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I. Introduction
 

Sentara RMH Medical Center (SRMH) has conducted a community health needs 
assessment (CHNA) of the area that we serve, in collaboration with the Central 
Shenandoah Health District, the Harrisonburg-Rockingham Community Services Board, 
the Harrisonburg Community Health Center (FQHC), Valley Program for Aging Services, 
and Church World Service (Refugee Resettlement program). The assessment provides 
us with a picture of the health status of the residents in our communities and provides 
us with information about social and health-related problems that impact health 
status. 

Our assessment includes a review of population characteristics such as age and racial 
and ethnic composition because demographic factors are important determinants of 
health. Socioeconomic factors such as education, employment and poverty are 
included because current research suggests that the way a person lives in their 
community, the challenges they face and the solutions they find, plays a substantial 
role in that person’s ability to lead a healthy life. The assessment also looks at risk 
factors like obesity and smoking and at health indicators such as infant mortality and 
preventable hospitalizations. Community input is vital to the process, and we have 
conducted a key stakeholder survey and focus groups as well as including the results 
of a community survey by the Harrisonburg-Rockingham Community Services Board. Finally, the assessment presents the health status indicators 
that depict the medical conditions commonly found in the community. Each of these types of data is essential in developing a comprehensive view 
of community health. 

The needs assessment identifies numerous health issues that our communities face.  While there are many important community health problems, 
we are focusing our efforts on the issues listed below. Considering factors such as size and scope of the health problem, th e severity and intensity 
of the problem, the feasibility and effectiveness of possible interventions, health disparities associated with the need, the importance the 
community places on addressing the need, and consistency with our mission “to improve health every day,” we have identified these priority 
health problems in our area: 

 Access to Services 
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 Behavioral Health 

 Chronic Disease Prevention and Management 

 Needs of the Aging 

 Strong Start for Children 

 Substance Abuse 

Most of these health issues are continued from our previous CHNA, completed in 2015. This makes sense because these are complex, intractable 
health conditions, and it takes many years and concerted effort to make positive changes that are significant enough to impact outcomes for the 
whole community. In 2015, an implementation strategy was developed to address these problems and many programs have been developed to 
improve health for those who face these health challenges.  The hospital has tracked progress on the implementation activities in order to evaluate 
the impact of these programs.  A summary of the strategies employed to address health issues identified in the 2015 CHNA is included at the end of 
this document. 

Sentara RMH Medical Center works with a number of community partners to address health needs. The hospital has compiled a community 
resource guide to improve our ability to connect patients with community resources. Information on community resources is also available from 
sources like 2-1-1 Virginia and Sentara.com. Together, we will work to improve the health of the communities we serve. 

Your input is important to us so that we can incorporate your feedback into our future assessments.  You may use our online feedback form 
available on the Sentara.com website. Thanks! 
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The SRMH Service Area in Detail:
 

II. Community Description
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The Role of Social Determinants in Health: 
A growing body of research is being conducted on the ways our lifestyle opportunities, choices and constraints impact our overall health.  Some 

have been surprised to discover that what we consider to be medical care, visits with our doctors, medication requirements and procedures to 

treat identified illnesses, contribute fairly little to our overall health over the course of a lifetime (20%).  Much more important in determining our 

health are our health behaviors (like screenings, diet, exercise, alcohol/tobacco use, sleep habits) and what we call the social determinants of 

health, the circumstances we live in (such as poverty, access to services, adequate housing, education and stable family structure). The following 

graphic depicts the impact of various factors on our health. 

The following pages present some of the social determinants that influence community health in the SRMH service area. 
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Community Diversity Profile 

The nearest school system to Sentara RMH Medical Center is the Harrisonburg City Public Schools (HCPS). This school system i s rich in diversity 

with students from many countries around the world and whose primary language is not English;  !ccording to the most recent “Enrollment of 

English Language Learners” report (June 2017), enrollment of students include: 

	 56 unique countries of birth 

	 58 unique languages of origin 

	 127 HCPS students speak more than one language in addition to English. 

The Church World Service (CWS) Harrisonburg Immigration and Refugee Program has resettled refugees since 1988 from Afghanistan, Azerbaijan, 

Belarus, Bosnia, Burma, Colombia, Congo (DRC), Croatia, Cuba, El Salvador, Eritrea, Honduras, Iran, Iraq, Kazakhstan, Kosovo, Pakistan, Russia, 

Rwanda, Serbia, Sierra Leone, Somalia, Syria, Sudan, Tajikistan, Ukraine, and Uzbekistan within a 100 mile radius of their Ha rrisonburg-based office. 

In 2018, CWS put out a report that highlighted the impact of immigrants in the Harrisonburg metropolitan area (New Americans in Harrisonburg: A 

snapshot of the demographic and economic contributions of immigrants in the metro area, 2018). 

