 

said the population was increasingly more diverse 

in many ways. Younger families were moving into 

the area, but most houses were older and needed 

renovations. More than a hundred languages 

were spoken in the schools, and more than  

a quarter of the entering students did not  

speak English. 

The Troy area was described as industrial with 

many businesses, Livonia was characterized by 

smaller homes and good schools, Southfield  

had low-income residents, and Plymouth and 

Northville were described as upscale and growing 

areas. Farmington Hills community programming, 

especially with seniors, was described as 

phenomenal with over 300 dedicated 

volunteers who provided support for seniors 

and special services.

The focus group discussions focused on mental 

health, health education and senior issues as  

the top intertwined barriers to better health 

in the community.
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Mental health and access to care
The focus group was concerned about the 

availability of psychiatrists as the current  

providers neared retirement age and the impact 

of Beaumont’s planned move of services to 

Dearborn. They shared that inpatient services 

were already lacking, and there was concern 

about stress to seniors and caregivers when 

services were moved even farther away. Services 

for the senior population were frequently 

mentioned as a top health need as well as 

support for their caregivers. Participants shared 

the belief that mental health needs were 

connected to substance abuse, crime, suicide 

and dementia, and the community needed 

services for involuntary psych admissions. First 

responders needed resources and education to 

address mental health needs. There was concern 

about the impending legalization of marijuana 

and the impact it would have on children.

Education and access to services
Participants believed that increased education 

correlates to making better health choices,  

and the lack of health education was a barrier  

on multiple fronts. Uninsured and underinsured 

residents were using the Emergency Departments 

for non-urgent care, and many did not have 

primary care physicians or use preventive 

services. Residents struggled with hunger, 

lack of healthy foods and poor nutritional  

choices, especially among the vulnerable youth 

and senior populations. Language barriers and 

fear also prevented non-documented residents 

from seeking services, complicated by different 

cultural perceptions of health and mistrust. 

Beaumont, Grosse Pointe
The Beaumont, Grosse Pointe focus group took 

place on March 12, 2019 at the Neighborhood 

Club Rec & Wellness Center and included 14 

participants. The group included health agency 

administrators, medical professionals, and 

representatives from various community 

organizations. Most of the participants worked 

with at-risk populations; the group at large 

represented low-income populations, minorities, 

the medically underserved and populations  

with chronic diseases.

Focus group participants indicated the area 

had huge disparities across five distinct 

communities and over 14 business districts.  

The Grosse Pointe community was described  

as a unique, tight knit community near the lake, 

growing in diversity, with people discovering the 

community and that despite the perception, “not 

all homes are mansions.” Participants stated that 

the area is a great place to raise a family, with 

great schools, parks and services all located near, 

but not in, the city. In this area there were few 

multi-generational families but still an aging 

community. The area of Harper Woods was 

diverse with more investor owned rental homes 

and younger commuter families moving into the 

area. The area east of Detroit was a community 

described by participants as having all rental 

homes, lots of students, limited green space  

and a questionable school system. Participants 

indicated significant income disparities varying 

block to block. In some areas, community 

members worked multiple jobs just to remain 

working class and may have to choose between 

paying for food and medications. Residents 

who lived here tended to commute into the 

city of Detroit, or in some cases Grosse Pointe, 

despite the limited public transportation routes. 

Participants mentioned there were needs in 
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east Detroit, but it was more difficult to 

get funding as resources were focused 

on downtown Detroit.

Mental health and substance abuse
The participants discussed many health related 

issues and needs in the community revolving 

mainly around mental health, substance abuse 

and prevention services for teens. Mental health 

resources tended to be scarce, particularly after 

crises; there was low awareness that such therapy 

and counseling services existed. A lack of 

provider acceptance of Medicaid was a growing 

concern in this area. Contributing factors for  

a large substance abuse problem facing the 

community were believed to be the shortage of 

services and awareness; cocaine, heroin, opioid 

addiction and alcohol were most prevalent.  

The elderly and teen populations faced mental 

health and substance abuse issues in part due  

to isolation and loneliness; the effects were 

compounded by technology, a lack of safe  

spaces for people to gather, limited public 

transportation and a rise in crime and violence. 

Access to care
There were traditional factors for the health issues 

and needs of this community as well as cultural 

factors, including a mistrust of the health care 

system. The focus group mentioned that 

immigrants feared they would be turned in to  

the government if they were to seek any services. 

The growing diversity of the population meant 

language barriers presented greater difficulties  

to seeking preventive services, particularly in the 

teen population. The disparity created a general 

lack of knowledge of what health care services 

were available. The gap to meet the needs of this 

community was widened by a shortage of primary 

care doctors and advocates and limited free or 

low-cost options provided by the community. 

Focus group participants indicated that cultural 

and generational mistrust of the health care 

system contributed to an increase in chronic 

health conditions such as diabetes, heart disease, 

and high blood pressure (hypertension). 

Beaumont, Royal Oak
The Beaumont, Royal Oak focus group took place 

on March 12, 2019 at the Beaumont Health and 

Wellness Center and included eight participants. 

The group included health and social service 

agency administrators, health care professionals, 

advocacy groups and representatives from various 

community organizations. Most of the participants 

worked with at-risk populations; the group at 

large represented low-income populations, 

minorities, the medically underserved, and 

populations with chronic diseases. 

The focus group participants described the 

community served by Beaumont, Royal Oak as 

very diverse overall but with clear delineations 

between the towns and communities where the 

diverse populations live. The participants shared 

that the town of Oak Park had a large African 

American population as well as a large Orthodox 

Jewish population. The community that includes 

the town of Ferndale had a sizable LGBTQ 

population and included a higher proportion  

of people who are transgender or intersex. The 

Troy area had a larger population of Asian Indian 

and Chaldean people as well a large immigrant 

community. In addition, there was economic 

disparity in the Royal Oak community. The 

participants described the towns of Bloomfield 

Hills and Birmingham as very well-known wealthy 

communities which border communities primarily 

occupied by the working poor and people who 

couldn’t afford their medications. In some cases, 

this income disparity was described as having 

“mansions just across the street” from less 

affluent neighborhoods. The focus group 
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emphasized that 80-85% of students in some 

school districts were in the free/reduced lunch 

program. The large number of seniors in the 

community was also noted by the participants.

The community was described as vibrant and 

engaged via philanthropy and volunteerism. 

Residents were very active and used the 

numerous trails, bike paths and outdoor activities 

available in the area. The focus group stated that 

Oakland County had high literacy rates and a 

strong safety net of public/private social services 

which operated collaboratively. The participants 

discussed the migration of Detroit city residents 

who had moved into the community and the 

large number of children who attended school  

in the area but did not live in the community due 

to school choice. It was noted that there was a 

resurgence of jobs and real estate development 

in the area, but the infrastructure to support this 

growth has not kept up. 

The discussion of health needs and barriers in the 

community centered on access to healthy foods 

and obesity, mental health and addiction, as well 

as transportation and cost of health care services. 

Access to healthy foods and obesity
The focus group participants expressed concern 

about the lack of healthy foods available and  

the food choices made by community members. 

They were especially concerned about access to 

healthy food for the elderly and children. Grocery 

stores did not stock healthy choices, and schools 

did not provide healthy food. They discussed the 

cost of healthy food and limited choices available 

in low-income neighborhoods. It was noted that 

assistance programs did not have enough funding 

to provide children and families with healthy food 

choices. The free lunch program in school lacked 

nutritional value despite messaging in schools 

about healthy choices. The participants discussed 

the link between lack of healthy food and 

childhood obesity, which they indicated was  

on the rise in their community. They stated  

a need for childhood obesity programs.

Mental health and addiction
The group were concerned about childhood 

adverse events and their impact on mental health 

needs in the community. They stated that issues 

of childhood trauma and adverse events were 

prevalent everywhere in the community. 

Participants discussed a need for trauma informed 

response within the community and within the 

schools, as well as mental health programs for 

at-risk youth. There was concern about the 

prevalence of mental health issues among the 

elderly and the LGBTQ populations. There was  

a stigma around mental health throughout the 

community; anxiety and depression were more 

openly discussed, but there was still a stigma 

around seeking medical care for mental health 

services. The participants indicated a need for 

mental health assessments as part of preventative 

medical visits. However, the group discussed 

concern about the community’s capacity 

(providers/services) to address mental health  

if stigma were decreased and people began 

seeking mental health services.

The focus group also discussed substance abuse 

and addiction in the community. Cocaine and 

alcohol were the most prevalent issues, but 

opioids were an issue as well. The group 

discussed opioid addiction was a prescribing 

issue with a different addict profile, thus needing 

different interventions. Stigma was also an issue 

that impacted community residents who may 

have sought care for addiction due to the 

perception of “addicts.” The participants stated a 

need for addiction services, including detox beds 

and community support services once discharged 

from an inpatient addiction treatment program. 

The group felt the medical community didn’t  
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have a meaningful response to the opioid issue  

or support for long term issues it presented. 

There were some, but not enough, programs  

to address addiction and recovery; care was 

fragmented and uncoordinated. Participants  

were concerned about elderly people who may 

have substance abuse issues and the impact 

of vaping and marijuana use by children.

Transportation and cost of care
Availability of transportation was a barrier  

to achieving improved health status in this 

community. There was not a comprehensive, 

reliable, public transportation system. Cost 

of health services and insurance were barriers 

to receiving health care. Transportation for  

the elderly was also an issue; senior centers 

provided transportation, but lack of flexibility  

was a problem.

The focus group discussed cost of care as  

a barrier to improved health status in the 

community. Cost of health care services and the 

cost of insurance was a barrier to receiving health 

care services. Out of pocket cost of care was 

certainly a barrier for those without insurance,  

but for the community members who could  

afford health care insurance, high deductibles  

and copays prevented them from seeking care. 

The cost to providers caring for Medicaid patients 

was also a barrier, as many providers would limit 

the number of Medicaid patients they accepted 

due to unfavorable rates. Services such as 

behavioral health and prescriptions copays were 

unaffordable even to those with insurance, 

including those with Medicare coverage. 

Beaumont, Taylor
The Beaumont, Taylor focus group included  

eight participants. The group included health 

agency administrators, medical professionals  

and representatives from various community 

organizations. Most of the participants worked 

with at-risk populations; the group at large 

represented low-income populations, minorities, 

the medically underserved and populations  

with chronic diseases. 

Focus group participants described the Taylor 

community as a socioeconomically diverse, down-

to-earth, “meat and potatoes” kind of place with 

a mix of both rural and urban cities “downriver” 

from Detroit. This area had a vibrant and diverse 

tax base and had transcended its reputation of 

working class “Taylor Tucky.” Not only was the 

area socioeconomically diverse, with newer 

condos and businesses in Taylor in contrast to 

the extreme poverty in areas such as River Rouge  

and Ecorse, it was also ethnically diverse. The 

Lincoln Park area was increasing in Mexican  

and Hispanic culture, as well as those of African 

American and Middle Eastern decent. Taylor  

was the largest city downriver, but also had the 

highest concentration of low-income housing  

east of the Mississippi with long wait lists. 

Families sought the better school district  

of Taylor as compared to southwest Detroit.

Participants consistently identified stigma  

and “demonization” of poor people, along with 

the stress of maintaining basic needs, as the 

intertwined top barriers to better health in the 

community. It was stated these resulted in high 

rates of mental health and opioid and alcohol 

abuse. They described a shortage of mental 

health providers, made worse by fear, mistrust 

and confusion of navigating the health care 

system. Participants indicated that many residents 

would delay care until health crisis before seeking 
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care for chronic conditions. Other barriers 

to health included hunger and lack of access 

to nutritious food with a high number of fast  

food restaurants or gas stations as a source  

of affordable food. The discussion of top health 

needs in the community centered around opioid 

and substance abuse, the reach and scope of 

mental health resources and lack of coordination 

and focus on preventive care services as 

contributors to chronic disease.

