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Executive Summary  

For over 117 years, St. Bernard Hospital and Health Care Center (STBH) has provided quality 

and compassionate health care while being sensitive and responsive to the culture and unique 

needs of the communities it serves. Located on Chicago’s South Side, we are a Catholic safety-

net hospital that serves all, regardless of income and insurance status. It is our mission to care 

for the sick and promote the health of the residents we serve while upholding values of respect, 

dignity, caring, and compassion for all persons.  

The Patient Protection and Affordable Care Act requires all non-profit hospitals in the United 

States to develop a publicly-available Community Health Needs Assessment (CHNA) every 

three years. We will use the CHNA to focus our efforts and assess the health of the 

communities we serve. Our CHNAs also serve as the foundation for the subsequent Community 

Health Improvement Plan (CHIP) that will delineate our response to identified health needs over 

the next three years. 

We had many achievements since our 2018 CHNA: increasing our community impact by joining 

local and multi-sector collaborations, expanding our ongoing programming such as our pediatric 

and adult mobile health units, and adopting new evidence-based approaches to care for our 

patients. We also took an innovative approach to respond to the ongoing COVID-19 pandemic. 

 

The following report is our 2021 CHNA. By analyzing a combination of health data alongside 

perspectives from community residents and leaders, our CHNA Advisory Committee identified 

the following health priorities for the next three years: Behavioral Health (includes substance 

use disorders and mental health), Diabetes, Heart Disease (includes conditions such as high 

blood pressure (hypertension), high cholesterol, stroke, and coronary artery disease), Obesity, 

and Respiratory Disease (includes asthma and chronic obstructive pulmonary disease). 

Additionally, residents identified Access to Care as a cross-cutting health priority which focuses 

on reducing barriers to care across the lifespan.  

Just as we pursued our CHNA in collaboration with community members and leaders, we 

commit to pursuing innovative and community-focused strategies to address these health 

priorities and to improve health outcomes. We would like to acknowledge and thank the 

community members and leaders that contributed to the development of this CHNA. Your 

dedication and invaluable insights ensured that this report and our subsequent CHIP will 

respond to the most pressing needs of our communities. It is to you that we dedicate our 

ongoing work to pursue health, wellbeing, and equity in the communities we serve.  

St. Bernard Hospital and Health Care Center 2021 Health Priorities 
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St. Bernard Hospital and Health Care Center 

St. Bernard Hospital and Health Care Center (STBH) was 

founded in 1904 by seven sisters from the order of 

Religious Hospitallers of St. Joseph in Englewood on 

Chicago’s South Side. Since 2008, we have been 

sponsored by Catholic Health International, which 

sponsors nearly 40 Catholic health facilities in Canada 

and the United States. Serving Chicago’s South Side for 

over 117 years, we are the last remaining hospital of four 

original hospitals that once served the Greater Englewood 

community (includes Englewood and West Englewood). 

With about 750 employees, we are also the community’s 

largest employer.  

Caring for about 80,000 patients annually, our St. Bernard 

Hospital is a 174-bed community safety net hospital with a 

multidisciplinary team of providers and specialists that 

deliver a variety of comprehensive services and 

treatments for a wide range of conditions. In 2016, we 

opened our Ambulatory Care Center (ACC), a state-of-

the-art facility that offers a variety of services, including primary and specialty care clinics, 

advanced diagnostic imaging, rehabilitation services, onsite pharmacy, an immediate care clinic, 

and a Women’s Wellness Center. It also houses 23 physician offices and a conference room 

available for educational and community use. 

Mission, Vision, and Values 

Mission 

A Roman Catholic facility founded by the Religious Hospitallers of St. Joseph and sponsored by 

Catholic Health International, St. Bernard Hospital and Health Care Center aspires to live the 

healing mission of Christ within the South Side community of Chicago. The mission calls us to 

care for the sick and promote the health of the residents in the community while witnessing the 

Christian values of respect, dignity, caring, and compassion for all persons. In all matters, St. 

Bernard Hospital and Health Care Center will show a special sensitivity to the culture of the 

people we serve and the special needs of the poor and powerless. 

Vision 

St. Bernard Hospital and Health Care Center will be recognized for its outstanding leadership 

and unwavering commitment in providing excellence in health care, and promoting and fostering 

comprehensive community wellness in the South Side community in Chicago. 

Motivated by its values, the family of St. Bernard Hospital will be sensitive and caring in 

reaching out to the community to facilitate the achievement of a physically, economically and 

spiritually healthy environment, characterized by high-quality health services and community 

development.  
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We work to: 

✓ Ensure access to medical care that is responsive to ever-changing conditions in the 

community’s health care needs 

✓ Promote wellness and prevention of illness in the community, and be known as a 

resource for health education 

✓ Serve as a catalyst for change by empowering and partnering with organizations to 

enhance the provision of health care and economic development of the neighborhood 

✓ Support and nurture all members of our hospital family — individually and collectively — 

so that patients are provided with quality health care 

✓ Further the hospital’s leadership role in advocacy for people in need with particular 

concern for the poor and powerless 

✓ Advance the development of a safe neighborhood environment and community quality of 

life 

✓ Increase affordable housing, job opportunities, and business development in the South 

Side community through productive collaborations 

Values 

Within the context of living out our faith and being empowered by and strengthened by our gift of 

faith, we aspire to and commit ourselves to the following core values: 

Care 

We will be sensitive and caring to the patients, the visitors, to the community we 

serve and to one another in our daily activities. 

Compassion 

We will create a respectful, caring and supportive environment by listening to others 

with empathy and sensitivity, respectful of their feelings. 

Dignity 

We will utilize sound business practices and fiscal control, using resources 

effectively to assure the continuation of the mission. 

Respect 

We will treat each person with dignity and acknowledge their unique worth and 

diversity as a human being. We will be sensitive to their right to privacy and 

confidentiality of their personal information. 
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Community Investment 

We are committed to serving all who seek medical care, regardless of income and insurance 

coverage, and to promoting health within and beyond our hospital walls. We were ranked 19th 

nationally and 2nd in Illinois out of 3,000 U.S. hospitals by the Lown Institute, a health care think 

tank, on its 2021 list of the nation’s top hospitals for community benefit. The measure used by 

the Lown Institute reflects how well a hospital invests in community health through charity care 

spending, community investment, and by serving those with Medicaid.  

Of our nearly 80,000 patients in 2019, 60% received Medicaid for health care coverage, 11% 

were on Medicare, 5% were self-pay patients, and 24% qualified under our Charity Care policy. 

In 2019, we provided nearly $7.9 million in Charity Care to our patients, which ensured that 

those who could not afford the cost of treatment or insurance were able to get the care they 

needed. Additionally, uncompensated care (those on Medicaid and Medicare) represented 4.4% 

of our revenues in 2019.  

Between 2000 and 2007, St. Bernard Housing Development Corporation, our non-profit 

subsidiary, worked in collaboration with developers, the City of Chicago, Illinois Housing 

Development Authority, and Chicago Neighborhood Initiatives to construct Bernard Place. 

Bernard Place is a 77-unit affordable housing development in the Englewood community where 

first-time home buyers are able to purchase a home and thereby build generational wealth. St. 

Bernard Housing Development Corporation also provided funds to develop the homeowners 

association, Bernard Place Neighbors. The construction of Bernard Place has been a catalyst to 

other real estate development in the community. 
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St. Bernard Hospital Progress Since 2018  

Our 2018 CHNA identified 18 health needs based on publicly-available community health data 

and community focus group data. The 2018 CHNA Advisory Committee prioritized the 18 health 

needs from highest to lowest priority using four criteria (size of the problem, seriousness of the 

problem, changeability of the problem, and community interest and readiness to address the 

problem). This activity was followed by a multi-stage voting approach which helped identify the 

top five priority health needs (Figure 1). The full process for identifying our 2018 health needs is 

outlined in STBH’s 2018 CHNA.  

 

Figure 1. St. Bernard Hospital’s 2018 Prioritized List of Community Health Needs 

 

We have made great progress in addressing the priority health needs identified in 2018 despite 

also combatting the COVID-19 pandemic. In addition to expanding various ongoing programs, 

we developed new community partnerships and created new programs to address health needs 

and reduce barriers to care. The following list highlights key achievements over the past three 

years towards addressing our priority health needs (not a comprehensive list).  

Behavioral Health Trauma-informed Program 

In 2020, we re-designed our outpatient behavioral health clinic services to incorporate trauma-

informed practices and to create an effective, accessible, and inclusive program that cares for 

patients holistically. This approach was integrated into all care protocols for outpatient 

behavioral health services. Lessons learned from this approach will be expanded to other 

departments in future years.  

Mental Health and Substance Use Peer Support and Outreach 

In addition to our trauma-informed program, over the past three years we have expanded our 

outpatient behavioral health clinic services to include group therapy, support groups for family 

members, and an anger management program. 

https://rjgm1127reo287weg3e4awb3-wpengine.netdna-ssl.com/wp-content/uploads/St.-Bernard-Hospital-2018-CHNA_Report.pdf
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To increase awareness of mental health issues that impact African American women, in 2019, 

we hosted an open conversation with women in business called “Girl Boss and Mental Health.” 

Facilitated by a Licensed Clinical Social Worker, this conversation discussed the impact of 

mental health on African American business women.  

We participated in a number of community events focused on mental health, including hosting 

breakfasts with local faith-based leaders. We educated pastors on recognizing symptoms and 

warning signs related to mental health, provided resources to support their parishioners, and 

increased awareness of our mental health services. Additionally, we have made behavioral 

health screenings standard for all community outreach events.  

Additionally, in service to the community, we offer our meeting space to the public at no cost. 

Groups from the community use the space to host a wide array of health-focused events and 

meetings. For example, the meeting space is used to host a weekly substance use peer support 

group that helps members progress towards a healthy lifestyle.  

Dental Center 

In April 2019, our Dental Center relocated from our main hospital to our state-of-the-art 

Ambulatory Care Center (ACC). In the same year, the Dental Center completed 13,671 patient 

visits, including 1,029 emergency visits, and provided oral hygiene education to 1,515 patients. 

Additionally, we had 535 visits for pediatric special needs patients and performed 17,514 

procedures, including exams, cleanings, sealants, fillings, and restorations. In 2020, dental 

services were drastically interrupted due to public 

health measures and restrictions imposed 

because of the COVID-19 pandemic. Despite the 

circumstances, we were able to provide 3,256 

(1,664 children; 1,592 adult) comprehensive, 

periodic, and emergency services. We were also 

able to serve 290 special needs patients (patients 

managing special physical needs, emotional 

insecurities, and/or mental health disorders) in 

the operating room for complete oral rehabilitation 

and provided oral hygiene education to 1,515 

patients (714 adults; 801 children). 

COVID-19 Response 

COVID-19 was declared a global pandemic in March 2020 and had a major impact on the 

health and wellbeing of those living on Chicago’s South Side. Our rapid response to the COVID-

19 pandemic demonstrated our commitment to improving access to quality care for the 

communities we serve. Internally, we took the following approaches to address the rapid rise in 

COVID-19 cases and hospitalizations: 

• Worked with onsite engineers to create temporary negative pressure rooms in our 

Emergency Room, 

• Converted all patient care units, except the obstetrician unit, into COVID-19 units, 

• Reduced patients’ feelings of isolation by connecting patients to family and loved ones 

via electronic devices (tablets), 
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• Created COVID-19 testing sites at our hospital and ACC, 

• Trained hospital staff to conduct contact tracing to identify possible exposed individuals,  

• Created support services, including mental health counseling, for employees, and  

• Partnered with local groups and the Greater Chicago Food Depository to conduct an 

eight-week food distribution for families in need due to COVID-19.  

We also purchased ultra-cold freezers and were one of the few Chicago hospitals to receive 

direct shipments of the Pfizer vaccination from the manufacturer in December 2020. We 

administered vaccinations to hospital staff and the community at our vaccination clinic located in 

the ACC. Additionally, we dispatched our mobile unit to deliver COVID-19 vaccinations across 

Chicago’s South Side, eliminating barriers and reaching those with limited access to care. As of 

July 2021, we administered over 12,200 vaccinations.  

Community Partnerships 

South Side Healthcare Collaborative  

We are a member of the South Side Healthcare Collaborative (SSHC), a network of federally 

qualified health centers (FQHC), free and charitable clinics, and community hospitals located on 

Chicago’s South Side. The SSHC improves access to quality and affordable resources for 

South Side residents. It includes the South Side Pediatric Asthma Center (SSPAC), which 

provides asthma education to patients and community members and an asthma resource line to 

answer residents’ questions about asthma, resources in the community, and how to get 

connected to a primary care doctor. It also includes ECHO-Chicago, which provides tele-

mentoring for community-based providers to gain knowledge and skills for managing chronic 

physical and mental health conditions. 

South Side Healthy Community Organization 

In 2020, we joined the South Side Healthcare Transformation Project (SSHTP), a coalition of 13 

Chicago safety-net hospitals, health systems, and FQHCs working together to address health 

challenges on Chicago’s South Side. The objectives of the SSHTP were to: 

• Address the most pressing health needs and disparities experienced by South Side 

residents, 

• Solve for social determinants of health by going beyond traditional health care, and 

• Enhance the economic wellbeing of the community by improving the health of the South 

Side workforce, strengthening participating care provider organizations on the South 

Side, and creating new high-quality South Side jobs. 

In summer of 2021, the SSHTP was awarded funding by the state of Illinois and the South Side 

Healthy Community Organization (SSHCO) was incorporated to implement the Southside 

Healthy Community Model. The South Side Healthy Community Model that has four basic 

elements: 

1) Expanding and enhancing access to primary care, building on the strength of existing 

FQHC networks on the South Side, 

2) Increasing access to high-need, high-quality integrated specialty programs nearby, 

3) Deploying a comprehensive care coordination and social determinants of health platform 

to address social needs and drive preventive care, and 
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4) Establishing a connected care technology platform to enable better care access, 

coordination, and delivery across providers and services. 

Community Outreach 

Senior Bingo 

Throughout 2019, we hosted Senior Bingo on the third Thursday of each month for residents 

living in neighboring senior centers. Residents were able to enjoy bingo free of cost, but were 

required to have a basic health screen as a condition of participation. We referred any patients 

with abnormal readings to their primary care physician for a follow-up.  

Patient Family Advisory Council for Quality and Safety 

Our Patient Family Advisory Council for Quality and Safety (PFACQS) includes residents and 

hospital employees who work to improve hospital quality and safety. In 2019, the PFASQS 

focused on improving preventive care rates for men. The Council hosted conversations with 

male residents living in senior facilities to understand barriers to obtaining care. Then, the 

PFACQS hosted a community health fair focused on men’s health. During the community health 

fair, we conducted health screenings, blood pressure screenings, and prostate-specific antigen 

(PSA) checks. 

