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Executive Summary

From our analysis of primary and secondary data, as well as the Community Health Needs Assessment (CHNA) key
informant interviews and our work with community members, we see significant issues facing our communities that
impede healthy lifestyles. Our efforts in prevention, care transformation, research, and partnerships help support our
work to implement sustainable initiatives that focus on a wide range of health and quality of life outcomes. While
there are many issues facing our communities, the results from the 2022 CHNA found the top priorities for the St.
Luke’s Network include:

Connection to Care
Transportation and Housing
Nutrition Education and Promotion
Access to Mental Health Services

Workforce Development
Food Insecurity
Physical Activity Promotion
Access to Opioid and other Substance Use

Disorder Services
COVID-19 Public Health Guidance

Access to Prevention, Treatment, and

Recovery
COVID-19 Health Education

COVID-19 Prevention and Mitigation

The needs outlined in our implementation strategy serve as a guide to support strategic initiatives through the pillars
of Prevention and Wellness, Care Transformation, and Research and Partnerships. Through collaborations with
community and Network partners, we aim to promote a more equitable society with better health outcomes, especially
within our most vulnerable populations.

The needs related to the priority areas outlined in the CHNAs served as our guide in creating the Network
Implementation Plan to best address the needs of the St. Luke’s University Health Network service areas.
Results from the 2022 CHNA found access as the main barrier facing our community, particularly within the
four main priority areas.
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ACCESS TO CARE

St. Luke’s prioritizes access to primary care, mental health, dental care, and other services for underserved com-
munities. Strategies to target vulnerable populations include a comprehensive approach in our rural communities
and school-based efforts in high-need schools/districts, as schools serve as a hub in the community and allow for
reach to students, families, and the surrounding community. Access to care is addressed through initiatives
based on the following categories:

Connections to Care: Initiatives such as Parish Nursing, Mobile Youth Health Centers, Community Schools,
and Maternal-Child health programs provide connections to care and resources for vulnerable populations in
need. This includes homeless or near homeless, children, and families. St. Luke’s partners with Find Help, a free
self-navigating online portal, and United Way’s 2-1-1 to provide community members in need with the ability to
identify services and connect to care, education, and resources in their local community at low or no-cost. To
access Find Help, download the St. Luke’s mobile app or go to sluhn.findhelp.com. Additionally, the HOPE
(Health, Outreach, Prevention, Education) Program provides clinical, case management, and prevention services
to persons living with HIV. St. Luke’s has also created collaborative processes with community partners, such
as Hispanic Center Lehigh Valley, to meet individuals where they are and promote connections and access to
care.

Transportation and Housing: St. Luke’s transportation services, in conjunction with Lyft rideshare, ensures ac-
cess by supporting rides. Additionally, stable housing greatly impacts an individual’s ability to access and main-
tain regular medical care. St. Luke’s partners with local organizations to address the housing shortage through
community partnerships at the campus-level to build capacity within the community.

Workforce Development: St. Luke’s CHNA data shows access to health resources is different depending on in-
come and medical insurance coverage. St. Luke’s supports workforce development initiatives for adults and
school-aged populations. Adolescent career mentoring provides programs for in-school and out-of-school youth
in Lehigh, Northampton, Monroe, Bucks and Montgomery counties through a combination of hospital rotations,
professional development sessions, and work experience. Additionally, the On-the-Job Training program builds
competencies and skills needed to successfully secure and retain employment within the St. Luke’s University
Health Network.

Literacy: This multipronged initiative focuses on literacy starting at birth and continuing throughout childhood.
Literacy is supported Network-wide by Little Free Libraries, the Read Across America initiative, and by pro-
moting the United Way’s Talk, Sing, Read, Play messaging. Efforts also include the American Academy of Pe-
diatrics Reach out and Read and Brush, Book, and Bed programs.

Connections to Care

Parish Nursing and Outreach Services School-based Programs
Mobile Youth Health Centers Find Help
COVID-19 Maternal and Child Health

Transportation and Housing Initiatives

Workforce Development

Adolescent Career Mentoring On the Job Training

Literacy Initiatives
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Connections to Care

Parish Nursing and Outreach Services

Summary: The Parish Nursing team performs holistic (i.e., body, mind, spiritual,
social) assessments of clients who want to be connected to care at St. Luke’s. The
team works with clients that are unstably housed at several sites in the core of

Allentown and at the St. Luke’s Sacred Heart Hospital campus.

Alignment with Community Health Strategic Plan: Parish Nursing aligns with the
primary area of activity to connect homeless and near homeless populations in
Allentown to primary care. Additionally Parish Nursing provides support for
connections to resources, housing options for COVID-19 patients in isolation, and
connection to COVID-19 testing for community members in shelters.

HIGHLIGHTS

e Parish Nursing was integrated into the St. Luke’s electronic medical record platform (EPIC) in September 2021 to
appropriately reflect and report the work being done with homeless and near homeless populations (e.g., encounters,
referrals, connections, resources).

¢ The team consistently met with clients at Ripple Community, Inc. (biweekly), Daybreak, and the Center for
Recovery (bimonthly).

e Clients were connected to Star Community Health’s Sigal Center for primary care and other services.

¢ The team continues to medically monitor clients who are experiencing homelessness and are also diagnosed with
COVID-19. Through the CARES-funded program by Lehigh and Northampton Counties, clients shelter in a local
hotel during isolation and recovery.

e Through the Bridging the Gap fund, Parish Nursing supports clients throughout the St. Luke’s Network referred by
case managers and community partners. Gap funding is provided for needs such as medications, identification
documents, medical equipment, employment, and housing needs. By providing this support, the funding allows the
Parish Nursing team to promote positive health outcomes through a holistic approach to services targeted at the
social determinants of health.