Mental health
The participants discussed mental health 

resources in the community, noting they were 

limited and inconsistent, regardless of insurance 

status, partly due to the state closure of the 

psychiatric hospital. Available services focused  

on counseling and preventive services, leaving 

a gap in moderate to severe mental health 

services. Skilled nursing and long term care 

facilities were the only available resources for 

adults recovering from mental health acute events 

or substance abuse detoxification, yet participants 

indicated this was not the appropriate site for that 

type of services. Participants also indicated a lack 

of Hispanic cultural sensitivity and awareness  

by local mental health providers which led to 

significant outmigration of care to Detroit, or 

Troy and Bloomfield Hills if residents had means. 

Lack of mental health services for adolescents 

was also noted, with higher rates of anxiety 

and home instability for those aged 14-18 years. 

Finally, the group stated there was an increased 

demand for mental health services and increased 

difficulty finding providers with the proper  

mental health credentials. 

Lack of preventive care
The community faced a variety of access to care 

issues which may have contributed to the high 

prevalence of chronic illness. Physician shortages, 

lack of free and low cost primary care options, 

lack of Spanish speaking providers and 

transportation issues were challenges for the 

community. The group discussed a variety of 

health issues faced by the community including 

asthma, diabetes, hypertension and other chronic 

illnesses made worse by the lack of knowledge 

and difficulty of navigating the health system. The 

group indicated the low health literacy, education 

and awareness of the benefit of early intervention 

and preventive wellness screenings. The group 

believed that for some Hispanic and African 

American residents there was a mistrust or sense 

of unfamiliarity with local providers which created 

a barrier to seek treatment. Lack of reliable public 

transportation and bus line “opts out” of routes 

or locations prohibited residents from receiving 

preventive care. Participants believed there to  

be a shortage of primary care professionals, 

specifically identifying dental services. 

Beaumont, Trenton
The Beaumont, Trenton focus group took place  

on March 13, 2019 at the Trenton City Hall 

Council Chambers and included 12 participants. 

The group included an elected official, local 

churches, health and social service agency 

administrators and representatives from various 

community organizations. Most of the participants 

worked with at-risk populations; the group at 

large represented low-income populations, 

minorities, the medically underserved and 

populations with chronic diseases. 

The focus group participants described the 

community served by Beaumont, Trenton as a 

tight-knit community that is part of the “outer 

ring” suburbs of Detroit. The community was very 

established and contained older homes that were 

affordable compared to other Detroit suburbs. 

The community was primarily working class 

with people that both lived and worked in the 
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community. The population was growing older, 

with younger people having moved out of the 

community and the number of school-aged 

children decreasing. Many of the elderly 

population had aged in place or moved into 

the increasing number of assisted living facilities. 

The community was mainly white, multi-ethnic 

but primarily Christian with a strong faith 

community. Ethnic diversity existed among 

smaller neighborhoods, but it was noted that 

there was a larger Hispanic population in 

Lincoln Park and Islamic population in Southland.

This area is part of a collection of suburban cities 

and townships in Wayne County south of Detroit 

commonly referred to as “Downriver.” In this area, 

industrial (mostly steel) industries had moved  

out and there was an effort to revitalize the area, 

especially downtown Trenton. Despite the overall 

aging trend of the community, some younger 

people moved back to the area with their families 

attracted to the affordable housing, easy access 

to downtown Detroit, a waterfront and proximity 

to a large nature preserve. The Downriver 

communities were very cohesive and worked 

collaboratively to address the issues they faced. 

The community still faced challenges including 

generational poverty, lack of grocery stores, lack 

of walkability, lack of public transportation and 

trouble attracting business that would continue  

to draw a younger population to the area. 

The discussion of health needs and barriers in the 

community centered around social isolation and 

mental health, obesity and health eating/activity, 

substance abuse, as well as access to care.

Social isolation and mental health
The focus group participants discussed social 

isolation and its impact on the mental health 

community members. They noted the growing 

proportion of elderly, many who were aging  

in place and living alone, which contributed 

to depression in the older population. They also 

discussed the limited amount of social activities 

for all ages (outside of those centered around 

local hockey leagues) contributing to social 

isolation within their community. The participants 

felt there was a lack of opportunities and places 

for social interaction, especially those that are 

accessible to community members without  

access to a vehicle. They noted a prevalence of 

depression and mental illness in their community. 

Obesity and healthy eating/activity
Participants were concerned about the rate of 

obesity in their community. They noted the link 

between obesity and their aging population 

resulted in greater rates of chronic conditions 

such as diabetes and cardiovascular disease. 

They discussed the historical culture of the 

Downriver communities as not including healthy 

eating and choosing processed/unhealthy 

food over fruits or vegetables . Lack of grocery 

stores and the affordability of fast food in the 

community were contributing to the prevalence 

of obesity. The focus group also stated residents 

did not engage in regular physical activity which 

contributed to obesity and chronic conditions. 

Additionally, the area did not have the 

infrastructure to support safe, 

walkable communities.

Substance abuse
The focus group discussed the prevalence  

of substance abuse in the community. There  

were high smoking rates and alcohol abuse 

among the Downriver communities. Addiction  

to heroin and opioids were a problem in this 

community. Participants were concerned about 

prescription drug abuse among young people 

due to sports injuries and older people who may 

not be aware their medications contain opioids.
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Access to care
The focus group participants identified insurance 

status and cost as a barrier to improving health 

status in the community. There were a number  

of uninsured people in the community but 

also a large number of underinsured people. 

Underinsured people, while having insurance 

coverage, still could not afford the copays or 

costly medications. Those with insurance coverage 

struggled with navigating the health care system 

and using preventive and/or primary care; they relied 

on the Emergency Department for convenience. 

Beaumont, Troy
The Beaumont, Troy focus group took place  

on March 11, 2019 at the Beaumont Medical  

Park Outpatient Center and included  

11 participants. The group included health  

and social service agency administrators,  

health care professionals, advocacy groups  

and representatives from various community 

organizations. Most of the participants worked 

with at-risk populations; the group at large 

represented low-income populations, minorities, 

the medically underserved and populations  

with chronic diseases. 

Focus group participants described the 

community served by Beaumont, Troy as ethnically 

and linguistically diverse with a growing refugee 

and immigrant population. The second largest 

Arabic population outside of Dearborn resided in 

the area. The community housed a large student 

population due to the presence of four nearby 

universities, and seniors increasingly aged in  

place due to its walkability, thriving downtown 

and recreational trails. 

The population was predominantly affluent,  

white collar and highly educated, but pockets  

of poverty were present. Participants described 

Auburn Hills as primarily a business community 

with disconnected residential pockets. Several 

company headquarters in the automotive, 

manufacturing, industrial, technology and 

research sectors resided in the area creating  

a surplus of high paying jobs. The shifting 

demographics in the community increased 

demand for translation, EMS and senior services. 

The focus group discussion centered on access 

to care issues, chronic disease management, 

mental and behavioral health and 

environmental barriers to health.

Access to Care
Low-income and uninsured residents faced 

significant access to care issues. Participants 

discussed the lack of affordable dental and 

specialty care and felt that additional pediatric 

dentistry, ophthalmology, orthopedics and senior 

services were needed. Low-income residents 

often prioritized basic needs over health needs 

and faced financial barriers in paying for care, 

even with insurance. Providers increasingly limited 

the number of Medicaid patients they accepted, 

leaving this population with few options for care. 

Patients often used the emergency department 

as a lower cost alternative for primary care and 

chronic disease management. Participants shared 

that the community faced high rates of asthma, 

cardiovascular disease, diabetes and obesity. 

Physical access to health care providers was 

limited by the inadequate public transportation 

system and posed a barrier to properly managing 

chronic illnesses.

The refugee and immigrant population 

experienced additional challenges in seeking  

and receiving care due to cultural and language 

barriers and a general mistrust of providers. This 

population lacked the necessary knowledge to 

successfully navigate the complex health care and 

social services landscape. Participants suggested 

that poor coordination and communication 
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among providers posed a major barrier to  

health in the community and further impacted 

patient care.

Mental and behavioral health
Mental and behavioral health emerged as a 

major need in the community. Anxiety, depression   

and youth suicide was on the rise. The growing 

refugee and immigrant population struggled  

with trauma and PTSD and required specialized 

services to meet their needs. Stigma around 

mental health conditions, especially among the 

elderly, Asian, and Arabic populations, prevented 

people from seeking help for depression and 

other common conditions. 

Social isolation among seniors and high rates  

of substance abuse (i.e., drugs, smoking, alcohol, 

opioids) further exacerbated the prevalence  

of mental health issues in the community. The 

legalization of recreational marijuana concerned 

participants who feared it might negatively impact 

youth and vulnerable groups in the population.

Focus group participants felt that mental health 

services were lacking and could not meet the 

growing demand. Increased access to inpatient 

and outpatient therapy, substance abuse 

counseling and psychiatric providers were 

needed, especially for low-income and  

uninsured residents. 

Environmental barriers
Environmental conditions in the community posed 

an additional barrier to health. Issues around 

adequate and affordable housing abounded. 

Participants shared that the community lacked 

low-income and subsidized senior housing to 

meet residents’ needs. Local rent prices had 

increased dramatically, making it cheaper to own 

a home rather than rent in some portions of the 

community. Low-income neighborhoods lacked 

the means to properly abate lead, mold and

asbestos in older homes, creating inadequate 

living conditions that can lead to high rates  

of asthma and lead poisoning in children.

Hunger and limited access to healthy and 

nutritious food was prevalent among the low-

income population. Local food pantries struggled 

to provide fresh foods due to inadequate storage 

infrastructure. Focus group participants discussed 

that even when fresh food was available, people 

often did not choose it or lacked the necessary 

knowledge to prepare it properly. 

Beaumont, Wayne 
The Beaumont, Wayne focus group took place  

on March 15, 2019 at the HYPE Western Wayne 

Recreation Center and included 23 participants. 

The group included health agency administrators, 

medical professionals, and representatives from 

various community organizations. Most of the 

participants worked with at-risk populations;  

the group at large represented low-income 

populations, minorities, the medically 

underserved and populations with 

chronic diseases.

Focus group participants described the Wayne 

community as a socioeconomically diverse, 

“tough and stubborn” blue collar community  

of Midwesterners who valued history and strong 

family values. They had seen an increase in ethnic 

and language diversity influenced mostly by 

Middle Eastern, West African and Albanian 

residents. Described as a “commuter city,” many 

traveled into Wayne for work in primarily the auto, 

health and education industries, with an older 

community of seniors who chose to age in place. 

The community itself is home to beautiful parks 

and the Lower Rouge Parkway walking trail 

system. Surrounding the city of Wayne was 

a ring of older ranch style homes and many 

affordable starter homes.
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However, pockets existed with high rental prices, 

which possibly contributed to the statistic that 

Wayne had the third highest rate of student 

homelessness. Referring back to the 

socioeconomic diversity, Canton had higher 

incomes while North Wayne had lower, and many 

community resources existed to help the lower 

income communities – free clinics, shelters, 

transportation, scholarships, camps – and free or 

reduced school lunch had risen from 15% to 68%.

Mental health and substance abuse
The participants discussed mental health 

resources in the community, noting a shortage  

of outpatient providers for screenings and 

evaluations. Anxiety, depression and bipolar 

disorders appeared as most prevalent. 

Participants believed these may be a leading 

factor in a large dependency on drugs and 

alcohol in the community, drugs such as opioids, 

heroine, marijuana, methamphetamine, fentanyl, 

acid and various forms of alcohol. 

Isolation
Social and elderly isolation were becoming more 

prevalent due to a reliance on technology to 

communicate and connect, replacing human 

connection. The lack of public transportation and 

language barriers limited the possibility of human 

connection, particularly for the growing elderly 

community. In lower income North Wayne and 

Inkster, a lower level of education and literacy 

existed, due in part to the nonexistence of a 

school system in Inkster, for example. Single 

parent homes may not have had many options  

for their children to develop peer relationships,  

as there was a focus on work in order to provide 

the necessities. 

