
Community Health 
Needs Assessment
Mercy Hospital South
2022-2024



Our Mission
As the Sisters of Mercy before us, 

we bring to life the healing ministry of Jesus 

through our compassionate care 

and exceptional service.

Our Values
Dignity | Excellence| Justice | Service| Stewardship
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Impact Evaluation of Previous CHNA
The 2019 Community Health Needs Assessment identified 
three priority health areas:

Mercy Hospital South developed and implemented a community health improvement plan which 

included a variety of programs and initiatives to address the needs identified in the 2019 CHNA. 

Access to Care Behavioral Health Diabetes
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Prioritized Need #1: Access to Care

Impact Evaluation of Previous CHNA

Community Health Worker (CHW) Program: CHW's have been serving at Mercy Hospital South since 

2018. Our two CHW's serve as liaisons/links between health care, community and social service 

agencies. They screen for needs related to social determinants of health and facilitate access to 

services and improving the quality and cultural competence of care. They work one-on-one with 

at-risk patients and community members, acting as patient advocates, assisting patients applying 

for Medicaid and Financial Assistance and connecting patients with community resources. Our 

CHWs provided resources and assistance to over 3,000 patients over the last three years with over 

5,900 encounters with special attention paid to assisting with enrollment into Mercy Financial 

Assistance and Medicaid.

Community Referral Coordinator (CRC) Program: CRC's connect patients from the Emergency 

Department and/or inpatient units of the hospital with a primary care home for follow-up and 

preventative care. The program focuses on serving underinsured and uninsured patients; however, 

work with all patients in need of a medical home which can be a Federally Qualified Health Center 

(FQHC) or a Mercy provider. The Mercy South CRC had 4,382 encounters over the past three years 

and scheduled appointments with an average kept rate of 76.9%
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Access to Care (continued)

Impact Evaluation of Previous CHNA

Health Leads Program: Health Leads connects low-income patients in the clinics to the resources 

they need to be healthy. Staff at Mercy Clinics utilize a screening tool to identify social needs that 

are acting as barriers to patient's medical care. If a need is identified, patients are contacted by 

Health Leads staff to connect to community resources to address the need(s). Since FY 2019, 

211,423 patients have been screened. An average of 7% of those screened identified as having a 

social need. 2,881 needs were addressed and closed.

Hancock Clinic Partnership: Mercy South financially supports the Hancock school-based Community 

Clinic that serves all verified residents of the 63123 and 63125 zip-code at no out-of-pocket 

expense to the patients. Services provided include general services, women's health, basic labs 

and mental health to this high-need/high-risk population. Patients from these zip codes that 

present at Mercy Hospital South without a PCP are connected with care at the Hancock Clinic. For 

the past three years, the Hancock Clinic has seen 2,831 patients and has had assisted over 200 

Mercy Hospital South patients that have been directly referred to the clinic.
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Access to Care (continued)

Impact Evaluation of Previous CHNA

Crisis Nursery Outreach Partnership: The Crisis Nursery Outreach Center at Mercy Hospital 

South assists area families with children birth through 12 years with crisis counseling, 

community referrals, home visitation, and parent education groups to prevent child abuse 

and neglect and promote healthy families. The program also provides community families in 

need with donations of food bags, diapers, cleaning supplies and other household items. In 

the past three years, the Crisis Nursery at Mercy Hospital South had 2,368 total encounters, 

assisted over 100 MHS patients and their families and helped patients, staff and community 

members be connected to over 3,000 basic needs items.
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Prioritized Need #2: Behavioral Health

Impact Evaluation of Previous CHNA

Behavioral Health Network Partnership Programs

• Emergency Room Enhancement (Youth and Adult ERE): The Behavioral Health Network’s ERE 

project facilitates an integrated 24/7 region-wide approach that targets high utilizers of 

emergency rooms who present with behavioral health symptoms, with the primary goal of 

reducing preventable hospital readmissions. Patients identified through the ERE project are 

connected to a peer support specialist who provide assistance with linking to community 

resources and inpatient and outpatient services. The program provides after-

hours/weekend scheduling, as well as telephonic and mobile outreach crisis services for 

consumers referred to the ERE project. From 2019 to April of 2022, there were 225 referrals 

made into the Youth ERE program, 209 appointments scheduled with a kept rate average of 

