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COMMUNITY
LETTER TO THE

OUR MESSAGE TO THE RESIDENTS OF THE 
JENNERSVILLE HOSPITAL SERVICE AREA

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

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

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

To that end, Jennersville Hospital — in collaboration with all Tower Health hospitals and 

our local community partners — conducted a comprehensive 2019 Community Health 

Needs Assessment (CHNA), which identifies local health priorities and recommends a 

collective path forward.

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

as a nonprofit hospital. As part of the CHNA process, we conducted internal and 

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

surveys. In addition, a community survey was completed among 200 external 

stakeholders.

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

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

the following health priorities:

• Access to Health Care

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

• Social Determinants of Health

 ◦ Identify and address Social Determinants of Health

• Disease Prevention and Management

• Access to Behavioral Health Services

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

 ◦ Decrease stigma related to behavioral health

Claire Mooney, DNP 

resident & CEO

Jennersville Hospital
P



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

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

services that will bring positive health improvements to our community.

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

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

Jennersville Hospital CHNA Advisory Group, which was comprised of hospital staff and representatives 

from various community organizations.

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

Health, Transforming Lives” across our region.

Sincerely,

Claire Mooney, DNP

President & Chief Executive Officer

Jennersville Hospital
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SERVICE AREA
JENNERSVILLE HOSPITAL

Jennersville Service Area
he community is defined as 

the geography included on the 

map below.  The community 

encompasses the entire geography of 

Chester County, which represents the 

primary service area of Jennersville 

Hospital.  

T



ennersville Hospital, a member of Tower Health, is located in West Grove, PA, and has been serving the Southern 

Chester County community for more than 100 years. Jennersville Hospital is a 63-bed facility that features all private 

rooms and serves the needs of the patients and their families. Jennersville Hospital offers inpatient and outpatient 

services, including 24-hour emergency care, diagnostic care, orthopedics, and surgical services. With more than 75 medical 

staff members, Jennersville Hospital is accredited by The Joint Commission and has been recognized for its quality outcomes 

and clinical expertise across services lines. 

J

JENNERSVILLE HOSPITAL
SERVING THE SOUTHERN CHESTER COUNTY AREA WITH TRUSTED, QUALITY CARE.
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1
OUR PRIORITY 
FOCUS AREAS
 ACCESS TO HEALTH CARE SERVICES

The residents in the Jennersville service area who live in Chester County are less likely to have a personal care provider than the state overall. 

Although the percentage of patients that do not have a personal care provider is better than the Healthy People 2020 goal, it has been 

increasing in recent years.   

No Personal Care Provider

IMPLEMENTATION STRATEGY6 Source: Division of Health Informatics, Behavior Risk Factor Surveillance Survey, Pennsylvania Department of Health for Chester County, 
2011-2017, Healthy People 2020, Center for Disease Control 
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Substantial percentages of residents 
in the Jennersville Hospital service 
area have experienced difficulty 
accessing health care:

WHAT THE COMMUNITY IS SAYING

Access to health care was identified by intercept survey respondents as having the highest impact on the health of an individual 

(73.3%). The cost of health care (84.3%) was the highest identified socioeconomic factor that impacts the health of an individual 

by intercept survey respondents. 

Source: 2018 Jennersville Hospital Community Survey, 
Professional Research Consultants

Stakeholder interview participants spoke about the challenges residents experience accessing care due to language barriers and limitations 

of insurance. They also talked about the need for more medical specialists in the community. Focus group participants spoke about the lack 

of knowledge of what is available in the community compounded by residents living in poverty and isolation. They spoke about the lack of 

transportation to help people get to appointments. This group identified the need for more bilingual providers. Numerous (68.0%) intercept 

survey respondents identified access to health care as having the highest impact on the health of an individual. The cost of health care (76.7%) 

was the highest identified socioeconomic factor that impacts the health of an individual by intercept survey respondents.

40.5%

18.9%

18.1% 15.5%

12.6%

12.5%
COMMUNITY SURVEY

Do not have 
dental 

insurance

Difficulty 
accessing

 healthcare,

Difficulty getting an 
appointment to 

see a doctor,

Unable to see a doctor 
due to inconvenient 

office hours

Had dificulty 

finding a 

doctorpast 12 months

past 12 months

Unable to see 
a doctor 

due to lack of
transportation
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SOCIAL DETERMINANTS OF HEALTH

Those with housing insecurity are significantly more likely to have arthritis or chronic back pain. 

 

Housing Insecurity Impact On Health

2

Source: Jennersville Hospital Community Survey, Professional Research Corporation, 2018
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WHAT THE COMMUNITY IS SAYING

Primary research participants from the 2019 CHNA had much to say about the relationship between transportation and health.