Lack of prevention 
The isolation due to lack of public transportation 

limited the ability for most residents to seek 

preventive care and education. There appeared 

to be a lack of such knowledge resources. Many 

of the existing nutritional and care habits had 

been passed down from the elderly generation 

without access to updated information. 

In combination with lower incomes, the 

same health care issues continued to repeat 

themselves. Growing language diversity 

compounded this issue. While there were free 

or reduced fee services, the lack of knowledge 

and accessibility to those resources continued 

to prevent residents from accessing them. As 

a result of these factors, residents were not able 

to afford or gain access to more nutritional food 

choices, instead opting for the easy and more 

affordable option of fast food. High health care 

costs and lack of knowledge prevented most 

residents from having access to preventive care; 

participants felt this lack of knowledge and access 

led to an increase in chronic health conditions 

including: chronic obstructive pulmonary disease, 

diabetes, congestive heart failure, obesity and 

cancer, among others. 
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Interview summary
As part of the CHNA process, Beaumont Health completed 40 key informant interviews with 

community members who represented public health, low-income populations, minorities, the 

medically underserved and populations with chronic diseases. Participants included public health 

and social service agency administrators, community leaders and key Beaumont Health leaders. 

For a list of participating organizations see Appendix D.

Appendix E Appendix EFocus group and interview summaries  
for Beaumont Health

Beaumont hospital market Interviews completed

Dearborn 26
Farmington Hills 18

Grosse Point 17
Royal Oak 21

Taylor 17
Trenton 14

Troy 19
Wayne 19

Note: The same interview may have counted 
for multiple markets. Interviews completed 
are out of a total 40 interviews. 

Interviews completed by hospital market
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Total

Access to Care - Coordination of Care/Resources X X X X X X X X 8

Access to Care - Cost X X X X X X X X 8

Access to Care - Insurance Status X X X X X X X X 8

Access to Care - Medications X X X X X X X X 8

Access to Care - Mental Health X X X X X X X X 8

Access to Care - Other X X X X X X X X 8

Access to Care - Preventive Care X X X X X X X X 8

Access to Care - Primary Care X X X X X X X X 8

Access to Care - Specialty Care X X X X X X X X 8

Conditions/Diseases - Anemia X X X X X X X X 8

Conditions/Diseases - Cancer X X X X X X X X 8

Conditions/Diseases - Cardiovascular Disease X X X X X X X X 8

Conditions/Diseases - COPD X X X X X X X X 8

Conditions/Diseases - Diabetes X X X X X X X X 8

Conditions/Diseases - Obesity X X X X X X X X 8

Interview themes by hospital market

Chart continued on next page.

Note: A value of X indicates that a theme was mentioned  
by at least one of the interviews for a market
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Total

Conditions/Diseases - Other X X X X X X X X 8

Cultural/Religious Barriers X X X X X X X X 8

Disability X X X X X X X X 8

Education X X X X X X X X 8

Employment X X X X X X X X 8

Environment - Food X X X X X X X X 8

Environment - Housing X X X X X X X X 8

Environment - Transportation X X X X X X X X 8

Health Behaviors X X X X X X X X 8

Health Education/Literacy X X X X X X X X 8

Homelessness X X X X X X X X 8

Immigrant/Undocumented/Refugee Status X X X X X X X X 8

Income X X X X X X X X 8

Language Barriers X X X X X X X X 8

Maternal and Child Health X X X X X X X X 8

Maternal and Child Health - Child Mortality X X X X X X X X 8

Maternal and Child Health - Infant Mortality X X X X X X X X 8

Mental Health X X X X X X X X 8

Other X X X X X X X X 8

Physical Activity X X X X X X X X 8

Substance Abuse - Alcohol X X X X X X X X 8

Substance Abuse - Other X X X X X X X X 8

Substance Abuse - Smoking X X X X X X X X 8

Trust in Providers X X X X X X X X 8

Access to Care - Dental Care X X X X X X X 7

Environment - Violence X X X X X X X 7

Health Status X X X X X X X 7

Conditions/Diseases - Sexually Transmitted 
Diseases X X X X X X 6

Environment - Air Quality X X X X X X 6

Access to Care - Preventable Hospitalizations X X X X X 5

Maternal and Child Health - Teen Pregnancy X X X X X 5

Conditions/Diseases - Asthma X X X 3

Policy and Government X X X 3

Environment - Lead X X 2

Conditions/Diseases - Cerebrovascular Disease X X

Conditions/Diseases -  
Chronic Lower Respiratory Disease X X

Social Isolation X X

Note: A value of X indicates that a theme was mentioned by at least one of the interviews for a market
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Beaumont Health is conducting a Community Health Needs Assessment (CHNA) survey to better 

understand the health concerns and needs in the community.  The information obtained from the CHNA

will be used in the development of an action plan to improve the health of local community members 

in Macomb, Oakland, Wayne counties where Beaumont Health has a presence.

Your responses to the survey are optional and anonymous.  Any information collected will be reported 

in summary only. 

The survey is open until March 31, 2019.

Overview

Beaumont Health CHNA
Survey

1. What are the biggest health issues or concerns in your community? (Check all that apply)

Asthma/lung disease

Cancer

Diabetes

HIV/AIDS

Heart Disease

Mental Health/depression/suicide

Obesity

Substance Abuse

Stroke

I don't know

Other (please specify)

1

Overview

Beaumont Health  
CHNA survey
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2. What keeps people in your community from seeking medical treatment? (Check all that apply)

Lack of insurance

Unable to pay co-pays

Health services too far away

Cultural or religious beliefs

Fear (not ready to face health problem)

Don't understand the need to see doctor

Transportation problems

Child Care problems

No appointments available

Too long of a wait at the doctor's office

No access to primary care physicians/doctors

Language barrier/do not speak my language

Don't know how to find doctors

None/no barriers

I don't know

Other (please specify)

3. When you imagine a strong, vibrant, healthy community, what are the most important

features to you? (Please choose up to 5)

*

Public safety

Health care services

Mental health services

Clean environment

Good childcare

Affordable housing

Economic opportunities

Livable wages

Drug &amp; alcohol free communities

Diverse population

Recreation resources, like parks and playgrounds

Youth services

Good schools

Walkable, bike friendly communities

Access to healthy food choices

Sense of community

Senior services

Access to public transportation

Other (please specify)

2
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4. What health screenings or education/information services are needed in your community?

(Check all that apply)

Cancer

Cholesterol

Blood pressure

Heart disease

Diabetes

Dental screenings

Disease outbreaks

Substance abuse

Nutrition

Exercise/physical activity

Emergency preparedness

Eating disorders

Falls prevention

HIV/sexually transmitted diseases

Mental health

Vaccination/immunizations

Prenatal care

Other (please specify)

5. If you or someone in your family were ill and required medical care, where would you go?

(Check one)

*

Doctor's office

Clinic

Hospital emergency department

Walk-in/urgent care center

Health department

Would not seek care

Other (please specify)

3
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6. Where do you and your family get most of your health information? (Check all that apply)

Family or friends

Newspaper/Magazines

Library

Internet

Doctor/health professional

Television

Hospital

Health department

Radio

Religious organization

School

Other (please specify)

7. Have you had a routine physical exam in the past two years?

Yes

No

8. In what ZIP code is your home located? (enter 5-digit ZIP code; for example, 48034 or 48221)

9. In what county do you currently live?

Macomb

Oakland

Wayne

Monroe

Other (please specify)

4
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10. What category below includes your age?

Under 18

18-29

30-39

40-49

50-59

60-69

70-79

80-89

90+

11. Are you Hispanic, Latino/a or Spanish origin?

Yes

No

12. What is your race?

African American/Black

Caucasian/White

Asian

Hispanic

American Indian/Alaska Native

Native Hawaiian/Pacific Islander

Other

5

13. What is your highest level of education?

K-8

Some high school

High school graduate

Technical School

Some College

College graduate

Graduate School

Doctorate

14. Do you have health insurance?

Yes

No

No, but I did at an earlier time/previous job

6

We value your input and thank you for your responses.
Thank You

We value your input and thank you for your responses.
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StrategiesAppendix G •  Prioritization session participants

Beaumont Health 2019 Community Health Needs Assessment 
Prioritization Session Representatives • June 11, 2019
Rebecca Austin, Health Promotion Specialist - 
Beaumont Health
Suzanne Berschback, Project Manager, 
Healthy Communities - Beaumont Health
Caira Boggs, Community Health Program Manager -  
Beaumont Health
Kristen Cavender, VP, Operations - Beaumont, Grosse Pointe
David Claeys, President - Beaumont, Dearborn  
and Farmington Hills
Cynthia Cook, Special Programs Manager -  
Beaumont Health
Jeff Cook, Director, Child & Adolescent Health -  
Beaumont Health
Colleen Cooper, Health Promotion Specialist -  
Beaumont Health
Kristine Donahue, Chief Nursing Officer -  
Beaumont, Taylor
Jeanette Driver, Regional Community Affairs Manager - 
Beaumont Health
Maureen Elliott, Regional Community Affairs Manager - 
Beaumont Health
Nicole Frantz Ellis, Health Promotion Specialist -  
Beaumont Health
Sara Gleicher, Project Manager, Healthy Communities -  
Beaumont Health
Susan Grant, EVP & Chief Nursing Officer - 
Beaumont Health
Debra Guido-Allen, COO - Beaumont, Royal Oak
Lynette Ish-Green, Project Manager,  
Healthy Communities - Beaumont Health
Alicia Jackson, Community Health Program Manager -  
Beaumont Health
Dr. Sireesha Koppula, Physician Executive,  
Population Health & Payer Quality - Beaumont Health
Jose Kottoor, VP, Operations - Beaumont, Wayne 
Christine Kupovits, Director, Cancer Center -  
Beaumont, Dearborn
Thomas Lanni, COO - Beaumont, Dearborn

Amanda LaVoie, Administrator, Support Services -  
Beaumont, Troy
Mark Leonard, COO - Beaumont, Troy
Dr. James Lynch, President, Beaumont, Grosse Pointe 
and Troy
Judith McNeeley, VP, Community Affairs -  
Beaumont Health
Dr. Paul Misch, Chair, Department of Family Medicine –  
Beaumont Health
Quentin Moore, Director, Research & Evaluation,  
Community Health - Beaumont Health
Susan Muscat, Administrative Director -  
Beaumont, Trenton
Lee Ann Odom, President, Shared Services -  
Beaumont Health
Bethany Parish, Director, Cancer Center -  
Beaumont, Farmington Hills
Joan Phillips, Chief Nursing Officer, Administration Operations 
- Beaumont Health
Betty Priskorn, VP, Community Health & Outreach -  
Beaumont Health
Kevin Price, VP, Operations - Beaumont,  
Farmington Hills
Michael Roitero, Manager, Compliance - Beaumont Health
Ruth Sebaly, Project Manager, Healthy Communities -  
Beaumont Health
Mary Stahl, Senior Director, Population Health & Payer Quality 
- Beaumont Health
Nancy Susick, President - Beaumont, Royal Oak
Lindsey West, Director, Community Health - Beaumont Health
Carolyn Wilson, EVP & COO - Beaumont Health
Kari Woloszyk, Project Manager, Healthy Communities -  
Beaumont Health
Karen Wright, Director, Corporate Planning - Beaumont Health
Mary Zatina, SVP, Government Relations & Community Affairs -  
Beaumont Health
Ryan Zayance, Administrative Fellow - Beaumont Health
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Appendix HCommunity resources identified to 
potentially address significant health needsStrategies

Beaumont Community Resources 
beaumont.org/community

ACCESS (Arab Community Center for Economic and Social Services) 
accesscommunity.org