67%. For the Adult ERE program, there were 421 referrals made, 300 appointments set with 

an average kept rate of 70%.
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Behavioral Health (continued)

Impact Evaluation of Previous CHNA

• Hospital Community Linkages (HCL): The HCL Inpatient project utilizes a designated liaison to 

identify and refer potential behavioral health consumers, facilitate referral and ensure discharge 

documentation is transferred for continuity of care. The HCL program is part of an integrated 24/7 

region-wide approach that targets high utilizers of inpatient settings, with the primary goal of 

reducing preventable hospital readmissions. There have been 407 referrals into the program, 287 

appointments made and an appointment kept rate average of 77% from 2019 to 2022.

• Engaging Patients in Care Coordination (EPICC): The EPICC program, in partnership with the 

Behavioral Health Network of Greater St. Louis (BHN) connects opioid overdose survivors treated in 

emergency rooms to recovery support and substance use treatment services, including Medication 

Assisted Treatment (MAT). Individuals must be over the age of 18 and meet diagnostic criteria for 

opioid dependence. Intensive referral and linkage services are provided by peer Recovery Coaches. 

There have been 630 referrals into the program, 563 appointments scheduled with an average 

appointment kept rate of 70%.
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Impact Evaluation of Previous CHNA
Prioritized Need #3: Chronic Disease with a Focus on Diabetes

St. Louis County Diabetes Collaborative Program: Established as a result of the on-going St. Louis 
County CHNA hospital collaborative upon jointly prioritizing diabetes top health concern across 
the St. Louis community In the past three years, the collaborative has expanded their scope to 
bring together additional hospitals, community agencies and support from local health 
departments in order to develop regional and collaborative strategies to address diabetes. 

Partners include: BJC Healthcare (including Barnes Jewish West County Hospital, St. Louis 
Children's Hospital, Christian Hospital and Missouri Baptist Medical Center, Mercy (including 
Mercy Hospital St. Louis and South), Oasis, the St. Louis County Health Department, St. Lukes
(including St. Lukes and St. Lukes Des-Peres, SSM Health Care (including DePaul Hospital, St. 
Mary's Hospital, Cardinal Glennon Children's Hospital and St. Louis University Hospital)
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Impact Evaluation of Previous CHNA
Chronic Disease with a Focus on Diabetes (continued)

Scope of Work and Limitations: Over the three-year cycle, the collaborative worked hard to cohesively identify goals 
that could be worked on across all organizations. In the first year, the team identified resources, programs and 
individual hospital needs that had to be considered in order to come to a consensus on how integrate referral 
protocols and improve the coordination of services. After setting goals and outlining next steps, COVID-19 hit the 
community and caused a year-long pause in our collaborative as team-members were pulled to address different 
community concerns. The team re-grouped in 2021 and is currently doing the work of re-assessing our resources, 
current programming and goals to create a new strategy for FY 23.
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Executive Summary
For more than 140 years, generations of St. Louisans have relied on the healing tradition of care provided by 
Mercy Hospital South. Mercy Hospital South exemplifies the legacy of the Sisters of Mercy, who set an amazing 
standard in caring for the community by providing compassionate care that was second to none. As trusted 
partners, our physicians and employees seek to improve the health and well-being of the residents in the 
communities we serve by providing the same compassionate care every day. While the CHNA demonstrates the 
legacy of the ‘walking Sisters’, engaging actively out in community to address urgent needs, it also fulfills a legal 
imperative of Mercy as a non-profit health care organization. 