OUTCOMES

Fiscal Year 2022 Goal: Connect 25 homeless or near homeless individuals to primary care.

Outcome: A total of 115 patients completed primary care visits based on Parish Nursing referrals. Additionally,
Parish Nursing served 369 unique patients with an estimated total of 1,145 encounters.

Fiscal Year 2022 Outcomes Unique Individuals
Encounters 1,145 369
Referrals Completed 115 115
Resources Varied 199
COVID-19 clients supported during

isolation 100+ 100+

Bridging the Gap Funds $10,214 116
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Connections to Care

School-Based Programs: Family Development Specialists

Summary: Family Development Specialists (FDS) provide services to students and families in the Allentown,
Bethlehem Area, and Panther Valley School Districts. The FDS is part of the national evidence-based community
school model supported by the United Way of the Greater Lehigh Valley. The FDS targets chronically absent or at-
risk students and provides comprehensive family support.

Alignment with Community Health Strategic Plan: Considering the link between education and health outcomes,
targeting students and families is critical to improving our community’s health. The FDS supports the secondary
areas of activity in Community Health’s strategic plan by addressing chronic school absence and working to reduce
health disparities through connections to care and resources that address the social determinants.

HIGHLIGHTS

Prior to Fiscal Year 2022, Family Development Specialist services were only provided at Donegan Elementary
School (Bethlehem Area School District). During FY 2022, the role expanded to include Allentown and Panther
Valley School Districts and increased capacity at three local elementary schools. In Panther Valley, the role
demonstrated such a critical need that collaboration with the United Way of the Greater Lehigh Valley allowed St.
Luke’s to secure funding to add a second FDS to the district in FY 2023.

Each school directly benefits from the support and services provided by the Family Development Specialist. The
FDS at Donegan played a critical role in FY 2022 by supporting improved attendance rates for chronically absent
students, demonstrated by 76% of students receiving FDS services showing improved attendance. At Panther Valley,
the FDS played an instrumental role bringing a food pantry to the school in partnership with Second Harvest Food
Bank. This was vital as transportation is the main barrier impacting ability to access services in the rural region. The
FDS integrated at Union Terrace and Washington Elementaries in Allentown School District began mid-way through
the academic year but still successfully built relationships with 50 students/families and connected them to medical,
behavioral health, and other social services.

OUTCOMES

The FDS role supports students and their families by making referrals and connections to care to address social
determinants of health including food, housing, transportation, access to healthcare, financial support, childcare,
education, employment, among others. The

FDS builds trusting relationShipS with the Students/Families Served by Family Development Specialists
families to identify and address their specific
needs. To address chronic absenteeism, the
FDS serves as a key member on the school’s
attendance team; activities to improve
attendance include daily phone calls when a
student is absent, education on school policy,
and attendance “challenges” and awards, to
name a few. Overall, in fiscal year 2022, 260
students and families benefited from the
services provided through the Family
Development Specialists. Please note the
Allentown School District’s Family
Development Specialist began in February
2022 and only provided services for the final 5
months of the year.

50

95

Bethlehem Area School District ® Panther Valley School District = Allentown School District
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Connections to Care

School-Based Programs: Community School Model

Summary: St. Luke’s is the lead partner implementing the national evidence-based community school model at
Raub Middle School (Allentown) and Marvine Elementary School (Bethlehem) in collaboration with school districts
and the United Way of the Greater Lehigh Valley. Initiatives include assessments, partnerships, and coordination to
improve access and connections to care, services, and resources for students, families, and the community.

Alignment with Community Health Strategic Plan: Community schools comprehensively align with Community
Health’s strategic plan as they improve access to service/resources across both primary and secondary areas of
activity. Key efforts include promoting access to healthcare (primary care for youth), implementing career mentoring
programs that promote workforce development, literacy initiatives, addressing absenteeism, and improving food
access.

HIGHLIGHTS OUTCOMES
A Community School Coordinator (CSC) at each school | Marvine Elementary and Raub Middle Schools are
collaborates with school administration to identify identified as high-need schools based on a variety of
student, family, and community needs and addresses factors, including free or reduced lunch rates. Based on

2020-21 academic year data, 94.1% of Marvine students
and 99.7% of Raub students qualified for free or reduced
lunch. Community School Coordinators work with
internal and external partners to bridge identified gaps for
Raub Middle School the school community. Across both schools this year, in-
« Established monthly Mobile Food Pantry, which kind doqatlons fro.m various local partners and bu.smesses
comes directly to the school, starting in March brought in approximately $105,000 worth of services/
2022 in partnership with Second Harvest. The resources to students, faculty, and the community.
pantry reaches 50-100 households each month.

barriers to improve access. Through partnerships,
education, care, services, and resources are brought
directly to the school community.

e Piloted CareerLinking Academy, six students é Community Schools support district and
completed the program and learned skills to find community-wide efforts to address social
and keep a job, were exposed to healthcare
careers, and visited St. Luke’s Allentown
Campus to meet with the President and tour the
pharmacy.

determinants of health

Community School Coordinators collaborate with
partners to build capacity that support student, family,
and community connections to services, supports, and
resources aligning with the four pillars of community

Marvine Elementary School schools.

« Official opening of the Marvine Family and
Community Center, the school’s hub for student,
family, and community access and engagement,
in May 2022. The Center houses the CSC’s
office along with the food pantry, clothing
closet, Parents as Teachers program, Pre-K
Counts, and has computer stations available for
families.

Expanded
Integrated and enriched
student learning time
supports and
opportunities

« Efforts to improve attendance, school
engagement, and literacy— in one instance, 148
students met a literacy challenge (reading two
books and completing a related activity) and
were awarded free entry to the Marvine
Community Festival.