Pediatric Mobile Health Unit  

Our Pediatric Mobile Health Unit (PMHU) travels to area schools, day care centers, and health 

fairs to provide regular health screenings to children who have limited access to care. In 2019, 

the PMHU served 2,346 residents, providing over 1,661 sports physicals, administering 1,581 

immunizations, and conducting 442 lead tests. The PMHU also participated in numerous 

community and aldermen sponsored events and 15 health fairs throughout Chicago.  

Adult Mobile Health Unit  

The goal of our Adult Mobile Health Unit (AMHU) is to eliminate barriers to health care by 

providing accessible health care screenings, health education, and linkage to care for adult 

residents in our service area. In 2019, the AMHU served 2,278 patients, performed over 1,800 

screenings to assess BMI and blood pressure levels. Additionally, the AMHU offered screenings 

for diabetes, PSA, cholesterol, immunizations for the flu, pneumonia, and shingles. The AMHU 

traveled to various community sites, including senior centers, barbershops, and 16 health fairs 

across Chicago.  
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2021 CHNA Methodology  

In approaching St. Bernard Hospital and Health Center’s (STBH) 2021 CHNA, we informed our 

methodology using Appreciative Inquiry1 and community-based research frameworks. 

Appreciative Inquiry (AI) is a strengths-based, positive approach to move strategically towards a 

shared future. Focused on assets and building mutual strengths, AI engages organizational 

stakeholders, leaders, and external voices like patients, community members, and community 

leaders. Organizations have used this framework to understand best practices, develop 

strategic plans, and shift organizational culture. AI offered a unique lens that celebrated the 

strengths of our service area, while still addressing its pressing needs. Using this AI framework 

and combining it with community-based research practices, we aimed to address health equity 

from the outset of our process, using community member insights to define the CHNA. 

Grounded in this approach, we took a multi-step, community-driven process that gathered 

qualitative and quantitative data to understand the needs of communities served by STBH. 

Collecting interview and focus group (qualitative) data to supplement existing measurement 

(quantitative) data sources was important for identifying community health needs and barriers to 

health. Quantitative data are often only available for large geographic areas like counties or 

states; however, examining data at such high level can hide differences and inequities that exist 

at the neighborhood level. To understand the unique needs of neighborhoods served by STBH 

and identify target areas for intervention, we assessed health at the zip code and community 

area levels. We compiled and analyzed quantitative data from local and national sources for 

each zip code and/or community area within our service area to create the data included in this 

report. We collected qualitative data by conducting Community Conversations and One-on-

Ones with community leaders and residents from our service area.  

Figure 2. St. Bernard Hospital 2021 CHNA Development Timeline 

 

 

 

 

 

 

 

 

 

 

 

 

                                                
1 Ludema, J. et al. Six Nimble Questions - Six Questions that can Lift Your Leadership, Shape your Strategy, and Transform Your 
Organization (pdf). The Center for Values-Driven Leadership, Benedictine University. Retrieved from cvdl.ben.edu/ai. 
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Lastly, we synthesized findings from these activities to identify a list of priority health needs. Our 

CHNA Advisory Committee, comprising leaders and residents from our service area, informed 

all CHNA activities. 

We worked with Sinai Urban Health Institute (SUHI) to develop this CHNA. SUHI is the 

community research arm of Sinai Chicago, a safety-net hospital system on the city’s West Side. 

SUHI employs community-driven processes to identify and address health needs in Chicago 

communities. SUHI staff members, including CHNA authors, Myles Castro, Stephanie Jara, 

Lubia Núñez-Montelongo, and Pamela Roesch provided public health expertise in data 

collection, analysis, and interpretation.  

CHNA Advisory Committee 

We convened a CHNA Advisory Committee comprising individuals that represented a blend of 

internal and external stakeholders to oversee the CHNA’s development. The CHNA Advisory 

Committee informed the CHNA, ensuring that the assessment process reflected the values and 

needs of STBH and the broader community served by STBH. Table 1 outlines the CHNA 

Advisory Committee meetings and discussion points. 

Table 1. CHNA Advisory Committee Meeting Overview 

Meeting Date Discussion Items 

May 10, 2021 • Reviewed CHNA Advisory Committee roles and expectations  

• Presented an overview of the CHNA process 

• Discussed and approved our AI-focused Community Conversations 
approach  

August 10, 2021 • Reviewed findings from our Community Conversation and One-on-
Ones, including key themes and a list of preliminary health needs 

• Presented data for each preliminary health need and conducted a 
ranking activity to identify the top five priority health needs 

September 9, 2021 • Presented evidence-based healthcare initiatives and strategies for 
each priority health need and discussed opportunities for how we 
can adopt various strategies into our CHIP 

The CHNA Advisory Committee’s roles included: serving as hospital and community champions 

for the CHNA process; providing guidance and insight into our approach to Community 

Conversations and One-on-Ones (e.g., reviewing potential interview guide questions and 

commenting on implementation of activities); informing our community engagement strategy; 

reviewing and prioritizing identified health needs; and, providing suggestions on potential 

avenues to further address health needs. Due to the COVID-19 pandemic, we convened three 

virtual CHNA Advisory Committee meetings (via Zoom) between May and September 2021. 

CHNA Advisory Committee members also supported the recruitment of our Community and 

One-on-One Conversation participants (outlined below). 

Committee members came from the following organizations: Gifts from God Ministry, Kennedy 

King College, Teamwork Englewood, One Health Englewood, Age Friendly Englewood Village, 

and various STBH departments and councils. 
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Qualitative Data Collection 

We started our CHNA data collection process by gathering qualitative data from community 

leaders and residents through Community Conversations and One-on-One interviews. We 

reviewed our plan for the Community Conversations as well as piloted conversation questions 

with our CHNA Advisory Committee. This activity helped contextualize the concept of AI and 

show its application within this particular setting. 

Community Conversations 

We held Community Conversations (conducted as focus groups) with community leaders and 

residents of our service area in June 2021 to identify community strengths and assets as well as 

existing and emerging community health needs. We prioritized these conversations to gain 

insight into the status of community health and wellbeing before conducting secondary data 

analysis. These conversations allowed us to take a look at the environment as it exists today 

and discuss paths forward to create a healthier community. 

We facilitated virtual group Community Conversations with three groups: Community Leaders, 

Community Residents, and the CHNA Advisory Committee. We created Conversation Guides 

(Appendices B and C) for each group, grounded in AI, to go beyond identifying needs to better 

understanding community resources and strengths. We met with seven community leaders and 

five community residents for a total of 12 community stakeholders. Additionally, we interviewed 

six CHNA Advisory Committee members. We began sessions by providing an overview of the 

CHNA process, then proceeded to discuss community health and wellbeing, the causes of 

health issues, and potential avenues for improving these health issues moving forward. 

Participants were asked to identify the top three health concerns for their community and to 

outline their community’s key strengths and assets. 

One-on-One Conversations 

For residents who could not attend the Community Conversation, we held individual One-on-

One Conversations (virtual). We interviewed five community residents and incorporated their 

comments into the feedback from the Resident Community Conversation. We also interviewed 

CHNA Advisory Committee members individually. We used the conversation guide for 

Community Leaders to interview CHNA Advisory Committee members (Appendix C). 

We audio-recorded and transcribed all conversations. A note-taker recorded each groups’ 

discussion in real time. We analyzed the transcripts and notes to identify themes and 

synthesized findings in the Community Stakeholder Summary section below.  

Recruitment 

The CHNA Advisory Committee selected and recruited Community Conversation participants 

with the goal of achieving a diverse cross section of the community, including representation of 

seniors, communities of color, and low-income community members. While no group this size 

can represent the experience or perspectives of the whole community, the participants reflected 

a broad array of sectors, ages, and lived experiences. In addition to residents, participants had 

the following affiliations:  

• Resident Association of Greater Englewood (R.A.G.E.) 

• The Primo Center 
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• Beloved Community Family Wellness Center 

• Imagine Englewood If… 

• Grow Greater Chicago 

• 7th District Chicago Police Department 

• Greater Englewood Chamber of Commerce 

• Growing Home 

• Oak Street Health 

• Heartland Alliance Health Center 

• STBH staff and patients 

Quantitative Data Collection 

We accessed publicly-available quantitative data on the health outcomes and factors that were 

identified during our Community Conversations and One-on-Ones. These data included health 

outcomes as well as health behaviors, clinical care, social, and economic factors. 

For the quantitative data analysis, we examined data at different levels: by zip code or 

community area (focusing on Englewood and West Englewood – the two primary communities 

served by our hospital), across the STBH service area, and citywide. The STBH service area is 

defined based on the largest catchment of all patients (inpatient and outpatient) with a large set 

of our patient population living in Englewood and West Englewood. The factors and health 

outcomes presented in the CHNA should be reviewed individually and as a whole to obtain a 

better understanding of health and wellbeing in our service area, and to understand geographic 

health inequities by community that may not be apparent by only looking at combined data.  

Data Sources 

We sourced quantitative data from various local and federal agencies, as well as national 

surveys and surveillance systems using Metop.io, a comprehensive online database that 

facilitates insights for user-generated locations. Sources used in this report include:  

• Behavioral Risk Factor Surveillance System (BRFSS) 

• Centers for Medicare and Medicaid Services National Provider Identifier (NPI) 

• Chicago Department of Public Health  

• Chicago Police Department  

• Feeding America 

• Healthy Chicago Survey (Chicago Department of Public Health) 

• Illinois Department of Public Health, Vital Statistics  

• PLACES Project  

• American Community Survey (ACS) (U.S. Census Bureau) 

• U.S. Small-Area Life Expectancy Estimates Project (USALEEP) (National Center for 

Health Statistics) 

Given the delays in publishing health and demographic data, the quantitative data in this report 

are for the most recent year(s) available as of August 2021. A complete list of indicators, data 

sources, and years represented can be found in Appendix A.  
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Data at the Zip Code Level 

Much of the data presented in this report comes from the U.S Census Bureau’s American 

Community Survey (ACS). The data provided by the ACS is presented as zip code tabulation 

areas (ZCTA) instead of USPS zip codes since USPS zip codes are a collection of mail delivery 

routes and do not represent geographic areas.2 In most cases, the ZCTA code is the same as 

the USPS zip code.  

Service Area Data  

During the analysis of quantitative data, some indicators were unavailable at the zip code level 

and could only be assessed at the community area level. Since zip code geographic boundaries 

do not fully align with community area geographic boundaries, when community area data 

expanded beyond the zip code-based boundaries of our STBH service area, we only included 

the community area in our calculation of the service area measure if at least 33% of the 

community area’s geography overlapped with STBH’s service area.  

Changes over Time 

We assessed statistically significant changes over time for socioeconomic and demographic 

indicators by comparing the ACS five-year estimates for 2014 and for 2019 at the 90% 

confidence level following methods described by the U.S. Census Bureau.3 The only significant 

changes we identified were related to the percent of Asian or Pacific Islander populations and 

unemployment rate for Chicago overall. Regarding changes in percent of Asian or Pacific 

Islander populations, we identified an increase in population for zip code 60620, and a decrease 

in population for zip codes 60628 and 60636. For the unemployment rate, we identified a 

decrease across Chicago overall.  

Gaps in Data Collection and Challenges 

The main challenge in qualitative data collection was in connecting with individuals who were 

initially identified by the CHNA Advisory Committee to participate in the Community 

Conversations. Our original plan was to host two Community Conversations, one for community 

leaders and another for residents. However, during the process of scheduling the Community 

Conversations, we heard from some participants that the dates and times were not convenient, 

but they still wanted to participate. As such, our team pivoted and began scheduling One-on-

One conversations with those participants. 

The main gaps and challenges in quantitative data collection were related to publicly-available 

data. Not all indicators have the most recent data available. This challenge is particularly 

pertinent as the COVID-19 pandemic has had damaging impacts on cardiovascular, respiratory, 

mental, and economic wellbeing across our service area. Additionally, the availability of 

quantitative data indicators related to youth outcomes was limited, which prevented us from 

assessing the impacts of these health needs across all age groups. Lastly, calculating service 

                                                
2 Zip Code Tabulation Areas (ZCTAs). 2020. United States Census Bureau. https://www.census.gov/programs-
surveys/geography/guidance/geo-areas/zctas.html. Accessed September 13, 2021 
3 U.S. Census Bureau, A Compass for Understanding and Using American Community Survey Data: What General Data Users 
Need to Know U.S. Government Printing Office, Washington, DC, 2008. 
https://www.census.gov/content/dam/Census/library/publications/2008/acs/ACSGeneralHandbook.pdf  
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area data from community area data represented another limitation. We described our approach 

to address this limitation above.  

Health Need Identification and Prioritization 

During the Community Conversations and One-on-One interviews, we asked participants, “What 

are the top three health issues in your community?” Based on these conversations, the 

preliminary health needs identified are listed below.  

• Behavioral Health 

• Cancer 

• Community Safety (Gun Violence Prevention) 

• COVID-19 

• Diabetes 

• Access to Care 

• Heart Disease 

• Obesity 

• Oral and Vision Health 

• Respiratory Disease 

• Sexual Health 

• Maternal and Infant Health 

The CHNA Advisory Committee reviewed the preliminary health needs, insights from 

Community Conversations and One-on-Ones and health, demographic, and socioeconomic 

data. We engaged the committee members in a prioritization activity, wherein they prioritized 

the top five (5) health needs that would serve as the focus of our Community Health 

Improvement Plan (CHIP) for the next three years. Committee members used the following 

criteria as a guide to prioritize health needs: 

• Magnitude (size and seriousness) of the health need 

• Community interest and readiness to address the health need 

• STBH’s ability to address the health need 

Committee members voted on the issues using the Zoom whiteboard stamping feature. The 

purpose of this activity was to conduct multiple rounds of voting, removing lower-scoring health 

needs during each round. After the first round, the group agreed upon the top health needs 

outlined within this report.  

Identification of Healthcare-based Initiatives and Strategies 

To assist us in developing our CHIP, we presented evidence-based healthcare initiatives and 

strategies for each of the priority health needs to the CHNA Advisory Committee. The goal was 

to present initiatives as potential programs for STBH to adopt in addressing the priority health 

needs. We began by presenting existing and planned initiatives at STBH that addressed the 

priority health needs, and then highlighted additional evidence-based strategies for discussion. 

The committee discussed each of the initiatives presented, providing feedback on what may 

work well in the community. These initiatives, strategies, and feedback will be used to inform our 

CHIP. Findings from this discussion are briefly described in each health need section below. 
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SERVICE AREA AND 

DEMOGRAPHICS 
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St. Bernard Hospital Service Area 

St. Bernard Hospital and Health Care Center (STBH) is located on Chicago’s South Side in the 

Englewood community (Map 1). Our service area comprises the following zip codes: 60609, 

60615, 60619, 60620, 60621, 60628, 60629, 60636, 60637, and 60649. The community areas 

that align to each of these zip codes are listed below (Table 2). In the following sections, we will 

present data for Chicago overall, our service area overall, and the Englewood (60621) and West 

Englewood (60636) communities. 