Area Agency on Aging 1-B – Helping Seniors and Their Families in Southeast Michigan 
aaa1b.org

Common Ground – Community Mental Health Additional Resources 
commongroundhelps.org/resources/additional-resources

Detroit Area Agency on Aging 
detroitseniorsolution.org

The Information Center Where to Turn Guide: A resource for residents of Southeast Michigan 
theinfocenter.info/WheretoTurnGuide

Macomb County Health Department – Health and Community Services 
health.macombgov.org/Health-Services-HealthandSafety

Michigan Department of Health & Human Services 
michigan.gov/mdhhs

National Association of Community Health Centers – Find a Community Health Center 
nachc.org

Oakland Community Health Network – Community Resources 
oaklandchn.org/index.php/access-and-elgibility/community-outreach

Oakland County Health Division 
oakgov.com/health

The Senior Alliance – Information and Assistance 
thesenioralliance.org/programs/information-assistance

United Way of Southeastern Michigan 2-1-1 
unitedwaysem.org/2-1-1

Wayne County Department of Health, Veterans & Community 
Wellness No Wrong Door Resource Tool 

waynecounty.com/departments/hhvs/wellness/provider-information.aspx

Wayne State University Physicians Group – Southeast Michigan Community Resources 
wsupgdocs.org/services/WayneStateContentPage.aspx?nd=1819

http://beaumont.org/chna
http://beaumont.org/community
http://accesscommunity.org
http://aaa1b.org
http://commongroundhelps.org/resources/additional-resources
http://detroitseniorsolution.org
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http://health.macombgov.org/Health-Services-HealthandSafety
http://michigan.gov/mdhhs
http://nachc.org
http://oaklandchn.org/index.php/access-and-elgibility/community-outreach
http://oakgov.com/health
http://thesenioralliance.org/programs/information-assistance
http://unitedwaysem.org/2-1-1
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http://wsupgdocs.org/services/WayneStateContentPage.aspx?nd=1819
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Progress of Beaumont, Dearborn 
2016 CHNA
The implementation strategy for fiscal years 2017-2019 focused on three priority health needs: 

cardiovascular disease, diabetes and obesity. Progress against these priorities for 2017 and 2018 

is summarized below. These strategies built on the programs and initiatives established in the 

2013 CHNA.

To achieve the most impact in the community it serves, Beaumont, Dearborn established Healthy 

Dearborn, a multi-year initiative that expands community access to programs and services designed 

to encourage healthy eating and active living. Healthy Dearborn has strong support and partnerships 

including the City of Dearborn, Dearborn Public Schools and more than 400 individuals including 

nonprofit staff and community members. Coalition action teams include Healthy Foods, Healthy 

Environments for Physical Activity, Healthy at Work, Healthy Schools, Health Disparities/Health Equity, 

Inclusive Health Committee for People with Disabilities, and Healthy Communications. The progress 

and outcomes for Beaumont, Dearborn are described below:

Priority 1: Cardiovascular Disease 
Goal: Decrease cardiovascular disease risk factors and prevent death from sudden cardiac arrest.

•	 In fiscal years 2017 and 2018, Beaumont, Dearborn provided heart health screening in the community 
to 4,609 individuals. The screenings consisted of blood pressure, cholesterol, glucose, stroke risk 
assessments and body mass index (BMI). All participants received counseling and information on 
their blood pressure, cholesterol and glucose. Individuals who were high risk received a phone call 
and letter to encourage follow-up care.

•	 To promote active living, Beaumont, Dearborn in partnership with Healthy Dearborn established 
walking clubs and biking programs serving 1,521 participants, physical fitness programs in community 
parks serving 850 individuals, a bike share program for the community, installation of bike racks in the 
community to promote exercise, and an annual 5K run and wellness expo.

Priority 2: Diabetes 
Goal: Decrease rate of new diabetes cases and of diabetes complications.

•	 In partnership with Gleaners Community Food Bank of Southeastern Michigan, Beaumont, Dearborn 
provided Share Our Strength’s Cooking Matters Extra for Diabetes for 98 individuals. This six-week 
class includes the Cooking Matters for Adults curricula along with specialized information throughout 
the course for adults living with diabetes, caretakers of adults living with diabetes and pre-diabetic 
adults. Outcome data indicated a 22% aggregate increase in knowledge and confidence including 
significant improvement in using nutrition facts on food labels and buying healthy foods 
on a budget for families.

Appendix I •  Evaluation of 2016 CHNA implementation strategy
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•	 Beaumont, Dearborn provided the National Diabetes Prevention Program at no cost to the 
community. This national evidence-based program from the Centers for Disease Control and 
Prevention is supported and promoted by the American Medical Association as one of the most 
effective ways to help physicians prevent or delay Type 2 diabetes in high-risk patients. This year-long 
program for those with pre-diabetes was provided to 68 individuals in the Dearborn service area in 
2017 and 2018. Participants who attended the monthly maintenance sessions following the course 
averaged a weight loss of 5.8% of initial body weight, meeting target.

•	 In partnership with the National Kidney Foundation of Michigan, Beaumont, Dearborn offered free 
of charge to the community Diabetes Personal Action Toward Health (PATH). PATH is a national 
evidence-based program for those with Type 2 diabetes and their caregivers. The program is 
designed to enhance the ability of those with diabetes to manage their disease and to work more 
effectively with their health care providers. A total of 56 individuals from the Dearborn service area 
participated in Diabetes PATH. Outcome data indicated 89% of participants were more confident 
about handling their health condition after taking the workshop and showed significant improvements 
in testing blood sugar seven days a week and exercising more than 150 minutes per week. 
Participant satisfaction with the classes was 91% (very good).

•	 Beaumont, Dearborn provided Managing Your Diabetes education to 323 individuals 
in the community.

•	 Beaumont, Dearborn provided free diabetes screening in the community to 1,468 individuals.

Priority 3: Obesity 
Goal: Decrease rate of obesity in children and adults by promoting healthy eating 
and active living behaviors.

•	 Through a KaBoom grant, a vacant lot on Dearborn’s east side was transformed into a vibrant 
area with a soccer park.

•	 Beaumont, Dearborn provided 1,060 children with the Coordinated Approach to Child Health 
(CATCH) Kids Club program, a physical activity and nutrition education program designed for 
elementary and middle-school aged children. This program has been found to be effective in 
improving physical activity and nutrition knowledge and in reducing overweight and obesity

•	 Beaumont, Dearborn provided physical and mental health services to youth in the community 
at Beaumont’s Taylor and River Rouge Teen Health Centers and through a wellness program 
at Truman High School. In the first two years of this CHNA, 2,118 students received physical 
and mental health services.

•	 Beaumont, Dearborn provided nutrition education and hands-on cooking classes through a 
partnership with Gleaners Community Food Bank of Southeastern Michigan to offer Cooking Matters 
and Cooking Matters at the Store in the community. Cooking Matters equips families with the skills 
they need to stretch their food dollars and prepare healthy meals on a budget. These popular classes 
have been attended by 452 individuals in the first two years of this CHNA. Also, 33 teens participated 
in Beaumont’s Cooking Matters for Teens class.
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•	 Beaumont, Dearborn sponsored the Dearborn Farmers Market, providing access to fresh fruits and 
vegetables to the community and supporting healthy activities such as Harvest of the Month. The 
Power of Produce program was provided to children at the market to educate children in making 
healthy eating choices. This program allows children to taste new fruits and vegetables and engage 
in activities to understand where their food comes from. It also gives children $2 to spend on fresh 
produce every time they visit the market. In 2017 and 2018 1,800 children participated in the Power 
of Produce program. Also, 638 people were served with nutrition education services and information.

•	 Beaumont Healthy Dearborn developed a Healthy Restaurant Award program in 2018. 15 restaurants 
were recognized for providing healthy meal options on their menus.

•	 Beaumont Healthy Dearborn partnered with the Dearborn Public Schools district, Wayne State 
University’s Center for Health and Community Impact, the University of Michigan-Dearborn 
Environmental Interpretive Center and ACCESS to address obesity in the schools. With support 
from the Michigan Health Endowment Fund, the team implemented a comprehensive nutrition and 
physical education program to impact obesity risk factors among K-8 grade students in eight public 
schools. The following activities were provided to students and their families in the eight participating 
schools in 2018: new school gardens; new nutrition education curricula tied to garden learning; new 
physical education curricula aimed at increasing levels of moderate to vigorous physical activity 
among K-8 students; new physical education equipment; GoNoodle Plus curricula to increase 
minutes of physical activity during regular classroom periods; family nights with physical activities 
and nutrition education aimed at families to reinforce healthy behaviors at home and schools; 
and after-school physical activity clubs. 

Progress of Beaumont, Farmington Hills 
2016 CHNA
The implementation strategy for fiscal years 2017-2019 focused on three priority health needs: 

cardiovascular disease, diabetes and obesity. Progress against these priorities for 2017 and 2018 

is summarized below. These strategies built on the programs and initiatives established in the 

2013 CHNA.

To achieve the greatest impact in the community it serves, Beaumont, Farmington Hills worked 

closely with community organizations to expand access to a wide range of programs and services. 

The progress and outcomes for Beaumont, Farmington Hills are described below:

Priority 1: Cardiovascular Disease 
Goal: Decrease cardiovascular risk factors and prevent death from sudden cardiac arrest.

•	 In fiscal years 2017 and 2018 Beaumont, Farmington Hills provided heart health screenings in the 
community to 1,427 individuals. The screenings consisted of blood pressure, cholesterol, glucose, 
stroke risk assessments and body mass index (BMI). All participants were provided counseling and 
information based on the results of their testing. Individuals who were high risk received a phone 
call and letter to encourage follow-up care.

Appendix I •  Evaluation of 2016 CHNA implementation strategy



beaumont.org/chna

Strategies Appendices

A
PP

EN
D

IC
E

S

191

•	 Beaumont, Farmington Hills provided the nationally recognized Walk with a Doc program in 
partnership with the Farmington Hills Nature Center. Walk with a Doc sessions began with a 
physician-led educational presentation on various topics related to heart disease, including diabetes 
and obesity. Educational sessions were followed by an interactive walk with the physician through 
the nature center grounds. For years 2017 and 2018, there were 269 participants in this program.

•	 During 2018, professionals from Beaumont, Farmington Hills provided heart health education 
presentations, Keeping Your Heart Young and The 20 Best Heart Healthy Habits, for 84 seniors 
attending two community-based programs. In addition, a six-session Living with Ease mindfulness 
stress reduction program, including yoga and guided meditation, served 134 community members.

Priority 2: Diabetes 
Goal: Decrease rate of new diabetes cases and of diabetes complications.

•	 During 2017 and 2018, Beaumont, Farmington Hills partnered with the National Kidney Foundation 
of Michigan and the Area Agency on Aging 1-B to provide Diabetes Personal Action Toward Health 
(PATH) education to 32 individuals who received 186 educational units of service. PATH is a national 
evidence-based program for those with Type 2 diabetes and their caregivers. This six-week, 
evidence-based program is designed to enhance participants’ confidence in their ability to manage 
their disease and work more effectively with their health care providers. Outcome data indicated 89% 
of participants were more confident about handling their health condition after taking the workshop 
and showed significant improvements in testing blood sugar seven days a week and exercising more 
than 150 minutes per week. Participant satisfaction with the classes was 91% (very good).

•	 Beaumont, Farmington Hills also provided the research-based National Diabetes Prevention Program 
for those who have pre-diabetes or are at high risk for pre-diabetes, and their caregivers. The year-
long program focuses on lifestyle changes related to healthy eating, weight loss, physical activity, 
problem solving and coping skills. In 2018, 28 community members enrolled in the program. To date, 
100% of participants have recorded their weight weekly, and the average time spent exercising 
per person per week is 147 minutes. Outcomes will be reported at the completion of the 24-28 
sessions in 2019.