Active family
and
community
engagement

Collaborative
leadership
and practice
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Connections to Care

Mobile Health Youth Centers (MYHC)

Summary: St. Luke’s Mobile Youth Health Center (MYHC) provides services to meet the health needs of secondary
students in Allentown School District (ASD), Bethlehem Area School District (BASD), and Panther Valley School
District (PVSD). Services include patient navigation, care coordination, and preventive care. Limited medical care is
also provided, including well child physicals for eligible students, vision vouchers, and temporary mental health ser-
vices.

Alignment with Community Health Strategic Plan: One of Community Health’s primary area of activity is to
connect youth to primary care, which the MYHC model directly impacts. Additionally, the services impact the
secondary areas of activity of reducing health disparities through referrals to specialty services as indicated through
our student encounters.

HIGHLIGHTS OUTCOMES
In Fiscal Year 2022, the MYHC model for school-based | Goal: During Fiscal Year 2022, the primary goal was to
care (below) was developed. It emphasizes the connect 100 youth seen by the MYHC to primary care if
partnerships between St. Luke’s, the school districts, local | they did not already have one. This was measured by the
providers and clinicians, and the community. total count of completed primary care visits for students

referred.

Outcome: In total, 116 students completed a visit with a
primary care provider as a result of a MYHC referral.

Additional Outcomes and Data:

e During Fiscal Year 2022, MYCH served 836 students
with 2,627 encounters at the following schools:

Health
umu Center

Members

e Allentown School District: William Allen High
School, Newcomer Academy, Raub Middle
School

e Bethlehem Area School District: Freedom High
School, Liberty High School, Broughal Middle

Additionally, during Fiscal Year 2022, the Mobile Youth
School

Health Center:

e Panther Valley School District: PV Intermediate

e Began documenting in St. Luke’s electronic health 4
School, PV High School

record (Epic) to promote continuity of care, support of

evidence-based practices, and enhance reporting « Vision vouchers were provided to eligible students to
opportunities. cover a vision exam and one pair of glasses (if

» Focused on connection to primary care appointments, prescribed).
vaccines, and specialty services, including mental health « During FY 2022, 135 students were served from
while also promoting connections to community Allentown, Bangor, and Bethlehem Area School
resources, programs, and medical insurance. Districts. In total, vision services totaling

» Maintained partnerships with schools providing services $13,315 were provided to students in need.

and education for staff, students, and the community.
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Connections to Care

Maternal and Child Health (MCH)

Summary: The Visiting Nurses A of St. Luke’s implements two nurse home visitation programs focused on improv-
ing the welfare of vulnerable children in Lehigh and Northampton counties. These programs include Nurse Family
Partnership (NFP) and the Visiting Nurse Advocate for the County (VNAC).

Alignment with CH Strategic Plan: Both programs work to ensure that children’s health and development needs are
being met and that parents have the appropriate knowledge and skills to care for them. NFP also has a significant
focus on early literacy and improving the economic self-sufficiency of families enrolled in their program. Both
programs also serve as a clinical observation opportunity for students at the St. Luke’s School of Nursing.

NFP and VNAC HIGHLIGHTS Goals of NFP Program
NFP is a prevention model that partners low-income, pregnant women Improve Improve Child Health
with their own personal nurse during pregnancy and they continue to Pregnancy and Development
support them until their child turns 2 years old. Our NFP program has Outcomes
special permissions to expand the standard eligibility requirements to Improve Economic Self-Sufficiency of
be able to serve low-income, high-risk multiparous mothers and enroll Families
late registrants. During FY22 the VNA of St. Luke’s NFP Program Goals of VNAC Program

received 656 referrals for services and served 422 families through

4,115 visits. The Visiting Nurse Advocate for the County (VNAC) is Increase Safety of Increase Parenting

an intervention model that provides intensive supports to families who | the Child’s Living | Knowledge and Skills
are involved with local Offices of Children and Youth services, so the Environment
children’s ages vary greatly. The VNAC team supported 91 families

during FY22 and provided 504 hours of Nurse Consultation services to Ensure that the Child’s Health/Medical
the Northampton County Office of Children Youth and Families. Needs are Met

OUTCOMES

When interpreting the outcomes of the MCH programs it is important to understand the populations enrolled in these
programs are already at and increased risk for negative outcomes compared to the general population due to many of
the factors that make them eligible to participate.

VNAC Outcomes: The VNAC VNAC Program Goals
program saw increased success
in all their program goal during
FY22. 100%

96
. - —@ 0200
88% of VNAC Client oo K’:\/ " 700

Satisfaction Survey respondents

stated they felt more confident in
meeting their child’s health and

medical needs and that their 10%
parenting knowledge and skills
had increased at discharge from 20%
the program.

120%

60%

0%

=@=—Tmproved Safety of Child's Living Environment
=@==Tmproved Parenting Knowedge and Skills

Improved Meeting Child's Health and Medical Needs
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Connections to Care

Maternal and Child Health (MCH)

VNAC Discharge Outcomes
120%
100% 100%
80%
60%

40%

20%

— 17%

0%

FY18 FY19 FY20 Fy2l Fy2z

Infants in Safe Sleep Environments w=@== Children Exposed to Smoke

VNAC Discharge Outcomes
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100% 100%

98% 98%

96% 96%

94% 94%

92%
90%

88%

FY18 FY19 FY20 FY2l FY22

o=@ Children Connected to Medical Insurance Children Connected to Medical Home

Well Child Checks UTD =8=Immunizations UTD

NFP Program Outcomes: At the beginning of FY22 the NFP program began reintroducing in-person visits which
accounted for 66% of encounters (virtual programming was required during COVID-19 lockdowns).