 In 2016, there were 12,599 immigrants living in the Harrisonburg metro area, making up 9.7% of the overall population. Of the total 

immigrant population, 7.8% of them were likely refugees, 33.4% were naturalized citizens, and 43.3% were likely undocumented. 

 From 2011-2016, the foreign-born population in the Harrisonburg metro area grew from 7,274 to 12,599 (73.2%) while the total population 

of the area grew at a rate of 3.3%. 

 Foreign-born workers represented 12.5% of the employed labor force and play an important role in several key industries in the region : 

o	 Manufacturing: 22.1% 

o	 Hospitality and recreation: 17.6% 

o	 Transportation: 17.5% 

o	 Professional services: 17.1% 

o Agriculture: 15.4%
 

 In 2016, 17% of immigrants ages 25 and older held at least a bachelor’s degree (compared to 29;4% of the U;S; -born population in
 

Harrisonburg).
 

	 In 2016, 34.4% of immigrant households owned their own homes (compared to 52.6% of U.S.-born households) and 58.1% of immigrant 

households were renters, for total annual rent of $24.1 million. 
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Poverty: 

Independent of other factors, poverty is a powerful predictor of health status in any setting. The graph presented below demonstrates why it 

might be of particular concern to residents of the SRMH service area.  The graph depicts the distribution of poverty between rural (shown in blue) 

and urban areas (shown in orange) for United States, with the combined and averaged level for the state of Virginia as a whole included for 

context. The graph shows that while only a slightly higher percent of rural dwellers are extremely poor, living below 50% of the federal poverty 

level (approximately 7% for rural vs. 5% for urban residents), the gap between rural and urban grows significantly as poverty becomes less acute, 

but no less crippling.  More than 40% of rural residents in the United States live below 200% of the federal poverty level, while only 25% of urban 

residents do. This disparity becomes important in policy decisions, and is applicable in understanding the generational, chronic poverty that is part 

of life in a rural area such as the service area of SRMH. 

NACCHO (National Assn. of County and City Health Officials) annual meeting 2016 Phoenix, AZ, NACCHOANNUAL.ORG 
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The variability across different indicators for each county demonstrates that the health of a community is a result of complex relationships 

between what we do, who we are (genetically) and where we live.  In Staunton, for instance, the level of clinical care is listed at 35, in the 75th 

percentile (with only 25% of localities scoring better), yet it experiences the highest level of premature death, 470 years compared to Virginia’s 320; 

Rockingham County, in contrast, has health outcomes listed at 20, in the 85th percentile (only 15% of localities with better scores) while it’s clinical 

care score is 105, in the 21st percentile, which means that 79% of localities score better. 
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The Environment – How it Impacts Life in the Community: 

Wellness Disparity Index: 

The map below represents the Virginia Department of Health’s Wellness Disparity Index.  Included in the composite indicator are measures of 

access to care (the number of providers within 30 miles of the community) and the ability to afford care in the form of the number of uninsured 

residents. Additionally, it includes a measure of segregation, the degree to which members of different racial and ethnic ba ckgrounds live together 

in diverse communities. The two together measure both community diversity and the distance between communities with differen t racial or 

ethnic profiles. A low wellness disparity index score indicates a community where there is high disparity between racial or ethnic groups – thus a 

lower opportunity for all residents to live a healthy life. 
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What are the most serious 

health problems in our 

community? (continued) 

Lack of access to affordable dental care 
Opioid over-prescription – leading to search for alternatives when patients can’t continue to get through prescribers 
Social determinants – housing, employment for special populations (re-entry programs), detox and sobering housing 

Who/what groups of Low income and homeless, older adults living on fixed incomes, 

individuals are most Those who suffer trauma, and young people who experience violence, victims of domestic violence 

impacted by these problems? The isolated who can’t access services 
Refugees suffering trauma due to displacement, threats and witnessing lots of violence, and immigrants with low English proficiency 
Those with low literacy levels 
Those with a culture (family or community) of neglect, who don’t access preventive or early care 
Mental/behavioral health patients who lack substance abuse services and counselors, especially young patients 
Veterans – lacking transportation, insurance, mental health services, access to stabilizing medications (leads to self-medication) 
Congolese community 
Non-English speakers – lack of knowledge, written help at too high literacy level, including discharge information 
Re-entry population 