  

60609 
60653 

60615 

60637 

60649 

60619 

60628 

60620 

60621 
60636 60629 

Map 1. St. Bernard Hospital and Health Care Center Service Area  
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Table 2. St. Bernard Hospital Service Area by Zip Code and Community Area 
 

*Community areas are included if at least 33% of their geographic area is located within the zip code’s boundaries 

 

Age Distribution  

Our service area has an older population when compared to Chicago overall. 

Table 3. Age Distribution for Chicago, St. Bernard Hospital Service Area, Englewood, and 

West Englewood* 

 Chicago 
Service 

Area 
Englewood 

(60621) 

West 
Englewood 

(60636) 

Children (0-17 years) 21% 15% 14% 21% 

Adults (18-64 years) 67% 62% 59% 57% 

Seniors (65 years and older) 21% 24% 27% 22% 

  

Zip Code Community Area(s)* 

60609 New City (Back of the Yards), Fuller Park, McKinley Park, Bridgeport 

60615 Kenwood, Hyde Park 

60619 Burnside, Chatham, Avalon Park, Greater Grand Crossing 

60620 Auburn Gresham, Beverly, Washington Heights, Chatham 

60621 Englewood 

60628 Pullman, Roseland, West Pullman, Riverdale 

60629 Chicago Lawn, West Lawn, West Elsdon, Gage Park 

60636 West Englewood 

60637 Woodlawn, Washington Park 

60649 South Shore 

60653 Oakland, Grand Boulevard 

*ACS 2019 Five-year Estimates 
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Race and Ethnicity 

All of the communities we serve have predominantly Black/African American or Hispanic/Latinx 

populations.  

 

Table 4. Population Distribution for Chicago, St. Bernard Hospital Service Area,  

Englewood, and West Englewood*  

 

 

Map 2. Predominant Black/African American and Hispanic/Latinx Zip Codes in Chicago* 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Chicago 
Service 

Area 
Englewood 

(60621) 

West 
Englewood 

(60636) 

Total Population  2,764,238 589,859 28,018 30,024 

Non-Hispanic White 33% 7% 1% 2% 

Non-Hispanic Black 29% 68% 95% 88% 

Hispanic/Latinx 29% 21% 3% 9% 

Asian or Pacific Islander 7% 2% 0.2% 0.1% 

*ACS 2019 Five-year Estimates 

*ACS 2019 Five-year Estimates 
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SOCIAL AND ECONOMIC 

DETERMINANTS OF HEALTH 
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Social and Economic Determinants of Health 

Social and economic factors such as education level, income, employment, safe housing, and 

affordable and nutritious food access are referred to as the social determinants of health. The 

social determinants of health have major impacts on the health and wellbeing of patients and 

communities. As outlined below, many of our communities and patients face inequities in the 

social determinants of health. Within our service area, the median annual household income is 

$34,891 – more than $20,000 lower than Chicago’s median household income of $57,802. The 

levels of poverty and unemployment are significantly higher in our service area than across 

Chicago. Many households occupy low quality housing and pay more than one third of their 

income on housing.  

The disproportionate burden of social and economic challenges on communities of color – and 

in our service area in particular – is a result of historic and ongoing policies that marginalize 

communities of color. Life expectancy is often used as a measure to describe the health 

inequities that result from barriers to the social determinants of health. As shown on Map 3, life 

expectancy is lower in our communities than in many other Chicago communities.  

In subsequent sections of this report, we outline the top health needs identified through our 

CHNA process. We further discuss potential approaches that we can take to address these 

health needs. Beyond our healthcare-based initiatives, we will engage in cross-sector 

community partnerships that collaboratively work to improve the social determinants of health 

outlined within this section.  

Median Annual Household Income 

Chicago’s median annual household income is $57,802; however, within our service area, the 

median is $34,891 – over $20,000 less than the citywide median. Englewood faces one of the 

lowest levels of median annual household income in Chicago. 

Figure 3. Median Annual Household Income* 

 

 

 

 

 

 

 

  

*ACS 2019 Five-year Estimates 
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Unemployment Rate 

Unemployment in our service area is almost double the city’s rate. West Englewood has the 

highest unemployment rate among our service area communities at 27%. 

Figure 4. Unemployment Rate*4 

 

 

 

 

 

Percent of Adults Living in Poverty  

Despite having lower unemployment than West Englewood, the percent of adults living in 

poverty within Englewood is the highest across our service area. 

Figure 5. Percent of Adults Living in Poverty*5 

 

 

 

 

 

 

 

Percent of Households Spending 30% or More of Income on Rent 

All communities in STBH’s service area have higher rates of rent-burdened households than 

Chicago overall. STBH communities with the highest rent-burdened rates are West Lawn and 

Chicago Lawn (each at 61%) and West Englewood (60%). 

Figure 6. Percent of Households Spending 30% or More of Income on Rent-related 

Expenses*   

                                                
4 Among individuals 16 years and older within the civilian workforce who are actively seeking employment 
5 Poverty is defined as income earned below the federal poverty level established per household size  

*ACS 2019 Five-year Estimates 

*ACS 2019 Five-year Estimates 

*ACS 2019 Five-year Estimates 
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Percent of Adults with a High School Diploma 

High school graduation rates across our service area communities range from 72% to 94%, with 

just over three in four adults in Englewood having a high school diploma or equivalent. 

Figure 7. Percent* of Adults (Aged 25 Years and Older) with a High School Diploma6 

 

 

 

 

 

 

 

Life Expectancy 

Within our service area, life expectancy ranges from 68.3 (Englewood) to 77.9 (Hyde Park, 

Kenwood, Washington Park, Chicago Lawn, West Lawn).  

Map 3. Life Expectancy by Zip Code, Chicago IL* 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Darker shades of blue show higher life expectancies compared to the Chicago-wide rate; in contrast, darker shades of 

green show lower life expectancies compared to the Chicago-wide rate 

                                                
6 Includes receiving a high school diploma or equivalent (e.g., GED) 

*ACS 2019 Five-year Estimates 

*U.S. Small-Area Life Expectancy Estimates Project (USLEEP), 2015 Estimates 
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COMMUNITY STAKEHOLDER 

SUMMARY 
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“For me personally, I have insurance and I'll still go through the loop by finding psychiatry 
assistance since there are not a lot of resources for us.” 

“There are so many people that need [mental health] services and we just do not have 

enough psychiatrists or licensed clinical social workers. We just don't have enough of those 

individuals to service the community.” 

“I think when you look at racism and poverty, we have an opportunity to go deeper around 

how we got here and, all of the impacts of the red lining that created the disinvestment, and 

the physical built environment of course, led to the poverty and the trauma, and these are 

all interconnected, but when it meets the health of an individual and impacts the health of a 

family, and that impacts the health of a block and therefore impacts the health of a 

neighborhood…” 

Community Stakeholder Summary 

The following outlines key themes from our Community Conversations and One-on-Ones with 

residents, community leaders, and members of our Community Health Needs Assessment 

(CHNA) Advisory Committee. These themes are discussed in additional detail within the 

subsequent priority health needs sections. 

Systemic Issues Affecting Health 

 

 

 

 

 

Participants were asked to share their thoughts on the systemic issues that impact the health of 

residents in our service area. Many pointed to environmental conditions in the neighborhood, 

such as poor air quality, the poor conditions of physical structures like buildings and sidewalks, 

the inadequacy of public transportation options, and public safety concerns. Many discussed the 

repeated exposure to traumatic events as a key contributor to poor health. Participants 

discussed how community physical and mental health are impacted by structural racism and 

neighborhood violence. Many also discussed how social and economic factors such as 

unemployment, low levels of education, inadequate housing, and food insecurity impact health 

and wellbeing. 

Resource Scarcity for Health Needs 

 

 

 

Participants discussed the lack of health services available in their communities to prevent and 

address health issues. Many stated that there was a lack of education on health issues like 

nutrition, chronic health conditions, prevention, and screening. Most stated that there is a need 

for increased collaboration between STBH and existing community-based organizations (CBOs) 

to address health needs and to increase the level of wraparound services offered. Some 

participants talked about the need for a comprehensive referral process to streamline health 

care and improve health outcomes. Finally, many stated that there is a need to increase 

screening among residents, particularly for sexually transmitted infections and chronic diseases.  

Barriers to Care 
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“Many people don’t go to St. Bernard. The only time people go to St. Bernard in my area is if 

it’s a matter of life and death.” 

“Come out of the hospital and offer classes or offer workshops [in the community] - come 

out of the hospital and engage the community. That would be a better way of showing that 

[the hospital] is listening and that they’re interested, and then don't be all about checking 

blood pressure, diabetes, again, you know; integrate lifestyle into those programs.” 

Participants shared a wide range of issues faced by the community when seeking health care. 

Financial barriers were a recurring discussion point wherein participants pointed to high health 

care costs that forced people to make difficult decisions between health care and other basic 

needs. One example was the choice between paying for the month’s rent and filling a 

prescription. Insurance coverage also created barriers for residents. Many pointed to issues 

such as navigating in-network versus out-of-network hospitals based on their plan, high co-

payments, and significant medication costs that were not covered by insurance. Others stated 

that there were not enough health care institutions in the area, which exacerbated health 

conditions and placed a heavier burden on individuals to seek treatment outside of the 

neighborhood. Others discussed long wait times to see physicians and complicated referral 

processes for specialists. 

Perceptions of St. Bernard in the Neighborhood 

  

 

Although participants reported less than satisfactory perceptions of STBH, these perceptions 

were not grounded in personal experiences. Participants expressed that residents were 

unfamiliar with the services provided at STBH, with some suggesting that we do more 

community outreach. Perceptions of the care provided by STBH were also mixed, with 

participants suggesting that services were too expensive, that providers were unable to address 

health concerns, and that transitions of care were not smooth. Again, it was during these same 

conversations that other participants countered these perceptions by recalling recent, quality 

experiences with STBH and our providers. Lastly, participants stated they felt that there was no 

specialty care available at STBH, which is inconsistent with our current offerings. Overall, this 

theme underlined the importance of engaging the community to ensure everyone is aware of the 

services and quality of care provided by STBH. 

Action Items for St. Bernard 

 

 

 

 

Participants had a number of suggestions for how we could address community health needs. A 

prominent theme was to increase our collaboration with existing CBOs, including non-profit 

organizations and faith-based institutions. Many participants wanted us to increase our outreach 

and promotion of services to more populations (e.g., seniors, youth). Participants also 

suggested that we add community health workers (CHWs) and other lay health workers to care 

teams; pursue more streamlined referral systems; augment existing mobile health services with 

additional heath care services; and create supplemental health education programming that 

focuses on lifestyle and wellness. Specific recommendations on how we could address the 

prioritized health needs are detailed in subsequent sections.  
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PRIORITY HEALTH NEEDS 
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St. Bernard Hospital 2021 Priority Health Needs 

We determined our initial set of 2021 community health needs based on a combination of 

quantitative and qualitative data analyses (see the CHNA Methodology section). The 

Community Health Needs Assessment (CHNA) Advisory Committee then prioritized our 2021 

health needs based on the following criteria: the magnitude (size and seriousness) of the health 

need, community interest and readiness to address the health need, and St. Bernard Hospital 

and Health Care Center’s (STBH) ability to address the health need. The top five priority health 

needs and cross-cutting need that will guide our Community Health Improvement Plan for the 

next three years are:  

Behavioral Health: Behavioral health (BH) includes substance use disorders and 

mental health. Communities in our service area have higher levels of substance use 

and mental health disorders than other Chicago communities. Concurrently, fewer 

providers are available to address BH needs in our service area than Chicago overall. 

Diabetes: Chronic illnesses such as diabetes require frequent monitoring. As of 2019, 

diabetes was the seventh leading cause of death in the U.S.7 Uncontrolled diabetes 

can lead to disabling long-term complications, including blindness and cerebrovascular 

disease. This section highlights the elevated levels of diabetes and deaths related to 

diabetes within our service area. 

Heart Disease: Heart disease includes conditions such as high blood pressure 

(hypertension), high cholesterol, stroke, and coronary artery disease. A 

disproportionate number of deaths due to heart disease among Black Chicagoans 

contributes to lower life expectancy.8 Communities in our service area face higher 

rates of hypertension, high cholesterol, and heart disease-related deaths compared to 

Chicago as a whole. 

Obesity: In addition to being associated with the leading causes of death in the U.S., 

obesity is also tied to a lower quality of life and poorer mental health outcomes. Our 

service area has high levels of obesity, which is likely caused in part and perpetuated 

by high levels of food insecurity. 

Respiratory Disease: Respiratory illnesses are a major burden not only on 

individuals, but also on families and communities. Asthma and chronic obstructive 

pulmonary disease (COPD) are conditions that can limit a person’s quality of life and 

lead to untimely death. Our service area faces high rates of asthma and COPD. The 

concurrently high rates of smoking exacerbate these illnesses and poor outcomes. 

Cross-cutting: Access to Care: To prevent illness and treat disease, all residents 

must have access to quality and affordable health care. Access to care was identified 

as an issue that cuts across all priority health needs. It focuses on reducing barriers to 

needed care across the lifespan. 

                                                
7 Kochanek, K. D., Xu, J., & Arias, E. (n.d.). Mortality in the United States, 2019. Retrieved September 29, 2021, from 
https://www.cdc.gov/nchs/data/databriefs/db395-H.pdf. 
8 https://www.chicago.gov/content/dam/city/depts/cdph/CDPH/Healthy_Chicago_2025_Data-Compendium_10222019.pdf 
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Priority Health Need 1: Behavioral Health

Behavioral health (BH) includes 

substance use disorders and 

mental health. Communities in 

our service area have higher 

levels of substance use and 

mental health disorders than 

other Chicago communities. 

Concurrently, fewer providers 

are available to address BH 

needs in our service area than 

Chicago overall. 

Figure 8. Percent of Adults 

Reporting Poor Mental Health for 

14+ Days in a 30-Day Period*  

*PLACES Project, 2018  

Map 4. Drug-induced Deaths per 100,000 Population 

in Chicago*  

The drug-induced mortality rate for our service area is 

lower than the city’s rate (22.6 vs. 28.4); however, Fuller 

Park has one of the highest rates in the city (47.4). 

*Centers for Medicare & Medicaid Services National Provider Identifier, 2021  

Figure 9. Number of 

Mental Health Providers 

per 100,000 Residents*  

In West Englewood, the 

number of mental health 

providers per 100,000 is 

10 times lower than the 

citywide rate. 

