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I.

EXECUTIVE SUMMARY
A. Community Health Needs Assessment (CHNA) Background
The Patient Protection and Affordable Care Act (ACA), enacted on March 23, 2010, included new
requirements for nonprofit hospitals in order to maintain their tax exempt status. The provision was the
subject of final regulations providing guidance on the requirements of section 501(r) of the Internal
Revenue Code. Included in the new regulations is a requirement that all nonprofit hospitals must
conduct a community health needs assessment (CHNA) and develop an implementation strategy (IS)
every three years (http://www.gpo.gov/fdsys/pkg/FR-2014-12-31/pdf/2014-30525.pdf).
While Kaiser Permanente has conducted CHNAs for many years to identify needs and resources in our
communities and to guide our Community Benefit plans, these new requirements have provided an
opportunity to revisit our needs assessment and strategic planning processes with an eye toward
enhancing compliance and transparency and leveraging emerging technologies. The CHNA process
undertaken in 2016 and described in this report was conducted in compliance with current federal
requirements.
B. Summary of Prioritized Needs
The following health needs have been identified as priorities in San Joaquin County through a
prioritization process that was informed by secondary data, primary data collection in the form of
stakeholder interviews, community surveys, and community members participating in focus groups. The
following eleven community health needs were ranked in the following numerical order:
1. Obesity and Diabetes
2. Education
3. Youth Growth and Development
4. Economic Security
5. Violence and Injury
6. Substance Use
7. Access to Housing
8. Access to Medical Care
9. Mental
10. Oral Health
11. Asthma/Air Quality
C. Summary of Needs Assessment Methodology and Process
The CHNA process used a mixed-methods approach to collect and compile data to provide a robust
assessment of health in San Joaquin County. A broad lens in qualitative and quantitative data allowed
for the consideration of many potential health needs as well as in-depth analysis. Data sources
included:







Analysis of over 150 health indicators from publicly available data sources such as the
California Health Interview Survey, American Community Survey, and the California Healthy
Kids Survey. Secondary data were organized by a framework of potential health needs, a broad
list of needs relevant to San Joaquin County.
A community survey administered to 2,927 residents, online or in person.
Interviews with 34 key stakeholders from the local public health department, as well as leaders,
representatives, and members of medically underserved, low-income, minority populations, and
those with a chronic disease. Other individuals from various sectors with expertise in local
health needs were also consulted.
29 focus groups, reaching 348 residents, representing a breadth of geographic regions,
racial/ethnic subpopulations, and age categories.
5

Data was used to score each health need. Potential health needs were included in the prioritization
process if:
a. Multiple distinct indicators reviewed in secondary data demonstrated that the county estimate
was poorer than the benchmark comparison estimate by at least 1%.
b. Health issue was identified as a key theme in at least five interviews.
c. Health issue was identified as one of the top three health issues, health behaviors, or social and
economic issues by at least 20% of survey respondents.
The Core Planning Group with additional community partners were convened on November 12, 2015,
to review the health needs identified, discuss the key findings from CHNA, and prioritize top health
issues that need to be addressed in the County. The group utilized the Criteria Weighting Method,
which enabled consideration of each health issue using four criteria: severity, disparities, impact, and
prevention. Based on the scoring, the health needs were ranked in order of priority.

II.

INTRODUCTION/BACKGROUND
A. About Kaiser Permanente (KP)
Founded in 1942 to serve employees of Kaiser Industries and opened to the public in 1945, Kaiser
Permanente is recognized as one of America’s leading health care providers and nonprofit health
plans. We were created to meet the challenge of providing American workers with medical care during
the Great Depression and World War II, when most people could not afford to go to a doctor. Since our
beginnings, we have been committed to helping shape the future of health care. Among the innovations
Kaiser Permanente has brought to U.S. health care are:




Prepaid health plans, which spread the cost to make it more affordable
A focus on preventing illness and disease as much as on caring for the sick
An organized coordinated system that puts as many services as possible under one roof—all
connected by an electronic medical record
Kaiser Permanente is an integrated health care delivery system comprised of Kaiser Foundation
Hospitals (KFH), Kaiser Foundation Health Plan (KFHP), and physicians in the Permanente Medical
Groups. Today we serve more than 10 million members in nine states and the District of Columbia.
Our mission is to provide high-quality, affordable health care services and to improve the health of our
members and the communities we serve.
Care for members and patients is focused on their Total Health and guided by their personal
physicians, specialists, and team of caregivers. Our expert and caring medical teams are empowered
and supported by industry-leading technology advances and tools for health promotion, disease
prevention, state-of-the-art care delivery, and world-class chronic disease management. Kaiser
Permanente is dedicated to care innovations, clinical research, health education, and the support of
community health.
B. About Kaiser Permanente Community Benefit
For more than 70 years, Kaiser Permanente has been dedicated to providing high-quality, affordable
health care services and to improving the health of our members and the communities we serve. We
believe good health is a fundamental right shared by all and we recognize that good health extends
beyond the doctor’s office and the hospital. It begins with healthy environments: fresh fruits and
vegetables in neighborhood stores, successful schools, clean air, accessible parks, and safe
playgrounds. These are the vital signs of healthy communities. Good health for the entire community,
which we call Total Community Health, requires equity and social and economic well-being.
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Like our approach to medicine, our work in the community takes a prevention-focused, evidence-based
approach. We go beyond traditional corporate philanthropy or grantmaking to pair financial resources
with medical research, physician expertise, and clinical practices. Historically, we’ve focused our
investments in three areas—Health Access, Healthy Communities, and Health Knowledge—to address
critical health issues in our communities.
For many years, we’ve worked side-by-side with other organizations to address serious public health
issues such as obesity, access to care, and violence. And we’ve conducted Community Health Needs
Assessments to better understand each community’s unique needs and resources. The CHNA process
informs our community investments and helps us develop strategies aimed at making long-term,
sustainable change—and it allows us to deepen the strong relationships we have with other
organizations that are working to improve community health.
C. Purpose of the Community Health Needs Assessment (CHNA) Report
The Patient Protection and Affordable Care Act (ACA), enacted on March 23, 2010, included new
requirements for nonprofit hospitals in order to maintain their tax exempt status. The provision was the
subject of final regulations providing guidance on the requirements of section 501(r) of the Internal
Revenue Code. Included in the new regulations is a requirement that all nonprofit hospitals must
conduct a community health needs assessment (CHNA) and develop an implementation strategy (IS)
every three years (http://www.gpo.gov/fdsys/pkg/FR-2014-12-31/pdf/2014-30525.pdf). The required
written IS plan is set forth in a separate written document. Both the CHNA Report and the IS for each
Kaiser Foundation Hospital facility are available publicly at kp.org/chna.
D. Kaiser Permanente’s Approach to Community Health Needs Assessment
Kaiser Permanente has conducted CHNAs for many years, often as part of long standing community
collaboratives. The new federal CHNA requirements have provided an opportunity to revisit our needs
assessment and strategic planning processes with an eye toward enhanced compliance and
transparency and leveraging emerging technologies. Our intention is to develop and implement a
transparent, rigorous, and whenever possible, collaborative approach to understanding the needs and
assets in our communities. From data collection and analysis to the identification of prioritized needs
and the development of an implementation strategy, the intent was to develop a rigorous process that
would yield meaningful results.
Kaiser Permanente’s innovative approach to CHNAs include the development of a free, web-based
CHNA data platform that is available to the public. The data platform provides access to a core set of
approximately 150 publicly available indicators to understand health through a framework that includes
social and economic factors; health behaviors; physical environment; clinical care; and health
outcomes.
In addition to reviewing the secondary data available through the CHNA data platform, and in some
cases other local sources, each KFH facility, individually or with a collaborative, collected primary data
through key informant interviews, focus groups, and surveys. Primary data collection consisted of
reaching out to local public health experts, community leaders, and residents to identify issues that
most impacted the health of the community. The CHNA process also included an identification of
existing community assets and resources to address the health needs.
Each hospital/collaborative developed a set of criteria to determine what constituted a health need in
their community. Once all of the community health needs were identified, they were all prioritized,
based on identified criteria. This process resulted in a complete list of prioritized community health
needs. The process and the outcome of the CHNA are described in this report.
In conjunction with this report, KFH Manteca will develop an implementation strategy for the priority
health needs the hospital will address. These strategies will build on Kaiser Permanente’s assets and
7

resources, as well as evidence-based strategies, wherever possible. The Implementation Strategy will
be filed with the Internal Revenue Service using Form 990 Schedule H. Both the CHNA and the
Implementation Strategy, once they are finalized, will be posted publicly on our website,
www.kp.org/chna.
III. COMMUNITY SERVED
A. Kaiser Permanente’s Definition of Community Served
Kaiser Permanente defines the community served by a hospital as those individuals residing within its
hospital service area. A hospital service area includes all residents in a defined geographic area
surrounding the hospital and does not exclude low-income or underserved populations.
B. Map and Description of Community Served
i.

Map

ii. Geographic description of the community served (towns, counties, and/or zip codes)
8

The KFH-Manteca service area includes Ceres, Escalon, Farmington, French Camp, Hughson,
Lathrop, Lockeford, Lodi, Manteca, Oakdale, Patterson, Ripon, Riverbank, Stockton, Tracy,
and Waterford.
iii. Demographic profile of community served
The KFH-Manteca service area faces an exacerbated set of many of the same challenges seen
throughout the state, including unemployment, poverty, and lack of education. These key health
drivers have upstream impacts for health outcomes. Overall, San Joaquin residents rate their
health as poorer than the state overall, and there are notable disparities between the county and
the state including obesity rates, asthma prevalence, and cancer mortality. All indicators include
California comparison data as a benchmark to determine disparities between the KFH- Manteca
service area (or San Joaquin County when service area data isn’t available) and the state.
Healthy People 2020 benchmarks are also included when available.
The following data provide an overall picture of the San Joaquin County population.
Demographic and socioeconomic data present a general profile of residents, while overall
health indicators present an assessment of the health of the county. Key drivers of health (e.g.,
healthcare insurance, education, and poverty) illuminate important upstream conditions that
affect the health of San Joaquin today and into the future.