NFP Pregnancy Outcomes
35%
30% 209
25%
20%
15% 12%
10% 00p
5% 7%
0%
==@=="Preterm Birth Rate ==@=—1.0w Birth Weight Rate

Subsequent Pregnancies at 12 Months Subsequent Pregnancies at 24 Months

NFP Breastfeeding Outcomes

.—*\/ 91%

100%
90%
80%
T0%
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50%
40%
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10%

0%

43%
31%
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=@ Breastfeeding Initiation Breastfeeding at 6 Months

Breastfeeding at 12 Months

Ph.D., Founder, Nurse-Family Partnership

“There is a magic window during pregnancy...it’s a time when the desire to be a good
mother and raise a healthy, happy child creates motivation to overcome incredible obstacles
including poverty, instability or abuse with the help of a well-trained nurse.” — David Olds,

NFP Child Outcomes

120%

100% 100%
0% “---..._____f - ————® 58%
60%

40%
20%
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Immunizations UTD at 24 Months
e=@= Children Meeting Developmental Milestones at 24 Months

NFP Life Course Outcomes
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Completed HS/GED or enrolled to complete out of those who did not have diplomas at intake at 24 months*
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Connections to Care

Transportation and Housing Initiatives

Transportation Initiatives

Transportation initiatives supported by SLUHN align with the primary goal of improving access to primary care for
homeless and near homeless populations. By providing complimentary Lyft rides to and from appointments with
primary care doctors and other specialists, this initiative allows existing patients to receive routine care in a timely
manner, with the added goal of reducing the frequency and overuse of Emergency Department resources.

St. Luke's Transportation Initiative- Lyft Program

Fiscal Year 2022
$50,000.00
$45,000.00
$40,000.00
$35.000.00
$30,000.00
$25.000.00
$20,000.00
$15.000.00
$10,000.00
$5.000.00
$0.00
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Housing Initiatives

The housing shortage crisis has affected many families and individuals throughout the Lehigh Valley. St. Luke's
Sacred Heart Hospital, Habitat for Humanity Lehigh Valley, and other local organizations are teaming up to build a
healthy community. The Housing Action Committee, a collaboration between St. Luke’s Sacred Heart Hospital,
Habitat for Humanity, and Community Action Lehigh Valley have completed, or are in the process of completing,
renovations on 16 homes and 4 homes have received lead abatement services from the City of Allentown. For more
information please see the YouTube video here.

Gold Credit Union
Habitat Lehigh Valley
Lehigh Conference of Churches
Pete Schweyer's Office
Pinebrook Family Answers LV

- Promise Neighborhoods

Community Partners



https://www.youtube.com/watch?v=cUs-7BAJf50
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Connections to Care

Find Help, Food Access

Find Help
St. Luke’s University Health Network has S m— -
partnered with Find Help since 2020 to address
SOCial needs and health inequities il’l Search and connect to support. Financial assistance, food
Pennsylvania and New Jersey_ Together, we Etaanrttrsiehsérme.edicalcare,and other free or reduced-cost help
provide a free online platform that allows '
anyone to easily find and connect with local free zp (" seucr |
and reduced-cost programs. Through the
extraordinary efforts of local community Disclaimer: . Luke' University HealthNetwork rvides hisdatabaset ssistnacesing commuriyresources. . Lk’ doesnot necessarly endorse
organizations, this platform makes it easy for e e e

Pennsylvanians to find programs that help them
stay in their homes, feed their families, and
assist with other needs like employment,

Food Access

Addressing lifestyle behaviors related to physical activity and diet can influence and prevent chronic disease.

St. Luke’s University Health Network is committed to raising awareness about the importance of healthy eating and
the impact of food choices on overall health and well-being. In partnership with Rodale Institute, SLUHN is helping
to create a “farm to hospital” operation, growing organic produce for our patients, visitors, employees and
community. The farm is 14 acres at St. Luke’s Anderson Campus in Bethlehem Township. Certified Organic, the
farm produces 70 varieties of 30 types of produce, vegetables and fruit, that contribute to St. Luke’s cafeterias and
the Community Supported Agriculture (CSA) program for St. Luke’s employees.

Additionally, St. Luke’s Community Health staff is partnering with Second Harvest, local food banks, non-profit
organizations, and funders to improve access to local foods where the Network Community Health Needs
Assessment identified need. During Fiscal Year 2022, school food pantries at Raub Middle School, Panther Valley
School District, Pocono Mountain West and East High Schools were established to meet that need and improve
capacity to address food insecurity with students, staff, and local community members. St. Luke’s Marvine Food
Pantry continues to be an example of how a school-based food pantries can increase access, and more than 150
families at Marvine were supported throughout the year by the food pantry.

St. Luke’s Quakertown and Sacred Heart Campuses provided summer meals to the local community to address food
insecurity during the months of June-August serving 4,417 meals during Summer 2022.

“Second Harvest Food Bank of the Lehigh Valley and Northeast PA has seen a 60% increase in need since the
beginning of the year. As pandemic-related government assistance ends and the prices of goods increase, it has
become more difficult for community members to properly feed their families. We are here to be a resource for the
community so that no one has to worry about when their next meal will be.”

- Second Harvest Food Bank



file:///C:/Users/szmodiw/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/PV1IUIK7/sluhn.findhelp.com
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Workforce Development

Adolescent Career Mentoring: School-to-Work Program

Summary: The School-to-Work Program gives English Language Learners from 10" to 12™ grade the opportunity to
experience and explore a wide variety of careers in health care. This experience will not only help them practice their
English more, but also give the students something to work towards, encourage them to stay in school, receive their
high school diploma, and continue on to higher education.

Alignment with CH Strategic Plan: The School-to-Work Program aims to improve graduation rates, lower
absenteeism, and encourage English Language Learners toward post-secondary education by exposing students to
healthcare while providing an opportunity to learn valuable career and life skills.

