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I. Introduction 
Good Samaritan Hospital, a member of the Westchester Medical Center Health Network (WMCHealth) in 
Suffern, New York, is a 286-bed hospital providing emergency, medical, surgical, obstetrical/gynecological and 
acute-care services to residents of Rockland and southern Orange Counties in New York, and northern Bergen 
County, New Jersey.  
 
For over 120 years, Good Samaritan Hospital has worked to advance the health and wellbeing of the 
communities it serves. Our dedicated physicians, nurses, and staff are committed to delivering high-quality 
care to every patient – without exception. The hospital is home to a recognized cardiovascular program, 
comprehensive cancer-treatment services, a primary stroke center, a cutting-edge robotic surgery program, 
the area’s leading Wound and Hyperbaric Institute, and the Surgical Weight Loss Institute’s Bariatric Survey 
Program. 
 
Good Samaritan Hospital is also home to the Center for Breast Health, an accredited Breast Center that offers 
three-dimensional mammography and high-risk screening and counseling services. Patient navigators provide 
guidance throughout diagnosis, treatment, and the recovery process. Maternal/child services include a high 
level II special care nursery and the Children's Diagnostic Center, which utilizes the services of pediatric 
subspecialists from Westchester Medical Center.  
 
The hospital provides social, psychiatric and substance abuse services as well as a Certified Home Care Agency 
that provides home health care service to the residents of Rockland and Orange Counties, New York.  
 
Good Samaritan Hospital is a critical piece of the Hudson Valley region’s health care system and participates 
in a range of committees, community partnerships, and workgroups that aim to address regional needs and 
create opportunities for residents to thrive and lead healthy, fulfilling, and productive lives. As a mission-
driven organization, we are committed to partnering with our communities to create a more humane world, 
build health equity and social justice for all, and provide exceptional value for those we serve, regardless of 
ability to pay. We will continue to strive to be the leading provider of quality, compassionate and regional 
community health care services in the Hudson Valley.  
 
The Community Health Needs Assessment (CHNA) process is an integral part of Good Samaritan Hospital’s 
and WMCHealth’s population health and community engagement efforts. The purpose of the CHNA and 
subsequent Community Service Plan (CSP) is to promote the evidence-based and prioritized agenda of health 
needs that has been co-created with community residents in support of this mission. It should be noted that 
the relationship between the CSP and WMCHealth’s Strategic Plan are not mutually exclusive. The CSP reflects 
efforts to align with both longstanding community needs and the State’s initiatives to improve the social 
determinants of health among certain populations, while the WMCHealth Strategic Plan aims to bolster the 
shifting governance structure and offer a roadmap toward the long-term sustainability of the system 
 
About WMCHealth 
WMCHealth is an 1,800-bed health care system headquartered in Valhalla, New York, with nine hospitals on seven 
campuses spanning 6,200 square miles of the Hudson Valley. WMCHealth employs more than 13,000 people and 
has nearly 3,000 attending physicians. Today, WMCHealth is the pre-eminent provider of integrated health care in 
the Hudson Valley, with Level 1, Level 2 and Pediatric Trauma Centers, the region's only acute care children's 
hospital, an academic medical center, several community hospitals, dozens of specialized institutes and centers, 
skilled nursing, assisted living facilities, homecare services and one of the largest mental health systems in New 
York State. 
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II. Executive Summary 
As required by the New York State Department of Health (NYSDOH), Good Samaritan Hospital reaffirms its 
commitment to improving population health in Ulster County, as presented in this 2025-2027 CHNA/CSP. Also 
included as part of the CHNA/CSP is Good Samaritan Hospital’s adopted Implementation Plan, which outlines our 
action plans to address the identified health needs in Rockland County.  
 
To identify the most pressing health needs in its service area, Good Samaritan’s Hospital collaborated with the 
Greater New York Hospital Association (GNYHA) and the Mid-Hudson Region Community Health Assessment 
Collaborative. After defining the service area, Good Samaritan Hospital collected and analyzed both secondary and 
primary data to understand health challenges faced by residents in their service area.  
 
At the conclusion of the CHNA process, Good Samaritan Hospital aligned its action plans with New York’s State 
Health Improvement Plan, more commonly known as Prevention Agenda 2025-2030, by targeting three public 
health prevention priorities:  
 

Domain   Priority   Goal   
Social and 
Community 
Context   

Depression   Increase screening and treatment for depression to 
decrease prevalence.    

• With a focus on individuals in the postpartum 

period  

Health Care 
Access and 
Quality   

Preventive Services for 
Chronic Disease 
Prevention and 
Control   

Reduce disparities in access and quality of evidence-
based preventive and diagnostic services for chronic 
diseases.   

• With a focus on cancer  

Economic 
Stability   

Nutrition Security   Improve consistent and equitable access to healthy, 
affordable, safe, and culturally appropriate foods.   

• With a focus on low-income households  

 

III. Community Background 

Service Area Geography 
 

Good Samaritan Hospital serves residents in the mid-Hudson region of New York State, with a focus on Rockland 

County. Its primary service area is defined by federal guidelines, encompassing the smallest set of contiguous ZIP 

codes that account for 75% of hospital discharges. 