•	 In a 2018 partnership with Gleaners Community Food Bank of Southeastern Michigan, Beaumont, 
Farmington Hills provided Share Our Strength’s Cooking Matters Extra for Diabetes for 22 community 
members who collectively received 103 educational units of service. Cooking Matters is an evidence-
based program recognized by the U.S. Department of Agriculture for Excellence in Nutrition 
Education. Trained staff, volunteer culinary instructors and Beaumont registered dietitians show 
participants how to purchase and prepare nutritious food in safe, healthful and tasty ways while 
stretching their food budget dollars. The six-week session curriculum features specialized information 
for adults living with diabetes, caregivers of adults living with diabetes and adults with pre-diabetes. 
Nineteen of 22 participants successfully completed the program.

•	 During 2017 and 2018, Beaumont, Farmington Hills health professionals provided interactive diabetes 
education for 240 community members attending a diabetes awareness day event, two health fairs 
and various educational presentations.

Appendix IEvaluation of 2016 CHNA implementation strategy  •

Please see next page for continuation: Progress of Beaumont, Farmington Hills; Priority 3: Obesity

http://beaumont.org/chna


2019 Community Health Needs Assessment 

Strategies

A
PPEN

D
IC

E
S

192

Priority 3: Obesity 
Goal: Decrease rate of obesity in children and adults by promoting healthy eating and 
active living behaviors.

•	 In 2018, Beaumont, Farmington Hills offered the evidence-based Cooking Matters for Adults, 
a six-week program covering nutrition, food labels, budgeting, grocery shopping and healthy food 
preparation, and Cooking Matters at the Store, a single session, 1.5 hour guided grocery store tour 
that teaches lower income adults how to get the most nutrition for their food dollars. 89.5% of 
participants successfully completed their Cooking Matters program.

•	 Beaumont, Farmington Hill’s health professionals provided interactive one-on-one nutrition 
education for 561 community members attending four community health fairs. In addition, 
75 individuals attended nutrition and weight management education classes in 2017.

•	 During 2017 and 2018, Beaumont, Farmington Hills launched Beaumont Gets Walking. Walking 
groups were established in 2017, and participants received toolkits consisting of pedometers, 
lanyards, walking logs, tip sheets and information on activities related to walking. More than 
100 individuals joined the walking groups. In 2018, an additional walking program was introduced 
in partnership with CARROT Health and Wellness. This program provides a free mobile device 
application that rewards users for walking while leading each participant incrementally to develop 
a new normal level of activity and adopt walking as a lifelong healthy habit. In 2018, 286 participants 
downloaded the app, and more than 85% opened the app daily. Beaumont, Farmington Hills users 
averaged a rate of personalized goal achievement that exceeded that of all CARROT users.

•	  In collaboration with the South Redford School District, Beaumont, Farmington Hills operates a 
school-based health center at Pierce Middle School. During 2017 and 2018, the center provided 2,471 
primary care and behavioral health visits. In addition, evidence-based programming targeted obesity 
through a focus on nutrition education, becoming “label savvy,” increasing physical activity and 
reducing screen time. The program served 136 students who collectively received 524 educational 
units of service. Students also met or exceeded outcome targets of the program.

•	 Beaumont, Farmington Hills sponsored the Farmington Farmers Market, which brings fresh fruits 
and vegetables to the community. During Farmers Markets, Beaumont, Farmington Hills provided 
free health screenings, nutrition interactive activities, heart health education and educational 
literature to approximately 3,249 individuals. During 2018, the popular Power of Produce Club (POP) 
nutrition program was added for children ages 4-12. The POP program, presented weekly from May 
to October, taught 227 children about fruits and vegetables, local food systems and healthy food 
preparation through fun activities.

•	 Beaumont, Farmington Hills provided education in the community on nutrition and healthy weights 
targeting children, adolescents, adults and seniors. These events included presentations to Head 
Start programs and faith-based organizations as well as back to school programs and health fairs 
at community libraries, city halls and other non-profit organizations. These activities reached more 
than 2,455 individuals. 
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Progress of Beaumont, Grosse Pointe 
2016 CHNA
The implementation strategy for fiscal years 2017-2019 focused on three priority health needs: 

cardiovascular disease, diabetes and obesity. Progress against these priorities for 2017 and 2018 

is summarized below. These strategies built on the programs and initiatives established in the 

2013 CHNA.

To achieve the greatest impact in the community, Beaumont, Grosse Pointe worked closely 

with community organizations to expand access to a wide range of programs and services. 

The progress and outcomes for Beaumont, Grosse Pointe are described below:

Priority 1: Cardiovascular Disease 
Goal: Decrease cardiovascular risk factors and prevent death from sudden cardiac arrest.

•	 Beaumont, Grosse Pointe, provided student heart screenings to high school students ages 13-18 to 
detect abnormal heart structure or abnormal rhythms and prevent sudden cardiac arrest. Test results 
are reviewed with parents and, if indicated, follow up is suggested. During 2017 and 2018, 183 
students were screened for heart abnormalities in the Beaumont, Grosse Pointe service area.

•	 In 2017 and 2018 Beaumont, Grosse Pointe offered heart health screening in the community to 390 
adults. The screenings consisted of blood pressure, cholesterol, glucose, stroke risk assessments 
and body mass index (BMI). All participants were provided counseling and information based on the 
results of their testing. Individuals who were high risk received a phone call and letter to encourage 
follow-up care.

•	 Health professionals from Beaumont, Grosse Pointe provided 240 hours of smoking cessation 
services to 36 individuals in the community during 2017 and 2018 to address smoking as a risk 
factor for cardiovascular disease and other conditions.

•	 During 2017 and 2018, health professionals from Beaumont, Grosse Pointe also provided 271 
community members with education on stress management through various presentations and 
panel discussions, addressing stress as a risk factor for cardiovascular disease.

•	 In 2017 and 2018, Beaumont, Grosse Pointe created support groups for those in the community with 
chronic obstructive pulmonary disease and their loved ones. These groups resulted in 244 individuals 
obtaining education about COPD as well as meeting others diagnosed with the same health 
condition to improve their breathing and their heart health.

Priority 2: Diabetes 
Goal: Decrease rate of new diabetes cases and of diabetes complications.

•	 Beaumont, Grosse Pointe provided the research-based National Diabetes Prevention Program (DPP) 
for those who have pre-diabetes or are at high risk for pre-diabetes and their caregivers. The year-
long program focuses on lifestyle changes related to healthy eating and weight loss, physical activity, 
problem solving and coping skills. In 2017 and 2018, DPP served 40 community members. Outcome 
data illustrates 91% of participants were more confident about handling their health condition with 
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significant improvements in testing blood sugar seven days a week, and 79% of participants 
exercised more than 150 minutes per week. Participant satisfaction with the classes was 91%  
“very good” in 2017 and 89% in 2018.

•	 In 2017 and 2018, in partnership with Gleaners Community Food Bank of Southeastern Michigan, 
Beaumont, Grosse Pointe provided the Share our Strength Cooking Matters Extra for Diabetes 
program for 33 community members who collectively received 185 educational units of service. 
Cooking Matters is an evidence-based program recognized by the U.S. Department of Agriculture 
for Excellence in Nutrition Education. Trained staff, volunteer culinary instructors and Beaumont 
registered dietitians showed participants how to purchase and prepare nutritious food in safe, 
healthful and tasty ways while stretching their food budget dollars. The six-week session curriculum 
featured specialized information for adults living with diabetes, caregivers of adults living with 
diabetes and adults with pre-diabetes. Participant satisfaction with the classes was “very good,” 
and outcome data indicated a significant improvement in aggregate knowledge of the above topics.

•	 During 2017 and 2018, Beaumont, Grosse Pointe health professionals provided interactive diabetes 
education for 84 community members through various educational presentations and activities

Priority 3: Obesity 
Goal: Decrease rate of obesity in children and adults by promoting healthy eating 
and active living behaviors.

•	 Beaumont, Grosse Pointe provided the nationally recognized program Walk With a Doc program 
to individuals in the community during 2017 and 2018. These walks began with a physician-led 
educational presentation on various topics related to obesity, including heart disease and diabetes. 
Educational sessions were followed by an interactive walk with the physician along the 
designated route.

•	 In 2018, an additional walking program was introduced to Beaumont, Grosse Pointe community 
members in partnership with CARROT Health and Wellness. This program provides a free mobile 
device application that rewards users for walking while leading each participant incrementally to 
develop a new normal level of activity and adopt walking as a lifelong healthy habit. 89 participants 
downloaded the CARROT app and, using personalized goals, incrementally increased their steps, 
entered contests and earned rewards.

•	 The Beaumont Health and Fitness Center of Beaumont, Grosse Pointe partnered with the St. Clair 
Shores Senior Activities Center and the Healthy St. Clair Shores Alliance of community organizations 
to hold an annual 28-day Walking Challenge. More than 925 community members participated 
in this event during 2017 and 2018.

•	 During 2017, Beaumont, Grosse Pointe partnered with the YMCA Girls on the Run program for young 
girls in grades 3-8. Running is expected to inspire and motivate girls to embrace lifelong health and 
fitness and build confidence. The Beaumont sponsorship enabled 3,000 girls to become engaged 
in the program. 
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Progress of Beaumont, Royal Oak 
2016 CHNA
The implementation strategy for fiscal years 2017-2019 focused on three priority health needs: 

cardiovascular disease, diabetes and obesity. Progress against these priorities for 2017 and 2018 

is summarized below. These strategies built on the programs and initiatives established in the 

2013 CHNA. 

To achieve the greatest impact in the community, Beaumont, Royal Oak worked closely 

with community organizations to expand access to the community of programs and services. 

The progress and outcomes for Beaumont, Royal Oak are described below:

Priority 1: Cardiovascular Disease 
Goal: Decrease cardiovascular risk factors and prevent death from sudden cardiac arrest.

•	 Beaumont, Royal Oak provided student heart screenings to high school students ages 13-18 to 
detect abnormal heart structure or abnormal rhythms and prevent sudden cardiac arrest. Test results 
are reviewed with parents and, if indicated, follow up is suggested. During 2017 and 2018, 2,221 
students were screened for heart abnormalities in the Royal Oak service area. Of these, 89 students 
were told to follow up with a physician, and 12 were told to stop playing sports pending a cardiology 
follow up.

•	 Beaumont, Royal Oak offered heart health screenings, which include blood pressure, cholesterol 
and glucose checks, at community locations to identify and counsel individuals with elevated levels. 
In 2018, 155 people received all three tests. 

•	 In 2017 and 2018 Beaumont, Royal Oak also offered the 7 for $70 heart and vascular screenings to 
1,977 adults to identify risk factors in cardiovascular disease. Seven tests were offered for the reduced 
cost of $70 including blood tests, artery testing, EKG and life style review. Results were examined 
to recommend a course of action for improved heart and vascular health for each participant. 

•	 Health professionals from Beaumont, Royal Oak provided education through presentations on 
cardiovascular health to community groups through the Beaumont Speakers Bureau. Presentations 
were made to 1,495 individuals during 2017 and 2018 in the Beaumont, Royal Oak service area. 

•	 Beaumont, Royal Oak offered Food for the Heart classes to the community. This program helps 
participants to lower cholesterol/triglycerides and blood pressure and to lose weight – all risk 
factors for cardiovascular disease. In 2017 and 2018, 108 individuals participated in the program. 