HIGHLIGHTS

To start off the year, students had a trip to the Rodale Organic Farm where they learned about organic gardening and
had the opportunity to sample some new foods. The students also learned the importance of St. Luke’s culture. They
toured the Sim Lab where they learned about advances in technology for healthcare and were able to use some of the
equipment. Human Resources spoke to the students about jobs after high school and the difference in education
requirements. Dr. Claros, Bariatric Surgeon, spoke to them about his path to becoming a surgeon and answered
questions about robotic surgery. The students visited The Miitter Museum in Philadelphia, the Da Vinci Science
Center in Allentown and the FabLab at Northampton Community College in Bethlehem where they had the
opportunity to build and learn about the human brain.

The students participated in department job shadowing at the beginning of February. Departments that participated
were the Department of Community Health, Acute Rehab Center, Ambulatory Surgery Center, Short Stay Center,
Cardiology, GI Lab, Cardiac Surgery, Operating Room, Emergency Department, Infusion, Physical Therapy,
Oncology, Pediatric Intensive Care Unit, Neurology and Orthopedics.

OUTCOMES

In Fiscal Year 2022, 18 students were enrolled in the School-to
-Work program in the Bethlehem Area School District. Of
those students, 15 graduated from high school with an overall
graduation rate of 91% . Of the seniors in the program in FY
2022, 8 of the 11 students graduated, and the three that did not
withdrew from the school, with a total graduation rate for FY
2022 at 72%. In total, there have been 383 students served by
the School-to-Work program.

Total Program

# of # of High School
Enrolled Completed Graduation Partners Campus Overall # Served
St. Luke’s
18 15 91% Bethlehem Area Bethlehem 383

School District
Campus
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Workforce Development

Health Career Exploration Program

Summary: The Health Career Exploration Program (HCEP) provides employability skills training and unsubsidized
work experiences at St. Luke’s Bethlehem, Allentown, and Sacred Heart Campuses for high school juniors and
seniors (ages 16-18) during the academic year. It is a paid experience where students work in support roles within the
hospital after school for 10-15 hours per week. This program is a collaboration with the Bethlehem Area School
District, Allentown School District, and the Workforce Board Lehigh Valley.

Alignment with Community Health Strategic Plan: The programs focuses on the Community Health strategic plan
to increase graduation rates in high-risk populations, improving English language skills for English Language
Learners, and providing work experience in the healthcare field while teaching job seeking and job keeping skills
while diversifying the healthcare workforce.

HIGHLIGHTS

For the first time in more than five years, recruitment for the HCEP program focused on high school juniors and
seniors, providing an opportunity to younger students. Ten different Network departments partnered with program
staff to offer the work experience component of the program. In Fiscal Year 2022, six of the seven development
sessions occurred virtually, which provided insight into future development sessions and how these are delivered.

OUTCOMES

In FY 2022, 10 students completed the
HCEP, with a 100% graduation rate HCEP GRADUATION RATE
from high school and a 100% 100%

enrollment rate in post-secondary
education. Overall, 210 students have
been served by HCEP since the
program began.

Graduation rates for the program
across academic years starting in 2005
were between 85%-100%. Note that
the program was not run in academic
year 2020-21 due to COVID-19 AR
restrictions and funding availability. ACADEMIC YEAR

PERCENTAGE (%) OF STUDENTS

~ N7
[ R A

Fiscal Year 2022 Outcomes

# of Enrolled  # of Completed High School Partners Total Served
Graduation (Year to Date)
Bethlehem Area St. Luke’s
School District Bethlehem
15 Allentqwq School St. Luke’s
10 100% District Allentown 210 HCEP
(10 seniors)
Workforce Board
Lehigh Valley
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Workforce Development

On the Job Training

Summary: On-the-Job Training (OJT) is a hands-on, skill-building, and knowledge training program aimed at build-
ing competencies needed to perform specific job requirements and expectations within the workplace. OJT utilizes
existing workplace tools, machines, documents, equipment, and knowledge to teach an employee how to effectively
perform at their highest potential.

Alignment with Community Health Strategic Plan: OJT aims to improve diversity, health equity, and make
strides towards breaking the cycle of poverty in our communities. The initiative was created to meet community
needs by providing employability and career development for low-income or minority populations. This directly
aligns with Community Health’s primary area of activity addressing workforce development in low income
communities.

HIGHLIGHTS

To address high turnover rates, specifically in Phlebotomy and the Sterile Processing Department (SPD), OJT was
piloted during Fiscal Year 2022 to explore the efficacy of the OJT program in these healthcare professions. Given the
importance of appropriate staffing to provide the highest quality care, the Bethlehem Campus President, Community
Health, Human Resources, Sterile Processing, and Outpatient Lab Services collaborated to plan and implement the
OJT Program pilot. Consisting of several core components (i.e., on-the-job practical training, employability skills
training and 1:1 coaching, wrap-around case management), OJT is an innovative approach to workforce
development. This model provides vital soft skills training, which are skills that are necessary for employment and
career development but often not taught in typical education or training settings. St. Luke’s partnered with
CareerLink Lehigh Valley (through the Workforce Board Lehigh Valley) to provide wage reimbursement for the
participants.

OUTCOMES

Goal: The goal for Fiscal Year 2022 was to hire, train, develop, and retain a total of 9 employees from low income
communities to grow as employees at St. Luke’s. Completion of the program is defined as being hired by St. Luke’s
University Health Network.

Progress: During the first half of FY 2022, six participants were already hired through the program and by April
2022, two more phlebotomy school graduates were added as Network employees. A ninth participant enrolled and
was interviewed and met eligibility prior to the end of the fiscal year but did not begin until July 2022. This
participant will therefore be included in the 2022-23 fiscal year cohort.

Outcome: The model proved to be successful, with 8 of the 9 participants now hired and retained as SLUHN
employees.