What keeps people from Stigma and pride 

being healthy? In other Economics, the high cost of care, the Medicaid gaps (dental, peds, vision, neurology), lack of exchange navigation services – difficulty 

words, what are the barriers of monthly paperwork to continue financial assistance 

to achieving good health? Transportation, services are not easy for rural residents to access 
No paid sick time, business policies that don’t support employees taking care of themselves or their sick children 
Cycle of unhealthy practice, generational culture of neglect, family members who prevent access 
Long appointment wait time and lack of extended hours for primary care 
No day care for young children 
Immigrant/refugee cultural barriers – different knowledge and expectations, providers not culturally competent, lack of 
documentation 
Language, especially first point of contact, interpretation services not used consistently 
Lack of knowledge about service types and availability – lack of knowledge about hospital charity care policies 
Fractured and dysfunctional families – lack of parental guidance 
Lack of access to nutritious food 
Distrust and fear lead to not wanting to let people into their homes to help 
Lack of medication reconciliation across providers and conditions 
Lack of childcare to attend appointments 
Lack of access to distant specialists 

What is being done in the Harrisonburg Ccommunity Health Center partnership with OBGYN to increase access to prenatal care 

community to improve Health Community Council – transportation 

health and to reduce the Health education and literacy classes for non-English speakers – Skyline Literacy 

barriers? What resources Healthcare navigator at Blue Ridge Legal Services 

exist in the community? Nutrition education and Second Home 
Collaborations with agencies and non-profits – community capacity building 
Community Outreach at the ARC, moving away from sedentary lifestyle toward more activity 
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What is being done in the 

community to improve 

health and to reduce the 

barriers? What resources 

exist in the community? 

(continued) 

VPAS chronic disease management classes in Kurdish 
Care coordination at SRMH, and community health workers 
Transitions circle, VPAS, free clinic, donation centers for medical equipment 
SRMH Foundation grant program 
Summer food programs for kids – backpack programs 
Support groups for postpartum depression and bereavement 
Open Doors Shelter 
United Way BBBS 
Huge hearts and people go above and beyond 
Valley Health discharge protocols for coordinating post-discharge for patients without stable housing 

What more can be done to Public awareness campaign focusing on mental health stigma 

improve health, particularly Mental health pop up clinics – mobile health treatment like Gus Bus, psych NP integrated into primary care 

for those individuals and Masters level mental health professionals – need many more in community (Augusta has strong mental health capacity) 

groups most in need? Americorp type of program to bring workers to rural places 
More emphasis on mental health in nursing and physician training – more Mental Health First Aid training 
Palliative care in home visits and easier transition into hospice care 
Assist with transportation to appointments – use faith based volunteers, JMU/EMU/Bridgewater students 
More fresh food at pantries – produce auctions, community garden at hospital, ways to donate unused food 
Health navigator services, especially for veterans.  Develop network of community leaders to share information on how to navigate 
healthcare, also promoters to share information in other languages 
Marketplace agency 
More languages other than Spanish in literature, automated messages, scheduling etc. 
Train providers in cultural competency 
Immigrant learning tours 
Valley Health discharge protocols for coordinating post-discharge for patients without stable housing 

Clearly, the definition of community health is broader than simply medical care.  As more is known about the role of social determinants of health, 

more opportunities will arise to influence population health through engaging in community building approaches to care. Beyo nd the scope of 

SRMH alone, these opportunities will require active partnerships among community organizations and individuals to create lasting impact. 
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IV. Health Status Indicators
 
In addition to the input of the community, an important clue to community health needs resides in the “hard” data, the statistics on death, disease 

and treatment that are routinely collected and reported by a number of agencies. Below are the health status indicators used in this report. 

Leading Causes of Death: 

The table on the next page presents the leading causes of death in the SRMH service area in 2016, the most recent data available. The data have 

been made comparable by adjusting each data point for the differences in population size by converting the numbers to the pro portion of a 

population size of 100,000. 

The table indicates that while the total number of individuals residing in The SRMH service area who would have died in 2015 per 100,000 in 

population was 933.7, that number was 748.9 for Virginia as a whole, which means that a significantly higher propo rtion of residents of the SRMH 

service area died.  This agrees with the higher number of years of life lost to premature death, discussed on page 15. Breaking out the individual 

causes of death gets us closer to the underlying causes, and to working on possible solutions. It is important to note that in some cases, the actual 

number of deaths is small, making any larger analysis statistically unstable. 

Heart disease causes the highest death rate in the service area, while for Virginia as a whole the high est death rate is due to cancer. In 2015, the 

primary cause of death in the SRMH service area was cancer, followed by heart disease. Although the order of the number of d eaths by each cause 

has changed, the conditions underlying the deaths are the same from year to year, and reflect the prevalence and impact of chronic disease on 

community health. 
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                  GREEN = SRMH rates are better compared to Virginia, RED = Virginia rates are better 
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Behavioral Health: 

A goal of the 2018 Sentara RMH CHNA was to gather more in-depth information and data on the behavioral health needs of the community,
 
compared to previous assessments. In both previous SRMH CHNAs, mental health and substance abuse have consistently been identified as
 
important health problems facing our community. Additionally, the Harrisonburg-Rockingham area has been designated a Health Professional 

Shortage Area (HPSA) for Mental Health by the Health Resources and Services Administration (HRSA).
 