•	 Beaumont, Royal Oak offered Become Smoke Free to assist individuals in quitting smoking, a risk 
factor for cardiovascular disease. The seven-week program is led by a treatment specialist in a 
supportive environment to help participants stop smoking. The program focuses on risks associated 
with tobacco use, physical and psychological dependence on smoking, exploring personal reasons 
for smoking and strategies to manage the side effects of quitting. Lifestyle changes are also 
incorporated into this program for post-program management of a smoke free life. The program 
includes a one, three, six and 12-month follow up by a respiratory therapist. During 2017 and 2018, 
97 participants completed the program.
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•	 During 2017 and 2018, mindfulness programs were accessible through Beaumont, Royal Oak as a 
means of enhancing self-awareness and the capacity to manage distressing emotions. Benefits of the 
Mindfulness Based Stress Reduction programs included reduction of anxiety and stress and lowering 
blood pressure, which are risk factors for cardiovascular disease. In 2018, 52 people participated in 
one of the three 8-week courses, and 45 individuals participated in one of the three half-day stress 
reduction retreats offered. 

•	 Beaumont, Royal Oak offered the Women Exercising to Live Longer (WELL) program. The six-month 
exercise and risk reduction program helps women reduce their likelihood of developing heart disease 
and prevent future cardiac events by helping reduce the risk factors of sedentary lifestyle and 
obesity. During 2017 and 2018, 270 women participated in WELL and completed assessments. 

•	 In 2018, Beaumont, Royal Oak provided the Guiding Hearts Support Group to support patients, 
families and community members dealing with heart health issues; it also provided accessibility 
to education in a caring environment. 167 people participated in the support group. 

•	 Free blood pressure checks were accessible through Beaumont, Royal Oak at various venues 
throughout the community such as farmers markets, health fairs and more. In 2018, 373 people 
received blood pressure checks and appropriate education. 

Priority 2: Diabetes 
Goal: Decrease rate of new diabetes cases and of diabetes complications.

•	 Beaumont, Royal Oak provided the research-based National Diabetes Prevention Program (DPP) for 
those who have pre-diabetes or are at high risk for pre-diabetes and their caregivers. The year-long 
program focuses on lifestyle changes related to healthy eating and weight loss, physical activity, 
problem solving and coping skills. During 2018, 42 people participated in DPP. Additional behavior 
change data will be collected in 2019 as groups are completed. 

•	 In partnership with the National Kidney Foundation of Michigan, Beaumont, Royal Oak partnered 
with libraries, senior centers and community organizations to offer Diabetes Personal Action Toward 
Health (PATH) programs designed to help people living with, or at high-risk of, diabetes and their 
caregivers. This six-week evidence-based program is designed to enhance participant’s confidence 
in their ability to manage their disease and work more effectively with their health care providers. 
During 2017 and 2018, 52 individuals participated in Diabetes PATH with 36 graduates completing 
four or more sessions while providing outcome measures. Outcome data indicated 89% of 
participants were more confident about handling their health condition after taking the workshop 
and showed significant improvements in testing blood sugar seven days a week and exercising 
more than 150 minutes per week. Participant satisfaction with the classes was 91% (very good). 

•	 Health professionals from Beaumont, Royal Oak provided education through presentations 
on diabetes to community groups and individuals through the Beaumont Speakers Bureau and 
community events such as World Kidney Day. Presentations were made to 401 individuals during 
2017 and 2018 in the Beaumont, Royal Oak service area. 

•	 A diabetes support group was offered through Beaumont, Royal Oak, providing monthly sessions 
designed to improve diabetes self-management for adults with diabetes and their caregivers. 
During 2017 and 2018, the group provided help to 58 participants. 
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•	 During 2017, Managing Type 1 Diabetes in the School Setting: A Guide for Non-Medical Personnel 
in Schools online video and accompanying guide was made available to schools in the Royal Oak 
service area to provide care to students with Type 1 diabetes.

Priority 3: Obesity 
Goal: Decrease rate of obesity in children and adults by promoting healthy eating and 
active living behaviors.

•	 Beaumont, Royal Oak provided hands-on cooking classes to children six years and older through 
the Weight Control Center. This included cooking and gardening classes led by a registered dietitian 
to aid in understanding nutrition and healthy meal preparation. During 2017 and 2018, 160 kids 
participated in the classes. 

•	 In partnership with Gleaners Community Food Bank of Southeastern Michigan, Beaumont, Royal Oak 
offered Share Our Strength’s Cooking Matters for Adults, Cooking Matters for Teens and Cooking 
Matters at the Store. Cooking Matters is an evidence-based program recognized by the U.S. 
Department of Agriculture for Excellence in Nutrition Education. The six-week workshops and single 
session store tours for adults and teens equip families with the knowledge and skills they need to 
shop for and prepare healthy meals on a budget. In 2018, 89 people participated in Cooking Matters 
for Adults with 86 graduating, 84 students participated in Cooking Matters for Teens with 73 
graduating, and 48 people participated in single session grocery store tours. 

•	 In addition to Cooking Matters at the Store, Beaumont, Royal Oak Food and Nutrition Services 
offered single session grocery store tours focused on diabetes, heart health and weight management. 
In 2018, 41 people participated in the grocery store tours. 

•	 A partnership with the Oak Park Farmers’ Market began in 2018, with Beaumont, Royal Oak providing 
weekly health education on topics related to obesity, including heart disease and diabetes, and 
providing blood pressure checks. On average more than 40 individuals each week participated 
in these activities throughout the summer. 

•	 Health professionals from Beaumont, Royal Oak provided education through presentations on 
healthy eating, fitness and weight management to community groups through the Beaumont 
Speakers Bureau. Education on obesity prevention was provided to 1,694 individuals during 
2017 and 2018 in the Beaumont, Royal Oak service area. 

•	 Beaumont Children’s provided custom-built bicycles at no charge to metro Detroit children with 
special needs to promote and encourage physical activity. During 2017 and 2018, 110 bikes were 
distributed during the annual Beaumont, Royal Oak community event. 

•	 In 2017, Beaumont, Royal Oak initiated the Beaumont Gets Walking program with the mission of 
improving health, fitness and quality of life through daily physical activity. The walking program 
was initiated in collaboration with a local mall and involved 43 members in 11 groups. In 2018, 
the mall walking program grew to 63 participants and included monthly health and wellness 
education sessions and neighborhood walking groups of 110 community walkers.

•	 In 2018, the walking program expanded by adding the nationally recognized Walk With a Doc 
program. These walks began by a physician providing education on various topics related to obesity, 
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including heart disease and diabetes, followed by an interactive walk with the physician 
along a designated route. Six events were hosted in Royal Oak and Berkley with 48 walkers. 

•	 In 2018, an additional walking program was introduced to Beaumont, Royal Oak communities 
in partnership with CARROT Health and Wellness. This program provides a free mobile device 
application that rewards users for walking while leading each participant incrementally to develop 
a new normal level of activity and adopt walking as a lifelong healthy habit. 336 participants 
downloaded the CARROT app and, using personalized goals, incrementally increased their 
steps, entered contests and earned rewards.

•	 During 2018, Beaumont, Royal Oak piloted the Enhance Fitness senior exercise program in 
collaboration with the City of Berkley Parks and Recreation department. Enhance Fitness is a free, 
evidence-based fitness program that helps older adults at all levels of fitness and socioeconomic status 
become more active, energized and empowered to sustain independent lives. Beaumont, Royal Oak 
offered 13 Enhance Fitness class sessions with 21 total participants and 158 training contacts. 

Progress of Beaumont, Taylor 
2016 CHNA
The implementation strategy for fiscal years 2017-2019 focused on three priority health needs: 

cardiovascular disease, diabetes and obesity. Progress against these priorities for 2017 and 2018 

is summarized below. These strategies built on the programs and initiatives established in the 

2013 CHNA. 

To achieve the most impact in the community, Beaumont, Taylor established Healthy Taylor, a multi-year 

initiative that expands community access to programs and services designed to encourage healthy 

eating and active living. Healthy Taylor has strong support and partnerships including the City of Taylor, 

Taylor Public Schools and more than 120 individuals including nonprofit staff and community members. 

Coalition action teams include Healthy Schools, Healthy Community, Healthy Worksites and 

Communications/Marketing. The progress and outcomes for Beaumont, Taylor are described below:

Priority 1: Cardiovascular Disease 
Goal: Decrease cardiovascular disease risk factors and prevent death from sudden cardiac arrest.

•	 In 2017 and 2018, Beaumont, Taylor provided heart health screening in the community to 865 
individuals. The screenings consisted of blood pressure, cholesterol, glucose, stroke risk assessments 
and body mass index (BMI). All participants were provided counseling and information on their blood 
pressure, cholesterol and glucose. Individuals who were high risk received a phone call and letter 
to encourage follow-up care.

•	 Beaumont, Taylor launched Beaumont Gets Walking in 2017, which continued throughout 2018. 
Walking groups received toolkits to support their walking consisting of pedometers, lanyards and 
walking logs for each member along with tip sheets. A total of 913 individuals have participated 
in Beaumont Gets Walking.
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•	 In partnership with the American Heart Association, Healthy Taylor implemented the Choose Health 
program, which addresses cardiovascular health based on seven risk factors that people can improve 
through lifestyle changes: smoking; physical activity; eating better; losing weight; managing blood 
pressure and reducing blood sugar. More than 120 individuals participated in this program.

Priority 2: Diabetes 
Goal: Decrease rate of new diabetes cases and of diabetes complications.

•	 Beaumont, Taylor provided 865 individuals with diabetes screening in the community.

•	 In partnership with Gleaners Community Food Bank of Southeastern Michigan, Beaumont, Taylor 
provided Share Our Strength’s Cooking Matters Extra for Diabetes. This six-week class includes the 
Cooking Matters for Adults curricula along with specialized information throughout the course for 
adults living with diabetes, caregivers of adults living with diabetes or adults with pre-diabetes. 
About 52 individuals attended classes. Outcome data indicated a 22% aggregate increase in 
knowledge and confidence including significant improvement in using nutrition facts on food 
labels and buying healthy foods on a budget for families.

•	 Beaumont, Taylor provided the National Diabetes Prevention Program at no cost to the community. 
This national evidence-based program from the Centers for Disease Control and Prevention is 
supported and promoted by the American Medical Association as one of the most effective ways 
to help physicians prevent or delay Type 2 diabetes in high-risk patients. This year-long program for 
those with pre-diabetes or at high risk for diabetes was provided to 28 individuals in the Beaumont, 
Taylor service area in 2017 and 2018. Participants who attended the monthly maintenance sessions 
following the course averaged a weight loss of 5.8% of initial body weight, meeting target.

•	 In partnership with the National Kidney Foundation of Michigan, Beaumont, Taylor offered free 
of charge to the community Diabetes Personal Action Toward Health (PATH). PATH is a national 
evidence-based program for those with Type 2 diabetes and their caregivers. The program is 
designed to enhance the ability of those with diabetes to manage their disease and work more 
effectively with their health care providers. A total of 38 individuals from the Taylor service area 
participated in Diabetes PATH. Outcome data indicated 89% of participants were more confident 
about handling their health condition after taking the workshop and showed significant improvements 
in testing blood sugar seven days a week and exercising more than 150 minutes per week. 
Participant satisfaction with the classes was 91% (very good). 

Priority 3: Obesity 
Goal: Decrease rate of obesity in children and adults by promoting healthy eating and 
active living behaviors.

•	 Beaumont, Taylor provided nutrition education and hands-on cooking classes through a partnership 
with Gleaners Community Food Bank of Southeastern Michigan to offer Cooking Matters for Adults 
in the community and Cooking Matters at the Store. Cooking Matters equips families with the skills 
they need to stretch their food dollars and prepare healthy meals on a budget. An estimated 151 
individuals took the class, with 625 units of service provided. Participant satisfaction with the classes 
was 98% (very good). Outcome data indicated an aggregate increase in knowledge of 25% including 
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significant improvement using nutrition facts on food labels, adjusting meals to be healthier 
and confidence buying healthy foods for their family on a budget. 

