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COMMUNITY
LETTER TO THE

OUR MESSAGE TO THE RESIDENTS OF THE CHESTNUT HILL 
HOSPITAL SERVICE AREA

Chestnut Hill Hospital is committed to meeting our community’s health needs and 

growing with our community to provide high-value, quality care close to home. 

To achieve this goal, we must understand the community’s evolving unmet health 

needs. To that end, Chestnut Hill Hospital — in collaboration with all Tower Health 

hospitals and our local community partners — conducted a comprehensive 2019 

Community Health Needs Assessment (CHNA), that identifies local health priorities and 

recommends a collective path forward.

The 2019 CHNA is the first needs assessment that Chestnut Hill Hospital has completed 

as a Tower Health nonprofit hospital. As part of the CHNA process, internal and 

external research including focus groups, stakeholder interviews, and key informant 

surveys were conducted. In addition, a community survey was completed among 250 

external stakeholders. 

Based on the results of this process, Chestnut Hill Hospital, along with our community 

partners and Tower Health colleagues, worked to develop strategies to address each of 

the following health priorities:

• Access to Health Care

 ◦ Increase access to healthcare services by community members, particularly 
those considered vulnerable and/or living in underserved areas

• Social Determinants of Health

 ◦ Identify and address Social Determinants of Health

• Disease Prevention and Management

• Access to Behavioral Health Services

 ◦ Improve access to screening, assessment, treatment and support for 
behavioral health

 ◦ Decrease stigma related to behavioral health

John Cacciamani, MD

resident and CEO

Chestnut Hill Hospital
P



Our commitment to advance the health and wellness of our community extends far beyond the 

walls of our hospital. Together with our partners, we are developing and implementing innovative 

programs and services that will bring positive health improvements to our community.

My sincere thanks to the community stakeholders who generously shared their time and input 

throughout the comprehensive CHNA process. I would also like to recognize the time and talent 

of the Chestnut Hill Hospital CHNA Advisory Group, which was comprised of hospital staff and 

representatives from various community organizations.

I am grateful for your continued feedback, involvement, and support. Together, we are “Advancing 

Health, Transforming Lives” across our region.

Sincerely,

John Cacciamani, MD

President and Chief Executive Officer

Chestnut Hill Hospital
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SERVICE AREA
CHESTNUT HILL HOSPITAL

Chestnut Hill Service Area
he community encompasses 

specific zip codes within 

Montgomery and Philadelphia 

counties, that represent the primary 

service area of Chestnut Hill Hospital. 

T



hestnut Hill Hospital is your community healthcare provider; a 148-bed facility with inpatient and outpatient, diagnostic and 

treatment services including minimally invasive laparoscopic and robotic-assisted surgery, cardiology, gynecology, oncology, 

and orthopedics, primary care practices, two Women’s Centers and an off-site physical therapy center. We believe in the 

power of people to create great care. We’re 300 physicians and health care professionals strong. We are a university-affiliated teaching 

hospital dedicated to innovation and excellence.  We work hard every day to be a place of healing, caring and connection for patients 

and families in the community we call home.

C

CHESTNUT HILL HOSPITAL
HEALING BEGINS HERE.

CHESTNUT HILL HOSPITAL MISSION

We are a community teaching hospital committed to excellent patient-centered care.
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1
OUR PRIORITY 
FOCUS AREAS
 ACCESS TO HEALTH CARE SERVICES

The residents in the Chestnut Hill Hospital service area who live in Philadelphia County are significantly more likely not to have a personal 

care provider, higher than the Healthy People 2020 goal. Residents of Montgomery County are more likely to have a personal care provider.  

No Personal Care Provider

Source: Division of Health Informatics, Behavior Risk Factor Surveillance Survey, Pennsylvania Department of Health for Montgomery, and Philadelphia 
counties, 2011-2017, Healthy People 2020, Center for Disease Control 
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WHAT THE COMMUNITY IS SAYING

Stakeholder interview participants spoke about the challenges residents experience accessing health care due to lack of 

understanding of what is available in the community as well as cost. They also suggested that there is a need for an insurance 

navigator who can explain benefits and help make connections with appropriate resources. Focus group participants also 

Source: 2018 Chestnut Hill Hospital Community Survey, 
Professional Research Consultants

discussed the lack of awareness of community resources and noted a need to bring the programs and services into the community to the residents. 