There is still comparatively little secondary data available on mental health conditions, so our CHNA explored opportunities to gain more qualitative
 
insight to describe the burden of behavioral health in the community. We accomplished this by collaborating with the Harriso nburg-Rockingham
 
Community Services Board (HRCSB) on their community survey and by conducting focus groups with HRCSB and Senta ra RMH Valley Behavioral
 
Medicine providers.
 

Community Survey:
 
The Harrisonburg-Rockingham Community Services Board (HRCSB) conducted a community survey as part of its strategic planning process with the 

goal of gauging community awareness of HRCSB services, utilization of behavioral health services in the community, and important gaps in access, 

availability, and quality. We also wanted to know if community members were receiving treatment for behavioral health condit ions from their 

family physician. 


Primary Care access: 
390 of 467 respondents saw a family doctor at least once per year 
160 of 467 received help from the family doctor with mental health concerns such as stress, depression, and anxiety 
Medication: 
252 of 467 respondents said they had access to needed medications; 79 said they did not (136 N/A) 
Access: 
357 of 439 respondents said they had healthcare coverage; 82 did not 
227 of 467 respondents said they would not be willing to do online counseling (240 would) 
Of 227 respondents who identified the types of services they received from HRCSB, the two most used services were therapy (161) and medication 
management (130) 
Of 164 respondents who answered, 55 said they needed services outside normal business hours (M-F 8-5) and 109 did not 
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What keeps people from 
being healthy? In other 
words, what are the barriers 
to achieving good health? 
(continued) 

For substance abuse, having jobs in industries where substance use is rampant 
Stable housing 
Nutrition 
Lack of respite care, caregiver stress, lack of resources and not sure where to go for help – we are creating another 
person with a mental health issue 
Supervision for residency (i.e. MSW) 
Stigma still an issue for adults, elderly, and sometimes children – college age population are more normalized 
Family medicine being not being willing to treat some behavioral health conditions 

What is being done in the New Maternal Mental Health Coalition 
community to improve Support groups 
health and to reduce the Community therapist 
barriers? What resources Medication assistance – GAP has greatly improved availability of important medications (though help adults more than 
exist in the community? 

children) 
Community case managers are helping with transportation arrangement, resource applications, etc. 

What more can be done to Supervision for residency 
improve health, particularly More disease-specific support groups 
for those individuals and Meet community therapists to help with appropriate referrals 
groups most in need? List of community support groups for providers 

Provider list of who is taking new patients/areas of specialty 
More case management 
More referrals from OB-GYNs (for substance use, depressive disorders, etc) 
Improve communication between medical providers and CSB/RMH psychiatric providers – some place to send them when 
no longer qualify for CSB services 
Co-locate CSB prescribers in primary care offices; different locations each week 
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Substance Abuse 

The following table presents the reported overdose deaths in the SRMH service area. Where a 0 appears in the table, it does not indicate that 

there were no overdose deaths, but only that there were too few to register when standardized as a proportion of 100,000 population. The 

columns labeled EMS and NAS (neonatal abstinence syndrome) present data on the incidence of Narcan administration to overdose victims by 

emergency medical service staff and to the incidence of NAS, a condition found in newborns whose mothers were active drug users during the final 

months of pregnancy, respectively. Drug related incidence numbers are frequently underreported, and care must be taken when making 

assertions based on these numbers. 
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Virginia Department of Health (VDH) Disability-free Life Expectancy Map: 

The VDH has created a map as part of their project to visualize the health of all Virginians that shows how long, on average, a resident of the 

service area can expect to live a healthy, disability-free life. The map is presented on the following page. Disability is defined as any condition of 

the body or mind (impairment) that makes it more difficult for the person with the condition to do certain activities (activity limitation) and interact 

with the world around them (participation restrictions).  As the legend of the map shows, the map presents in red the areas with the shortest 

disability-free life expectancy. While residents of the area immediately surrounding the hospital, parts of Harrisonburg, Bridgewater and places to 

the south, and with parts of Shenandoah County to the north, can expect to live 72.6 – 75 years without major disabilities, residents of Page 

County, rural Rockingham County and more remote areas of the service region can expect to face disability almost 20 years earlier, at 55 – 60 years 

old. 

There are many factors that go into creating an environment that supports disability-free life span, including the availability of nutritious food, 

opportunities for exercise and an active lifestyle – which often includes built-environment features such as sidewalks and community parks – and 

access to health care and social services. Those factors have been considered in the creation of this map. 
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Data: Virginia Department of Health, Maptitude mapping software 
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