 
Secondary data for this assessment were primarily drawn from the Mid-Hudson Regional Community Health 

Assessment, along with publicly available sources such as the New York State Community Health Indicator Reports 

Dashboard and the New York Behavioral Risk Factor Surveillance System. Internal hospital records were also 

incorporated to provide additional context. These data sources include service utilization trends, quality and safety 



 
  

 

6 
 

metrics, and other operational indicators that offer a more comprehensive understanding of Good Samaritan 

Hospital’s community impact. 

Demographics 
The demographic composition of a community significantly influences the health status and needs of its service 

area, shaping the types of services required to effectively meet resident’s needs.  

 
According to the 2023 American Community Survey five-year estimates, Rockland County has a population of 
338,936, with females comprising 50.5%. The largest age group is 10–19 years (15.5%), followed by 20–29 years 
(12.3%) and 50–59 years (11.8%). In terms of race and ethnicity, 60.6% of residents are non-Hispanic White, 10.5% 
are non-Hispanic Black, 20% are Hispanic, and 6.0% are non-Hispanic Asian. 
 
Rockland County is home to a significant Orthodox Jewish community, as well as Haitian immigrants, creating a 
culturally diverse population with unique health needs and care preferences. These demographic factors 
underscore the importance of culturally competent outreach and tailored interventions to improve health equity 
in Rockland County.   

Social Determinants of Health 

Social determinants of health (SDOH) are defined as the social and physical conditions in which people are born, 

live, learn, work, play, worship, and age. Considerable research has shown these conditions have a significant 

impact on health and quality-of-life outcomes. Healthy People 2030, led by the U.S. Department of Health and 

Human Services Office of Disease Prevention and Health Promotion defines SDOH in five categories: economic 

stability, education access and quality, health care access and quality, neighborhood and built environment, and 

social and community context.5 These categories align with New York State’s Prevention Agenda 2025-2030, which 

sets forth state and local priorities through 2030.   

 
The following section presents key statistics for Rockland County by category. 

 
Economic Stability 

Rockland County faces economic challenges that directly influence health outcomes, as financial insecurity limits 

access to healthy food, stable housing, and preventive care.  

• About 5.9% of the 16 and older population was unemployed in 2023, slightly higher than the national 

average of 5.2%. 

• In Rockland County, 15.6% of residents live in poverty, which is higher than the New York State average 

13.7%. The distribution of poverty rates in Rockland County is relatively consistent across racial and ethnic 

groups: 

o Non-Hispanic White: 11.1% 

o Non-Hispanic Black: 8.6% 

o Hispanic: 12.8% 

These figures suggest structural barriers to economic mobility and addressing these gaps is foundational to 

improving health outcomes for residents.  

 
Education Access and Quality 
Education plays a critical role in shaping healthy behaviors, developing health literacy and clinical outcomes. 

Education levels in Rockland Couty are relatively similar to New York State on average.  

• The high school graduation rate in both Rockland County and New York State is 86%. 
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• Among residents over 25, 23% have a Bachelor’s degree and 18% have graduate degrees, compared to 22% 

and 17.5% respectively for New York State.  

Health Care Access and Quality 
Health coverage is high with 92.3% of adults insured, but affordability remains a barrier: 8.4% of adults skipped 

medical care due to cost, and 2.8% of children are uninsured, suggesting persistent issues in affordability and 

pediatric coverage. 

 
Neighborhood and Built Environment 
The environment where people live shapes their experiences including their opportunities and challenges. The 

county’s physical environment presents significant health risks. Among households, 26% experience severe 

housing problems, including overcrowding and cost burden, while 4.4% of economically disadvantaged residents 

lack access to grocery stores, limiting access to healthy food options. The rate of violent crimes in Rockland County 

is reported as 97.9 per 100,000 residents, significantly lower than neighboring Counties.  

 
Social and Community Context 
Disconnected youth are teens and young adults ages 16 through 19 who are neither in school nor employed. They 

may face structural barriers like poverty, unstable housing, discrimination, chronic illness or caregiving 

responsibilities, and they tend to have higher rates of: 

• Depression, anxiety, and psychological distress 

• Substance use and substance use disorders 

• Chronic disease later in life 

• Exposure to violence or trauma 

Among youth aged 16-19, 6% are disconnected from work and school, increasing vulnerability to long-term 

economic and health disparities. Additionally, a racial segregation index of 58 signals entrenched structural 

inequities that can limit access to resources and opportunities. 1 

 
 
 
 
 
 
 
  

 
1 The index is used to measure residential segregation; zero represents complete integration, while 100 is complete segregation. 

The index score can also represent the percentage of either non-Hispanic Black or non-Hispanic White residents who would 

have to move to a different geographic area in order to produce a distribution that matches that of the larger area. 
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Community Health Status 

Data related to the health status of the community was analyzed to better understand the needs of the service 
area. The following section provides key data on the health status of the Rockland County community. 
 
Physical Activity and Nutrition 
Physical activity and nutrition are risk factors for many chronic conditions including type 2 diabetes, obesity, and 
hypertension. Within Rockland County: 

• Adults reporting daily consumption of at least one sugary beverage account for 21.7% of the population. 

• Adults reporting daily consumption less than one fruit and one vegetable account for 35.1% of the 

population. 

• Participation in physical activity is low with 70.6% of adults reporting participating in physical activity in the 

last 30 days; the New York State average is 74.6%. 

Chronic Disease 
Chronic disease refers to health conditions that last one year or more, require ongoing medical care, and typically 
limit daily activities in some way. In New York State, chronic disease is a leading cause of disability and death. 
iWithin Rockland County: 

• Among adults, 23.1% are obese, and 9.4% have physician diagnosed diabetes. 