As part of the Patient Protection and Affordable Care Act (PPACA) passed in March 2010, non-profit hospitals 
were mandated to conduct a community-based health needs assessment every three years. As part of that 
process, each hospital is required to solicit input from those who represent the broad interests of the 
community served by the hospital as well as those who have special knowledge and expertise in the area of 
public health. For this year’s CHNA, we also gathered and analyzed health-related information and statistics 
from both St. Louis County, City and State and sought out more targeted secondary data as appropriate.
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Six identified health needs emerged during the CHNA process. The Community Health Council of Mercy 

Hospital South reviewed and prioritized the needs based on several criteria. 2022 prioritized health needs are:

• Access to Care

• Behavioral Health/Substance Use

• Diabetes

These three health priorities will be the basis of the community health improvement plan (CHIP), which will 

guide the coordination and targeting of resources and the planning, implementation and evaluation of new and 

existing programs and services. This community health needs assessment, along with the resulting community 

health improvement plan, will provide the framework for Mercy Hospital South as it works in collaboration with 

community partners to advance the health and quality of life for the community members it serves. We will 

strive diligently to address these needs over the next three years. 

Please visit https://www.mercy.net/about/community-benefits to learn more about the community benefit 

work being done at Mercy. As always, we seek to develop a rich and rewarding network of partnerships with 

our neighbors and I welcome any suggestions you have as we seek to achieve our goal of a healthier 

community.

Executive Summary (continued)

Sean Hogan
President

Mercy Hospital South

https://www.mercy.net/about/community-benefits
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Community Profile
St. Louis Region (South County)
Mercy Hospital South serves more than 630,000 residents in the St. Louis area, which 
covers St. Louis, southern communities and several locations in southwest Illinois. Mercy 
Hospital South is considered the third-largest medical center in the St. Louis metropolitan 
area. The majority (81%) of Mercy Hospital South’s acute care patients reside in 31 zip 
codes, 28 in Missouri and 3 in Illinois. In Fiscal Year 2021 (July of 2020 to June of 2021), 
MHS had 63,181 Emergency Room visits, 359,000 outpatient visits, offered services in 57 
locations and employed 2,898 co-workers.

Our needs assessment is focused on south St. Louis County, which immediately surrounds 
the hospital. In 2011, representatives from the St. Louis County Department of 
Public Health met with representatives from the St. Louis County Department of 
Planning and established five regions within the county to reflect how it is divided in 
terms of geography and social demographics. These regions were: Central, Inner 
North, Outer North, South, and West. Taking into account the regional distribution 
of medically underserved individuals, as well as the hospital’s location, MHS defined its 
community as the south region in St. Louis County during its CHNA process.
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Community Profile

Population: 
201,351

Projected 5-Year 
Growth: + 0.07%

Race: Minorities 
make up 9.08% 

of Residents

Race: 90.92% of 
Residents are White

Median household 
income is $82,337

Mercy Hospital South- South Region of St. Louis County

Source: ThinkHealthStl.org, Mercy Analytics
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Community Profile
Demographics: Population by Age Group

Source: ThinkHealthStl.org
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Community Profile
Demographics: Population by Race

Population by Race Region: South County: St. Louis

Persons % of Population Persons % of Population

White 183,068 90.92% 654,301 65.91%

Black/African American 5,821 2.89% 250,755 25.26%

American Indian/Alaskan Native 333 0.17% 2,077 0.21%

Asian 6,833 3.39% 48,766 4.91%

Native Hawaiian/Pacific Islander 48 0.02% 226 0.02%

Some Other Race 1,178 0.59% 10,717 1.08%

2+ Races 4,070 2.02% 25,849 2.60%

Source: ThinkHealthStl.org
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Community Profile
Demographics: Population by Race

Source: ThinkHealthStl.org
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Community Profile
Average Household Income

Source: ThinkHealthStl.org

Average Household Income by 
Race/Ethnicity

Region: South County: St. Louis

Value Value

All $104,424 $112,998

White $97,489 $110,061

Black/African American $59,255 $62,827

American Indian/Alaskan Native $55,963 $73,020

Asian $88,260 $120,391

Native Hawaiian/Pacific Islander $72,000 $94,066

Some Other Race $63,121 $64,594

2+ Races $90,153 $86,616

Hispanic/Latino $81,384 $98,555

Non-Hispanic/Latino $104,884 $113,353
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Community Profile
Education

Source: ThinkHealthStl.org, Mercy Analytics

Level South St. Louis 
County

St. Louis County Missouri

High School Degree 24.93% 21.39% 30.5%

Some College, No 
Degree

20.97% 20.03% 22.0%

Bachelor's Degree of 
Greater

39.54% 50.79% 29.9%
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Community Profile
Insurance Status/Payer Mix