*Illinois Department of Public Health, 2013-2017 
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*Illinois Department of Public Health, 2013-2017 

**Healthy Chicago Survey, 2016-2018 

Table 5. Homicides* and Adult Feelings of Safety** in STBH’s Service Area and Chicago 

 

Community Safety 

Community safety was a topic consistently raised during our Community Conversations and 

One-on-Ones, often in relation to mental health and wellbeing. As shown below, crime rates 

within our service area are higher than in many other Chicago communities. The trauma caused 

by encountering violence, alongside the burden of socioeconomic factors such as 

unemployment and substandard housing, exacerbate mental health and substance use 

disorders within our communities.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 
Chicago 

Service 
Area 

Englewood 
(60621) 

West 
Englewood 

(60636) 

Age-Adjusted Homicide Rate per 
100,000 Population 

21 37 58 72 

Percent of Adults Who Report 
Feeling Safe in their 

Neighborhood “All of the Time” or 
“Most of the Time”  

65% 65% 55% 52% 

Map 5. Violent Crime per 100,000 

Residents in Chicago* 

Violent crime includes homicide, 

criminal sexual assault, robbery, 

aggravated assault, and 

aggravated battery.  

 

The majority of community areas 

within our service area have higher 

rates of violent crime than the 

citywide rate of 937 crimes per 

100,000 residents. Chatham, Fuller 

Park, Washington Park, Greater 

Grand Crossing, Englewood, and 

West Englewood have over 2,500 

violent crimes per 100,000 

residents – well over double the 

citywide rate.  

*Chicago Police Department, 2019 
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Community Voices – What We Heard 

In the Community Conversations and CHNA Advisory 

Committee meetings, residents raised concerns about the level 

of mental health needs and substance use disorders within 

their community. Discussions surrounding behavioral 

health needs were diverse and touched on causes, 

impacts, and ways to address this pressing need.  

Participants shared stories of how environmental stressors 

affected their health, linking high rates of community violence 

and the deteriorated states of buildings and sidewalks to high 

levels of mental health issues and substance use disorders. They further discussed the 

relationship between mental and physical wellbeing, highlighting that having a chronic illness or 

caring for loved ones with illnesses creates stress and anxiety. Structural inequities, such as 

poverty, substandard housing, and racism, were also viewed as major contributors to declining 

community mental health. Residents discussed how the combination of environmental, 

physical, and social stressors created deep trauma in peoples’ lives. They described how 

these stressors – combined with a lack of resources to address mental wellbeing – led to 

increased alcohol, drug, and substance use. 

Residents also discussed the downstream impacts of stress and anxiety on health and 

wellbeing. One group connected higher levels of heart disease and high blood pressure in our 

service area to the disproportionate amount of stress that residents experienced. Others 

connected stress and anxiety to obesity and poor maternal and infant outcomes. 

Finally, residents discussed opportunities to address behavioral health needs within our 

service area. A recurring discussion was the need for more services in neighborhoods to 

address behavioral health needs. Many felt that individuals had to travel far to receive services, 

which was a barrier to getting needed care. In our discussion with the CHNA Advisory 

Committee, attendees discussed the need to consider mental health stigma in designing 

screening and intervention approaches. The group encouraged us to engage individuals by 

using more relatable terminology and by avoiding clinical terms. One attendee applauded a 

recent STBH billboard about behavioral health services that connected with community 

members without the use of clinical terminology.  

The CHNA Advisory Committee further encouraged us to 

improve our partnerships with organizations that can offer 

non-clinical options to individuals in need of mental health 

support because these options may be more acceptable 

and approachable to residents. Finally, committee members 

encouraged us to address behavioral health needs across all 

ages – particularly youth.  

  

“Eradicating racism as 

also a mental health 

issue that has been 

impacting the Black 

community is in 

particular a huge issue 

because we borne the 

brunt of that.” 

“There are so many 

people that need 

[mental health] services 

and we just do not have 

enough psychiatrists or 

licensed clinical social 

workers.” 
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Responding to the Behavioral Health Need 

We offer a suite of services to patients experiencing behavioral health issues. As part of our 

offerings, we have a partial hospitalization program, inpatient adult crisis stabilization 

unit, and outpatient services. We engage our behavioral health patients in creating integrated 

care plans that account for their personal needs, values, and preferences; and offer 

comprehensive services such as psychotherapy, psychological evaluations, and a detox 

program. Our multifaceted team of experts includes medical physicians, psychiatrists, nurses, 

social workers, therapists, and counselors. While we have provided behavioral health services 

since 1993, over the past three years, our outpatient behavioral health program was expanded 

to include group therapy, support groups for family members, and an anger management 

program.  

 

 

 

Starting in 2020, all of our outpatient behavioral health clinic services were expanded to 

include a trauma-informed approach. This work is geared to improve our behavioral health 

services by creating an accessible and inclusive program that acknowledges the trauma faced 

by our patients and communities. We plan to take lessons learned from our behavioral health 

trauma-informed protocols and expand this approach to other clinical areas in the future. 

Future Directions 

In conversations with our CHNA Advisory Committee, we discussed establishing new 

partnerships with community organizations to enhance and augment our services – particularly 

to improve access for youth. Hospital and community partnerships have been shown to improve 

access to behavioral health services, increase the value of services available to community, and 

improve efficiency by pulling together provider care teams to address behavioral health.9 Our 

CHNA Advisory Committee noted key considerations in pursuing these partnerships: 

• The importance of partnering with social and outreach workers that have community 

rapport and are familiar with community needs, 

• Identifying innovative coaching strategies alongside organizations who work to reframe and 

address the stigma of seeking behavioral health services in culturally-relevant ways, 

                                                
9 Blair, S. (2021). Community partnerships key to improving access to mental health care. American Hospital Association. Retrieved 
from https://www.aha.org/news/blog/2021-02-05-community-partnerships-key-improving-access-mental-health-care 

“…Drug addiction is a major 

problem in our neighborhood 

because people are just, a lot 

of people are depressed and 

medicate self and they call it 

self-medication.” 
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• The need for messaging and marketing campaigns that promote these partnerships and 

that create awareness of mental health services in the community, and 

• The value of using social media as a way to promote these partnerships and services, 

using testimonials from participants as an effective engagement tool. 

The CHNA Advisory Committee identified potential partner organizations:  

• Heartland Alliance provides supplemental and wraparound services to residents in 

Englewood, including showers and laundry access for the homeless. Partnering with this 

organization can increase access to wraparound social and economic supports for our 

patients.  

• Under the Rainbow Program is a youth-focused behavioral health program. Partnering 

with this organization can create linkages that improve access to care for youth. 

• Oak Street Health – Englewood provides specialty behavioral health care services to 

seniors. Partnering with this organization can create linkages that improve access to care for 

seniors. 

  

Community Highlights 

Aunt Martha’s 

Aunt Martha’s, a federally-qualified health center (FQHC), provides behavioral health 

patients with an integrated care approach that focuses on health and wellness and 

addresses the whole person. 

Hartgrove Hospital 

Hartgrove Hospital’s Trauma Program addresses the impact of traumatic stress through 

comprehensive screening and assessment services, trauma-sensitive group services, and 

trauma-focused individual therapy. Services are available to children, adolescents, and 

adults. 
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Priority Health Need 2: Diabetes 

110  

                                                
10 Kochanek, K. D., Xu, J., & Arias, E. (n.d.). Mortality in the United States, 2019. Retrieved September 29, 2021, from 
https://www.cdc.gov/nchs/data/databriefs/db395-H.pdf. 

Chronic illnesses such as 

diabetes require frequent 

monitoring. As of 2019, diabetes 

was the seventh leading cause of 

death in the U.S.10 Uncontrolled 

diabetes can lead to disabling 

long-term complications, including 

blindness and cerebrovascular 

disease. This section highlights 

the elevated levels of diabetes 

and deaths related to diabetes 

within our service area. 

Figure 10. Percent of Adults 

with Diagnosed Diabetes* 

There is a higher percent of 

adults with diagnosed diabetes 

in our service area than in 

Chicago overall. Moreover, the 

percent of adults with diagnosed 

diabetes in Englewood is almost 

twice that of the city. 

*PLACES Project, 2018  

Diabetes heavily affects communities 

within our service area. The highest 

diabetes-related mortality rates per 

100,000 residents are in West 

Pullman (92), Oakland (119), and 

Riverdale (140). 

 

*Death Certificate Data Files – Illinois Department of Public Health, 2013-2017  

Map 6. Deaths Related to Diabetes 

per 100,000 Population in Chicago*  
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Community Voices – What We Heard  
Throughout our Community Conversations, diabetes was 

acknowledged by residents and leaders as a 

longstanding health challenge in our communities. In 

these conversations, residents talked about socioeconomic 

connections to the high rates of diabetes. In particular, they 

discussed the relationship of poor diets and obesity with 

diabetes. For additional details on this portion of the 

discussion, see the obesity section below.  

Residents felt that a multifaceted approach would be the 

best way to prevent new cases of diabetes while also decreasing the health impacts of 

existing cases. Residents discussed the need for programming that addressed the clinical 

needs of individuals with diabetes while also teaching about healthy lifestyle choices. For 

example, residents suggested education on preparing traditional meals in ways that used fresh 

and affordable ingredients. Thinking about prevention, the groups also wanted lifestyle 

programming to be made available to community members before they were diagnosed with 

diabetes. 

Responding to the Diabetes Need 

In response to the need for localized specialty care in our service area, we established a series 

of specialty clinics in 2014. The specialty Diabetes Clinic gives patients with diabetes 

access to a dedicated endocrinologist within their neighborhood. Further, our Adult Mobile 

Health Unit (AMHU) provides diabetes screening and education at locations across the city. 

This includes screenings for individuals who are not our patients and who do not have a primary 

care physician. We then are able to link patients who screen positive to our Diabetes Clinic for 

ongoing care.  

As part of our ongoing effort to increase service offerings, we are establishing a new outpatient 

Diabetes Education Program to support individuals who are pre-diabetic or living with diabetes. 

We have engaged a dedicated AmeriCorps member to assist in creating and administering this 

new program. Currently, we plan for the program to include a nutritionist and offer testing, 

treatment, lifestyle components, and education to patients.  

Future Directions 

Diabetes Education Program 

In addition to those outlined above, other 

components being considered for our new 

Diabetes Education Program are support groups, 

nutrition classes, active lifestyle education and 

opportunities (walking groups), and self-

monitoring training. When discussing this new 

program with our CHNA Advisory Committee, 

they encouraged us to consider additions such 

as healthy and affordable food preparation and 

the importance of movement. They felt that 

“So with renal failure, 

kidney failure, you're 

looking at diabetes, you're 

[also] looking at 

hypertension, and those 

are still the main culprits of 

health disease for the 

African American 

community.” 
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making the program more about lifestyle and wellbeing versus addressing disease would be 

appealing to community members. Committee members also recommended collaborating with 

the National Kidney Foundation and local community-based organizations (CBOs) to provide 

additional support services through the program. 

Screening and Prevention 

Adding new screening tools to all patient encounters can assist in identifying individuals with 

undiagnosed diabetes and who are pre-diabetic.11 Community members liked the idea of 

screening patients and referring them to the new Diabetes Education Program if they were pre-

diabetic or screened positive for diabetes, as well as to the Diabetes Clinic as needed.  

Marketing and Messaging 

With all of these efforts, our CHNA Advisory Committee encouraged us to use culturally-relevant 

marketing and messaging that discusses wellbeing instead of talking about disease or weight 

management. One committee member commented on the effectiveness of our recent Facebook 

health education campaign and asked that we do more of this type of outreach across our 

programming. 

  

                                                
11 Screening Tools for Diabetes. (2021). Diabetes Education Services. Retrieved from https://diabetesed.net/ 

Community Highlights 

Beloved Community Family Wellness Center (BCFWC) 

BCFWC is a not-for-profit FQHC committed to providing comprehensive, accessible, timely, 

and affordable primary health care, preventive education, and social service programs to the 

Greater Englewood and surrounding communities. 

Oak Street Health - Englewood 

Oak Street Health is a community-based network of clinics that specialize in providing 

primary care for seniors. The Englewood clinic serves patients with diabetes, kidney disease, 

and other chronic conditions. 

Chicago CARES 

Chicago CARES’ Diabetes Prevention Program provides patients with pre-diabetes 

education, support from peers, and a trained lifestyle coach.  
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Priority Health Need 3: Heart Disease  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

12

                                                
12 https://www.chicago.gov/content/dam/city/depts/cdph/CDPH/Healthy_Chicago_2025_Data-Compendium_10222019.pdf 

Heart disease includes conditions 

such as high blood pressure 

(hypertension), high cholesterol, 

stroke, and coronary artery 

disease. A disproportionate 

number of deaths due to heart 

disease among Black Chicagoans 

contributes to lower life 

expectancy.12 Communities in our 

service area face higher rates of 

hypertension, high cholesterol, and 

heart disease-related deaths 

compared to Chicago as a whole. 

Figure 11. Percent of Adults 

Diagnosed with Hypertension*  

*PLACES Project, 2017  

Most of the communities within our service area have 

higher heart disease mortality rate per 100,000 residents 

compared to the citywide rate. The communities with the 

highest rates are Fuller Park (382) and Oakland (313). 

Map 7. Age-adjusted Heart Disease Deaths per 

100,000 Population in Chicago*  

*Illinois Department of Public Health, 2013-2017  

Three out of every 10 adults in our 

service area have been told that 

they have high cholesterol. 

Figure 12. Percent of Adults 

with High Cholesterol* 

*PLACES Project, 2017  
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Community Voices – What We Heard  

Residents and leaders in our Community Conversations stated that heart disease and high 

blood pressure (hypertension) were major concerns in the community. Participants also 

expressed concern about the lack of local health care services that specialized in 

addressing heart disease. 

Almost all of our participants talked about the effects of neighborhood violence on health. Many 

connected exposure to neighborhood violence with higher levels of stress, anxiety, and 

depression. They then linked these mental health conditions with physical health. For example, 

one attendee connected the constant stress caused by living in an unsafe neighborhood with 

high blood pressure. These conversations reiterated how programs trying to treat and 

prevent heart disease should focus on physical contributors to the disease, such as poor 

nutrition, obesity and contributors such as stress and mental health.  

As with diabetes, participants linked obesity with poor heart health. They talked about the 

impact of poor diets on heart health and discussed how difficult it is for residents to 

access affordable, fresh produce. The section on obesity (below), discusses challenges with 

accessing healthy and affordable foods in more detail and outlines ideas for improving food 

access in the neighborhood. 

Responding to the Health Disease Need 

We opened our Cardiology Clinic in 2014 to address the need for specialized cardiac care 

within our communities. The Cardiology Clinic is now housed in the Ambulatory Care Center 

(ACC) alongside other specialty clinics. The clinic provides care and treatment for patients with 

heart conditions like hypertension and high cholesterol. Armed with advanced imaging and 

diagnostic services like electrocardiography (EKG), the clinic is able to offer patients cutting-

edge care within their neighborhood. In addition, our Adult Mobile Health Unit (AMHU) provides 

screenings for hypertension and high cholesterol across the city. Based on these screenings, 

the AMHU team then provides referrals to the Cardiology Clinic. When a patient does not 

already have a primary care physician, the AMHU staff can link the patient to care at STBH. 