• The percentage of adult residents with physician diagnosed high blood pressure is 26%. 

Cancer 
Cancer remains one of the leading causes of death in the United States and is often associated with premature 
mortality. Within Rockland County: 

• In 2019-2021, the lung and bronchus cancer incidence rate was 45.3 per 100,000, and the breast cancer 

incidence rate among females was 131.1 per 100,000. 

• Colorectal cancer screening compliance among adults 50-64 years old was 62.3%, lower than the New York 

State value of 65.4% 

• The percentage of adolescents aged 13 years old with a complete HPV vaccine series is 20.3% which is 

significantly lower than the New York State average of 37.2%  

Mental Health 
Mental health plays a key role in quality of life, yet mental illness is widespread, impacting roughly 1 in 5 adults. 

iiFortunately, many mental illnesses can be managed with proper treatment and care. Within Rockland County: 

• Adults reporting poor mental health for 14 or more days in the last 30 days account for 9.4%; the New York 

State value is 13.4%. 

• Adults who report having a depressive disorder account for 13.7%, which is lower than the New York State 

value of 17.4%. 

Maternal and Infant Health 
Maternal health has become a central focus for government and healthcare initiatives in recent years. Within 
Rockland County: 

• Late or absent prenatal care occurred in 4.3% of births. 

• The infant mortality rate is 2.9 per 1,000 live births which is lower than New York States rate of 4.2. 

IV. Community-Identified Needs 
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Community input was collected from residents served by Good Samaritan Hospital to ensure their perspectives 

informed this assessment. These insights, drawn from the GNYHA CHNA Survey and key informant interviews build 

on the secondary data collected to create a complete view of community health needs.  

 

GNYHA CHNA Survey 
Good Samaritan Hospital participated in the GNYHA Survey Collaborative’s CHNA survey which helps hospitals 

collect community input to better inform the health needs of their service area. Good Samaritan Hospital, a 

participating hospital, distributed a web-based survey tool and a paper-based tool to collect data between June 

and July 2025. After compiling and analyzing survey responses, GNYHA provided Good Samaritan Hospital with 

data specific to its defined service area.  

 

Based on 572 responses from residents of Rockland County, which encompasses approximately 348,000 residents, 

key insights include: 

• Respondent Demographics 

o Majority Medicare population with strong health coverage: 69% are aged 55+, including 24% aged 

65-74, and 24% over 75; 99% are insured (41% Medicare, 38% employer/union plans, 11% 

Medicaid), with only 1% uninsured. 

o Educated and generally affluent, with pockets of economic vulnerability: 98% graduated high 

school, 63% hold college degrees, 24% attended some college/technical school; 43% retired, 37% 

employed, 6% unable to work, 2% unemployed for over a year; 55% earn over $100,000/year (22% 

above $200,000, 23% between $100,000 and $149,000) but 10% earn less than $20,000. 

o Predominately White, English-speaking population: 77% identify as White, with representation 

from Hispanic/Latino (12%), Black/African American (8%), Asian (4%), Middle Eastern or North 

African (2%) and American Indian or Alaska Native (1%); 76% speak only English at home, 24% 

speak other languages (Spanish 11%, others include Yiddish, Arabic, French, and Haitan Creole), 

and 7% report limited English proficiency.  

• Overall Health Status 

o Majority self-report good health: In response to ranking the overall health of the people in their 

neighborhood, 58% answered “good”, with 21% answering “very good” and 1% responding “poor”.  

o Stronger mental versus physical health status: When asked to provide an indication of their 

physical and mental health, 42% said their physical health was “good” whereas 34% said their 

mental health was “good”. Of those surveyed, a higher percentage of respondents noted their 

mental health was “excellent” (18%) compared to their physical health (9%).  

• SDOH 

o One in six experience food insecurity: When asked if they currently receive food stamps or SNAP 

benefits, 10% indicated that they do. To further assess food insecurity in the region, respondents 

were asked: 'During the past 12 months, how often did the food that you bought not last, and you 

didn't have enough money to get more?'. Among respondents in Good Samaritan Hospital’s service 

area, 17% answered ‘Always’, ‘Usually’, or ‘Sometimes’.  

o One in six experience housing insecurity: In response to the question: ‘During the last 12 months, 

was there a time when you were not able to pay your mortgage, rent, or utility bills?' 16% of 

respondents in Good Samaritan Hospital’s service area replied ‘Yes’. 

Finally, community members were presented a list of 21 health issues and asked to rank each by level of 

importance and satisfaction with current neighborhood services addressing that issue. Responses were scored on 
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a 1-5 scale (1 = not at all, 2 = a little, 3 = somewhat, 4 = very, and 5 = extremely). For each health issue, an average 

Importance Score and Satisfaction Score were calculated ranked from highest to lowest. These scores were then 

compared to the overall averages and categorized as Above Average or Below Average. The health conditions 

were then grouped into three priority levels: Needs Attention, Maintain Efforts, and Relatively Lower Priority. 

 

The Relatively Lower Priority category includes health issues with a below average Importance Score. The Maintain 

Efforts category covers issues with above average scores for both the Importance Score and Satisfaction Score. The 

Needs Attention category includes health issues with above average Importance Scores and below average 

Satisfaction Scores. Table 1 highlights the health issues identified as Needs Attention and Maintain Efforts based 

on responses from 572 community members. The Appendix provides the complete list of results for all three 

categories. 