INDICATORS OUTCOME TARGET

St. Luke’s University Health Network

Number of Participants Enrolled 9
Number of Participants Completing the Program 8 9
Number of Participants Hired by St. Luke’s Hospital 8 9

9

Number of Participants Still Employed 6-Months Post-Program Completion 8
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Workforce Development

Literacy Initiatives

Summary: St. Luke’s University Health Network supports literacy initiatives including Reach Out and Read (ROR)
and Brush, Book, & Bed (BBB). These evidence-based programs promote healthy lifestyles and behaviors, and en-
gage families in providing tools and resources to integrate reading into their daily lives. ROR is integrated into our
pediatric practices to provide families with books and strategies to read aloud as part of their daily routines. BBB, a
program to educate families on the importance of a regular bedtime routine for children that includes brushing their
teeth and reading a book, is also supported through our pediatric practices and other community outreach. The Dolly
Parton Imagination Library is another literacy initiative supported in the Rural West region with funding from the
Carbon County Community Foundation. Together these efforts have reached more than 900 local children ages 5 and
under and their families.

Alignment with Community Health Strategic Plan: Literacy initiatives align with Community Health’s strategic
plan by promoting youth literacy. Literacy is a critical component to overall health promotion, and by targeting youth
literacy promotion we hope to improve social determinants at a young age to ensure health promotion throughout the

Little Free Libraries Read Across America

To further promote literacy in all the counties we serve,
St. Luke’s has Little Free Libraries located at many of
the St. Luke’s campuses and at several partner schools.

St. Luke’s celebrated Read Across America Day on
March 2, 2022. St. Luke’s representatives including
nurses, medical assistants, providers, and staff, recorded

and read books to create a virtual showcase that was
shared with all our local schools and includes over 40
readers reaching more than 12,000 students: https://
vimeo.com/showcase/9245737.

Little Free Library at St. Luke’s Easton Hospital

St. Luke’s employees support Read Across America



https://vimeo.com/showcase/9245737
https://vimeo.com/showcase/9245737
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Connections to Care

COVID-19

Summary: The COVID-19 pandemic continued to impact St. Luke’s Network service areas in unpredictable ways
during the 2022 Fiscal Year. The Delta and Omicron variants surged in different ways, with the Delta variant show-
ing higher mortality rates and the Omicron spreading to a larger population, but less deadly. Although vaccinations
were widely available, only * percent of Pennsylvanians were fully vaccinated by June 30, 2022. SLUHN efforts to
mitigate the spread of COVID-19 continued from FY 2021 through health education and other mitigation efforts
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(e.g., masking, isolation protocols). Additionally, SLUHN participated on panels for school districts and community-

based organizations to provide clarity on guidance, worked with local and state health departments, and other health
networks to meet the needs of the community.

Alignment with CH Strategic Plan: The efforts related to COVID-19 prevention as well as COVID-19 vaccine
promotion align with the secondary areas of activity, including:

e Reducing health disparities by providing education and guidance to school districts and other community partners
for COVID-19 prevention to help stop the spread.

» Reducing health disparities by providing education and guidance related to COVID-19 vaccines

Although the COVID-19 pandemic appeared to be waning toward the end of FY22, the impact of the pandemic was
shown through the Community Health Needs Assessment (CHNA) survey. The survey, conducted from September

2021-March 2022, showed that the effects of the pandemic continued to impact the overall health and well-being of
the community.

Of those who indicated they had been impacted by COVID-19, the highest number of respondents say their mental
health has been affected (22.4%). Additionally, 8.1% say they got COVID-19 and fully recovered, while 2.6% say

they got COVID-19 and are still having long term effects. Regarding household infections, 8% say someone else in
their household got COVID-19.

Related to the social determinants of health, 1.9% have had limited food access and 3.2% have had housing
instability due to the pandemic. Additionally, 6.6% have gained money while 15.4% of respondents say they have
lost money due to the pandemic.

COVID-19 Impact, Network

25.0%
224%

20.0%
15.4%
15.0%
10.0% 8.1% 8.0%
6.6%
5.0% "
’ 2.6% I L% 3.2%
0.0% [ ] [ | -

I got COVID-191 got COVID-19 Someone in ['velost money I'vegained My mental I'vehad My housing
and fully  andstill have my household due to COVID- moneydueto healthhas limitedaccess stability has
recovered long term (other than 19 COVID-19  been affected to food due to been affected
healtheffects myself) got due to COVID- COVID-19 by COVID-19
COVID-19 19

We continue to maintain the partnerships built before and during the COVID-19 pandemic and will provide
assistance related to the pandemic as necessary in both the short and long term.
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PREVENTING CHRONIC DISEASE

St. Luke’s prioritizes preventing chronic disease through promoting healthy lifestyles and behaviors, including diet
and physical activity. Preventing chronic disease is addressed through initiatives based on the following categories:

Food Insecurity

To further address food access, St. Luke’s implements a Summer Feeding Service Program through the Pennsylvania
Department of Education in Allentown and Quakertown. A Community Supported Agriculture (CSA) program is
available for employees throughout the Network to encourage fresh fruit and vegetable consumption while support-
ing local farmers. The Department of Community Health further supports local CSA programs by partnering to pro-
vide fresh produce to underserved populations through grants and special funds with additional support from the St.
Luke’s-Rodale Institute Organic Farm at St. Luke’s Anderson campus. St. Luke’s partners with the Kellyn Founda-
tion to increase access to fruits and vegetables across the Lehigh Valley.

Nutrition and Education Promotion

St. Luke’s implements two Diabetes Education Accreditation Programs governed by the Association of Diabetes
Care and Education Specialists (i.e., Diabetes Self-Management Education and Support, Diabetes & Pregnancy) and
a Diabetes Prevention Program. Additionally, the Network follows an evidence-based program model to address
smoking that includes smoking cessation provider visits, community education, and weekly support groups. Smoking
cessation services are offered for Network patients and additional support is provided to community partners.