KFH-Manteca Demographic Data
Total Population
701,631
White
57.86%
Black
7.19%
Asian
14.61%
Native American/ Alaskan
0.86%
Native
Pacific Islander/ Native
0.57%
Hawaiian
Some Other Race
11.47%
Multiple Races
7.45%
Hispanic/Latino
39.73%

KFH-Manteca Socio-economic Data
Living in Poverty (<200%
42.18%
FPL)
Children in Poverty
26.39%
Unemployed
12.4
Uninsured
16.11%
No High School Diploma
22.3%

San Joaquin County and California Health Profile Data1

1

Unless noted otherwise, all data presented in this table is from the US Census Bureau, 2009-2013 American Community Survey 5-Year Estimate.
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Indicator
Overall Health
Diabetes Prevalence (Age Adjusted)3
Adult Asthma Prevalence4
Adult Heart Disease Prevalence5
Poor Mental Health6
Adults with Self-Reported Poor or Fair Health (Age Adjusted)7
Adult Obesity Prevalence (BMI > 30)8
Child Obesity Prevalence (Grades 5, 7, 9) (BMI>30)9
Adults with a Disability10
Infant Mortality Rate (per 1,000 births)11
Cancer Mortality Rate (Age Adjusted) (per 100,000 pop.)12
Key Drivers of Health
Living in Poverty (<200% FPL)
Children in Poverty (<100% FPL)
Age 25+ with No High School Diploma
High School Graduation Rate13
3rd Grade Reading Proficiency14
Percent of Population Uninsured
Percent of Population Receiving MediCal/Medicaid
Climate and Physical Environment
Days Exceeding Particulate Matter 2.5 (Pop. Adjusted)15
Days Exceeding Ozone Standards (Pop. Adjusted)16
Weeks in Drought17
Total Road Network Density (Road Miles per Acre)18
Pounds of Pesticides Applied19
Population within Half Mile of Public Transit20

SJ County

California

HP 20202

10.4%
17.4%
6.2%
18.2%
22.0%
29.1%
21.0%
34.2%
5.8
174.9

8.1%
14.2%
6.3%
15.9%
18.4%
22.3%
19.0%
29.9%
5.0
157.1

-----≤ 30.5%
≤ 16.1%
-≤ 6.0
≤ 160.6

41.3%
24.5%
22.7%
80.3%
34.0%
17.1%
29.4%

35.9%
22.2%
18.8%
80.4%
45.0%
17.8%
23.4%

---≥ 82.4%
----

10.1%
1.6%
96.9%
2.73
11,017,592
16.8%

4.2%
2.5%
92.8%
4.3
193,597,806
15.5%

-------

Leading Causes of Death in San Joaquin County, 2011-201321
Cause of Death
San Joaquin County*
California*
1. All cancers
171.3
151.0
2

Whenever available, Healthy People 2020 Benchmarks are provided. Healthy People 2020. Washington, DC: U.S. Department of Health and Human Services,
Office of Disease Prevention and Health Promotion.
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion. 2012.
4
Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Additional analysis by CARES. 2011-2012.
5
California Health Interview Survey. 2011-2012.
6
California Health Interview Survey. 2013-2014.
7
Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Accessed via the Health Indicators Warehouse. US Department of
Health & Human Services, Health Indicators Warehouse. 2006-2012.
8
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion. 2012.
9
California Department of Education, FITNESSGRAM® Physical Fitness Testing. 2013-2014.
10
California Health Interview Survey. 2011-2012.
11
Centers for Disease Control and Prevention, National Vital Statistics System. Accessed via CDC WONDER. Centers for Disease Control and Prevention, WideRanging Online Data for Epidemiologic Research, 2006-2010.
12
University of Missouri, Center for Applied Research and Environmental Systems. California Department of Public Health,CDPH - Death Public Use Data. 20102012.
13
California Department of Education. 2013.
14
Standardized Testing and Reporting (STAR) Results, 2010-11 and 2012-13, from California Department of Education, Accessed via kidsdata.org. 2013.
15
Centers for Disease Control and Prevention, National Environmental Public Health Tracking Network. 2008.
16
Centers for Disease Control and Prevention, National Environmental Public Health Tracking Network. 2008.
17
US Drought Monitor. 2012-2014.
18
Environmental Protection Agency, EPA Smart Location Database. 2011.
19
California Department of Pesticide Regulation (CDPR). 2013.
20
Environmental Protection Agency, EPA Smart Location Database. 2011.
3