Future Directions 

Hypertension Self-Monitoring  

In our conversations with the CHNA Advisory 

Committee about promising approaches to 

address heart disease, we discussed giving 

tools to patients to self-monitor their blood 

pressure at home. There is growing evidence 

that providing blood pressure monitoring cuffs 

and ongoing education can help patients 

manage high blood pressure and improve 

outcomes.13 Beyond providing blood pressure 

cuffs and education, successful programs 

                                                
13 Shimbo, D. et al. (2021). Self-Measured Blood Pressure Monitoring at Home. AHA Policy Statement. Retrieved from 
https://www.ahajournals.org/ 
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have created coordinated teams of community health workers, nurses, and providers to support 

patients and to integrate at-home monitoring into ongoing clinical care. In addition, many 

programs offer virtual support (e.g., texts, chat tools) and telemedicine to patients. Taking this 

approach in our service area had mixed support from the CHNA Advisory Committee. 

Committee members did not think that residents would use blood pressure cuffs at home. If we 

were to pursue a self-monitoring blood pressure program, they recommended that it be done in 

collaboration with trusted community partners. For example, they suggested establishing weekly 

blood pressure check-ins with clinical teams at churches, salons, or barbershops.14  

Building Partnerships 

CHNA Advisory Committee members thought it was important to leverage new and innovative 

partnerships to address heart disease in accessible ways. They suggested engaging residents 

at churches, food pantries, barbershops, salons, schools, and other places that are frequented 

on a daily basis. They thought that partnerships with food pantries and the faith-based 

community offered unique opportunities to reach individuals who may be disengaged with the 

healthcare system. As part of this discussion, we reviewed the Community Intervention to 

Reduce Cardiovascular Disease in Chicago (CIRCL-Chicago) program (see Community 

Highlights). CIRCL-Chicago centers on a partnership between health care organizations and 

faith-based leaders to control hypertension in the community.  

 

 

 

 

 

 

 

                                                
14 Community intervention to reduce cardiovascular disease in CHICAGO (CIRCL-CHICAGO). Northwestern Scholars. (n.d.). 
Retrieved September 30, 2021, from https://www.scholars.northwestern.edu/en/projects/community-intervention-to-reduce-
cardiovascular-disease-in-chicag-2. 

Community Highlights 

Community Intervention to Reduce Cardiovascular Disease in Chicago (CIRCL-

Chicago) 

CIRCL-Chicago, based at Northwestern University, aims to control hypertension on the 

South Side through partnerships with faith-based organizations. The program is carried out 

by community health workers and ministry facilitators, with clinics and hospitals in the 

community providing support. All program elements are connected through a common data 

platform.14 
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Priority Health Need 4: Obesity  

Obesity is defined as having a Body Mass Index (BMI) of 30 kg/m2 or greater.  

 

 

 

 

 

15 

 

 

 

 

 

 

 

                                                
15 https://www.cdc.gov/obesity/adult/causes.html 

In addition to being associated 

with the leading causes of death 

in the U.S., obesity is also tied 

to a lower quality of life and 

poorer mental health outcomes. 

Our service area has high levels 

of obesity, which is likely caused 

in part and perpetuated by high 

levels of food insecurity. 

Map 8. Percent of Adults with Obesity in Chicago*  

All zip codes in our service area have a higher 

percent of adults with obesity than the city overall.  

Figure 13. Percent of Adults 

Who Have Ever Experienced 

Food Insecurity* 

*Feeding America, 2018 

36% of adults in West Englewood 

said they had not participated in 

any physical activity or exercise in 

the past month. 

*Healthy Chicago Survey, 2016-2018 

Figure 14. Percent of Adults Who 

Had Not Participated in any 

Physical Activity (Past Month)*  

*PLACES Project, 2018 
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Community Voices – What We Heard  
In our Community Conversations, participants discussed 

the many factors that contribute to obesity in our service 

area. Participants discussed how people did not 

always know how to make healthy meals. They 

discussed the need for nutrition education and cooking 

classes to improve community knowledge about how to 

prepare healthy, affordable meals. 

Participants also connected poor diets with poverty, 

discussing how households have to choose 

between cheaper, unhealthy foods and expensive, 

healthy foods. Many residents in our service area face 

food insecurity because it is difficult for them to access 

nutritious food (e.g., there are fewer grocery stores than other Chicago neighborhoods) and/or 

they cannot afford the nutritious food that is available (e.g., a grocery store may offer fresh fruits 

and vegetables, but they are too expensive). Participants acknowledged that when families 

cannot afford fresh and nutritious foods, they are forced to make poor nutritional choices.  

Another concern raised during these conversations centered on the overall food 

environment in our service area. First, participants discussed how affordable foods often 

contain high levels of salt, sugar, and preservatives. Second, many participants talked about 

how unhealthy foods (“junk foods”) are actively marketed to children. As part of this discussion, 

many talked about the ways that poor eating habits established in childhood impact adult health. 

Lastly, many discussed the number of liquor stores and fast food restaurants in the 

neighborhood, stating that the availability of these unhealthy options made it difficult to make 

healthy food choices. To counter this environment, participants wanted campaigns to promote 

healthy eating and to make affordable, fresh produce more accessible.  

Finally, our CHNA Advisory Committee reiterated the importance of movement in 

combatting obesity, particularly among children. As part of this discussion, members 

acknowledged that residents want to be more active; however, community violence may prevent 

them from going outdoors more frequently. 

Responding to the Obesity Need 

In addition to our nutrition counseling, during 

the COVID-19 pandemic, we hosted a 

temporary community food pantry in 

partnership with the Greater Chicago Food 

Depository. This partnership helped ensure that 

community residents and patients facing food 

insecurity could access healthy foods. Lastly, we 

are in the process of establishing a walking group 

to increase physical activity. We are collaborating 

with local schools to use their indoor and outdoor 

tracks to host regular groups.  

“So there's no narrative out 

there that's potent enough that 

lives early enough in the culture 

that speaks to the better you 

eat, the better you feel, the 

better quality of food you eat, 

the better quality of life you 

have. These narratives are in 

the minority, not in the majority, 

and certainly not in 

impoverished neighborhoods.” 
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Future Directions 

VeggieRx Programs 

Our CHNA Advisory Committee was excited to hear about 

successful programs in other Chicago neighborhoods (e.g., Austin 

and North Lawndale) that linked health care with local food 

sustainability initiatives to address obesity.16 In particular, these 

programs engaged health care providers to “prescribe” fresh 

produce for food insecure patients. Then, patients are connected to 

a local garden that partners with the health care center to supply 

patients with free, fresh, and local produce. The goals of these 

programs are to increase consumption of produce, increase access 

to fresh and healthy foods, and treat chronic health conditions in an innovative way.  

Hospital/Food Bank Partnerships 

Even before suggesting hospital/food bank partnerships to our CHNA Advisory Committee, 

several members recommended we partner with the local food pantry system to increase 

outreach and improve health. Hospital/food bank partnerships can support local food banks and 

residents in various ways. Other partnerships have offered health care screenings and linkage 

to care at pantry sites, provided healthy eating and lifestyle education at pantry sites, and given 

guidance to pantry leadership in establishing nutrition standards.17 Prior research has shown 

that these unique partnerships increase patient access to fresh, affordable, and healthy foods.17  

Nutrition Counseling 

To address the need of community nutrition education, we plan to offer comprehensive nutrition 

counseling with a registered dietitian (RD) to our specialty clinic patients. Patients will meet with 

our RD for screening, assessment, and counseling, which includes keeping a food journal and 

goal setting. Additionally, patient referrals will be made as needed. 

                                                
16 Cavanaugh, M. et al. (2016). Veggie Rx: an outcome evaluation of a healthy food initiative program. Public Health Nutrition, 2017. 
Retrieved from https://www.cambridge.org/core/journals/public-health-nutrition/article/veggie-rx-an-outcome-evaluation-of-a-healthy-
food-incentive-programme/7E407BED0D9FDA2042B3A1AC9C70ACC3 
17 Bridle-Fitzpatrick, S. (2018). Hospital-Food Bank Partnerships: A Recipe for Community Health. Hunger + Health, Feeding 
America. Retrieved from https://hungerandhealth.feedingamerica.org/ 

Community Highlights 

Inner-City Muslim Action Network (IMAN) 

IMAN’s recent initiative, Go Green on Racine, aims to increase access to produce and 

healthy foods on the South Side, specifically in Englewood.  

Growing Home 

A USDA-Certified Organic and non-profit urban farm in Englewood that hosts a farm stand 

and sells produce at the Green City Market. 

Teamwork Englewood 

Teamwork Englewood promotes active and healthy lifestyle for youth through its programs: 

Hoops in the Hood and Englewood Police Youth Baseball League. 

 

 

 

 

“Lots in some areas 

of the community 

that can be used for 

starting gardens and 

bringing about 

healthy eating, 

healthy living.” 
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Priority Health Need 5: Respiratory Disease  

  

 

 

 

 

Respiratory illnesses are a major 

burden not only on individuals, but 

also on families and communities. 

Asthma and chronic obstructive 

pulmonary disease (COPD) are 

conditions that can limit a person’s 

quality of life and lead to untimely 

death. Our service area faces high 

rates of asthma and COPD. The 

concurrently high rates of smoking 

exacerbate these illnesses and poor 

outcomes. 

Map 9. Percent of Adults with Asthma in Chicago* 

Our service area has higher rates of asthma 

compared to Chicago overall. The highest rates are 

in Englewood (15%) and West Englewood (14%). 

*PLACES Project, 2018  

Figure 15. Percent of Adults Who 

Have Been Diagnosed with COPD*  

*PLACES Project, 2018 

The percent of adults who 

smoke regularly is higher in 

Englewood and West 

Englewood than Chicago 

overall.  

*PLACES Project, 2018; Dwyer-Lindgren, Mokdad, et al., (Population Health Metrics), 2014 

Figure 16. Percent of Adults 

Who Smoke Regularly* 
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Community Voices – What We Heard  
As discussed in our Community Conversations and with our 

CHNA Advisory Committee, asthma and COPD have 

impacted our communities for some time. Residents 

discussed poor air quality and other environmental 

hazards that cause higher levels of respiratory illness in 

our service area than in other parts of Chicago. They 

further discussed exposures within poorly maintained 

housing units that can cause and exacerbate respiratory 

conditions, such as mold, rodents, and pests.  

In addition, participants discussed the need for 

sustainable interventions to prevent and manage COPD, asthma, and other respiratory 

diseases. To prevent serious asthmatic events, many expressed the need for educational 

interventions that teach patients how to manage asthma and to recognize common triggers. 

Participants further discussed the need for more specialists in the area that treated asthma and 

COPD. Many felt that emphasis should be placed on both children and adults, since many 

adults did not know how to manage their respiratory condition. The group discussed how poor 

outcomes related to COVID-19 were exacerbated by the high levels of respiratory conditions in 

the neighborhood.  

Responding to the Respiratory Health Need 

Patients experiencing respiratory emergencies who present to our Emergency Room 

(ER) are treated by a respiratory therapist and receive referrals for ongoing care. Our ER 

team provides education to patients before they leave the hospital about how to assess their 

homes for respiratory triggers and actions to prevent future emergencies. We also provide 

patients special pillows and mattress covers to help prevent future emergency events. 

  
“Asthma is an issue [doctors] 

can treat with primary care, 

but sometimes you need a 

specialist. And I think that's 

one of the things that is 

lacking in my mind here in the 

Englewood community, we 

don't have a lot of specialists 

available in communities in 

Chicago.” 

 

“I think cancer, and most 

definitely respiratory 

conditions, which is what 

has caused COVID-19 to 

just come through the 

Englewood community and 

other low income 

communities in Chicago.” 
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Future Directions 

Asthma Awareness Campaign 

Our CHNA Advisory Committee suggested leading an asthma awareness campaign to educate 

adults and children about asthma-related risks factors, symptoms, and management. They 

stated that the Emergency Room was an excellent point of intervention to connect with families 

about asthma education and link them to care. Additionally, residents underscored the 

importance of following-up with patients, particularly after a patient has been referred to a 

provider.  

Community Highlights 

Asthma Action Plan for Chicago: Addressing Asthma in Englewood  

This plan aims to address community concerns over high rates of asthma in Englewood by 

capitalizing on local resources and existing community infrastructures to develop cohesive, 

multi-level programs with lasting, positive effects for those with asthma. 

Oak Street Health – Englewood 

Oak Street Health’s clinic in Englewood provides treatment to seniors with common 

respiratory diseases such as asthma and COPD. 

South Side Pediatric Asthma Center (SSPAC) 

SSPAC is a multi-institution partnership aimed at improving health outcomes for children with 

asthma. SSPAC provides asthma education and an asthma resource line for those living on 

Chicago’s South Side. 
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Cross-cutting Priority Health Need: Access to Care  

  
To prevent illness and treat 

disease, all residents must have 

access to quality and affordable 

health care. Access to care was 

identified as an issue that cuts 

across all priority health needs. It 

focuses on reducing barriers to 

needed care across the lifespan. 

Figure 17. Percent of Residents 

without Health Insurance*  

*ACS, 2019 Five-year Estimates 

Over 80% of Englewood and West 

Englewood residents visited the doctor 

for routine care in the past year. It is 

important that these encounters turn 

into ongoing relationships with the 

healthcare system. 
*PLACES Project, 2018 

Figure 18. Percent of Adults Who 

Visited the Doctor for Routine Care 

in the Past Year* 

Map 10. Percent of Adults with a Primary Care 

Provider (PCP) in Chicago* 

In our service area, Back of the Yards (57%) and Hyde 

Park (58%) had the lowest rates of adults with a PCP. 

*Healthy Chicago Survey, 2016-2018 

Darker colors indicate a lower percent of adults with a primary care provider 
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Community Voices – What We Heard  

The theme of access to care cut across all prioritized health needs. All of the residents we 

spoke to talked about difficulty in accessing care and treatment locally. Dwindling 

numbers of health care providers, high costs of health insurance, and a complicated referral 

system have hindered residents’ ability to access health care services. In particular, residents 

identified being uninsured or having Medicaid as reasons why making appointments or seeking 

care was difficult. Residents also explained the negative impact of hospital closures and the 

instability and inconsistency of community programs for conditions like asthma and heart 

disease. Many residents talked about having to go out of the neighborhood for care and the 

added burden of getting to that care. In addition to these discussions, many of the key themes 

outlined in the Community Stakeholder Summary section apply directly to the need for 

improved access to care.  

Responding to the Need for Access to Care 

As outlined in the previous sections, we offer primary care services as well as a suite of 

Specialty Clinics that address a broad range of community member health needs. Beyond 

those already mentioned, specialty clinics include a Physical Medicine and Rehabilitation Clinic, 

Orthopedic Clinic, Women’s Wellness Center, Eye Clinic, and Dental Center. All of these 

services are located in our Ambulatory Care Center (ACC), allowing for easy referrals between 

clinics and services as patient needs evolve over time. Our Outpatient Behavioral Health Clinic 

is located in our main hospital. To eliminate unnecessary visits to the Emergency Room, our 

Ambulatory Care Center offers an Immediate Care Clinic that provides a wide range of services 

– including routine check-ups, lab services, immunizations, school physicals, and treatment for 

common and chronic illnesses. Additionally, the ACC has an onsite pharmacy and laboratory 

which complement the specialty clinics and allow patients to receive care and treatment in a 

one-stop health center.  