•	 In the Beaumont, Taylor service area, 470 children were provided the Coordinated Approach to 
Child Health (CATCH) Kids Club program after-school and in the summer. CATCH Kids Club creates 
behavior change by enabling children to identify healthy foods and by increasing the amount of 
moderate to vigorous physical activity children engage in each day. Aggregated student outcome 
data indicated improvements in multiple measures, including a 36% increase in the consumption of 
fruits and vegetables and a small increase in exercise or participation in sports activities for at least 
20 minutes. 100% of students reported they almost always or always read nutrition labels on 
packages after participating in CATCH Kids Club for a school year. 

•	 Beaumont Healthy Taylor partnered with the American Heart Association for the Rethink Your Drink 
campaign. A total of 437 nutrition counseling sessions were provided in conjunction with the 
Beaumont Teen Health Centers with 395 student pledges to reduce the consumption of sugary 
drinks. In addition, 1,414 were given health information and fruit-infused water drinks.

•	 Beaumont, Taylor was a sponsor of the Taylor Farmers Market. The Power of Produce program 
was provided to 384 children to empower them to make healthy food choices. 

•	 Beaumont, Taylor provided the Walk With a Doc program to individuals in the community. This 
nationally recognized program was provided to 175 participants, who were provided information 
related to obesity, heart disease and diabetes followed by a walk with the physician. 

Progress of Beaumont, Trenton 
2016 CHNA
The implementation strategy for fiscal years 2017-2019 focused on three priority health needs: 

cardiovascular disease, diabetes and obesity. Progress against these priorities for 2017 and 2018 

is summarized below. These strategies built on the programs and initiatives established in the 

2013 CHNA. 

To achieve the most impact in the community, Beaumont, Trenton established Healthy Trenton, a multi-

year initiative that expands access to the community of programs and services designed to encourage 

healthy eating and active living. Healthy Trenton has strong support and partnerships including the City 

of Trenton, Trenton Public Schools and more than 120 individuals including nonprofit and community 

members. Coalition action teams include Healthy Schools, Healthy Community, Healthy Worksites, 

Health Communications and Health Marketing. The progress and outcomes for Beaumont, Trenton 

are described below:

Priority 1: Cardiovascular Disease 
Goal: Decrease cardiovascular disease risk factors and prevent death from sudden cardiac death.

•	 In fiscal years 2017 and 2018 Beaumont, Trenton provided heart health screening in the community 
to 1,728 individuals. The screenings consisted of blood pressure, cholesterol, glucose, stroke risk 
assessments and body mass index (BMI). All participants were provided counseling and information 
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on their blood pressure, cholesterol and glucose. Individuals who were high risk received 
a phone call and letter to encourage follow-up care.

•	 To promote active living, Beaumont, Trenton established walking clubs serving 2,521 participants. 
Bike racks were installed in the community to promote exercise through bike riding, and a 5K run 
and wellness expo was held in conjunction with St. Paul Lutheran Church with 300 participants. 

Priority 2: Diabetes 
Goal: Decrease rate of new diabetes cases and of diabetes complications.

•	 Beaumont, Trenton provided 1,074 individuals with diabetes screening in the community.

•	 In partnership with Gleaners Community Food Bank of Southeastern Michigan, Beaumont, Trenton 
provided Share Our Strength’s Cooking Matters Extra for Diabetes. This six-week class includes the 
Cooking Matters for Adults curricula along with specialized information throughout the course for 
adults living with diabetes, caretakers of adults living with diabetes and pre-diabetic adults. A total 
of 66 individuals attended these classes. Outcome data indicated a 22% aggregate increase in 
knowledge and confidence including significant improvement in using nutrition facts on food 
labels and buying healthy foods on a budget for families.

•	 Beaumont, Trenton provided the National Diabetes Prevention Program at no cost to the community. 
This national evidence-based program from the Centers for Disease Control and Prevention is 
supported and promoted by the American Medical Association as one of the most effective ways 
to help physicians prevent or delay Type 2 diabetes in high-risk patients. This year-long program for 
those with pre-diabetes or at increased risk of diabetes was provided to 25 individuals in the Trenton 
service area in 2017 and 2018. Participants who attended the monthly maintenance sessions following 
the course averaged a weight loss of 5.8% of initial body weight, meeting target.

•	 In partnership with the National Kidney Foundation of Michigan, Beaumont, Trenton offered free  
of charge to the community Diabetes Personal Action Toward Health (PATH). PATH is a national 
evidence-based program for those with Type 2 diabetes and their caregivers. The program is 
designed to enhance the ability of those with diabetes to manage their disease and to work more 
effectively with their health care providers. A total of 22 individuals from the Trenton service area 
participated in Diabetes PATH. Outcome data indicated 89% of participants were more confident 
about handling their health condition after taking the workshop and showed significant improvements 
in testing blood sugar seven days a week and exercising more than 150 minutes per week. Participant 
satisfaction with the classes was 91% (very good). 

Priority 3: Obesity 
Goal: Decrease rate of obesity in children and adults by promoting healthy eating 
and active living behaviors.

•	 Beaumont, Trenton launched Beaumont Gets Walking in 2017, which continued throughout 2018. 
Walking groups received toolkits to support their efforts consisting of pedometers, lanyards and 
walking logs for each member along with tip sheets. A total of 636 individuals have participated 
in Beaumont Gets Walking.
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•	 Beaumont, Trenton provided nutrition education and hands-on cooking classes through a partnership 
with Gleaners Community Food Bank of Southeastern Michigan to offer Cooking Matters for Adults 
in the community and Cooking Matters at the Store. Cooking Matters equips families with the skills 
they need to stretch their food dollars and prepare healthy meals on a budget. These classes were 
attended by 246 individuals, with 803 units of service provided. Participant satisfaction with the 
classes was 98% (very good). Outcome data indicated a 25% aggregate increase in knowledge 
and confidence including significant improvement in using nutrition facts on food labels and 
buying healthy foods on a budget for families. 

•	 In the Beaumont, Trenton service area 470 children were provided the Coordinated Approach to 
Child Health (CATCH) Kids Club program in after-school and summer programs. CATCH Kids Club 
creates behavior change by enabling children to identify healthy foods and by increasing the amount 
of moderate to vigorous physical activity children engage in each day. Aggregated student outcome 
data indicated improvements in multiple measures including a 36% increase in the consumption of 
fruits and vegetables and a small increase in exercise or participation in sports activities for at least 
20 minutes. 100% of students reported they almost always or always read nutrition labels on 
packages after participating in CATCH Kids Club for a school year. 

•	 Beaumont, Trenton provided obesity prevention related nutrition information at community events 
in the Beaumont, Trenton service area to 356 individuals, and 938 individuals received information 
about local physical activity options. 

Progress of Beaumont, Troy 
2016 CHNA
The implementation strategy for fiscal years 2017-2019 focused on three priority health needs: 

cardiovascular disease, diabetes and obesity. Progress against these priorities for 2017 and 2018 

is summarized below. These strategies built on the programs and initiatives established in the 

2013 CHNA. 

To achieve the greatest impact in the community, Beaumont, Troy worked closely with community 

organizations to expand access to a wide range of programs and services. The progress and 

outcomes for Beaumont, Troy are described below:

Priority 1: Cardiovascular Disease 
Goal: Decrease cardiovascular risk factors and prevent death from sudden cardiac arrest.

•	 Beaumont, Troy provided student heart screenings to high school students ages 13-18 to detect 
abnormal heart structure or abnormal rhythms and prevent sudden cardiac arrest. Test results are 
reviewed with parents and, if indicated, follow up is suggested. During 2017 and 2018, 390 students 
were screened for heart abnormalities in the Beaumont, Troy service area. In 2017, there were nine 
recommendations for follow up and one recommendation to stop sports pending a cardiology 
follow up. This statistic is unavailable for 2018.
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•	 Beaumont, Troy offered Quit Smoking Now! classes during 2017. Each seven-week program is led 
by a treatment specialist and offers an environment and support to help participants stop smoking, 
which is a risk factor for cardiovascular disease. The program focuses on risks associated with tobacco 
use, physical and psychological dependence on smoking, exploring personal reasons for smoking 
and strategies to manage the side effects of quitting. Lifestyle changes are also incorporated into 
this program for post program management of a smoke free life. The program includes a one, 
three, six and 12-month follow up by a respiratory therapist. In 2017, there were 19 participants 
for seven sessions. 

•	 The Beaumont Speakers Bureau provided education on cardiovascular disease, risk factors, heart 
health, treatment options and CPR. During 2017 and 2018, 614 individuals in the Beaumont, Troy 
service area received cardiovascular health education. In partnership with the Bruce/Romeo Fire 
Departments, 76 firefighters were taught to use the Lucas Device, a chest compression device to 
be used in emergency situations.

•	 During 2017 and 2018, Beaumont, Troy offered support groups with monthly meetings for education 
and support of community health. Aphasia support groups increase self-management with education 
on cardiovascular disease, stroke prevention and stroke recovery. The Cane and Able stroke support 
group provides education on cardiovascular disease and stroke prevention while helping post-stroke 
individuals with re-entry into the community. During 2017 and 2018, 483 adults participated in this 
group. Guiding Hearts support groups provide adults who have heart disease and other heart-related 
issues a holistic approach to enhance their quality of life. Physicians and other speakers are scheduled 
to speak to the group each month on various related topics. During 2017 and 2018, 251 people 
attended these groups.

•	 During 2017 and 2018, Beaumont, Troy hosted and participated in community events such as 
Keeping the Beat, Sterling Heights Healthy Living Expo, Lunch and Learns and a Healthy Living 
event: Heart, Brain, Mind and Vein Health. A total of 1,825 community members received heart 
health education through these events.

•	 In 2017 and 2018, Beaumont, Troy offered Food for the Heart classes to the community. Part I  
helps participants lower cholesterol/triglycerides, blood pressure and lose weight, all risk factors  
for cardiovascular disease. Part II includes education about the impact of sodium and vitamins  
to the heart together with healthy decisions for dining out. Six classes were held with 101  
people participating. 

•	 Beaumont, Troy also offered Mindfulness Based Stress Reduction classes to the community to 
enhance self-awareness and the capacity to manage distressing emotions. Benefits of the mindfulness 
program include a reduction of anxiety and stress as well as lowering blood pressure, which are risk 
factors for cardiovascular disease. A total of 214 individuals attended this class during 2017 and 2018.

•	 Through the American Academy of Family Physicians, Beaumont, Troy teaches Tar Wars, a tobacco-
free education program for elementary school children. Tar Wars focuses on the dangers of tobacco 
use and is instrumental in decreasing the use of tobacco among pre-teens in hopes of reducing a risk 
factor for cardiovascular disease. During 2017 and 2018, physicians and residents from the Beaumont, 
Troy Family Medicine Clinic visited 24 schools where 1,899 students were introduced to the program.
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•	 In 2017 and 2018, Beaumont, Troy offered the 7 for $70 heart and vascular screenings for 1,755 adults 
to identify risk factors in cardiovascular disease. Participants could receive seven tests, including 
blood tests, artery testing, EKG and life style analysis, for the reduced cost of $70. Each participant’s 
results were examined to recommend a course of action for improved heart and vascular health. 

•	 During 2017, Beaumont, Troy purchased automatic external defibrillators (AEDs) for non-profit 
organizations and trained core individuals on site with the skills to manage and use the equipment  
in cases of sudden cardiac arrest. These individuals then trained others in their organization to 
promote the use of AEDs in the communities they serve.

Priority 2: Diabetes 
Goal: Decrease rate of new diabetes cases and of diabetes complications.

•	 In 2017 and 2018, Beaumont, Troy provided a monthly support group designed to improve diabetes 
self-management for adults with diabetes and their caregivers. During 2017, the group provided 
nine sessions with help for 16 participants.