21

California Department of Public Health, OHIR San Joaquin County’s Health Status Profile for 2015, 2011-2013.
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2. Coronary heart disease
107.8
3. Cerebrovascular disease (stroke)
45.5
4. Chronic lower respiratory disease
44.4
5. Alzheimer’s disease
44.1
* Age-Adjusted Mortality Rate (Per 100,000 Residents)

103.8
35.9
35.9
30.8

IV. WHO WAS INVOLVED IN THE ASSESSMENT
A. Identity of hospitals that collaborated on the assessment
The San Joaquin County Community Health Needs Assessment was a collaborative effort that
included San Joaquin’s hospitals as well as many partner organizations and individuals throughout
the community. San Joaquin County Community Health Assessment Committee (SJC2HAC)
formed a Steering Committee who supported and provided input in this process, and was led by a
Core Planning Group who assisted in data collection and was responsible for planning and key
decision-making. The collaborative group worked alongside consultants to collect and analyze data
and ultimately produce this report.
The core Planning group consisted of the following organizations: Community Medical Centers,
Community Partnership for Families of San Joaquin, Dameron Hospital Association, Dignity
Health—St. Joseph’s Medical Center, First 5 San Joaquin, Health Net, Health Plan of San Joaquin,
Kaiser Permanente, San Joaquin County Public Health Services, and Sutter Tracy Community
Hospital
B. Other partner organizations that collaborated on the assessment
The other partner organizations that are members of the San Joaquin County Community Health
Assessment Committee and participated in the assessment include: Community Partnership for
Families, First 5 San Joaquin, Community Medical Centers, Inc., San Joaquin County Public
Health Services, Health Net of California, Health Plan of San Joaquin, Scan Health Plan, San
Joaquin County Office of Education, National Alliance on Mental Illness (NAMI), Catholic Charities,
California Center for Public Health Advocacy, Lao Family Community Empowerment, Inc., St.
Mary's Dining Room, Wallach & Associates, San Joaquin County Behavioral Health Services,
Community Development, City of Stockton, Delta Health Care, El Concilio, City of Tracy Parks and
Recreational Services, Tracy Unified School District, Counseling and More, Journey Christian
Church, Reich's Pharmacy, City of Tracy City Council, Child Abuse Prevention Council, Stockton
City Council, San Joaquin County Probation, Emergency Food Bank San Joaquin, Family
Resource & Referral, San Joaquin County Data Co-Op, Regional Transit Division, County Office of
Education, People and Congregations Together (PACT), University of the Pacific, Business
Council of San Joaquin County, Asian-American Chamber of Commerce, San Joaquin Hispanic
Chamber of Commerce, League of Women Voters of San Joaquin County, UC Cooperative
Extension, San Joaquin County Housing Authority, Aging and Community Services, San Joaquin
Council of Governments, and Business Forecasting Center.
C. Identity and qualifications of consultants used to conduct the assessment


Harder+Company Community Research: Harder+Company Community Research is a
comprehensive social research and planning firm with offices in San Francisco, Sacramento,
Los Angeles, and San Diego. Harder+Company works with public sector, nonprofit, and
philanthropic clients nationwide to reveal new insights about the nature and impact of their
work. Through high-quality, culturally-based evaluation, planning, and consulting services,
Harder+Company helps organizations translate data into meaningful action. Since 1986,
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Harder+Company has worked with health and human service agencies throughout California
and the country to plan, evaluate, and improve services for vulnerable populations. The firm’s
staff offers deep experience assisting hospitals, health departments, and other health agencies
on a variety of efforts – including conducting needs assessments; developing and
operationalizing strategic plans; engaging and gathering meaningful input from community
members; and using data for program development and implementation. Harder+Company
offers considerable expertise in broad community participation which is essential to both
healthcare reform and the CHNA process in particular. Harder+Company is also the evaluation
partner on several other CHNAs throughout the state including in Napa, Marin, and Sonoma
County.


V.

MIG: Since it was founded in 1982, MIG has focused on planning, designing and sustaining
environments that support human development. MIG embraces inclusivity and encourages
community and stakeholder interaction in all of its projects. For each endeavor — in planning,
design, management, communications or technology — MIG’s approach is strategic, contextdriven and holistic, addressing social, political, economic and physical factors to ensure clients
achieve the results they want.

PROCESS AND METHODS USED TO CONDUCT THE CHNA
The CHNA process used a mixed-methods approach to collect and compile data to provide a robust
assessment of health in San Joaquin County. A broad lens in qualitative and quantitative data allowed
for the consideration of many potential health needs as well as in-depth analysis. The following section
outlines the data collection and analysis methods used to conduct the CHNA.
A. Secondary data
i.