In addition to our on-site care offerings, we have a mobile outreach team to conduct 

various community activities. Our Pediatric Mobile Health Unit and Adult Mobile Health Unit 

improves access to care by providing preventive screenings, health education, and linkage to 

care at community locations throughout Chicago (for more details, see page 10). We also host 

and participate in various community-based outreach activities to reach residents where they 

live and work. Currently, we host and participate in health fairs, partner with community-based 

organizations, host educational events, engage with the faith-based community, and find other 

non-traditional ways to provide education about health conditions throughout the community (for 

more details, see page 10).  

Future Directions 

Multi-faceted Teams to Meet Patient Needs 

In our discussion of opportunities to address the top health needs, our CHNA Advisory 

Committee was enthusiastic about the potential of introducing multi-faceted care teams to 

support patients. Multi-faceted teams include an assortment of clinicians, such as physicians, 

nurse practitioners, and nutritionists, alongside wraparound support team members, such as 

community health workers (CHWs), case managers, and social workers. Evidence has shown 

that having CHWs on these teams is particularly effective in improving community health 
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outcomes. CHWs are frontline public health workers who are trusted members of, and have an 

unusually close understanding of, the community served. This trusting relationship enables 

CHWs to be a link between health care, social services, and the community to improve access 

to care and the quality and cultural competence of service delivery.18  

Our research highlighted the use of these multi-faceted teams (including CHWs) for patients 

dealing with diabetes,19 heart disease,20 respiratory disease, 21,22 and mental health issues.23 

Such programs have led to improvements in diet,17 increased physical activity,17 greater 

adherence to medications and appointments,17 and most importantly, improved health outcomes 

for individuals facing these health issues.18,19 Our CHNA Advisory Committee appreciated how 

these multi-faceted teams addressed patient clinical needs as well as social and economic 

needs. Additionally, our community partners liked how past programs have focused on clinical 

care (e.g., medication adherence), lifestyle factors (e.g., diet and physical activity), and have 

integrated cultural context into their design. At this time, we are actively engaged with the South 

Side Healthy Community Organization (SSHCO) (see Community Highlights). As part of this 

initiative, we are hoping to increase patient access to these multi-faceted teams, CHWs, and 

social services in a collaborative effort on the South Side.  

Expand Community Education Sessions 

Residents underlined the importance of expanding our community presence and educating 

residents on our services. Residents suggested hosting pop-up visits at community gathering 

spaces and events, such as local gyms, barbershops and salons, high school athletic events, 

and elementary and middle schools. Residents also suggested hosting tours of our ACC with 

these groups to increase community knowledge of our specialty clinics and services. 

Engage with Local Organizations  

Engaging with local organizations will increase our footprint in the community and strengthen 

partnerships and collaborations. Community members suggested we, in particular, engage the 

food pantry system. This partnership would provide a direct resource for our residents in need of 

food and would give us the opportunity to provide pantries with health resources, such as health 

education, nutrition guidance, and pop-up vaccination and screening clinics. 

                                                
18 https://www.apha.org/apha-communities/member-sections/community-health-workers 
19 https://www.cdc.gov/diabetes/pdfs/programs/stateandlocal/emerging_practices-chw.pdf  
20 Allen, J. K., Dennison-Himmelfarb, C. R., Szanton, S. L., Bone, L., Hill, M. N., Levine, D. M., West, M., Barlow, A., Lewis-Boyer, L. 
P., Donnelly-Strozzo, M., Curtis, C., & Anderson, K. (2011). Community outreach and cardiovascular Health (coach) trial. 
Circulation: Cardiovascular Quality and Outcomes, 4(6), 595–602. https://doi.org/10.1161/circoutcomes.111.961573 
21 National Center for Healthy Housing. (2018). Community Health Workers: Delivering Home-Based Asthma Services. Milken 
Institute School of Public Health. Retrieved from https://nchh.org/resource-library/technical-brief_community-health-
workers_delivering-home-based-asthma-services.pdf 
22 Ramsay, J., Schwindt, T., Nguyen, T., & Margellos-Anast, H. (2016). Translating a proven pediatric healthy homes asthma 
intervention to adults. Health Promotion Practice, 19(2), 222–232. https://doi.org/10.1177/1524839916675118 
23 Barnett, M., Gonzalez, A., Miranda, J., Chavira, D., & Lau, A. (2017). Mobilizing Community Health Workers to Address Mental 
Health Disparities for Underserved Populations: A Systematic Review. Administration And Policy In Mental Health And Mental 
Health Services Research, 45(2), 195-211. doi: 10.1007/s10488-017-0815-0 
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Community Highlights 

Imagine Englewood If… 

Managed by Imagine Englewood If…, the Englewood Health Navigators initiative leverages 

health navigators as a bridge of knowledge and resources between healthcare institutions 

and community members. 

The Englewood Health Navigators Initiative also led to the creation of the H.E.R.O program. 

The H.E.R.O program empowers and trains residents to become health educators and 

spread knowledge and resources throughout the community. 

South Side Healthcare Collaborative (SSHC) 

SSHC is a network of federally qualified health centers (FQHC), free and charitable clinics, 

and community hospitals located on Chicago’s South Side that aims to improve access to 

quality and affordable resources for residents. 

South Side Healthy Community Organization (SSHCO) 

SSHCO is a collaborative of all FQHCs, safety net hospitals, and health systems on 

Chicago’s South Side. The collaborative seeks to address access to primary care, increase 

access to integrated specialty programs nearby, deploy coordinated efforts by CHWs to 

address social needs, and establish a connected care technology platform to enable better 

health care access. For more details, see page 9. 
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Additional Health Data 

COVID-19 

In the United States, the impact of the COVID-19 pandemic was significant, especially in low-

income communities of color. Based on the COVID-19 Vulnerability Index from Chicago 

Department of Public Health (Map 11), the majority of the communities in our service area have 

been disproportionally impacted by COVID-19 and are more vulnerable to vaccination uptake 

barriers. Currently, it is difficult to estimate the total impact of the COVID-19 pandemic on health 

and wellbeing; however, it is likely that our patients who have had COVID-19 will face long term 

health impacts associated with the virus.  

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

  

Map 11. COVID-19 Vulnerability Index in Chicago* 

The COVID-19 Vulnerability Index for communities in our service area ranges from 28.7 

(Kenwood and Hyde Park) to 62.5 (West Englewood). Overall, the majority of our communities 

have COVID-19 Vulnerability Indices higher than the city’s rate of 35.7. 

Darker shades of blue indicate a lower vulnerability index while darker shades 

of green indicate a higher vulnerability index (in comparison the city’s rate). Zip 

codes in grey are near the city’s rate 

*Chicago Department of Public Health, 2020 
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Cancer 

Cancer is the second leading cause of death in the U.S.24 Our service area has higher cancer 

diagnosis and cancer mortality rates per 100,000 residents than Chicago overall.  

 

 

 

 

                                                
24 https://www.cdc.gov/nchs/data/databriefs/db395-H.pdf ISSN 1941–4927 Print ed. ISSN 1941–4935 Online ed. Kochanek KD, Xu 
JQ, Arias E. Mortality in the United States, 2019. NCHS Data Brief, no 395. Hyattsville, MD: National Center for Health Statistics. 
2020. 

 Chicago 
Service 

Area 
Englewood 

(60621) 

West 
Englewood 

(60636) 

All Invasive Cancers 639 712 805 720 

Stage Four or Metastatic Cancer  153 202 228 227 

Bladder and Kidney Cancer^  18 19 24 17 

Colorectal Cancer^  59 74 100 91 

Nervous System Cancer^ 6 5 5 4 

Oral Cancer^  19 19 24 17 

Other Cancers^  197 203 199 195 

Cervical Cancer**,† 14 17 31 24 

Non-Invasive Breast Cancer**,† 46 47 37 41 

Invasive Breast Cancer**,† 190 199 227 211 

*Illinois Department of Public Health, 2014-2018 

**Per 100,000 Female Residents 

^Risk-adjusted 
†Age-adjusted 

Table 6. Cancer Diagnosis Rates per 100,000 Residents* 

Figure _. COVID-19 Cumulative Case Rate per 

100,000 Residents* 

The COVID-19 cumulative case rate is lower for 

the STBH service area than the city overall.  

*Centers for Disease Control and Prevention & 

Chicago Department of Public Health, 2021 

Figure 19. COVID-19 Vaccination 

Completion Rate* 

As of August 3, 2021, 42% of our service 

area completed the vaccination series.  

Figure 20. COVID-19 Cumulative Case Rate 

per 100,000 Residents* 

The COVID-19 cumulative case rate is lower for 

our service area than the city overall.  

*Chicago Department of Public Health, 2021 
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Maternal and Infant Health  

The percent of low and very low birth weight births and teen births is higher in our service area 

than the city overall, whereas the percent receiving adequate prenatal care is lower than 

Chicago overall. Adequate prenatal care is a composite measure that considers the timing of 

prenatal care entry as well as the total number of prenatal care visits completed before delivery. 

 

 Chicago 
Service 

Area 
Englewood 

(60621) 

West 
Englewood 

(60636) 

Percent with Low Birth Weight  
(<2,500 g – 5.5 lbs.) 

9.3% 12% 17% 15% 

Percent with Very Low Birth 
Weight (<1,500 g – 3.3 lbs.)  

1.8% 2.6% 3.5% 3.6% 

Teen Birth Rate per 1,000 
Population Females Aged 15-19 

22% 33% 44% 53% 

Map 12. Age-Adjusted Cancer Mortality Rate per 100,000 Population in Chicago* 

Our service area experiences higher cancer mortality rates (146 to 314 deaths per 

100,000 population) than Chicago overall (179 deaths per 100,000 population).  

Table 7. Select Maternal and Infant Health Metrics* 

*Illinois Department of Public Health, 2013-2017 

*Illinois Department of Public Health, 2013-2017 
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The percent of preterm births in Englewood and West Englewood are significantly higher than 

the percent of preterm births across Chicago.  

*Illinois Department of Public Health, 2013-2017 

Figure 21. Percent of Preterm Births (<37 Weeks Gestation)* 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Map 13. Percent of Births with Adequate Prenatal Care in Chicago*  

Our service area has lower levels of adequate prenatal care than many other Chicago 

communities.  

*Illinois Department of Public Health, 2013-2017 

Darker shades of green indicate a lower percent of births with adequate 

prenatal care in comparison to the city’s rate 
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Oral and Vision Health  

Our service area has poorer oral and vision health than the city overall (Table 8). For example, 

a higher percent of adults in our service area have vision difficulty than Chicago, with the 

highest rates of vision difficulty being in zip codes 60621 (Englewood) and 60637 (Woodlawn, 

Washington Park).  

 

 

 

Sexual Health  

Although sexually transmitted infections (STIs) are preventable, they are still considered a 

significant public health issue in the U.S.25 Our service area overall has higher HIV, chlamydia, 

and gonorrhea infection rates than the city overall (Table 9).  

 

 

 

 

  

                                                
25 https://www.healthypeople.gov/2020/topics-objectives/topic/sexually-transmitted-diseases 

 Chicago 
Service 

Area 
Englewood 

(60621) 

West 
Englewood 

(60636) 

Adults with Vision Difficulty* 2.4% 3.3% 5.6% 3.7% 

Adults Who Visited the Dentist or 
Dental Clinic in the Last Year** 

61% 52% 40% 44% 

Seniors Who Lost All Natural 
Teeth** 

14% 20% 31% 27% 

 Chicago 
Service 

Area 
Englewood 

(60621) 

West 
Englewood 

(60636) 

HIV Prevalence Rate 722 721 1,177 857 

HIV Incidence Rate 24 43 59 46 

Chlamydia Incidence Rate 1,193 1,438 2,396 2,281 

Gonorrhea Incidence Rate 531 748 1,425 1,424 

*American Community Survey, 2019 

*American Community Survey, 2019 

**Places Project, 2018 

Table 9. Sexually Transmitted Infections per 100,000 Population*  

 

Table 8. Select Metrics Related to Oral and Vision Health  
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COMMUNITY ASSETS 
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Community Assets 

Community assets are resources that have a positive impact on the health and wellbeing of the 

community. Community assets can range from individuals, to local organizations, to community 

structures and landmarks.  

Community Gathering Spaces 

Community Conversation participants identified community gathering spaces as safe and 

trusted places to meet and exchange health information. Community gathering spaces included 

barbershops, salons, and local restaurants and cafés, as well as places such as senior centers 

and exercise facilities. In particular, exercise facilities offered community members a place to 

meet while also offering an opportunity to improve physical health.  

 

Faith-based Organizations 

Residents and community leaders underscored the importance of faith-based organizations, 

such as Gifts from God Ministry and St. Benedict the African Catholic Church, as key 

community resources. Faith-based organizations provide a place where residents of all ages 

can congregate and create meaningful relationships. In addition, many churches provide social 

and health-related services to their congregations. We have worked with pastors to teach them 

how to recognize the signs and symptoms of poor mental health and refer individuals to the 

appropriate resources. One participant explained a hotline at Bright Star Church that provides 

members of the faith-based community mental wellbeing support, addressing mental health 

issues as well as conditions such as burnout. Many churches have their own pantries or partner 

with pantries to ensure community members have access to healthy food.  

Social Service Organizations 

Social service organizations play an integral role in the community by addressing social needs. 

Community Conversation participants highlighted organizations that promoted healthy eating by 

providing access to healthy and affordable food, including Growing Home, Grow Greater 

Englewood, Inner-City Muslim Action Network (IMAN), and local food pantries. Participants also 

mentioned the Imagine Englewood If… Lead Poisoning Prevention Program and Health 

Navigator Program, which connects residents to mental health resources and screens for 

chronic illnesses and sexually transmitted infections. 

“Kusanya Café… they're doing so many things with a little bitty café. They're doing yoga, tai 

chi, they have like a community.” 

“Whereas if you're not computer savvy, you can come in and learn how to work with 

computers and things of that nature, where they were giving out food or giving meals.” 

“…Sometimes you just have to go out and meet people where they are to help the 

community. And hopefully at some point it will trigger a response for them to try and get 

engaged if they see that other people care.” 
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Community Health Care Institutions  

Participants highlighted the importance of health care institutions. Residents mentioned 

organizations that improve access to mental health care, including Oak Street Health, which 

provides mental health care and treatment for seniors. Community Conversation participants 

were appreciative of our work to keep community members safe during the COVID-19 

pandemic. Participants highlighted our Vaccine Clinic, Adult Mobile Health Unit, and Pediatric 

Mobile Health Unit as key community assets. 