Source: Mercy Analytics
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Community Profile
Families Living Below Poverty Level

15.7% 23.7% 18.5%

12.8% 17%
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Community Profile

St. Louis County* State of Missouri

Primary Care 
Physicians

810:1 1,420:1

Dentists 1,150:1 1,670:1

Mental Health 
Providers

330:1 490:1

Preventable Hospital 
Stays per 100,000 
Medicare Enrollees

4,600 4,638

*Data specific to entire St. Louis County region
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Community Profile
Leading Causes of Death - 2020

15.7% 23.7% 18.5%

12.8% 17%

Source: St. Louis County Department of Health
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Community Profile
Cancer

15.7% 23.7% 18.5%

12.8% 17%

Source: ThinkHealthStl.org
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Community Profile
Diabetes/Healthy Lifestyle

15.7% 23.7% 18.5%

12.8% 17%
Source: ThinkHealthStl.org
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Community Profile
Health Care Access & Quality

15.7% 23.7% 18.5%

12.8% 17%
Source: ThinkHealthStl.org
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Community Profile
Heart Disease & Stroke

15.7% 23.7% 18.5%

12.8% 17%

Source: ThinkHealthStl.org
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Community Profile
Mental Health & Substance Abuse

15.7% 23.7% 18.5%

12.8% 17%

Source: ThinkHealthStl.org
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Community Profile
Mental Health

15.7% 23.7% 18.5%

12.8% 17%

Source: ThinkHealthStl.org



Community Health Needs Assessment | 2022 31

Community Profile
Mental Health

15.7% 23.7% 18.5%

12.8% 17%

Source: ThinkHealthStl.org
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Community Profile
Other

15.7% 23.7% 18.5%

12.8% 17%

Source: ThinkHealthStl.org



Community Health Needs Assessment | 2022 33

Our Assessment Process
St. Louis Partnership for a Healthy Community
Mercy Hospital South's community assessment process is inextricably 

and strategically linked to the collective work of others in our region; it represents 

one piece of the larger effort towards a healthier St. Louis, led by the St. Louis 

Partnership for a Healthy Community (STLPHC). The STLPHC is comprised of a 

broad range of stakeholders representing the wide variety of entities that impact 

health- it includes both the City of St. Louis Department of Health and the St. 

Louis County Department of Public Health, area hospital systems, government, 

academic institutions, agencies/departments, coordinated care organizations, 

community-based organizations, and business partners in the City of St. Louis and 

St. Louis County.

See the Appendix for a comprehensive list of participating organizations.
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National 
Impact

Regional 
Impact

Organizational 
Impact

Individual 
Impact

Our Assessment Process
St. Louis Partnership for a Healthy Community (cont.)
The purpose of the STLPHC is to align the efforts of the participating 

organizations and the residents of the communities they serve to develop 

and implement a shared community health assessment and Community 

Health Improvement Plan (CHIP) across the City of St. Louis and St. Louis 

County. STLPHC aims to eliminate duplicative efforts, prioritize needs, and 

enable collaborative efforts to implement and track improvement activities 

across the region. 

This collaborative approach ensures that individuals and agencies are 

aligned with regional and national priorities and metrics. It enables an 

effective and sustainable process; strengthens relationships between 

communities, organizations and government; creates meaningful 

community health needs assessments; and results in a platform for 

collaboration around regional health improvement, leveraging collective 

resources to improve the health and wellbeing of our communities. 
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This cycle, the community health assessment process was inevitably impacted by the COVID-19 pandemic. At Mercy 

and among our key collaborative partners, resources and energy were redirected to essential pandemic response 

functions, including COVID-19 testing and vaccination, and many organizations experienced fundamental shifts in 

the workforce and work structure that continue to shape a new normal. Perhaps most impacted were the City of St. 

Louis Health Department and the St. Louis County Department of Public Health, who were pivotal in pandemic 

surveillance and response. While these two agencies have been central to the coordination of our area’s community 

assessment in the past, particularly since the formation of the STLPHC in 2014, neither health department had the 

same capacity to actively engage in the process for this cycle. Rather, the coalition of area hospital systems worked 

together to gather community input, and as appropriate, will continue to both align with the STLPHC’s St. Louis 

Region Community Health Assessment (CHA) and Community Health Improvement Plan (CHIP) (2018), and engage 

with the STLPHC’s collective work as it recommences, and as existing priorities are reevaluated.