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

Issues identified in focus groups, intercept surveys, and key 

informant surveys due to a lack of transportation include:

• Better access to transportation is needed

• Transportation options are limited and time intensive 

including no overnight and weekend service

• Affordable transportation

• Cannot access grocery stores that sell fresh produce or 

exercise areas due to lack of transportation

• There is a need for more senior transportation

• Rural areas need more transportation options

Primary Data Sources – Transportation  
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WHAT THE COMMUNITY IS SAYING

One third of the respondents (34.5%) indicated that they eat five or more servings of fruits and vegetables daily. Of the 

respondents from the Jennersville Hospital service area, 15.2% are food insecure and 12.6% find it very or somewhat difficult to buy fresh produce.

Community Food And Nutrition

Source: Jennersville Hospital Community Survey, Professional Research Consultants, 2018

15.2%

34.5%

12.6%

Food Insecure

Eat 5+ Servings     
Fruit/Vegetables

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

Respondents ages 18 to 39 were significantly more likely to not have health insurance but to have dental insurance when compared to older 

respondents. This age group was also significantly less likely to have a routine place they go for health care compared to older respondents. 

Respondents ages 65 and over were significantly more likely to not feel confident when filling out health forms compared to younger 

respondents. Those ages 40 to 64 were the only respondents to indicate that they could not see a doctor due to cost.

3

Source: Jennersville Hospital Community Survey, Professional Research Consultants, 2018

Older residents age 65 and over were significantly more likely to have been told that they have arthritis, skin cancer, osteoporosis, chronic 

back pain or high blood pressure when compared to younger respondents. It is also important to note that a third of adults ages 18 to 39 

and almost half (46.8%) of adults ages 40 to 64 have high blood pressure.

Source: Jennersville Hospital Community Survey, Professional Research Consultants, 2018
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ACCESS TO BEHAVIORAL HEALTH SERVICES

Community survey respondents in the Jennersville Hospital service area that are living below 200% of the poverty level* were significantly 
more likely to report their personal mental health as fair than those with higher incomes.

Personal Mental Health Rating

4

Source: Jennersville Hospital Community Survey 2018, Professional Research Consultants

*Note: https://www.thebalance.com/federal-poverty-level-definition-guidelines-chart-3305843
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Community survey respondents under age 65 are significantly more likely to indicate that they have stress in their lives compared to those 

over age 65. In fact, more than six in 10 community survey respondents ages 18 to 39 indicated that their daily life is moderately stressful, 

while an additional 12.1% indicated that their daily life is very stressful.  More than one in ten respondents ages 40 to 64 indicated that 

their daily life was either extremely stressful or very stressful. 

Amount of Stress in Daily Life, By Age

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

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

Recruit additional specialists

STRATEGIES ACTION STEPS

Telemedicine

Workforce Development

2019 2020 2021

YEAR

METRICS PER YEAR

Add 6 specialist providers including:

2 FT Cardiologists

1 FT Neurology Nurse Practitioner

1 FT Gynecologist

1 FT Gynecologist Nurse Practitioner

1 PT Pain Management 

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

Explore telemedicine partnership 
with Careport M.D.

Year 1 - Feasibility study 
conducted

Provide opportunities for young 
adults to experience careers in 
health care as a way of cultivating 
the future workforce.

Provide in-facility experience 
opportunities for 75 students/

young adults each year

Enhance the specialist 
offering

Implement and engage 
patients through 
My Tower Health 

Utilize My Tower Health as a point 
of access for patients

Sign up 5% of primary care panel 
on My Tower Health

Streamline the access 
to care facilities 

Implement the Tower Access 

Project

Design and develop advanced
access center

Open advanced access center across 
ambulatory and specialty care service lines
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2HEALTH PRIORITY: SOCIAL DETERMINANTS OF HEALTH

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

Identify and address SDOH 
in the clinical environment

670 medicare/medicaid 
patients screened

5% decrease in ED utilization

150 resource summaries 
generated

67 high risk patients receive 
navigation

Screen for SDOH in identified 
clinical areas

Connect patients to appropriate 
resources

Provide navigation services to 
high risk patients

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR

METRICS PER YEAR

Reduce transportation 
barriers in the PSA

Commit to continued 
attendance at consortiums and 

collaborative meetings

Partner with community 
organizations to address 
transportation barriers in the PSA

Reduce food scarcity issues 
for vulnerable populations

Collect 500 food items 

Hold one educational event 
showing people how to access 
food via gardening, measure 

intent to garden

Partner with food bank in the 
community on a food access 
effort
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3 HEALTH PRIORITY: DISEASE PREVENTION AND MANAGEMENT

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

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR
METRICS PER YEAR

Provide opportunities for 
the community to assess 
their risk of chronic disease