Substantial percentages of residents in the Chestnut Hill Hospital service area have experienced difficulty accessing health care:

39.2%

22.6%

15.4% 14.5%

6.9%

6.5%
COMMUNITY SURVEY

Do not have 
dental insurance

Difficulty 
accessing

 healthcare,

Difficulty getting 
an appointment to 

see a doctor,

Unable to 
see a 

doctor due to 
inconvenient 
office hours

past 12 months

past 12 months

Unable to see 
a doctor 

due to cost
past 12 months

Unable 
to see a 

doctor due to
lack of

transportation
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SOCIAL DETERMINANTS OF HEALTH

Respondents who worry about having enough money for housing were significantly more likely to have ever been told they have COPD, 

chronic back pain or asthma than respondents who do not worry about having enough money for housing.

 

Housing Insecurity Impact On Health

2

Source: Chestnut Hill Hospital Community Survey, Professional Research Consultants, 2018
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WHAT THE COMMUNITY IS SAYING

 Primary research participants from the 2019 CHNA discussed the relationship between transportation and health.

Sources: Chestnut Hill 2018 Focus Groups, 2018 Intercept Survey, 2018 Key Informant Survey, 2018 Stakeholder Interviews, Strategy Solutions, Inc.

Issues identified in focus groups, intercept surveys, and key 

informant surveys due to a lack of transportation include:

• Seniors need better access to transportation 

• People with low incomes need better and affordable 

access to transportation and housing options 

• There are no transportation options for people who do 

not drive or have someone available to drive them

Primary Data Sources – Transportation  



COMMUNITY HEALTH NEEDS ASSESSMENT 2019 11 

WHAT THE COMMUNITY IS SAYING

Just under one-third (28.0%) of respondents were food insecure, while 18.1% find it very or somewhat difficult to buy fresh 

produce. Not quite half of the survey respondents (42.0%) report eating five or more servings of fruit and/or vegetables daily.

Community Food And Nutrition

Source: Chestnut Hill Hospital Community Survey, Professional Research Consultants, 2018

28.0%

42.0%

18.1%

Food Insecure

Eat 5+ Servings     
Fruit/Vegetables

Very/Somewhat Difficult 
to Buy Fresh Produce
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DISEASE PREVENTION AND MANAGEMENT

The chart below illustrates the percentage of community survey respondents who experience the following chronic conditions that were 

significantly different based on educational attainment. Respondents from the Chestnut Hill Hospital service area with less than a high school 

education were significantly more likely to experience kidney disease or a heart attack than those with other levels of education.  

Chronic Conditions

3

Source: Chestnut Hill Hospital Community Survey 2018, Professional Research Consultants



Males are more likely to go to the ER for routine healthcare, need help reading health information and have difficulty finding a doctor while females 

are more likely to have difficulty getting an appointment with a doctor.

Source: Chestnut Hill Hospital Community Survey, Professional Research Consultants, 2018
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*Note: On this table and throughout this CHNA the word overall is used to indicate the percentage 
for all respondents in the service area from the community survey. 
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ACCESS TO BEHAVIORAL HEALTH SERVICES

Community survey respondents in the Chestnut Hill Hospital service area that are living below 200% of the poverty level* were significantly 

more likely to report their personal mental health as poor than those with higher incomes.

Personal Mental Health Rating

4

Source: Chestnut Hill Hospital Community Survey 2018, Professional Research Consultants

*Note: https://www.thebalance.com/federal-poverty-level-definition-guidelines-chart-3305843 
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Those with some college/technical school were significantly more likely to rate their mental health as fair or poor compared to other 

respondents.

Personal Mental Health Status

Source: Chestnut Hill Hospital Community Survey 2018, Professional Research Consultants
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1 HEALTH PRIORITY: ACCESS TO HEALTH CARE

Goal 1. Increase access to health care services by community members, particularly those considered vulnerable and/or living            
in underserved areas.

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR

METRICS PER YEAR

Hospital leaders and representatives from community agencies came together to review data compiled for the Community Health 
Needs Assessment.  This group prioritized the most critical community needs identified as focus areas to hone in on areas of focus 
for the next three years.  Hospital leaders met to review these prioritized needs, taking into consideration community needs, national 
benchmarks, and available resources.  The following strategies were then identified to help address the identified priorities.