Also impacted by the pandemic were the methods by which our partners collaborated and collected data. All 

meetings, surveys, and focus groups were conducted online in compliance with social distancing precautions.

Our Assessment Process
COVID-19 Impact



Community Health Needs Assessment | 2022 36

Our Assessment Process
St. Louis Regional CHA and CHIP (2018)
STLPHC tailored the Mobilizing for Action through Planning and 

Partnerships (MAPP) model, a community-driven strategic 

planning process for improving community health, to conduct 

the 2018 CHA and CHIP. Beginning in early 2017, partners 

convened to determine the shared vision and guiding values for 

the process.

Following the development of the shared vision and guiding 

principles, the four MAPP assessments were conducted over 

the course of 2017 and analyzed together to identify 

overarching priorities and specific programmatic goals. The 

identified priorities of MHSL’s previous CHNA and CHIP were 

aligned with these goals, and the 2018 CHA continued to serve 

as a blueprint for the most recent assessment process. 

www.thinkhealthstl.org
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Our Assessment Process
Hospital Partners
Several regional hospitals and hospital systems committed to work together to solicit input from those who 
represent the broad interests of the community served by the hospital, those who have special knowledge 
and expertise in the area of public health and underserved populations, as well as community members 
who are marginalized and underserved :

• BJC Healthcare
• Mercy Hospital St. Louis
• Mercy Hospital South 
• Missouri Baptist Medical Center
• Shriners Hospitals for Children – St. Louis
• SSM Health
• St. Luke’s Hospital
• St. Luke’s Des Peres 

Many of these hospitals have been working together since the initial stakeholder assessment, conducted in 
2012, followed by a second in 2015. 
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Our Assessment Process
Community Partners
Other organizations who supported Mercy’s needs 
assessment process include:

• Behavioral Health Network
• St. Louis Integrated Health Network
• St. Louis Regional Health Commission
• Missouri Foundation for Health
• Missouri Hospital Association
• St. Louis City Health Department
• Saint Louis County Department of Public Health
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Mercy conducted two community surveys in conjunction with partner hospital 

systems including SSM Health, BJC Healthcare, St. Luke's and Shriner's 

Hospital. The pandemic limited our availability to solicit feedback in-person so 

online surveys were key to gain input. The first survey was a community-wide 

survey distributed broadly throughout the St. Louis metropolitan region to 

reach all community members from April to June of 2021. The survey took ten 

minutes to complete and contained 39 questions about health challenges, 

access to healthcare, and social determinant of health including financial 

status, neighborhood environment and social support networks.

The second, a stakeholder survey, was sent to key leaders of essential 

community organizations that represent the needs of the community. Both 

survey tools could be accessed through a unique URL or a QR code using a 

mobile device.

Our Assessment Process
Needs Assessment Surveys
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The community was invited to participate in the online survey through a media release with additional 

communication efforts done to reach specific underserved locations and neighborhoods. 277 community members 

responded from the South County community.

Limitations to this community survey were that an online survey might not be accessible for someone who does not 

have a computer or mobile device. There were efforts to put paper copies in key community settings like libraries 

and community centers but there still were concerns about reaching underserved populations. While health literacy 

was top of mind when putting the survey together, it is still impossible to eliminate this as a barrier with filling out 

an online survey.

In reviewing survey findings, we did find evidence of not reaching the key members of our communities that were 

sought after and are much needed to construct a deep understanding of community health needs. This limitation, 

along with the limitation of the survey only being available in the English language, is noted as a barrier in our 

community survey and served as an encouragement to seek out alternative forms of obtaining primary data 

through means such as key informant interviews and targeted, smaller focus group sessions that were held virtually.