 

Table 1. Ranking of Health Issues Categorized as “Needs Attention” and “Maintain Efforts” 

Needs Attention 

Neighborhood and Built 
Environment 

Stopping falls among elderly 

Economic Stability Affordable housing and homelessness prevention 

Social and Community Context Mental health disorders (such as depression) 

Health Care Access and Quality Obesity in children and adults 

Maintain Efforts 

Health Care Access and Quality Cancer 

Economic Stability Access to healthy/nutritious foods 

Health Care Access and Quality Dental care 

Health Care Access and Quality Heart disease 

Neighborhood and Built 
Environment 

Violence (including gun violence) 

Health Care Access and Quality Women's and maternal health care 

Health Care Access and Quality Infectious diseases (COVID-19, flu, hepatitis) 

Health Care Access and Quality High blood pressure 

Health Care Access and Quality Diabetes and high blood sugar 

Health Care Access and Quality Arthritis/disease of the joints 

 

The ranked health needs outlined in Table 1 provide a snapshot of residents’ health concerns and expectations. 

Four issues stood out as requiring increased focus: falls among older adults, affordable housing and homelessness 

prevention, mental health disorders, and obesity in children and adults. These concerns reflect both clinical and 

social challenges, with implications for behavioral health, chronic disease prevention, and support for aging 

populations. 

 

Ten additional issues were identified as important to maintain momentum on, including cancer, access to healthy 

and nutritious foods, dental care, and heart disease, among others. These selections suggest that while progress 

may be underway in these areas, continued investment is needed to ensure long-term impact. Notably, while 

respondents reported “Neighborhood and Built Environment” as the Social Determinant of Health category of 

highest relative importance, “Health Care Access and Quality” received the highest satisfaction ratings among 

categories.  
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Key Informant Interviews 
Key informants were chosen for their expertise in public health, their knowledge of local community health needs, 
their ability to represent the broad interest of Good Samaritan Hospital’s service area, and their insight into the 
needs of medically underserved or vulnerable populations. 
 
Key themes from interviews conducted included:  
 
Mental Health 
Key informants emphasized the growing acuity and complexity of mental health needs in the community, 
particularly around postpartum depression, anxiety, and co-occurring substance use disorders. Participants also 
stressed the shortage of behavioral health resources and a need for enhanced screening and follow-up care across 
the WMCHealth. 
 
Chronic Disease 
Key informants underscored the prevalence of chronic conditions and associated risk factors throughout the 
community, including obesity, cancer, and elevated rates of smoking. Notably, persistent disparities exist in cancer 
screening, diagnosis, and outcomes across the region. These disparities are especially pronounced among 
immigrant and Orthodox communities, as well as individuals facing language and transportation barriers, which 
impact both screening and vaccination uptake. 
 
Nutrition Security 
Food insecurity is a high-priority concern across all regions served by WMCHealth, impacting chronic disease 
management, treatment compliance, and overall health outcomes. Despite these challenges, WMCHealth has 
worked to address nutrition insecurity by integrating screening and support into clinical workflows and by 
partnering with local community organizations to connect patients with essential resources.  

 

V. Priority Community Health Needs 
Community health needs were developed based on: 

• High prevalence or incidence of health issues (e.g., rates exceeding regional averages) 

• Community-identified priorities gathered through the GNYHA survey and key informant interviews 

• Good Samaritan Hospital’s service profile and the broader WMCHealth’s service profile 

Health needs that appear in both primary and secondary data will form the final list of Identified Community 
Health Needs. 
 
The IRS mandates hospitals to list the needs generated from this assessment in priority order. The criteria below 
guided the prioritization of the Identified Community Health Needs: 

• Alignment with state and local priorities (e.g., Prevention Agenda 2025-2030) 

• Alignment with WMCHealth’s strategic plan, services, and capabilities 

• Community scores and ranking 

• Ability to drive measurable change and population health impact at scale 

Using these criteria, the Good Samaritan Hospital community confirmed the final prioritized list of community 
health needs presented below: 
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Domain   Priority   Goal   
Social and 
Community 
Context   

Depression   Increase screening and treatment for depression to 
decrease prevalence.    

• With a focus on individuals in the postpartum 

period  

Health Care 
Access and 
Quality   

Preventive Services for 
Chronic Disease 
Prevention and 
Control   

Reduce disparities in access and quality of evidence-
based preventive and diagnostic services for chronic 
diseases.   

• With a focus on cancer  

Economic 
Stability   

Nutrition Security   Improve consistent and equitable access to healthy, 
affordable, safe, and culturally appropriate foods.   

• With a focus on low-income households  

 

VI. Community Assets 
While Rockland County, New York is a geographically small county, it is home to a wide variety of community 
resources and health and human service agencies. With three area hospitals, hundreds of medical providers, two-
year and four-year colleges, and several large Federally Qualified Health Centers, Rockland County residents have 
access to varied and diverse resources. Several community-based organizations and county coalitions assisted the 
Rockland County Health Department, Good Samaritan Hospital, and Montefiore Nyack Hospital to prioritize the 
community health needs of the county and many have made commitments to work towards the health goals of 
the county.  
Good Samaritan Hospital has chosen specific Prevention Agenda 2025-2030 goals based on our internal resources, 
expertise, the input of our community members, and the desire and commitment to improve our collective health 
and well-being. Recognizing no one entity can address all needs, community partners are essential to help achieve 
the Prevention Agenda 2025-2030 goals. As an active community partner and with membership representation on 
numerous boards and coalitions within Rockland County, Good Samaritan Hospital works collectively with 
community partners to address the diverse needs within the county that the hospital could not do alone.  
 