Sources and dates of secondary data used in the assessment

Harder & Co. used the Kaiser Permanente CHNA Data Platform (www.chna.org/kp) to review over
150 indicators from publicly available data sources. Additional secondary data were compiled and
reviewed from existing sources including the California Health Interview Survey, American
Community Survey, and California Healthy Kids Survey. In addition to statewide and national
survey data, previous CHNAs and other relevant external reports were reviewed to identify existing
data on additional indicators at the county level. (Appendix A)
ii. Methodology for collection, interpretation and analysis of secondary data
Secondary data were organized by a framework of potential health needs, a broad list of needs
relevant to San Joaquin County. The consulting team and Core Planning Group finalized this
framework in advance of analysis.
Where available, San Joaquin County data was considered alongside relevant benchmarks
including the California state average, Healthy People 2020, and the United States average.
Secondary data were compared to a benchmark, most often the California state average. If no
appropriate benchmark was available, an indicator could not be scored; however, such indicators
remain in the final data book (Appendix A) and were used to provide supplementary information
about identified health needs. In areas of particular health concern, data were also collected at
smaller geographies, where available, to allow for more in-depth analysis and identification of
community health issues. Data on gender and race/ethnicity breakdowns were analyzed for key
indicators within each broad health need where subpopulation estimates were available.
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B. Community input
i.

Description of the community input process

Community input was provided by a broad range of community members through the use of key
informant interviews, focus groups, and/or surveys. Individuals with the knowledge, information, and
expertise relevant to the health needs of the community were consulted. These individuals included
representatives from local public health departments as well as leaders, representatives, or
members of medically underserved, low-income, and minority populations. Additionally, where
applicable, other individuals with expertise of local health needs were consulted. For a complete list
of individuals who provided input, see Appendix D.
A community survey was administered to 2,927 residents of San Joaquin County in the participant’s
self-identified dominant language (English or Spanish) or verbally in other languages (Hmong or
Cambodian). Approximately 10% of surveys were administered in Spanish. The survey was
available online and in a paper version. Among all respondents, 19.2% were under age 25 and
7.2% were over age 60. Respondents were 71.7% female, 43.0% identified as Latino, and 26.6%
spoke Spanish at home.
A total of 34 individuals identified by the Core Planning Group as having valuable knowledge,
information, and expertise were interviewed. Interviewees included representatives from the local
public health department, as well as leaders, representatives, and members of medically
underserved, low-income, minority populations, and those with a chronic disease. Other individuals
from various sectors with expertise in local health needs were also consulted. To maximize
resources and strengthen relationships, all interviews were conducted by members of the Core
Planning Group. For a complete list of individuals who provided input, see Appendix D. For a
summary of key themes related to health needs that arose from these interviews, see Appendix C.
Additionally, 29 focus groups were conducted throughout the County, reaching 348 residents. To
maximize resources and leverage relationships with community groups and residents, these groups
were facilitated by local volunteers who had been trained by MIG staff. Community partners
provided invaluable assistance in recruiting and enrolling focus group participants. Individuals who
participated in focus groups included leaders, representatives, or members of medically
underserved, low-income, chronically diseased, and minority populations. Participants also
represented a breadth of geographic regions, racial/ethnic subpopulations, and age categories. For
more information about specific populations reached in focus groups, see Appendix D. For a
summary of key themes related to health needs that arose from these focus groups, see Appendix
C.
ii. Methodology for collection and interpretation
Survey and interview protocols were developed by the consulting team and reviewed by
SJC2HAC, and were designed to inquire about top health needs in the community, as well as a
broad range of social, economic, environmental, behavioral, and clinical care factors that may act
as contributing drivers of each health need. Additionally, the community survey collected data about
specific issues, including current insurance status and public opinion of alcohol, tobacco, and
sugar-sweetened beverage advertisements. For more information about interview and survey
protocols, see Appendix E. Focus groups were designed to be broader discussions to assess
strengths and needs of the community.
All qualitative data was coded and analyzed using Excel. Because the Core Planning Group
conducted all interviews and focus groups, the consulting team coded summaries rather than full
transcripts. A codebook with robust definitions was developed to assign codes to each summary for
information related to each potential health need, as well as to identify comments related to specific
13

drivers of health needs, subpopulations or geographic regions disproportionately affected, existing
assets or resources, and community recommendations for change. At the onset of analysis, several
interview and focus group summaries were coded by two members of the analysis team to ensure
inter-coder reliability and minimize bias.
Transcripts were analyzed to examine the health needs identified by the interviewee or group
participants. Health need identification in qualitative data was based on the number of interviewees
or groups who referenced each health need as a concern, regardless of the number of mentions of
that particular health need within each transcript. Because only summary data was recorded, the
consulting team was not able to assess the breadth or depth of conversation about particular health
needs.

C. Written comments
KP provided the public an opportunity to submit written comments on the facility’s previous CHNA
Report through CHNA-communications@kp.org. This website will continue to allow for written
community input on the facilities most recently conducted CHNA Report.
As of the time of this CHNA report development, KFH Manteca had not received written comments
about previous CHNA Reports. Kaiser Permanente will continue to track any submitted written
comments and ensure that relevant submissions will be considered and addressed by the
appropriate Facility staff.