Our Assessment Process
Needs Assessment Survey- Community
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• 83.49% of people who responded to the survey were female and 15.57% of respondents were male. 93.43% of persons 

who responded identified as being white, 3.76% identified as being African-American or Black and 2.35% identified as 

being Hispanic or Latino

• In general, 15.87% said their health was excellent, as compared to 46.13% very good, 29.15% good, 8.12% fair and 

.74% poor

• The top five health challenges noted were overweight/obesity at 37.27%, 26.57% joint or back pain, no health challenges 

at 22.51%, high blood pressures at 22.51% and other at 22.14%

• 39.60% of parents indicated that the health screening, education and/or services that their child/children need access to 

that will keep them safe and healthy are those centered around mental health.

• Community strengths were listed as good place to raise a family at 72.85%, good schools/quality of education 

at 67.42%, access to community parks and other open spaces at 66.52%, opportunities to practice spiritual beliefs 

at 52.94% and community safety/low crime at 43.89%

• Top challenges in the community were access to affordable housing at 43.38%, racial and ethnic diversity at 

40.18%, strong community leaders at 35.16% and community safety and crime at 31.96%

Our Assessment Process
Needs Assessment Survey – Community (continued)
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Impact of the COVID-19 Pandemic

Our Assessment Process
Needs Assessment Survey – Community (continued)
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For the stakeholder survey, the sponsoring hospitals also conducted an online survey in the summer of 2021, but 

the focus of this survey shifted to public health experts, leaders and those with a special interest in the health needs 

of the metropolitan St. Louis area. There were 9 South County representatives that participated, and that list 

included school officials, EMS and Fire, County Health officials and Health Department representatives and 

Behavioral Health partners. Stakeholders were asked 16 questions about the health needs of their communities and 

were given a list of health needs and asked to rank them on a scale of little to significant concern. Participants were 

also asked to weigh in on the potential of community partnerships, barriers to healthcare in their respective 

communities and what types of social factors and needs were making the biggest impact on health. There were 

questions about the COVID-19 pandemic and its impact on their community, gaps in resources available, health 

assets and what zip codes or areas are especially vulnerable or at risk.

As with the community survey, the stakeholder survey had limitations in that it is usually conducted in an in-person, 

focus group type setting. While participation numbers for the online survey were acceptable, focus groups are 

typically preferred for our collaborative because they tend to encourage good discussion and provide rich 

qualitative data that aids in a clear understanding of community needs.

Our Assessment Process
Needs Assessment Survey - Stakeholder
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Our Assessment Process
Stakeholder Survey (continued)

• Drug abuse, alcohol abuse and diabetes were listed as the health needs that cause the 

highest level of concern

• Health barriers most concerning were the inability to pay co-pays/deductibles and 

lack of mental health services nearby

• The populations noted to be most at risk of poor health outcomes were the low-

income population and those suffering from substance abuse

• Social factors historically having the greatest impact on health were listed as exposure 

to drug use and abuse, eldercare services and safe and affordable housing

• Stakeholders conveyed that the greatest impact that COVID-19 had on the health of 

the community was increased feelings of loneliness/isolation and increased symptoms 

of depression, stress and anxiety

• Social issues captured that are the most concern for the future are substance abuse 

and mental health concerns and an increase in anxiety and depression in youth

• 63123 and 63125 were the zip codes listed that are especially vulnerable and at-risk
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From Our Stakeholder Assessment:

This is a quote from question #12 in our stakeholder assessment that asks 

if  there are new/additional health or social issues that are a concern for the 

future. "Depression, anxiety and substance abuse are a real 
concern among our entire population, as is income 
inequality and a need for a liveable wage"

South County Stakeholder Survey Participant
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Our Assessment Process
Focus Group: Meacham Park

Mercy Hospital South (MHS) partnered with Mercy Hospital St. Louis (MHSL) to conduct a stakeholder focus 
group with members of Meacham Park, a neighborhood located in Kirkwood. The focus group consisted of 
attendees who represented the broad interests of the Meacham Park community, as well as those who have 
special knowledge of underserved populations. (See Appendix for a full list of focus group invitees, participants 
and a complete summary of focus group findings.)