•	 In partnership with the National Kidney Foundation of Michigan, Beaumont, Troy partnered with 
libraries, senior centers and community organizations to offer Diabetes Personal Action Toward 
Health (PATH) programs designed to help people living with, or at high-risk of, diabetes and their 
caregivers. This six-week evidence-based program is designed to enhance participants’ confidence  
in their ability to manage their disease and work more effectively with their health care providers. 
During 2017 and 2018, 66 individuals participated in Diabetes PATH, with 55 graduates completing 
four or more sessions while providing outcome measures. Outcome data indicated 89% of 
participants were more confident about handling their health condition after taking the workshop  
and showed significant improvements in testing blood sugar seven days a week and exercising 
more than 150 minutes per week. Participant satisfaction with the classes was 91% (very good). 

•	 Beaumont, Troy provided the research-based National Diabetes Prevention Program (DPP) for those 
who have pre-diabetes or are at a high risk for diabetes and their caregivers. The year-long program 
focuses on lifestyle changes related to healthy eating and weight loss, physical activity, problem 
solving and coping skills. During 2018, 39 people participated in DPP. Additional behavior change 
data will be collected in 2019 as groups complete the program. 

•	 In partnership with Gleaners Community Food Bank of Southeastern Michigan, Beaumont, Troy 
provided Share Our Strength’s Cooking Matters Extra for Diabetes. Cooking Matters is an evidence-
based program recognized by the U.S. Department of Agriculture for Excellence in Nutrition 
Education. Trained staff, volunteer culinary instructors and Beaumont registered dietitians show 
participants how to purchase and prepare nutritious food in safe, healthful and tasty ways while 
stretching their food budget dollars. This six-week class includes the Cooking Matters for Adults 
curricula along with specialized information throughout the course for adults living with diabetes, 
caregivers of adults living with diabetes or adults with pre-diabetes. These classes were attended  
by 71 individuals, with 57 graduates completing four or more sessions while providing outcome 
measures. Outcome data indicated a 22% aggregate increase in knowledge and confidence 
including significant improvement in using nutrition facts on food labels and buying healthy 
foods on a budget for families.
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•	 Through the Living Well event Diabetes and You hosted by Beaumont, Troy, the Beaumont 
Speakers Bureau and other community health events, health professionals provided interactive 
diabetes education to more than 1,138 community members.

•	 Beaumont, Troy is committed to improving the lives of children with Type 1 diabetes. An online 
video, Managing Type 1 Diabetes in the School Setting: A Guide for Non-Medical Personnel 
in Schools, and an accompanying step-by-step guide were provided to schools to care for 
these students. 

Priority 3: Obesity 
Goal: Decrease rate of obesity in children and adults by promoting healthy eating 
and active living behaviors.

•	 In 2017, Beaumont, Troy initiated the Beaumont Gets Walking program with the mission of improving 
health, fitness and quality of life through daily physical activity. The walking program was initiated in 
collaboration with a local mall and involved 40 participants. Beaumont Gets Walking was also offered 
at a senior center, involving eight groups and six teams comprised of 62 participants. In 2018, the 
Beaumont Gets Walking mall walking program was expanded and included monthly health and 
wellness education sessions and neighborhood walking groups of 110 community walkers. 

•	 Beaumont, Troy provided the nationally recognized Walk With a Doc program, offering three sessions 
for 57 participants. Walk with a Doc sessions began with a physician-led educational presentation 
on various topics related to obesity, including heart disease and diabetes, followed by an interactive 
walk with the physician along a designated route. Walking programs were also launched in 
partnership with the Troy Historic Village and Troy Walk With a Cop program.

•	 In 2018, Beaumont, Troy introduced an additional walking program in partnership with CARROT 
Health and Wellness. This program provides a free mobile device application that rewards users 
for walking while leading each participant incrementally to develop a new normal level of activity 
and adopt walking as a lifelong healthy habit. 279 participants downloaded the CARROT app and, 
using personalized goals, incrementally increased their steps, entered contests and earned rewards.

•	 Beaumont, Troy provided free hands-on cooking classes to children six years and older through 
the Beaumont Weight Control Center. The classes were led by a registered dietitian to aid in 
understanding nutrition and healthy meal preparation. During 2017 and 2018, 117 children 
participated in the classes.

•	 In 2018 Beaumont, Troy offered Cooking Matters at the Store. Cooking Matters is an evidence-based 
program recognized by the U.S. Department of Agriculture for Excellence in Nutrition Education. 
This was a single session store tour for adults and teens to equip families with the knowledge and 
skills they need to shop for and prepare healthy meals on a budget. Ten individuals participated 
during the year. Education about healthy eating, fitness and weight management was provided 
through the Beaumont Speakers Bureau and community health events on obesity prevention 
to 420 individuals during 2017 and 2018. Beaumont, Troy also hosted a Living Well event, 
How to Achieve a Healthy Weight and Lifestyle, educating 75 additional community members.
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•	 Beaumont Children’s provided custom-built bicycles at no charge to metro Detroit children with 
special needs to promote and encourage physical activity. During 2017 and 2018, 36 bikes were 
distributed during the annual community event to children in the Beaumont, Troy service area. 

•	 In 2017, the Beaumont Health Club, formerly Sola Life and Fitness, offered free fitness classes to 
the community in the Beaumont, Troy service area. More than 300 community members registered 
for the classes, which promote increased physical activity and wellness education. 

•	 Through collaboration with the Lake Orion Wellness Center, Beaumont, Troy provided an on-site 
wellness liaison for seniors and other community members. Participants were provided health 
assessments, fall prevention information, health and fitness education and recommendations 
for classes to maintain physically active lives. The liaison worked with 3,065 seniors at the center 
during 2017 and 2018 and provided blood pressure checks for an additional 2,183 individuals  
in the community.

•	 In collaboration with a local professional baseball league, Beaumont, Troy hosted a Family Fun Day 
at the stadium for children with special needs. Baseball players provided modified sports activities 
to help increase the physical well-being of these children. 198 children participated during the 
2017 and 2018 events.

•	 In 2018, Beaumont, Troy piloted implementation of the Enhance Fitness senior exercise program. 
Enhance Fitness is a free, evidence-based fitness program that helps older adults at all levels 
of fitness and socioeconomic status become more active, energized and empowered to sustain 
independent lives. Beaumont, Troy offered 12 Enhance Fitness class sessions for 28 total 
participants and 260 training contacts in partnership with the City of Sterling Heights Parks 
and Recreation department. 

Progress of Beaumont, Wayne 
2016 CHNA
The implementation strategy for fiscal years 2017-2019 focused on three priority health needs: 

cardiovascular disease, diabetes and obesity. Progress against these priorities for 2017 and 2018 

is summarized below. These strategies built on the programs and initiatives established in the 

2013 CHNA. 

To achieve the most impact in the community, Beaumont, Wayne established Healthy Wayne and 

Healthy Westland, multi-year initiatives that expand access to the community of programs and services 

designed to encourage healthy eating and active living. Healthy Wayne and Healthy Westland have 

strong support and partnerships including the City of Wayne, Wayne-Westland Schools and the City 

of Westland. Healthy Community coalitions include more than 82 participating organizations and 

individuals. Coalition action teams include Healthy Eating, Healthy Active Living, Healthy Built 

Environment, Healthy Worksites and Healthy Schools. The progress and outcomes for Beaumont, 

Wayne are described on the next page:
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Priority 1: Cardiovascular Disease 
Goal: Decrease cardiovascular disease risk factors prevent death from sudden cardiac arrest.

•	 In fiscal years 2017 and 2018, Beaumont, Wayne provided heart health screenings in the community 
to 1,507 individuals. The screenings consisted of blood pressure, cholesterol, glucose, stroke risk 
assessments and body mass index (BMI). All participants were provided counseling and information 
on their blood pressure, cholesterol and glucose. Individuals who were high risk received a phone 
call and letter to encourage follow-up care.

•	 Beaumont, Wayne provided CPR and first aid training to community members through 
the Beaumont Teen Health Centers in Romulus and Inkster.

Priority 2: Diabetes 
Goal: Decrease rate of new diabetes cases and of diabetes complications.

•	 In partnership with Gleaners Community Food Bank of Southeastern Michigan, Beaumont, Wayne 
provided Share Our Strength’s Cooking Matters Extra for Diabetes. This six-week class includes the 
Cooking Matters for Adults curricula along with specialized information throughout the course for 
adults living with diabetes, caretakers of adults living with diabetes and adults with pre-diabetes. 
About 116 individuals attended these classes with 543 units of education. Outcome data indicated 
a 22% aggregate increase in knowledge and confidence including significant improvement in using 
nutrition facts on food labels and buying healthy foods on a budget for families.

•	 Beaumont, Wayne provided the National Diabetes Prevention Program at no cost to the community. 
This national evidence-based program from the Centers for Disease Control and Prevention is 
supported and promoted by the American Medical Association as one of the most effective ways 
to help physicians prevent or delay Type 2 diabetes in high-risk patients. This year-long program 
for those with pre-diabetes was provided to 25 individuals in the Beaumont, Wayne service area in 
2017 and 2018. Participants who attended the monthly maintenance sessions following the course 
averaged a weight loss of 5.8% of initial body weight, meeting target.

•	 In partnership with the National Kidney Foundation of Michigan, Beaumont, Wayne offered free 
of charge to the community Diabetes Personal Action Toward Health (PATH). PATH is a national 
evidence-based program for those with Type 2 diabetes and their caregivers. The program is 
designed to enhance the ability of those with diabetes to manage their disease and work more 
effectively with their health care providers. A total of 21 individuals from the Beaumont, Wayne 
service area participated in Diabetes PATH. Outcome data indicated 89% of participants were 
more confident about handling their health condition after taking the workshop and showed 
significant improvements in testing blood sugar seven days a week and exercising more than 
150 minutes per week. Participant satisfaction with the classes was 91% (very good).
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Priority 3: Obesity 
Goal: Decrease rate of obesity in children and adults by promoting healthy eating 
and active living behaviors.

•	 Beaumont, Wayne launched Beaumont Gets Walking in 2017 and continued it throughout 2018. 
Walking groups received toolkits to support their walking consisting of pedometers, lanyards and 
walking logs for each member along with tip sheets. A total of 765 individuals have participated 
in Beaumont Gets Walking.

•	 Beaumont, Wayne provided nutrition education and hands-on cooking classes through a partnership 
with Gleaners Community Food Bank of Southeastern Michigan to offer Cooking Matters for Adults 
in the community and Cooking Matters at the Store. Cooking Matters equips families with the skills 
they need to stretch their food dollars and prepare healthy meals on a budget. These classes were 
attended by 143 individuals, with 686 units of service provided. Participant satisfaction with the 
classes was 98% (very good). Outcome data indicated a 25% aggregate increase in knowledge 
and confidence, including significant improvement in using nutrition facts on food labels and 
buying healthy foods on a budget for families. 

•	 In the Beaumont, Wayne service area, 190 children were provided the Coordinated Approach to 
Child Health (CATCH) Kids Club program in after-school and summer programs. CATCH Kids Club 
creates behavior change by enabling children to identify healthy foods and by increasing the amount 
of moderate to vigorous physical activity children engage in each day. Aggregated student outcome 
data indicated improvements in multiple measures, including a 36% increase in the consumption of 
fruits and vegetables and a small increase in exercise or participation in sports activities for at least 
20 minutes. 100% of students reported they almost always or always read nutrition labels on 
packages after participating in CATCH Kids Club for a school year.

•	 Through the Healthy Wayne coalition, a recognition program began in 2018 to recognize restaurants 
that provide healthy meals on their menus. Other activities through the coalition to improve health 
in the community included free yoga and other physical fitness programs offered in the park. 
A total of 127 community members engaged in park activity programs.

•	 Beaumont, Wayne sponsored the Wayne Farmers Market and introduced the Power of Produce 
program for children ages 4-12 along with nutrition information and activities. This program 
encourages healthy eating with the goal for youth to increase their fruit and vegetable intake. 
A total of 288 children engaged in the Power of Produce program. 
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Appendix JFederally designated health professional shortage areas 
and medically underserved areas and populations
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