The following community agencies and coalitions are uniquely positioned to serve as community resources to 
meet additional community needs: 
 
The Arc Rockland 
Bikur Cholim  
BRIDGES  
Catholic Charities Community Services  
Center for Safety and Change  
Community Collaboratives in Western Ramapo, 
Spring Valley, Haverstraw and Nyack  
Capabilities Partnership 
Greater Mental Health of New York 
Children’s Health and Research Foundation 
Rockland Immigration Coalition  
Haverstraw Center 

Jawonio  
JCC of Rockland  
Konbit Neg Lakay  
Legal Services of the Hudson Valley  
Martin Luther King Multi-purpose Center  
Maternal-Infant Services Network  
NAMI Rockland  
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NYS Cancer Services Program 
People to People  
POWR against tobacco  
Refuah Health Center  
Rehabilitation Support Services, Inc.  
RESTORE 
Rockland County Department of Mental Health 
Rockland County Department of Social Services 
Rockland County Office for the Aging  
Rockland County Office for People with Disabilities  
Rockland County Partnership for Safe and Health 
Youth Center 
Rockland Hospital Guild  
Rockland Pride Center  
Saint Dominic’s Family Services 
SAMSHA   
Sun River Healthcare +United Way of Rockland 
County 
VCS, Inc
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Impact since Last CHNA  
During its last CHNA cycle, Good Samaritan Hospital identified the following as prioritized health needs: 
  
Priority: Prevent Chronic Diseases   

• Goal: Increase cancer screening rates for breast, cervical, and colorectal cancers, especially 

among disparate populations 

• Impact:   

o Partnered with NYS Cancer Services Program to provide free or low-cost breast, cervical, 

and colorectal screenings and treatment for uninsured or underinsured patients. 

o Established referral processes to connect patients to cancer screening resources. 

o Delivered 135 breast cancer screenings and 54 colorectal screenings in 2022, with 

continued efforts in subsequent years (76 breast and 33 colorectal screenings in 2023). 

o Integrated cancer screening promotion into inpatient and outpatient workflows. 

o Strengthened collaboration with Federally Qualified Health Centers and primary care 

providers to expand screening access.  

Priority: Prevent Communicable Diseases 

• Goal: Improve vaccination rates.   

• Impact:  

o Offered flu and pneumonia vaccines during inpatient hospitalizations when medically 

appropriate. 

o Partnered with Rockland County Department of Health, Federally Qualified Health 

Centers, and primary care providers to increase vaccine availability. 

o Administered 169 flu vaccines and 53 pneumonia vaccines in 2022, with ongoing 

delivery in 2023 and 2024. 

o Implemented standing orders and clinical protocols to streamline vaccination during 

hospital stays. 

o Enhanced patient education on the important of flu and pneumococcal vaccines for 

high-risk populations. 

Looking Forward 
WMCHealth’s 2025 Community Health Needs Assessment reaffirms the System’s deep and enduring 
commitment to the people of the Hudson Valley. The insights shared by residents, community leaders, 
and partner organizations have been invaluable in shaping a responsive, data-driven understanding of 
the region’s evolving health needs. As WMCHealth advances this work, it remains steadfast in its 
dedication to delivering high-quality, culturally competent care that honors the diversity, lived 
experiences, and voices of the communities it serves. The ongoing review of health data, combined with 
continued engagement of stakeholders, will remain foundational to planning and decision-making, 
ensuring that strategies are aligned with local priorities and that progress can be measured 
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transparently through clear, accountable indicators of success. Through this sustained partnership with 
the community, WMCHealth will continue to strengthen its role as a trusted regional anchor, working 
collaboratively to promote equity, improve outcomes, and support the long-term well-being of the 
Hudson Valley. 

VII. Community Service Plan 
WMCHealth’s vital mission is to provide the highest-quality care for all residents of the Hudson Valley 
regardless of the ability to pay. WMCHealth will build on its long tradition of delivering the most 
advanced services in the region by providing a fiscally sound network that ensures access to a 
coordinated continuum of care for its community.  
 
Good Samaritan’s CSP serves as a strategic roadmap for advancing our mission, health equity, and 
population health across our service area, particularly for historically underserved populations. As 
outlined in this plan, Good Samaritan is committed to reducing disparities through targeted outreach to 
uninsured, underinsured, immigrant, and rural populations; translating materials and providing bilingual 
support; and addressing geographic barriers to care. 
 
Good Samaritan is focused on advancing community health through its mission and capabilities; 
however, no one organization can comprehensively address all health needs in its community. 
Recognizing this, Good Samaritan prioritized 2025–2027 initiatives based on the most prevalent health 
issues, community feedback from surveys and interviews, and alignment with its own 
and WMCHealth’s service capabilities. Reasons some health needs were not selected include:  

• Resource constraints  
• Other facilities or organizations in the community are addressing the need  
• Relative lack of expertise or competencies to effectively address the need  
• A relatively low priority assigned to the need by the community  

  
Significant health needs in the Good Samaritan community that will not be addressed are:  

• Affordable housing and homelessness  
• Obesity and high blood pressure 
• Dental care  
• Heart disease  
• Violence  
• Stopping falls among the elderly  
• Infectious disease 

 
 
Over the next three years, Good Samaritan will advance the NYS Prevention Agenda by implementing  
evidence-based strategies across our service area to address the three selected priorities as outlined 
below. These priorities were identified through the comprehensive CHNA process, consisting of a review 
of secondary data, Greater New York Hospital Association survey responses, and key informant 
interviews with WMCHealth leaders in mental health, chronic disease, and nutrition security.  
 