Participants convened via Webex for a 60-minute discussion of the state of health in the Meacham Park 
neighborhood. Community strengths noted by the participants included the presence of churches, connectivity 
to the police, feelings of being heard, strong relationships with the Kirkwood School district and other 
community organizations. Crime, lack of access to healthcare, distrust of people in the neighborhood to share 
their difficulties and being a neighborhood in transition were all discussed as community challenges. Access and 
navigation of health care and crime in the neighborhood were two of the most urgent issues facing residents, 
with transportation to obtain care as another strong significant concern and on-going barrier to health.
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Our Assessment Process
Focus Group: Meacham Park (continued)
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From Our Focus Group:

"...they do not have health insurance. They're unemployed, have 

medical conditions that have gone on and on and have not been 

evaluated or treated. As a result, the ambulance is called and the 

only care they receive is the emergency room." 

Meacham Park Focus Group Participant
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Our Assessment Process 
Resources

The following external sources of published data were used as part of the collection of secondary data during 
the assessment process:

• Centers for Disease Control and Prevention Overweight & Obesity Statistics, 2020. 
https://www.cdc.gov/obesity/data/prevalence-maps.html#overall.

• Centers for Disease Control and Prevention United States Diabetes Surveillance System, 2019. 
https://gis.cdc.gov/grasp/diabetes/DiabetesAtlas.html

• County Health Rankings, 2021. https://www.countyhealthrankings.org/
• Healthy People 2030, 2022. https://health.gov/healthypeople
• Johns Hopkins University Coronavirus Resource Center, 2021. https://coronavirus.jhu.edu/us-map
• Missouri Department of Health & Senior Services Data & Statistics https://health.mo.gov/data/

https://www.cdc.gov/obesity/data/prevalence-maps.html#overall
https://gis.cdc.gov/grasp/diabetes/DiabetesAtlas.html
https://www.countyhealthrankings.org/
https://health.gov/healthypeople
https://coronavirus.jhu.edu/us-map
https://health.mo.gov/data/
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Our Assessment Process 
Resources (continued)

The following external sources of published data were used as part of the collection of secondary data 
during the assessment process:

• SparkMap – Center for Applied Research and Engagement Systems (CARES), University of Missouri, 
2018-2020. https://sparkmap.org/report/

• St. Louis Partnership for a Healthy Community – Think Health St. 
Louis https://www.thinkhealthstl.org/indicators

• U.S. Census Bureau American Community Survey, 2019. https://www.census.gov/programs-
surveys/acs/data.html

• U.S. Census Bureau, 2020 Census Results. https://www.census.gov/

https://sparkmap.org/report/
https://www.thinkhealthstl.org/indicators
https://www.census.gov/programs-surveys/acs/data.html
https://www.census.gov/
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Prioritized Needs
Prioritizing Identified Health Needs
Six identified health needs emerged during the community health needs assessment process of analyzing 
primary and secondary data. Needs were identified as they repeatedly ranked high on the community and 
stakeholder survey and as discussed in the focus group session. The identified needs that ranked high in the 
data collection were Access to Care, Transportation, Behavioral Health, COVID-19, Substance Abuse and 
Obesity/Diabetes.

The Community Health Council at Mercy Hospital South met in April of 2022 to prioritize the six health needs 
after reviewing the data collected from the community health needs assessment process. Special consideration 
was taken when narrowing down the health needs that arose during the assessment process. The Council 
considered the resources available to MHS and community partners, Mercy's overall strategic plan and the 
ability to make an impact in the community.
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Prioritized Needs
Prioritizing Identified Health Needs (continued)

A nominal group technique was used to rank the six final health 
priority health needs. Each member of the Community Health Council 
ranked the needs according to five criteria: 1) Magnitude of Need, 2) 
Feasibility to Change, 3) Alignment with Mission/Strategic Goals, 4) 
Resources Available, and 5) Importance to Community. Scores were 
totaled for all participants. Results of the nominal group technique 
are included in the table below:

Identified Health Need Total Score
Chosen as Priority 
Need

Access to Care 183 Yes

Transportation 146 No*

Behavioral Health 186 Yes

COVID-19 125 No

Substance Abuse 168 Yes
Diabetes 147 Yes
*Transporation will be addressed under the Access to Care need
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Prioritized Needs

Access to Care
Behavioral Health/

Substance Use
Diabetes



Community Health Needs Assessment | 2022 54

Prioritized Needs
Access to Care

Many people across St. Louis County do not get the health care services they need. A focus on 
Access to Care will help to improve health by helping people get the high-quality care in a 
timely manner. About 1 in 10 people in the United States do not have health insurance and 
many of those same people are without a primary care provider. 8.7% of South St. Louis 
County residents are uninsured and the number is rising. Not having a doctor overseeing care 
means that members of our community may not be able to access the health care services 
and medications that they need. This can often lead to utilizing the local Emergency 
Department for routine, non-emergent health care needs.