Physical Activity Promotion
To promote physical activity, Get Your Tail on the Trail (TOT) aims to engage community members in outdoor
physical activity through challenges and events. TOT is implemented in partnership with D&L National Heritage

Corridor to promote physical activity while engaging in nature-based activities. WWAD promotes physical activity
paired with education from local physicians or advanced providers on various health topics.

Food Insecurity

Access to Fresh Fruits and Vegetables Summer Meal Initiatives

Community Supported Agriculture (CSA) Food Insecurity Initiatives

Nutrition and Education Promotion

Smoking Cessation Initiative Diabetes Initiative

Physical Activity Promotion

Get your Tail on the Trail Walk with a Doc
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Food Insecurity

Access to Fresh Fruits and Vegetables

vegetables in the Network’s high-need communities.

Summary: Access to fresh fruits and vegetables can help promote healthy eating habits, support physical and cogni-
tive development in children, and help to decrease rates of many diseases. Healthy People 2030 initiatives include
increasing fruit and vegetable consumption in the American population ages 2 and older. St. Luke’s partners with the
Kellyn Foundation and their “Healthy Neighborhood Immersion Strategy” to support increased access to fruits and

Alignment with Community Health Strategic Plan: Promoting access to fresh fruits and vegetables aligns with
Community Health’s overall strategy to support healthy lifestyles through reducing preventable diseases and chronic
conditions (e.g., obesity, diabetes) and promoting health behaviors (e.g., physical activity promotion).

HIGHLIGHTS

o SLUHN and the Kellyn Foundation partnered in
Fiscal Year 2022 to provide voucher sales for our
Diabetes CARES program in Allentown, the Star
Community Health Sigal Center in Allentown, and the
HOPE clinic in Easton. Vouchers provide access to
fresh fruits and vegetables and encourage patients to
choose healthy food to promote healthy lifestyles. The
voucher program is supported through external grant
and special funds and managed by St. Luke’s.

 The “Eat Real Food Mobile Market”, a Kellyn
Foundation mobile food pantry that brought produce
to high-need locations, served several SLUHN sites to
support high-need households with voucher and
discount programs that provide convenient, reasonably
-priced healthy foods.

OUTCOMES

During the 2022 Fiscal Year, the St. Luke’s and Kellyn
Foundation partnership grew to include the newly
renovated Star Community Health Sigal Center in
Allentown.

« The “Eat Real Food Mobile Market” visited Star
Community Health Sigal Center on 31 different occasions
during Fiscal Year 2022, with a total of 25 unique
voucher customers.

Voucher Sales Total Sales Voucher Customer

Location (FY 2022) Count
SLUHN- Diabetes $14,090.85 23
SLUHN- HOPE $13,086.63 57
Sigal Center $8,264.75 25
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Employee Wellness

Summary: To assess and address the health needs of SLUHN employees and
spouses, the Network has an established employee wellness program called
Caring Starts with You (CSWY). The annual biometric screenings and health
assessments drive the development and implementation of evidence-based
lifestyle programming, health education, and both general and targeted
outreach. The program has continued to see positive trends in the rates of high
J blood pressure, poorly controlled diabetes, well controlled diabetes, and

{ prediabetes.

&l Alignment with Community Health Strategic Plan: The health and wellbeing
of our employee and spouses is imperative as they live and work within the
communities SLUHN serves.

HIGHLIGHTS

e Since its inception, SilverCloud has demonstrated success through satisfaction scores and costs savings related to
improved mental health outcomes. While this is still an employee benefit, the success has shifted focus to the
SLUHN patient population.

o Starting in January 2022, the Employee Wellness team has relaunched the massage program for employees.

o The Employee Wellness team continues to offer the Plant-Based Eating Series and health coaching in a virtual
format. This has offered more flexibility for participants and has provided an opportunity to reach more interested
people throughout the Network.

OUTCOMES

e 3346 SLUHN employees and A | CSA | G d

spouses in total have utilized nnua ncome Generate

SilverCloud 5250,000.00 2238368

$222,440 $223,580 >Rt 7®

e 558 one-on-one health coaching 00,000.00 $198,660

sessions

$160,960
o 184 plant-based participants $150,000.00
$127,000

e 569 spouse flu shots $99,530

administered $100,000.00
e 541 CSA members spanning

. $50,000.00

across 19 sites, 6 local farmers $26,880
e 991 half shares donated to food $0.00 J ‘ I ‘ ‘ , ‘ , ‘ , ‘

pantries in communities in 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022

which St. Luke’s serves
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Food Insecurity
Summer Meal Initiative

Summary: In 2022 the Quakertown and Sacred Heart Campuses served as an open site for the USDA’s Summer
Feeding Service Program (SFSP) through the Pennsylvania Department of Education (PDE). This program ensures
children have access to nutritious meals and snacks when school is not in session.

Alignment with CH Strategic Plan: The Summer Meals Program aligned with our strategic goal to increase the
availability of healthy food options. Through the program, children received well-balanced lunches, community
supported agriculture (CSA) shares to increase fruit and vegetable consumption, and non-perishable food for the
family on weekends. Additionally, the program reduced health disparities by addressing education and literacy
through handouts, activities, and giveaways.

HIGHLIGHTS

Fiscal Year 2022 marked the third year St. Luke’s Community Health served as a sponsor for the SFSP program.
With COVID-19 waivers still in place, Quakertown Community School District (QCSD) was able to continue
serving meals throughout the summer and Grab & Go meals were distributed at the St. Luke’s Quakertown Campus.
While the Allentown School District (ASD) also served meals at multiple sites in Allentown through the Allentown
Health Bureau and the Food Policy Council. The Sacred Heart Hospital location filled the gap for meals (3 days per
week) due to high demand and convenient location.