Domain   Priority   Goal(s) 
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Social and 
Community 
Context   

Depression   Increase early identification and treatment of postpartum 
depression (PPD) among birthing persons 

Health Care 
Access and 
Quality   

Preventive Services for 
Chronic Disease 
Prevention and 
Control  

Improve equitable access to cancer screening and diagnostic 
services across all regions 

Increase HPV vaccination rates and preventive education 

Economic 
Stability   

Nutrition Security   Increase identification and support for patients experiencing 
food insecurity 

Increase household food security for low-income households 

 
For each priority area identified through the comprehensive CHNA process, Good Samaritan will publicly 
share executive summaries and progress updates via hospital and community websites, local events, 
and partner organizations, in accordance with NYSDOH requirements. 
 

Priority 1. Promote Mental Health and Well-Being 
Focus Area: Increase Screening and Treatment for Depression to Decrease Prevalence 
 

Goal: Increase early identification and treatment of postpartum depression 
(PPD) among birthing persons 
Target Population: Postpartum birthing persons across primary and secondary service areas of the 
Westchester Medical Center Health Network (WMCHealth) and partner hospitals 
 
Objective: 
By December 2027, achieve 100% screening for postpartum depression among all birthing persons at 
participating hospitals and affiliated outpatient clinics. 
 
Intervention: Screening 

• Implement universal, standardized depression screening at three key points: 

o Early prenatal care 
o Late prenatal care 
o Postpartum (using validated tools such as the Edinburgh Postnatal Depression Scale) 

• Ensure screening is documented in both inpatient and outpatient settings, with electronic 

tracking and dashboards for real-time monitoring. 

Intervention: Care Team Training and Workflows 
Expand care team capacity to deliver initial treatment and follow-up for patients screening positive for 
PPD: 

• Train OBGYNs, mid-level providers, and maternal-fetal medicine (MFM) physicians in 
reproductive psychiatry (e.g., through certificate programs and Project TEACH). 

• Engage social workers to provide immediate support, SDOH screening, and care coordination. 
• Develop a referral protocol and criteria for high-acuity cases to behavioral health specialists. 

 
Timeline: 
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• By December 2025: Launch universal screening and tracking at WMCHealth’s main campus; 
begin provider training at all sites. 

• By December 2026: Expand screening and training to Good Samaritan, St. Anthony, Bon Secours, 
HealthAlliance, and Margaretville. 

• By December 2027: Evaluate and report screening and referral compliance network-wide and by 
site. 

 
Data to be Collected: 

• Number and percentage of birthing persons screened for depression (inpatient and outpatient) 
• Number and percentage of positive screens, stratified by severity 
• Number and percentage of positive screens receiving initial treatment or referral, stratified by 

severity 
• Demographic data (race, ethnicity, age, insurance status, SDOH needs) 
• Provider training completion rates by program 
• Patient follow-up and engagement rates 
• SDOH screening, referral, and closed-loop referral rates 

 
Key Partnerships: 

• Westchester Medical Center OBGYN and behavioral health providers who will support 
screening, treatment, and training 

• Social workers who will provide SDOH screening and care coordination 
• Center for Women's Health Equity who will provide the reporting capabilities to track screenings 

and referrals 
• Project TEACH who will provide training and support for mental health in maternal care  

 

Priority 2. Preventive Services for Chronic Disease Prevention and 
Control 
Focus Area: Reduce disparities in access and quality of evidence-based preventive and diagnostic 
services for chronic diseases, with a focus on cancer 
 

Goal 1: Improve equitable access to cancer screening and diagnostic services 
across all regions 
Objective: 
Increase the percentage of adults aged 45 to 54 years who are up to date on their colorectal cancer 
screening based on the most recent guidelines by 10 percentage points.  
 
Intervention: Screening 

• Expand monthly cancer screening events at Good Samaritan Hospital, Saint Anthony and Bon 
Secours Community Hospital.  

• Engage the Medical Group to increase participation in colorectal cancer screenings. 
 

Intervention: Collaborations 
• Partner with New York State Cancer Services Program to ensure uninsured and underinsured 

populations receive screenings when needed. 
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• Collaborate with federally qualified health centers (e.g., Refuah Health, Sun River Health), 
County Departments of Health, and other community organizations for outreach and education. 

• Continue translating screening materials into multiple languages (English, Spanish, Creole, 
Yiddish) and utilize American Cancer Society resources for culturally and linguistically 
appropriate education. 
 

Intervention: Care Coordination and Provider Awareness 
• Strengthen integration between primary care and oncology, ensuring patients are connected to 

a PCP and referred for appropriate screenings. 
• Educate primary care providers about available screening services and referral protocols. 
• Address EMR gaps to improve documentation and tracking of screening rates. 