 

Neighborhood Landmarks 

• Emmett Till Home – Historic Landmark 

Local Gathering Spaces 

• Chicago Park District facilities 

o Ogden Park 

o Hamilton Park 

• Local workout facilities 

• Barbershops and Salons 

• Local Cafés and Restaurants 

o Sikia 

o Kusanya Café 

o Starbucks – 63rd and Halsted 

o Whole Foods – WFM Coffee Bar 

o Brewer Coffee + Custard 

• Nonprofit Community Organizations – Community Spaces 

o Peace House 

o Sweetwater Foundation Think+Do House 

o Imagine Englewood If… 

o Community Churches 

Community Health Care Facilities 

• Hospitals 

o Advocate Trinity Hospital  

o Holy Cross Hospital  

o Jackson Park Hospital  

o La Rabida Children’s Hospital  

o Roseland Community Hospital  

o Saint Bernard Hospital  

“And we go to senior buildings during COVID… St. Bernard actually, you know, did a 

vaccine clinic here at the hospital for the community. They provided testing. We went out 

and did testing to churches and community agencies. St. Bernard even did some home 

visits for immunizations as well for COVID. So I think during this pandemic, St. Bernard 

has made its presence known in the community and people have reached out to St. 

Bernard for those services.” 
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o South Shore Hospital  

o The University of Chicago Medical Center 

 

• Federally Qualified Health Centers 

o ACCESS at Gary Comer Youth Center  

o ACCESS at Holy Cross  

o ACCESS Auburn Gresham Family Health Center  

o Ashland Family Health Center  

o Auburn Gresham Health and Wellness Center  

o Aunt Martha’s Roseland Community Health Center  

o Aunt Martha’s Southeast Chicago Community Health Center  

o Beloved Community Family Wellness Center  

o Brandon Family Health Center  

o Chicago Family Health Center  

o Esperanza Health Center at Marquette  

o Friend Family Health Center  

o Grand Boulevard Plaza Family Health Center  

o Heartland Alliance Health Englewood Health Center  

o Howard Brown Health 63rd Street  

o IHC New City Clinic  

o Mile Square Health Center - Englewood 

o Oak Street Health - Englewood  

o Roseland Christian Health Ministries  

o TCA Health Chatham 

Community Based Organizations 

o ABJ Community Services Inc.  

o Action Coalition of Englewood  

o Ada S. McKinley Community Services, Inc.  

o Centro Comunitario Juan Diego  

o Chicago ECO House  

o Children’s Home and Aid  

o Family Focus  

o Family Rescue  

o Firman Community Services  

o Gary Comer Youth Center  

o Grant a Wish Inc.  

o Greater Englewood Chamber of Commerce  

o Greater Grow Englewood 

o Growing Home  

o Hope Organization  

o I Grow Chicago  

o Imagine Englewood If...  

o Inner-City Muslim Action Network (IMAN)  

o Kennedy-King College (City Colleges of Chicago)  

o Le Penseur Youth Services Inc.  

o Metropolitan Family Services  
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o One Health Englewood  

o Planned Parenthood  

o Plant Chicago  

o Resident Association of Greater Englewood (RAGE)  

o South Central Community Services Inc.  

o Spanish Coalition for Housing  

o Sustainable Englewood  

o TASC Inc.  

o Teamwork Englewood  

o The Back of the Yards Neighborhood Council  

o The Catholic Charities  

o The Salvation Army Adele and Robert Stern Red Shield Center  

o Thresholds  

o True to Life Foundation  

o Union League Boys and Girls Clubs - Englewood Club  

o Upworld Inc.  

o Urban Youth Outreach  

o Voices of West Englewood  

o WIC Food Center  

o YMCA  

o Youth of Englewood 

Faith-based Organizations 

o Antioch Missionary Baptist Church 

o Bethel Imani Lutheran Church 

o Big Zion Baptist Church 

o Blooming Rose Deliverance Church 

o Bright Start Church 

o Burnside Baptist Church 

o Canaan Community Church 

o Christ Unity Evangelistic Church 

o Church of the Living God 

o Englewood United Methodist Church 

o Gifts from God Ministry 

o Great Englewood Parish United 

o Greater St. John AME Church 

o Greater Metropolitan Church 

o Hope Presbyterian Church 

o Manual Memorial Missionary Baptist Church 

o Mt. Carmel Church 

o Mt. Moriah Missionary Baptist 

o New Birth Church of God In Christ 

o New Generation Christ Divine 

o New Canaan Land Missionary Baptist Church 

o Prince of Peace Church 

o Spiritual Wholistic Ministries of Love and Faith 

o St. Benedict the African Catholic Church 
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o St. Edmund’s Episcopal Church 

o St Stephen’s Lutheran Church 

o Transforming Christian Lives Center 

o True Vine Missionary Baptist 

o Union Tabernacle Baptist Church 
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Appendix 

Appendix A: Data Dictionary 

Indicator Description Source Year(s) 

Demographic Characteristics and Socioeconomic Factors 

Adults – 
Population Aged 

18-64 Years 

Estimated percent of the population aged 
between 18 and 64 years 

American Community 
Survey 

2015-
2019 

Children – 
Population Aged 

0-17 Years 

Estimated percent of the population aged 
between 0 and 17 years  

American Community 
Survey 

2015-
2019 

Seniors – 
Population Aged 

≥65 Years 

Estimated percent of the population aged 65 
Years and over 

American Community 
Survey 

2015-
2019 

Hardship Index The Hardship Index is a composite score 
reflecting hardship in the community (higher 
values indicate greater hardship). It incorporates 
unemployment, age dependency, education, per 
capita income, crowded housing, and poverty 
into a single score that allows comparison 
between geographies. It is highly correlated with 
other measures of economic hardship, such as 
labor force statistics, and with poor health 
outcomes. 

American Community 
Survey (Calculated 
by Metop.io) 

2015-
2019 

High School 
Graduation Rate 

Residents 25 or older with at least a high school 
degree: including GED and any higher education 

American Community 
Survey 

2015-
2019 

Life Expectancy Life expectancy at birth, or at the start of the 
specified age bracket. This is equal to the 
average age at death of all people born in this 
place, or all people who have lived to the start of 
the specified age bracket. 

U.S. Small-area Life 
Expectancy 
Estimates Project 

2010-
2015 

Median 
Household 

Income 

Income in the past 12 months, in inflation-
adjusted 2017 dollars 

American Community 
Survey 

2015-
2019 

Poverty Rate Percent of residents in families that are in poverty 
(below the Federal Poverty Level) 

American Community 
Survey 

2015-
2019 

Rent-Burdened Percent of households spending more than 30% 
of income on rent are considered rent-burdened. 
Rent costs do not include utilities, insurance, or 
building fees 

American Community 
Survey 

2015-
2019 

Total Population Average population over the time period American Community 
Survey 

2015-
2019 

Asian or Pacific 
Islander 

Estimated percent of the population that self-
identifies as Asian and not as Hispanic or Latinx 
(only includes population reporting a single race) 

American Community 
Survey 

2015-
2019 

Hispanic or Latinx Estimated percent of the population that self-
identifies as Hispanic or Latinx (includes all 
races) 

American Community 
Survey 

2015-
2019 



St. Bernard Hospital 2021 Community Health Needs Assessment Page | 66 

 

Indicator Description Source Year(s) 

Non-Hispanic 
Black 

Estimated percent of the population that self-
identifies as Black and not as Hispanic or Latinx 
(only includes population reporting a single race) 

American Community 
Survey 

2015-
2019 

Non-Hispanic 
White 

Estimated percent of the population that self-
identifies as White and not as Hispanic or Latinx 
(only includes population reporting a single race) 

American Community 
Survey 

2015-
2019 

Unemployment 
rate 

Percent of residents 16 and older who are 
actively seeking employment 

American Community 
Survey 

2015-
2019 

Priority Health Needs 

Access to Care 

Primary Care 
Provider Rate 

Percent of adults who report that they have at 
least one person they think of as their personal 
doctor or health care provider 

Healthy Chicago 
Survey – Chicago 
Department of Public 
Health  

2016-
2018 

Uninsured Rate Percent of residents without health insurance (at 
the time of the survey) 

American Community 
Survey 

2015-
2019 

Visited doctor for 
routine checkup 

Percent of adults who visited a doctor or health 
care provider for a routine checkup in the past 
year 

PLACES 2018 

Behavioral Health  

Drug-Induced 
Mortality Rate 

Age-adjusted rate of people who died due to 
poisoning and medical conditions caused by use 
of legal or illegal drugs or from poisoning due to 
medically prescribed and other drugs 

Death Certificate 
Data Files – Illinois 
Department of Public 
Health 

2013-
2017 

Mental Health 
Providers per 

Capita 

Number of mental health providers per 100,000 
residents, such as psychiatrists, psychologists, 
and specialists in addiction medicine, counseling, 
therapy, and behavioral health. Includes 
advanced practice nurses and nurse practitioners 

Centers for Medicare 
and Medicaid 
Services National 
Provider Identifier 
(NPI) 

2021 

Poor Self-
Reported Mental 

Health 

Percent of resident adults aged 18 and older who 
report 14 or more days during the past 30 days 
during which their mental health was not good  

PLACES Project 2018 

Diabetes  

Diabetes-Related 
Mortality Rate per 

100,000 
population 

Age-adjusted rate of people for whom diabetes is 
a primary or secondary cause of death 

Death Certificate 
Data Files – Illinois 
Department of Public 
Health 

2013-
2017 

Diagnosed 
Diabetes 

Percent of resident adults aged 18 and older who 
report ever having been told by a doctor, nurse, 
or other health professional that they have 
diabetes, other than diabetes during pregnancy 

PLACES Project 2018 
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Heart Disease 

Heart Disease 
Mortality Rate 

Age-adjusted rate of people who died due to 
heart disease  

Death Certificate 
Data Files – Illinois 
Department of Public 
Health 

2013-
2017 

High Blood 
Pressure – 

Hypertension 
Rate 

Percent of resident adults aged 18 and older who 
report ever having been told by a doctor, nurse, 
or other health professional that they have high 
blood pressure (hypertension) 

PLACES Project 2017 

High Cholesterol Percent of resident adults aged 18 and older who 
report ever having been told by a doctor, nurse, 
or other health professional that they have high 
cholesterol 

PLACES Project 2017 

Obesity 

Adult Obesity 
Rate 

Percent of resident adults aged 18 and older who 
are obese (have a body mass index (BMI) ≥30.0 
kg/m² calculated from self-reported weight and 
height). Excludes those with abnormal height and 
weight and pregnant women 

PLACES Project 2018 

Adult Physical 
Inactivity Rate 

Percent of adults who reported that they did not 
participate in any physical activities or exercises 
in the past month 

Healthy Chicago 
Survey – Chicago 
Department of Public 
Health 

2016-
2018 

Food Insecurity Percent of the population experiencing food 
insecurity at some point.  

Feeding America 2018 

Respiratory Disease 

Adults with 
Asthma 

Percent of residents who answer “yes” to both of 
the following questions: “Have you ever been told 
by a doctor, nurse, or other health professional 
that you have asthma?” and “Do you still have 
asthma?” 

PLACES Project 2018 

Chronic 
Obstructive 
Pulmonary 

Disease 

Percent of resident adults aged 18 and older who 
report ever having been told by a doctor, nurse, 
or other health professional that they have 
chronic obstructive pulmonary disease (COPD), 
emphysema, or chronic bronchitis  

PLACES Project 2018 

Cigarette 
Smoking 

Prevalence 

Percent of resident adults aged 18 and older who 
report having smoked at least 100 cigarettes in 
their lifetime and currently smoke every day or 
some days. Age-standardized 

PLACES Project 
Dwyer-Lindgren, 
Mokdad, et al. 
(Population Health 
Metrics, 2014)  

2018 

Smoking during 
Pregnancy Rate 

Percent of births where the mother reported 
smoking any cigarettes during pregnancy 

Birth Certificate Data 
Files – Illinois 
Department of Public 
Health 

2013-
2017 

  



St. Bernard Hospital 2021 Community Health Needs Assessment Page | 68 

 

Additional Health Data 

Cancer 

Bladder and 
Kidney Cancer 
Diagnosis Rate 

per 100,000 
Residents 

Risk-adjusted annual diagnosis rate for cancer of 
the urinary system (bladder and kidney). All ages 

Illinois State Cancer 
Registry – Illinois 
Department of Public 
Health 

2014-
2018 

Cancer Diagnosis 
Rate per 100,000 

Residents 

Annual diagnosis rate for all invasive cancers. 
Does not include pre-cancerous diagnoses such 
as breast cancer in situ or urinary cancer in situ. 
All ages, risk-adjusted 

Illinois State Cancer 
Registry – Illinois 
Department of Public 
Health 

2014-
2018 

Cancer Mortality 
Rate per 100,000 

Population 

Age-adjusted rate of people who died due to 
cancer 

Death Certificate 
Data Files – Illinois 
Department of Public 
Health 

2013-
2017 

Cervical Cancer 
Diagnosis Rate 

per 100,000 
Female 

Residents Aged 
15 and Over 

Age-adjusted annual diagnosis rate for cervical 
cancer  

Illinois State Cancer 
Registry – Illinois 
Department of Public 
Health  

2014-
2018 

Colorectal 
Cancer Diagnosis 
Rate per 100,000 

Residents 

Risk-adjusted annual diagnosis rate for colorectal 
cancer. Ages 15 and over 

Illinois State Cancer 
Registry – Illinois 
Department of Public 
Health 

2014-
2018 

Invasive Breast 
Cancer Diagnosis 
Rate per 100,000 

Female 
Residents 

Age-adjusted annual diagnosis rate for invasive 
(non-DCIS) breast cancer in women. Ages 15 
and over  

Illinois State Cancer 
Registry – Illinois 
Department of Public 
Health 

2014-
2018 

Stage Four or 
Metastatic 

Cancer Diagnosis 
Rate per 100,000 

Residents 

Risk-adjusted annual diagnosis rate for cancers 
with distant or systemic spread, often referred to 
as Stage four or metastatic cancer. Diagnosis at 
this stage has a significantly reduced chance of 
long-term survival for some cancers. All ages 

Illinois State Cancer 
Registry – Illinois 
Department of Public 
Health 

2014-
2018 

Nervous System 
Cancer Diagnosis 
Rate per 100,000 

Residents 

Risk-adjusted diagnosis rate for cancer of the 
central nervous system, including brain. All ages 

Illinois State Cancer 
Registry – Illinois 
Department of Public 
Health 

2014-
2018 

Non-Invasive 
Breast Cancer 

Diagnosis Rate 
per 100,000 

Female 
Residents 

Age-adjusted annual diagnosis rate for ductal 
carcinoma in situ (DCIS), a non-invasive form of 
breast cancer with a significant probability of 
becoming more aggressive in the future 

Illinois State Cancer 
Registry – Illinois 
Department of Public 
Health 

2014-
2018 

Other Cancers 
Diagnosis Rate 

per 100,000 
Residents 

Risk-adjusted annual diagnosis rate for cancers 
of the esophagus, stomach, liver, pancreas, 
bone, skin (melanomas), uterus, ovary, testis, 

Illinois State Cancer 
Registry – Illinois 
Department of Public 
Health 

2014-
2018 
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plasma (myelomas), breast-invasive (male), and 
all other sites. All ages 

Oral Cancer 
Diagnosis Rate 

per 100,000 
Residents 

Risk-adjusted annual diagnosis rate for oral 
cancer (oral cavity and pharynx). Ages 15 and 
over 

Illinois State Cancer 
Registry – Illinois 
Department of Public 
Health 

2014-
2018 

COVID-19 

COVID-19 Case 
Rate per 100,000 

Population 

Confirmed COVID-19 cases from the SARS-
CoV-2 per 100,000 residents, as of 08/03/2021. 
Cumulative cases, includes those who have 
recovered or died.  