D. Data limitations and information gaps
The KP CHNA data platform includes approximately 150 secondary indicators that provide timely,
comprehensive data to identify the broad health needs faced by a community. However, there are
some limitations with regard to these data, as is true with any secondary data. Some data were only
available at a county level, making an assessment of health needs at a neighborhood level
challenging. Furthermore, disaggregated data around age, ethnicity, race, and gender are not
available for all data indicators, which limited the ability to examine disparities of health within the
community. Lastly, data are not always collected on a yearly basis, meaning that some data are
several years old.
Supplementary secondary data were obtained from reliable data platforms including U.S. Census
American FactFinder, askCHIS, and others. However, as with any secondary data estimates, there
are some limitations with regard to this information. With attention to these limitations, the process
of identifying health needs was based on triangulating primary data and multiple indicators of
secondary data estimates. The following considerations may result in unavoidable bias in the
analysis.





Some relevant drivers of health needs could not be explored in secondary data because
information was not available.
Many data were only available at a county level, making an assessment of health needs at a
neighborhood level challenging. Furthermore, disaggregated data around age, ethnicity,
race, and gender are not available for all data indicators, limiting the ability to examine
disparities of health within the community.
In all cases where secondary data estimates by race/ethnicity are reported, the categories
presented reflect those collected by the original data source, which yields inconsistencies in
racial labels within this report.
14







For some county level indicators, data are available but reported estimates are statistically
unstable; in this case estimates are reported but instability is noted.
Secondary data collection was subject to differences in rounding from different data
sources; e.g., Kaiser Platform indicators are rounded to the nearest hundredth, whereas
other data sources report only to the nearest tenth or whole number.
Data are not always collected on a yearly basis, meaning that some data estimates are
several years old and may not reflect the current health status of the population. In
particular, data reported from prior to 2013 should be treated cautiously in planning and
decision-making.
California state averages and, where available, United States national averages and Healthy
People 2020 goals are provided for context. No analysis of statistical significance was done
to compare county data to a benchmark; thus, these benchmarks are intended to provide
contextual guidance and do not intend to imply a statistically significant difference between
county and benchmark data.

Primary data collection and the prioritization process are also subject to information gaps and
limitations. The following limitations should be considered in assessing validity of the primary data.
 Themes identified during interviews and focus groups were likely subject to the experience
of individuals selected to provide input; the Collaborative sought to receive input from a
robust and diverse group of stakeholders to minimize this bias.
 The final prioritized list of health needs is also subject to the affiliation and experience of the
individuals who attended the Prioritization Day event, and to how those individuals voted on
that particular day. The closeness in priority scores suggests that all identified health needs
are of importance to stakeholders in San Joaquin County. While a priority order has been
established during this needs assessment process, narrow differences in the results
highlight the importance of directing attention and resources to each identified resource to
the extent possible.
VI. IDENTIFICATION AND PRIORITIZATION OF COMMUNITY’S HEALTH NEEDS
A. Identifying community health needs
i.

Definition of “health need”

For the purposes of the CHNA, Kaiser Permanente defines a “health need” as a health outcome
and/or the related conditions that contribute to a defined health need. Health needs are identified by
the comprehensive identification, interpretation, and analysis of a robust set of primary and
secondary data.
The following 19 potential health needs were examined, as outlined in the Table below.
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Health Need
(outcome or contributing
condition)
Access to Medical Care

Access to Housing
Asthma and COPD
Cancers
Child Mental and
Emotional
Development
Climate and Health
CVD and Stroke
Economic Security
Education
HIV/AIDS/STD
Mental Health
Obesity and Diabetes
Oral Health
Overall Health
Pregnancy and Birth
Outcomes
Substance Abuse and
Tobacco
Vaccine-Preventable
Infectious Disease
Violence and Injury

Youth Growth and
Development

Definition
Data related to health insurance, care access, and
preventative care utilization for physical, mental, and oral
health
Data related to cost, quality, availability, and access to
housing
Known drivers of asthma and other respiratory diseases,
Known drivers of cancers, and other health outcomes related
to cancers
Data related to development of mental and emotional health
in young children, particularly ages 0-5
Data related to climate and environment, and related health
impacts
Known drivers of heart disease and stroke, and related
cardiovascular health outcomes
Data related to economic well-being, food insecurity, and
drivers of poverty
Data related to educational attainment and academic
success, from preschool through post-secondary education
Known drivers of sexually transmitted infections
Data related to mental health and well-being, access to and
utilization of mental health care, and mental health outcomes
Data related to healthy eating and food access, physical
fitness and active living, overweight/obesity prevalence
Data related to access to oral health care, utilization of oral
health preventative services, and oral disease prevalence
Data related to overall community health including self-rated
health and all-cause mortality
Data related to behaviors, care, and outcomes occurring
during gestation, birth, and infancy; includes health status of
both mother and infant
Data related to all forms of substance abuse including
alcohol, marijuana, tobacco, illegal drugs, and prescription
drugs
Data related to vaccination rates and prevalence of vaccinepreventable diseases
Data related to intended and unintended injury such as
violent crime, motor vehicle accidents, domestic violence,
and child abuse
Data related to supports and outcomes affecting youth ability
to develop to their full potential as adults, particularly focused
on adolescents