Funding was secured from Penn Community Bank (Quakertown) and West Side Hammer Electric (Sacred Heart) to
enhance the SFSP program at QCSD/Quakertown Campus, Sacred Heart, as well as The Open Link which served
children in the Upper Perkiomen School District. Enhancements to the program included weekly resource handouts
with health information, activities, giveaways, fresh fruits and vegetables (CSA shares), and non-perishable weekend
bag foods.

In Quakertown, a partnership was created with Rolling Harvest Food Rescue, United Way of Bucks County, and the
Bucks County Opportunity Council (BCOC) to supply fresh produce throughout the week to families attending
SFSP. This partnership continued through the school year, holding weekly “Free Famers Markets” in Quakertown.
The Free Farmers Market supports approximately 200 families in Upper Bucks.

OUTCOMES

The program supported locations at St. Luke’s Sacred Heart Hospital, St. Luke’s Quakertown Hospital, as well as
supplementary support to the Quakertown Area School District and the Open Link. In total the program provided
4,417 meals, 280 CSA shares, 638 weekend bags, and 3,500 activities and giveaways.

St. Luke’s Sacred Heart Hospital St. Luke’s Quakertown
Meals Served 2,882 1,535
CSA Shares Distributed 100 180
Family Weekend Bags 353 285
Activities and 1,000+ 2,500+
Giveaways
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Nutrition and Education Promotion

Smoking Cessation Program

community education, and weekly support group.

Summary: St. Luke’s University Health Network’s Smoking Cessation Program is designed to promote healthier,
tobacco-free lives. Following an evidence-based model,
Tobacco Treatment Specialists, Physicians, and/or Advanced Practitioners. The program includes provider visits,

the program provides smoking cessation visits with Certified

programs.

Alignment with St. Luke’s Community Health Strategic Plan: The Smoking Cessation Program aligns directly
with Community Health’s secondary areas of activity by addressing chronic disease. Cessation services were made
more accessible during Fiscal Year 2022 due to increased referrals resulting from efforts to educate patients and
providers. Recently, given the drastic increase in vaping and the effects of COVID-19 on the smoking population,
this program has expanded its reach and proven vital in additional capacities beyond traditional smoking cessation

HIGHLIGHTS

« In efforts to standardize tobacco treatment across the
Network, education on the evidence-based program
was provided to all certified providers. To provide the
highest quality care, the program continually aligns
with current best practices.

« St. Luke’s Smoking Cessation Coordinator provided
staff trainings and support for Nicotine Replacement
Therapy (NRT) purchasing and disbursement for high
-risk tobacco use populations.

The Smoking Cessation Program expanded internally
but also provided support to community partners:

« Clients at Treatment Trends, an in-patient
substance use disorder facility, were provided
virtual tobacco cessation visits.

« Through partnership with Bucks County
Health Improvement Partnership, a referral
system was created for St. Luke's patients to
be connected to additional grant-funded
evidence-based group treatment classes with
distribution of NRT.

The Smoking Cessation Program became a
component of St. Luke’s Penn Foundation’s Certified
Community Behavioral Health Clinic model. As part
of their federal planning grant funded by the
Substance Abuse Mental Health Service
Administration, the cessation team’s objective is to
expand tobacco screening and treatment amongst this
population. This is a key strategy to improving
outcomes for clients being treated for behavioral
health and/or substance use disorders.

OUTCOMES

More than 20 providers are certified and participate in the
Smoking Cessation Program. The providers represent the
following disciplines: Primary Care (St. Luke’s Physician
Group and Star Community Health), Pulmonary, Thoracic
Surgery, Vascular Surgery, and the Surgical Optimization
Clinic. Additional staff are trained to provide patient
education with cardiac rehabilitation specialists, athletic
trainers, community health workers, oncology navigators,
and medical assistants.

« Our community partner, Treatment Trends, supported 10
patient referrals and connections to SLUHN Pulmonary
services.

« Weekly smoking cessation support group sessions were
held virtually on TEAMS. These sessions were published
on St. Luke’s active calendar and free for anyone who
attends.

« During FY 2022 1,276 referrals were made and 232
smoking cessation appointments were completed, an
increase of 63% from FY 2021.

Top Referrals

Location Referrals
Allentown Operating Room 117
Bethlehem Operating Room 100
Star Community Health 77

Sigal Center
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Nutrition and Education Promotion

Diabetes Program

Summary: Diabetes is a chronic disease affecting more than 30 million Americans. In the St. Luke’s University Net-
work, diabetes is a leading health issue, with 15.3% of respondents from the 2022 Community Health Needs Assess-
ment indicating they have diabetes. With a national average of 11%, St. Luke’s recognizes the high rates of diabetes
and the importance of utilizing a Network approach to meet the needs of people with diabetes in our communities.

Alignment with Community Health Strategic Plan: St. Luke’s Network Diabetes Performance Improvement
Committee focuses on diabetes prevention and management. One of CH’s primary strategic goals aligns with this
focus and aims to address patients with poor control (i.e., HgbA1C >9) of their diabetes. Throughout Fiscal Year
2022, key external partners in included the Diabetes Coalition of the Lehigh Valley, United Way, Lehigh Valley
Food Policy Council, YMCA, Kellyn Foundation, and Air Products.

HIGHLIGHTS OUTCOMES
St. Luke’s has two Diabetes Education Accreditation During FY 2022, a total of 1,109 participants completed
Programs (DEAP) governed by the Association of one of SLUHN’s DEAP programs (i.e., DSMES, Diabetes
Diabetes Care and Education Specialists. These & Pregnancy Program) across the Network.

programs includ