 
Timeline: 

• By December 2025: Launch expanded screening events and outreach, begin EMR improvements, 
establish baseline screening rates 

• By December 2026: Increase provider education and community partnerships and continue 
expanded screening events 

• By December 2027: Evaluate and report change in colorectal cancer screenings 
 

Data to be Collected: 
• Number and percentage of eligible adults screened for colorectal cancer (by site) 
• Demographic data (race, ethnicity, language, insurance status, geography) 
• Number of outreach events and materials distributed 
• PCP connection rates and referral rates 
• EMR documentation and tracking improvements 

 
Key Partnerships: 

• Westchester Medical Center oncology providers and Medical Groups who will support screening 
and treatment 

• Regional FQHCs and local Department of Health to provide community outreach and education 
• New York State Cancer Services Program who will ensure uninsured and underinsured 

populations receive screenings  
 

Goal 2: Increase HPV vaccination rates and preventive education 

Target Population: Adolescents  
 
Objective:  
By December 2027, increase the percentage of 13-year-old adolescents with a complete Human 
Papillomavirus (HPV) vaccine series by 10 percentage points, with targeted outreach to communities 
with low uptake 
 
Intervention: Targeted Outreach 

• Track and promote HPV vaccination through GYN services and pediatric care. 
• Partner with schools, community organizations, and local health departments for education and 

outreach. 
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• Address cultural and religious barriers to vaccination through tailored messaging and 
community engagement. 

 
Timeline: 

• By December 2025: Establish baseline vaccination rates and launch outreach campaigns. 
• By December 2026: Expand partnerships and education efforts. 
• By December 2027: Evaluate and report change in vaccination rates. 

 
Data to be Collected: 

• HPV vaccination rates (by age, site, and demographic group) 
• Number of outreach events and educational materials distributed 
• Community feedback and engagement metrics 

 
Key Partnerships: 

• Westchester Medical Center GYN and pediatric providers who will support vaccination efforts 
 

Priority 3. Nutrition Security 
Focus Area: Improve consistent and equitable access to healthy, affordable, safe, and culturally 
appropriate foods 
 

Goal 1: Increase identification and support for patients experiencing food 
insecurity 
 
Objective: 
By December 2027, achieve 100% screening for food insecurity among all patients admitted to 
participating hospitals and outpatient clinics, with robust tracking and referral systems. 
 
Intervention 1: Workflows 

• Implement universal food insecurity screening as part of the SDOH assessment during nursing 
triage and case management.  

• Use EMR (e.g., Cerner) to track screening responses and referrals, with regular reporting and 
data review. 
 

Intervention 2: Care Team Training and Awareness 
• Educate staff on sensitive, effective ways to ask SDOH questions to improve patient comfort and 

accuracy of responses. 
• Provide ongoing training for nursing, case management, and care coordination teams. 
• Consider integrating new evidence-based care team roles (e.g., diabetes educators). 
• Expand use of remote patient monitoring capabilities. 

 
Timeline: 

• December 2025: Expand screening to all sites and care teams, reinforced by regular staff 
education and EMR tracking. 

• December 2026: Monitor progress, and address gaps. 
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• December 2027: Evaluate and report screening and referral tracking. 
 

Data to be Collected: 
• Number and percentage of patients screened for food insecurity 
• Number and percentage of positive screens 
• Number and percentage of positive screens receiving referrals 
• Demographic data (race, ethnicity, insurance status, geography) 
• Staff training completion rates 

 
Key Partnerships 

• Social work, discharge planning teams, and nursing staff who can screen patients for food 

insecurity needs 

• WMC IT teams who can support EMR advancement  

Goal 2: Increase household food security for low-income households 
Target Population: Households with an annual total income of less than $25,000 
 
Objective: Increase food security in households with an annual total income of less than $25,000 by 10 
percentage points.  
 
Intervention 3: Food Supply 

• Formalize partnerships with local food banks, food pantries (e.g., People's Place, Catholic 
Charities), and community-based organizations for direct referrals and resource sharing 

• Develop on-site food support (e.g., food bags, fridge space for pantry partners, regular food 
supply rotation). 

• Train patients to use food delivery apps (e.g., Instacart, DoorDash), especially for those 
experiencing mobility or transportation barriers. 
 

Intervention 4: State and County Resources 
• Collaborate with county agencies (DSS, Office for the Aging, SNAP, WIC) to provide on-site 

benefits enrollment support for eligible patients. 
• Explore partnerships with home care agencies to extend food insecurity support post-discharge. 
• Explore Medicaid funding and reimbursement mechanisms to support nutrition services such as 

on-site nutritionists/dieticians, diabetes educators, food prescriptions, remote patient 
monitoring, etc.   
 

Timeline: 
• December 2025: Map existing and potential partnerships and referral pathways; pilot on-site 

food support. 
• December 2026: Expand formal partnerships and on-site enrollment support. 
• December 2027: Evaluate and report referral success rates. 

 
Data to be Collected: 

• Number of patients referred to food resources 

• Number of patients successfully connected/enrolled in SNAP, WIC, etc. 