Illinois Department of 
Public Health 

2020-
2021 

COVID-19 
Vaccination 

Completion Rate 

Percent of the population as of 08/03/2021 that 
has completed the vaccination series: the first 
dose of a one-dose series, the second dose of a 
two-dose series, etc.  

Chicago Department 
of Public Health  
Centers for Disease 
Control and 
Prevention  

2021 

COVID-19 
Vulnerability 

Index 

Identifies communities that have been 
disproportionately impacted by COVID-19 and 
are uniquely vulnerable to barriers to COVID-19 
vaccination uptake. Combines 
sociodemographic, epidemiological, and 
occupational factors as well as cumulative 
COVID-19 burden 

Chicago Department 
of Public Health 

2020 

Oral and Vision Health 

Seniors Who Lost 
All Natural Teeth  

Percent of resident adults aged 65 and older who 
report having lost all of their natural teeth 
because of tooth decay or gum disease 

PLACES Project 2018 

Vision Difficulty Percent of residents reporting a vision difficulty American Community 
Survey  

2015-
2019 

Visited the 
Dentist or Dental 
Clinic in the Last 

Year 

Percent of resident adults aged 18 and older who 
report having been to the dentist or dental clinic 
in the previous year 

PLACES Project 2018 

Sexual Health 

Chlamydia 
Incidence Rate 

Individuals diagnosed with chlamydia infection 
per 100,000 population 

American Community 
Survey 
Illinois’ National 
Electronic Disease 
Surveillance System 
– Illinois Department 
of Public Health 

2019 

Gonorrhea 
Incidence Rate 

Individuals diagnosed with gonorrhea infection 
per 100,000 population 

American Community 
Survey 
Illinois’ National 
Electronic Disease 
Surveillance System 
– Illinois Department 
of Public Health 

2019 
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HIV Incidence 
Rate 

Total number of individuals newly diagnosed with 
HIV infection per 100,000 population 

American Community 
Survey 
Enhanced HIV/AIDS 
Reporting System – 
Illinois Department of 
Public Health  

2019 

HIV Prevalence 
Rate 

Individuals living HIV infection per 100,000 
population 

American Community 
Survey 
Enhanced HIV/AIDS 
Reporting System – 
Illinois Department of 
Public Health 

2019 

Trauma-Informed Care 

Homicide 
Mortality Rate per 

100,000 
population 

Age-adjusted rate of people who died due to 
homicide 

Death Certificate 
Data Files – Illinois 
Department of Public 
Health  

2013-
2017 

Neighborhood 
Safety Rate 

Percent of adults who report that they feel safe in 
their neighborhood “all of the time” or “most of 
the time” 

Healthy Chicago 
Survey – Chicago 
Department of Public 
Health  

2016-
2018 

Violent Crime per 
100,000 residents 

Crimes related to violence (yearly rate). Includes 
homicide, criminal sexual assault, robbery, 
aggravated assault, and aggravated battery 

Chicago Police 
Department 

2019 

Maternal and Infant Health 

Early and 
Adequate 

Prenatal Care 
Rate 

Percent of births where mother received 
adequate prenatal care by the Adequacy of 
Prenatal Care Utilization Index (APNCU) 

Birth Certificate Data 
Files – Illinois 
Department of Public 
Health 

2013-
2017 

Preterm Births 
Rate 

Percent of births with valid gestational age less 
than 37 weeks 

Birth Certificate Data 
Files – Illinois 
Department of Public 
Health 

2013-
2017 

Teen Birth Rate Rate of births per 1,000 population females aged 
15-19 years, where the mother is aged 15-19 
years at the time of delivery 

Birth Certificate Data 
Files – Illinois 
Department of Public 
Health 

2013-
2017 

Low Birth Weight  Percent of births with a birthweight less than 
2,500 grams (5.5 pounds) 

Birth Certificate Data 
Files – Illinois 
Department of Public 
Health 

2013-
2017 

Very Low Birth 
Weight 

Percent of births with a birthweight less than 
1,500 grams (3.25 pounds) 

Birth Certificate Data 
Files – Illinois 
Department of Public 
Health 

2013-
2017 
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Appendix B: Community Conversation Interview Guide 

Welcome  

Introductions (Purpose and Conversation Guidelines) 

St Bernard Hospital is conducting a Community Health Needs Assessment (CHNA) to better 

understand what contributes to the health in the community. The health assessment also helps 

us understand the important ways that St. Bernard Hospital can help contribute to the 

community wellbeing. We are conducting community conversations so we can hear directly from 

community leaders and residents like you about the health issues that are important to you. 

Your input is a crucial piece of the health assessment, so we thank you for your time.  

The discussion today will help identify some important health issues in the communities that St. 

Bernard Hospital serves, and to identify opportunities where St. Bernard Hospital can address 

those issues. Our goal is to capture the perspectives and knowledge of as many community 

representatives as possible, so please speak as freely as you feel comfortable – this is a 

judgment free environment. 

During today’s session, we are asking each participant to limit their comments to two-minutes to 

provide enough time for everyone to share their comments. If you have not spoken for some 

time, we ask that you step up and add your perspective to the conversation. I also will ask for 

your permission to keep the conversation moving, or in the interest of time, I may ask you to 

complete a comment to move along in our discussion. 

Lastly, we’d like to audio-record this conversation to make sure we accurately capture your 

thoughts when we create the final CHNA report. Your privacy is important to us. The recording 

will only be used by the project team and will be deleted after the report is written and published. 

We will not identify anyone individually in the final report, but rather share a summary of what 

we heard. If anyone is uncomfortable with the session being recorded, please let us know now 

and we will focus on taking more detailed notes. I need each participant’s verbal consent to 

audio-record. Can we go around the group to get a verbal confirmation from everyone?  

Are there any questions before we begin? 

<<Begin Audio Recording>> 

Existing and emerging community health needs  

[SUHI staff to use Zoom Whiteboard to record participant ideas] 

We want to begin our conversation by discussing health and wellbeing in your community, and 

to then understand your perspectives on what may be some causes of these health issues.  

• When you think about a healthy community, what comes to mind?  
 

• What do you think are the major health issues in your community?  
 

• In what ways do these health issues affect your community and its ability to thrive? 
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Prioritizing needs 

Throughout this conversation, we’ve been noting these different issues. Lubia is now going to 

share them here on the screen.  

- Looking at this, what might be missing? 

o From our last CHNA, these issues were also brought up. Do you think they 

should be added to the list? Why or why not?  

▪ Mental Health 

▪ Substance Use 

▪ Respiratory Disease 

▪ Heart Disease, High Blood Pressure 

▪ Obesity 

▪ Diabetes 

▪ HIV and other sexually-transmitted infections 

▪ Oral / dental health and vision problems 

▪ Access to health care, having a primary care physician (PCP)/consistent 

doctor 

▪ COVID-19 

▪ Food desert/access to quality, affordable food 

- Is anything framed incorrectly? 

Based on our conversation today, can everyone stamp the top three health issues in your 

community? 

[SUHI staff explain and provide an example of how to stamp on the Zoom Whiteboard].  

<<Individuals stamp>> 

Community strengths and assets (Appreciative Inquiry)  

[SUHI staff use Zoom Whiteboard to record participant ideas]  

Now I want to transition and understand how St. Bernard Hospital can build on all the great work 

it already does, and the great work currently happening in your community to create a path 

forward towards a healthier community. We are going to focus our conversation on the top three 

issues identified in our initial conversation. 

For Each Issue: 

• What do you see as the main causes for this health issue? 

  

• What currently exists in the community that supports improvements in this issue? What 

do you think would work in your community to address this issue?  
 

 

• In what ways could St. Bernard Hospital help address this issue? 

o This could be new things St. Bernard Hospital could do, or a continuation of 

existing things that St. Bernard already does.  

o How can St. Bernard Hospital collaborate with the community organizations to 

improve community health?  
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• As St. Bernard plans for the future, what is important for them to know about to address 

this health issue in your community? 
 

COVID-19  

- What is the greatest impact that the COVID-19 Pandemic has had on your community? 

- What are the main challenges that your community is facing now (after COVID-19)? 

- What supports does your community need to help with recovery? 

- Overall, how do people in your community feel about the COVID-19 vaccination? 

o What do you think are some of the key barriers to getting the vaccination in your 

community? 

Conclusion  

Thank you for participating today. Does anyone have any final thoughts or questions? 

SUHI thank participants for their time. SUHI will communicate the next steps in the 
process/timeline. Participants will also be informed that the report will be completed and 
available to view by early fall on St. Bernard’s website. – stop recording  
 
SUHI ask participants if they would like to be notified when the process is complete and share a 
copy of the final report if they would like to receive a copy. 
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Appendix C: CHNA Advisory Committee Interview Guide 

Welcome  

Introductions (Purpose and Conversation Guidelines)  

St Bernard Hospital is conducting a Community Health Needs Assessment (CHNA) to better 

understand what contributes to the health in the community. The health assessment also helps 

us understand the important ways that St. Bernard Hospital can help contribute to the 

community wellbeing. We are conducting community conversations so we can hear directly from 

community leaders and residents like you about the health issues that are important to you. 

Your input is a crucial piece of the health assessment, so we thank you for your time.  

The discussion today will help identify some important health issues in the communities that St. 

Bernard Hospital serves, and to identify opportunities where St. Bernard Hospital can address 

those issues. Our goal is to capture the perspectives and knowledge of as many community 

representatives as possible, so please speak as freely as you feel comfortable – this is a 

judgment free environment. 

During today’s session, we are asking each participant to limit their comments to two-minutes to 

provide enough time for everyone to share their comments. If you have not spoken for some 

time, we ask that you step up and add your perspective to the conversation. I also will ask for 

your permission to keep the conversation moving, or in the interest of time, I may ask you to 

complete a comment to move along in our discussion. 

Lastly, we’d like to audio-record this conversation to make sure we accurately capture your 

thoughts when we create the final CHNA report. Your privacy is important to us. The recording 

will only be used by the project team and will be deleted after the report is written and published. 

We will not identify anyone individually in the final report, but rather share a summary of what 

we heard. If anyone is uncomfortable with the session being recorded, please let us know now 

and we will focus on taking more detailed notes. I need each participant’s verbal consent to 

audio-record. Can we go around the group to get a verbal confirmation from everyone?  

Are there any questions before we begin? 

<<Begin Audio Recording>> 

Existing and emerging community health needs  

We want to begin our conversation by discussing health and wellbeing in your community, and 

to then understand the root causes and impact of the health issues in your community. 

• When you think about a healthy community, what comes to mind?  

o Prompt: What does a healthy community look like?  

o Prompt: What does a healthy community have (or not have)? 

o Do you think your community is healthy? Why or why not?  
 

• What do you think are the major health issues in your community?  
 

• What do you see as the main causes for these health issues?  

o Prompt: What is causing [health issue]? What is making it worse? 
 

• How are these health issues impacting your community? 
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o Prompt: How is [health issue] affecting your community?  
 

• [Only cover if key issues outlined below are not mentioned]. There are some other health 

topics that haven’t been mentioned [List some applicable examples below]. Are these 

currently important issues in your community? Do they relate to the health issues we just 

discussed?  

o Examples: 

▪ Mental Health 

▪ Substance Use 

▪ Respiratory Disease 

▪ Heart Disease, High Blood Pressure 

▪ Obesity 

▪ Diabetes 

▪ HIV and other sexually-transmitted infections 

▪ Oral / dental health and vision problems 

▪ Access to health care, having a primary care physician (PCP)/consistent 

doctor 

▪ COVID-19 

▪ Food desert/access to quality, affordable food 

Community strengths and assets (Appreciative Inquiry)  

[SUHI staff use Zoom Whiteboard to record participant ideas] 

That was a great discussion. Now we want to transition and understand how St. Bernard 

Hospital can build on all the great work it already does, and the great work currently happening 

in your community to create a path forward towards a healthier community. 

• Reflecting on the health issues we just discussed, what currently exists in the community 

that supports health? Can you share any community organizations or programs that 

have done a good job at addressing health or health related issues?  
 

▪ What is it about these programs that make them effective/successful? 
 

• In what ways does St. Bernard Hospital help address these issues? 

o Prompt: If these health issues are addressed, what can St. Bernard Hospital 

achieve in the community in the next year? Three years?   
 

• What is St. Bernard Hospital currently doing that you’d like to see more of in the future to 

address health in your community?  

o Prompt: What types of things has St. Bernard already done that could be 

expanded in the future?  
 

• Looking forward to the future, how can St. Bernard Hospital collaborate with the 
community organizations that you named earlier to improve community health?  
 

• Do you have any other suggestions on how St. Bernard Hospital can address these 
health issues? 

Conclusion 

Before we end this session, we would like you to participate in an exercise. Based on our 

conversation today, we have created a list of community health issues and opportunities for St. 
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Bernard Hospital to address. Using Zoom Whiteboard, can everyone stamp the top three health 

issues in your community and the top three opportunities for St. Bernard Hospital to address 

these health issues?  

[SUHI staff explain and provide an example of how to stamp on the Zoom Whiteboard].  

This activity will assist in the process of prioritizing community health needs. We will tabulate the 

responses and the top five health issues that emerge will be the priorities for the Hospital to 

focus on for the next three years. 

• Does anyone have any final thoughts or questions? 

SUHI thank participants for their time. SUHI will communicate the next steps in the 
process/timeline. Participants will also be informed that the report will be completed and 
available to view by early fall on St. Bernard’s website. 
 
SUHI ask participants if they would like to be notified when the process is complete and share a 
copy of the final report if they would like to receive a copy. 
 

St. Bernard Hospital CHNA use cases (organizational leaders only) 

Fantastic. Now I want to discuss ways on how St. Bernard Hospital’s CHNA can be a useful tool 

in your communities.  

While the CHNA is for St. Bernard Hospital, it can also serve as a useful tool to other 

organizations. How do you see your organization using the information in the STBH CHNA once 

completed? Has anyone used St. Bernard Hospital’s 2018 CHNA? If so, how did you use it?  

[SUHI Staff provide examples of how a CHNA can be used by community organizations and 

residents] 

 