Many social need barriers can also have a tremendous impact on access to care. These 
barriers include the high cost of care, lack of insurance coverage, transportation barriers, lack 
of access to needed medications, etc. These barriers can result in further exacerbation of 
chronic health conditions and can reduce quality of life and even lead to premature death. 
Mercy Hospital South chose to continue our focus on Access to Care as we are committed to 
increasing the work around addressing social needs for vulnerable persons and continuing to 
strengthen connections to resources and services that impact overall health.
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Prioritized Needs
Behavioral Health/Substance Use

About half of all people in the United States will be diagnosed with a mental disorder at 
some point in their lifetime. Estimates suggest that only half of all people with mental 
disorders get the treatment they need. More than 20 million people in the United 
States have a substance use disorder, and most of them don’t get the treatment they 
need. Substance use disorders are linked to many health problems and can lead to 
overdose and death. Deaths from opioid use disorder have increased dramatically in 
recent years.

We have seen evidence that COVID-19 has had on the members of our community in 
terms of behavioral health and substance abuse. Our efforts will continue to grow over 
the next several years and we work on implementing more virtual behavioral health 
services across our ministry and seek to eliminate barriers to care that result in the 
hardship of establishing treatment for behavioral health and substance use disorders.

Behavioral Health/
Substance Use
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Prioritized Needs
Diabetes

More than 30 million people in the United States have diabetes, and it’s the seventh 
leading cause of death in the US and the ninth leading cause of death in St. Louis County. 
Many people in the United States have prediabetes, but many don’t know they have it. 
People with prediabetes are at higher risk for type 2 diabetes, heart disease, and stroke. 
Programs that help people lose weight, eat healthier, and get more physical activity can 
reduce the risk of prediabetes.

Poorly controlled or untreated diabetes can lead to leg or foot amputations, vision loss, 
and kidney damage. But interventions to help people manage diabetes can help reduce 
the risk of complications. In addition, strategies to help people who don’t have diabetes 
eat healthier, get physical activity, and lose weight can help prevent new cases.

Mercy Hospital South has been part of the St. Louis Diabetes Collaborative, a joint effort 
between area hospitals and hospital systems, that has a goal to reduce the diabetes 
burden in the St. Louis region. Mercy will also continue to explore other initiatives for our 
community members that will seek to address diabetes and obesity.
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Needs Not Addressed
In any case of prioritization, there will be some areas of need that are identified that are 
not chosen as a priority. Because Mercy Hospital South has limited resources, not 
every community need will be addressed. Throughout the CHNA process, the following 
needs arouse as a community concern. However, they will not be directly addressed at 
this time due to the need already be addressed by another initiative or organization or 
due to a limitation of resources.

• COVID-19
• Transportation

While these needs listed will not be specifically addressed as an actual identified priority, 
they will most likely be impacted indirectly through the work of our other identified 
priorities.
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Next Steps

After carefully reviewing the data and mapping existing resources, Mercy Hospital South 
is developing an implementation plan with evidence-based strategies. The plan will be 
submitted to a committee of appointed members from Mercy Hospital South for their 
approval. The final version of the CHNA and Implementation Plan will be available to the 
public on the Mercy website: www.mercy.net/communitybenefits

http://www.mercy.net/communitybenefits
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Appendices

Appendix A: St. Louis Region Community Health Assessment & Community Health Improvement Plan
Appendix B: St. Louis Collaborative: Community Survey – South County Results
Appendix C: St. Louis Collaborative: Stakeholder Survey
Appendix D: Meacham Park Focus Group Summary
Appendix E: Community Health Council Prioritization

Appendices are available as a separate, supplemental pdf document to this Community Health 
Needs Assessment report.




























































































































































































































