ii. Criteria and analytical methods used to identify the community health needs
The secondary data were compared to a benchmark estimate, in most cases the California state
estimate. It was considered to indicate concern if the San Joaquin County estimate was poorer by
at least 1% when compared to the benchmark estimate. Additionally, content analysis was used to
analyze key themes in both the Key Informant Interviews and Focus Groups.
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Potential health needs were included in the prioritization process if:
a. Multiple distinct indicators reviewed in secondary data demonstrated that the county
estimate was poorer by more than 1% when compared to the benchmark estimate (in most
cases, California state average).
b. Health issue was identified as a key theme in at least five interviews.
c. Health issue was identified as one of the top three health issues, health behaviors, or social
and economic issues by at least 20% of survey respondents.
If a health need was mentioned overwhelmingly in interviews but did not meet criteria related to
secondary data, the analysis team conducted an additional search of secondary data to confirm that
all valid and reliable data concurred with the initial secondary data finding and to examine whether
indicators for the health need disproportionately impact specific geographic, age, or racial/ethnic
subpopulations. However, no potential health need was identified to move forward for discussion
and prioritization by the Steering Committee unless it was confirmed by both secondary and primary
data.
Harder+Company summarized the results of this analysis in a matrix which was then reviewed and
discussed by the Collaborative. (Appendix H)
Eighteen health needs were identified that met the first criterion of having a high secondary data
score. Only 12 of these health needs met the additional criteria of being identified as a theme in
key leader interviews or focus groups. Of these, the salient theme related to Climate and Health
was poor air quality. For this reason, the Core Planning Group decided not to include Climate and
Health as an identified health need, but rather to capture data about poor air quality data with data
about Asthma and COPD. As such, the final prioritized list reflects 11 distinct health needs.
Process and criteria used for prioritization of the health needs
The Criteria Weighting Method, a mathematical process whereby participants establish a relevant
set of criteria and assign a priority ranking to issues based on how they measure against the
criteria, was used to prioritize the eleven health needs. This method was selected as it enabled
consideration of each health need from different facets, and allowed the Collaborative to weight
certain criteria to use a multiplier effect in the final score.
Additionally, while the calculated values provide an overall priority score to help indicate which
health needs are the highest priorities, the results are not intended to dictate the final policy
decision, but offer a means by which choices can be ordered.22
To determine the scoring criteria, SJC2HAC reviewed a list of potential criteria and selected a total
of four criteria:
Criteria
Definition
The
health
need
has
serious
consequences
(morbidity, mortality,
Severity
and/or economic burden) for those affected.
The health need disproportionately impacts specific geographic, age,
Disparities
or racial/ethnic subpopulations.
Solution could impact multiple problems. Addressing this issue would
Impact
impact multiple health issues.
Effective and feasible prevention is possible. There is an opportunity
Prevention
to intervene at the prevention level and impact overall health

22

www.cdc.gov/od/ocphp/nphpsp/documents/Prioritization.pdf
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outcomes. Prevention efforts include those that target individuals,
communities, and policy efforts.
The Collaborative members also assigned a score to each criterion between 1 and 5. The scores were used to
determine the weight for each criteria that would be used to rate the health need. Scores of 1 indicated the
criterion is not that important in prioritizing health issues whereas scores of 5 indicated the criterion is
extremely important in prioritizing health issues. The average score for each criterion was used to develop the
formula below to provide a weight for each health need.
Overall Score = (1.5*Severity) + (1.5*Disparities) + (1.4*Impact) + (1.3*Prevention)
The Steering Committee with additional hospital representatives was convened on November 12, 2015,
to review the health needs identified, discuss the key findings from CHNA, and prioritize top health
issues that need to be addressed in the County. A total of 45 participants attended this half-day
session.
In order to prioritize the list of identified health needs, participants rated each one using the four criteria
discussed above, after each health need was reviewed and discussed. The table below outlines the
results average scores of the ratings on each of these.
Health Needs in Priority Order
Final Results
Unweighted Scores by Criteria
Health Need
Weighted
Severity Disparities
Impact Prevention
Score
1. Obesity/Diabetes
2. Education
3. Youth Growth and
Development
4. Economic Security
5. Violence and Injury
6. Substance Use
7. Access to Housing
8. Access to Medical
Care
9. Mental Health
10. Oral Health
11. Asthma/Air Quality