Streamline access to care 
facilities

Implement the Tower Access 

Project

Design and develop advanced
access center

Open advanced access center 
across ambulatory and specialty care 

service lines

Increase cultural awareness, 
diversity and inclusion

Conduct cultural awareness 
trainings

Identify two leaders

Attend training

Conduct 4 sessions annually

My Tower Health

Implement Patient Portal for faster 
access to test results, request 
med refills, communicate directly 
with provider and view after-visit 
summary. 

1,237 patients on portal

Increase 10% annually
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2HEALTH PRIORITY: SOCIAL DETERMINANTS OF HEALTH

Goal 1. Identify and address Social Determinants of Health (SDOH).

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR

METRICS PER YEAR

Identify and address SDOH 
in the clinical environment 

1000 patients screened

Increase PCP/Urgent Care utilization 

by 1% in PSA 

500 resource summaries generated

100 patients receiving navigation

3 interns hired in December, 
trained in January

Screen for SDOH in identified 
clinical areas

Decrease ED utilization 
Connect patients to appropriate 
resources

Provide navigation services to high 
risk patients

Collaborate with Chestnut Hill 
College to hire interns

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR

METRICS PER YEAR

Implement a transportation 
program

Adopt Tower Health transportation 
policy.

Implement program in 2020

Track rides provided annually

Assessing operations for 
transportation program for patients 
who qualify

Develop a workflow, 
implementation plan and 
guidelines for a transportation 
program and implement

Goal 2. Address transportation barriers.
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3 HEALTH PRIORITY: DISEASE PREVENTION AND MANAGEMENT

Goal 1. Implement chronic disease prevention and management programs in the primary service area, specifically targeting vulnerable 
populations. 

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR
METRICS PER YEAR

Provide screening and 
education to the primary 
service areas, particularly 
focusing on vulnerable 
populations

3 screening sessions

120 patients screened

5% referred to care

Conduct hypertension screenings; 
risk assessments for heart and 
stroke

Conduct diabetes education 
program 

50 programs

15 participating weekly

Provide disease specific education 20 education sessions

532 participants

% increased knowledge

Provide mammogram screenings 2 screening sessions

40 patients screened

Participate in the state Healthy 
Women program providing 
mammograms and paps to 
uninsured women
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 HEALTH PRIORITY: DISEASE PREVENTION AND MANAGEMENT

Goal 1 (continued).  Implement chronic disease prevention and management programs in the primary service area, specifically 
targeting vulnerable populations. 

3

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR
METRICS PER YEAR

Implement short and long term 
wellness initiatives 

Increase baseline participation 
in major ongoing Tower Health 

sponsored wellness programs to 25% 
within the next one year 

(Currently 18%) 

Maintain engagement in major short-
term wellness initiatives at 60% or 

greater for fitness/nutrition programs 
and 20% or greater for mental/spiritual 

health programs

Tower Wellness Programs

Partner with the community to 
make AEDs available to first 
responders

Identified community sites 

Meet with 14th District Police

Distribute 8 AEDs annually 

Support community 
initiaitves 
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4HEALTH PRIORITY: ACCESS TO BEHAVIORAL HEALTH SERVICES

Goal 1.  Improve access to screening, assessment, treatment and support for behavioral health.

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR

METRICS PER YEAR

Goal 2. Decrease stigma related to behavioral health.

Conduct staff and community 
workshops

60 staff trained in conflict resolution

Train 12 community members 
annually starting in 2020 

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR

METRICS PER YEAR

Provide warm handoff for Chestnut 
Hill Hospital patients

8 warm handoffs

Coordination of availability of 
services and beds; provide census 
updates as needed to community 
agencies and providers 

Warm handoff

Increase awareness of CHH 
Senior Behavioral Health 
Unit

4 outreach activities 

Coordinate with Tower 
Behavioral Health 

Provide referrals as necessary 1-2 referrals provided to Tower 

Health facilities weekly

Implement outreach/awareness 
campaigns

Weekly emails (12) to community 
agencies and providers

Identify instructor and conduct 
workshops with local business 
groups. 

Instructor identified

Business partners identified

Two sessions annually starting in 2020

Provide education to local 
business community on 
how to handle mental 
health issues in the work 
place

Crisis Prevention 
Intervention Training
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CONTACT//

Office: 8835 Germantown Avenue, Philadelphia, PA 19118

Phone: 215-248-8200

E-mail: ChestnutHillMarketingGroup@towerhealth.org

www.chestnuthill.towerhealth.org