• Number of food bags or pantry supplies distributed 

• Number of home care agency collaborations 
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• Patient feedback and satisfaction 
 

Key Partnerships 

• Social work, discharge planning teams, and nursing staff who can identify patients with food 

needs 

• Local food banks, food pantries, and community-based organizations for food access 

• County agencies for support enrolling patients in programs such as SNAP and WIC for food 

access 
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Appendices 

Appendix A: CHA/CHIP/CSP Self-Assessment Checklist 
Local Health Department / Hospital Name: Good Samaritan Hospital 
Service County: Rockland County 

Date of Submission: 
 

Required Component Met  Not 
Met  

Page 
# 

Cover page includes participating organizations, service area, plan 
type (joint vs. individual), and contact details 

✓  1-2 

Table of Contents reflecting all sections and subsections ✓  3 

Executive Summary as outlined in the guidance ✓  4-5 
Community Health Assessment (CHA) 

Describe service area and demographic profile of population ✓  5-6 
Describe socioeconomic, educational, and environmental factors 
affecting health 

✓  6-7 

Provide overview of population health and contributing factors ✓  8 
Assemble and analyze secondary data and, when possible, primary 
data 

  6-11 

Compile and analyze trend data on community health status ✓  6-8 

Use scientific methods for collecting and analyzing data ✓  6-8 
Compare local data with other jurisdictions (e.g., local vs. state) ✓  6-8 

Provide evidence of community collaboration ✓  9-11 

Identify leading community health problems ✓  11-12 
Identify population groups at risk ✓  11-12 

Identify existing and needed community health assets and 
resources 

✓  12-13 

Community Health Improvement Plan (CHIP) / Community Service Plan (CSP) 

Workplan Template: 
Utilize CHA findings to identify priorities ✓  15-21 

Follow workplan template for priorities, objectives, interventions, 
and measures 

✓  15-21 

Submit Workplan in Excel format ✓  N/A 

CHIP/CSP Narrative: 
Describe process and criteria used to identify priorities ✓  12 

Describe community engagement process for priority selection ✓  9-12 

Justify unaddressed health needs ✓  15 

Select at least three Prevention Agenda priorities, including at 
least one social determinant of health 

✓  15-21 
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Develop objectives, interventions, and action plan ✓  15-21 
Describe process for monitoring progress and making mid-course 
corrections 

✓  15-21 

Briefly describe plans for disseminating CHA/CHIP/CSP reports to 
the public 

✓  16 

Submission: Send the documents to prevention@health.ny.gov on or before December 31, 
2025. 

Additional Comments: 

OLHS USE ONLY:  
Date received:  
Date of initial review:  
Reviewer(s):  
Date of emailing feedback: 

 

Appendix B: 2025 GNYHA Community Health Needs Assessment 
Collaborative, Rockland County, Importance and Satisfaction Rankings 

 

SDOH Domain Health Condition Importance 
Rank* 

Importance 
Score^ 

Need Attention 

Neighborhood and 
Built Environment 

Stopping falls among 
elderly 

6 4.14 

Economic Stability Affordable housing and 
homelessness prevention 

9 4.06 

Social and Community 
Context 

Mental health disorders 
(such as depression) 

11 4.04 

Health Care Access 
and Quality 

Obesity in children and 
adults 

14 3.87 

Maintain Efforts 

Health Care Access 
and Quality 

Cancer 1 4.38 

Economic Stability Access to 
healthy/nutritious foods 

2 4.33 

Health Care Access 
and Quality 

Dental care 3 4.31 

Health Care Access 
and Quality 

Heart disease 4 4.31 

Neighborhood and 
Built Environment 

Violence (including gun 
violence) 

5 4.22 
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Health Care Access 
and Quality 

Women's and maternal 
health care 

7 4.11 

Health Care Access 
and Quality 

Infectious diseases (COVID-
19, flu, hepatitis) 

8 4.08 

Health Care Access 
and Quality 

High blood pressure 10 4.04 

Health Care Access 
and Quality 

Diabetes and high blood 
sugar 

12 3.97 

Health Care Access 
and Quality 

Arthritis/disease of the 
joints 

13 3.94 

Relatively Lower Priority 

Education Access and 
Quality 

School health and wellness 
programs 

15 3.83 

Economic Stability Assistance with basic needs 
like food, shelter, and 
clothing 

19 3.72 

Education Access and 
Quality 

Access to continuing 
education and job training 
programs 

20 3.66 

Social and Community 
Context 

Substance use 
disorder/addiction 
(including alcohol use 
disorder) 

21 3.62 

Economic Stability Job placement and 
employment support 

22 3.52 

Social and Community 
Context 

Cigarette smoking/tobacco 
use/vaping/e-
cigarettes/hookah 

23 3.42 

Health Care Access 
and Quality 

HIV/AIDS (Acquired 
Immune Deficiency 
Syndrome) 

25 3.20 

Health Care Access 
and Quality 

Infant health 16 3.81 

Health Care Access 
and Quality 

Adolescent and child 
health 

17 3.81 

Health Care Access 
and Quality 

Asthma, breathing issues, 
and lung disease 

18 3.80 

Health Care Access 
and Quality 

Hepatitis C/liver disease 24 3.22 

Health Care Access 
and Quality 

Sexually Transmitted 
Infections (STIs) 

26 3.03 
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*How important is this issue to you?         
^Rated on a 5-point scale from 1='Not at all' to 5='Extremely'   

 
i “Chronic Diseases and Conditions”. New York State Department of Health. Available here.   
ii  “Mental Health By the Numbers”. National Alliance on Mental Illness. Available here.   

https://www.health.ny.gov/diseases/chronic/#:~:text=Risk%20Factors%20for%20Chronic%20Diseases,obese%20or%20overweight%20BMI%20status.
https://www.nami.org/about-mental-illness/mental-health-by-the-numbers/
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