Conduct 250 pre-diabetes risk 
assessments

5% referred for followup

Create disease 
management/support 
opportunities for 
community members living 
with diabetes

Support group implemented

Seminar implemented

25 participants

30% increased knowledge

Increase number of pre-diabetes 
screenings & referrals to a diabetes 
prevention program

Conduct 500 blood pressure 

screenings

5% referred for followup

Increase number of hypertension 
screenings & referrals to prevention 
programs

Utilize community events as venues 
to teach the community about 
healthier cooking/eating strategies 
as a means of prevention

Participate in 6 healthy cooking/
eating events

25% increased knowledge

One 6-week series

30 families participating

20 families completing the program

Measure intent to continue

Provide opportunities for 
the community to reduce 
their risk of chronic disease

Year 1 - Secure partners & borough 
approvals to host a series of 6 free 
family exercise events

Year 2 - Host a series of 6 free 
family exercise events

Work with community partners to 
start a regular diabetes support 
group

Coordinate with community 
partners to host one diabetes 
management seminar



 HEALTH PRIORITY: DISEASE PREVENTION AND MANAGEMENT

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

3

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR
METRICS PER YEAR

Create disease 
management/support 
opportunities for 
community members living 
with hypertension

Seminar implemented

25 participants

30% increased knowledge

Coordinate with community 
partners to host one hypertension 
management seminar

COMMUNITY HEALTH NEEDS ASSESSMENT 2019 19 
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4HEALTH PRIORITY: ACCESS TO BEHAVIORAL HEALTH SERVICES

Goal 1. Increase access to behavioral health services.

Utilize telemedicine to 
expand access

Partner with primary care

Partner with other 
providers

# and % referred for treatment

Conduct a behavioral health 
telemedicine feasibility study 

Study conducted Year 1

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR

METRICS PER YEAR

500 patients screened

Integrate physical and 
behavioral health

Create awareness among 
teen / young adult 
population about crisis 
hotline

Conduct feasibility study for 
embedding a therapist in primary 
care location

Study conducted Year 2

Distribute 500 phone pockets 
each at two high school locations 

and one university location

Distribute “Get free help now: 
Text CONNECT to 741741” phone 
pockets to teens/young adults 
with school logo

Incorporate behavioral health 
screenings into primary care visits

Connect patients with the 
appropriate follow-up service 

Goal 2. Reduce the stigma associated with seeking help.

Work with community partners to 
collaborate on an anti-stigma effort 

Co-host one anti-stigma event

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR

METRICS PER YEAR

Create awareness 
about the prevalence of 
behavioral health needs, so 
those affected know they 
are not alone



COMMUNITY HEALTH NEEDS ASSESSMENT 2019 21 

4HEALTH PRIORITY: ACCESS TO BEHAVIORAL HEALTH SERVICES

Goal 3. Continually seek innovative strategies for addressing behavioral health issues in our PSA.

Explore potential 
interventions by 
participating in 
collaborative mental health 
events/consortiums 

Commit to continued attendance at 
consortiums & collaborative meetings

3 events attended

1 collaborative activity undertaken

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR

METRICS PER YEAR

Goal 4. Help decrease the number of deaths in the PSA resulting from an opioid overdose.

Provide education & training on the 
use of Narcan to 100 members of the 
community.

1 training event

100 participants

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR

METRICS PER YEAR

Equip parents/caregivers/
stakeholders with tools to 
help prevent death from 
opioid overdose
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4HEALTH PRIORITY: ACCESS TO BEHAVIORAL HEALTH SERVICES

Goal 5. Decrease accessibility of opioids in the community.

Goal 6. Continually seek innovative strategies for addressing substance use disorder issues in our PSA.

Commit to continued attendance at 
consortiums & collaborative meetings

3 events attended

1 collaborative event per year

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR

METRICS PER YEAR

Participate in collaborative 
substance use disorder 
events/consortiums 

Conduct provider education sessions

Track dispensing levels in health 
information management system

2 sessions

Reduce opioids dispensed by 2% 
each year

STRATEGIES ACTION STEPS 2019 2020 2021

YEAR

METRICS PER YEAR

Create awareness among 
providers about the level 
of opioids being dispensed 
via baseline & periodic 
measurement

Promote medication drop off points Weight of medications submitted to 
drop off locations pre- and post-

effort each year

Create awareness among 
the community about  the 
importance of properly 
disposing of unused 
medications



COMMUNITY HEALTH NEEDS ASSESSMENT 2019 23 



CONTACT//

Office: 1015 W Baltimore Pike, West Grove, PA 19390

Phone: 610-869-1000

Email: jennersville.communitybenefit@towerhealth.org

www.Jennersville.TowerHealth.org