34.72
33.98
33.66

6.22
6.07
5.86

5.62
5.73
5.91

6.18
6.18
6.07

6.39
5.87
5.77

32.99
32.69
32.48
31.75
31.69

6.07
5.84
6.13
5.87
5.71

5.84
6.16
5.42
5.51
5.71

6.22
5.58
5.76
5.76
5.58

4.93
5.30
5.46
5.09
5.20

31.33
29.81
29.66

6.04
4.89
5.42

4.73
5.48
5.27

5.91
4.86
4.89

5.30
5.73
5.22

B. Prioritized description of all the community health needs identified through the CHNA
1) Obesity and Diabetes: Overweight and obesity are strongly related to stroke, heart disease, some
cancers, and type 2 diabetes. These chronic diseases represent leading causes of death
nationwide, as well as among residents of San Joaquin County. Primary and secondary data
indicate that there are many risk factors in common, such as unhealthy eating and lack of physical
activity. Community concerns raised reflect this in that residents recognized that access to
affordable healthy foods is limited in at-risk neighborhoods, and there are not enough safe places to
enjoy every day physical activity. Diabetes is of particular concern as San Joaquin County has one
of the highest rates in California for diabetes mortality.
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2) Education: There is an important relationship between education and health. People with limited
education tend to have much higher rates of disease and disability, whereas people with more
education are likely to live longer, practice healthy behaviors, and experience better health
outcomes for themselves and their children.23 In San Joaquin County, graduation rates are lower
than the California state average, as is reading proficiency among third graders. Community
members and key stakeholders highlighted education as an important health need and suggested
strategies such as affordable preschool and culturally responsive education to improve outcomes.
3) Youth Growth and Development: Youth growth and development refers to the healthy physical,
social, and emotional development of young people. Promoting youth development is a deliberate
process of providing support, relationships, experiences, and opportunities for young people—
leading to happy, healthy, successful adulthood. Primary and secondary data indicate that youth
development tends to be undermined by trauma and violence, unhealthy family functioning,
exposure to negative institutional environments and practices, and insufficient access to positive
youth activities, among other things. In San Joaquin County, the disparate levels of exposure to
these risk factors contribute to outcome disparities during youth and throughout adulthood. This
includes disparities by race, ethnicity, gender, sexual orientation, and income, with respect to
outcomes such as juvenile justice involvement, foster placement, adult incarceration, educational
attainment, and chronic disease.
4) Economic Security: Economic security is very strongly linked to health; it can impact access to
healthy food, medical care, education and safe environments.24 Poverty and unemployment are
higher in San Joaquin County than California as a whole. Concerns surrounding economic security
were particularly important to community members, who highlighted the need for jobs that pay a
living wage and the ability to afford descent and safe housing.
5) Violence and Injury: Injury is a broad topic that includes both unintentional injuries, as a result of
motor vehicle crashes, drowning, falls or accidental poisoning (overdoses), etc., and intentional
violent injuries such as assault and abuse, as well as homicide and suicide. San Joaquin County’s
injury rates remain substantially higher that the California averages. Among unintentional injuries,
the leading causes of death in San Joaquin County are poisoning, motor vehicle crashes, falls, and
drowning/submersion. Among intentional injuries, core concerns are often associated with family
and community violence. In particular, the homicide rate is much higher than California as a whole,
particularly among men of color. Survey respondents identified violence as a core issue in their
communities and cited concerns such as gun violence, gang activity among youth, and domestic
violence as key themes.
6) Substance Use: Substance abuse, including abuse of tobacco, alcohol, prescription drugs, and
illegal drugs, can have profound health consequences, including increased risk of liver disease,
cancer, and death from overdose.25 San Joaquin County’s rate of drug-induced deaths is 56%
higher than average rate across California (17.3 per 100,000 compared to 11.1 per 100,000).
Primary data collection from surveys, focus group discussions and interviews highlighted the
importance of this issue for the county; 41.1% of community survey respondents report that drug
abuse is among the most concerning health behaviors in their community.
7) Access to Housing: Access to stable, affordable housing is a foundation for good health. A family
that pays more than 30 percent for housing is considered “cost-burdened” and may have difficulty
affording food, clothing, transportation, and medical care.26 Substandard housing and
23
“Exploring the Social Determinants of Health: Education and Health,” Robert Wood Johnson Foundation, Accessed October 19, 2015,
http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2011/rwjf70447.
24
“Health & Poverty,” Institute for Research on Poverty, Accessed October 19, 2015, http://www.irp.wisc.edu/research/health.htm.
25
http://www.cdc.gov/drugoverdose/epidemic/index.html; http://www.cdc.gov/alcohol/fact-sheets/womens-health.htm; http://www.cdc.gov/alcohol/factsheets/mens-health.htm
26
US Department of Housing and Urban Development, accessed via
http://portal.hud.gov/hudportal/HUD?src=/program_offices/comm_planning/affordablehousing/.
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homelessness can exacerbate health concerns, ranging from physical and mental health to
substance abuse. Poor housing also makes it difficult to maintain education and employment, which
are associated with being healthy. Primary and secondary data indicate that access to safe and
affordable housing is an important health concern in San Joaquin County, reflective of the rapid rise
of housing costs occurring in California overall in recent years. In San Joaquin County, the
foreclosure crisis, limited subsidized housing, rising rents, absentee landlords, and deteriorating
housing stock are all significant contributing factors to the lack of safe and affordable housing.
Moreover, a recent point-in-time count found that at least 2,641 individuals in the county are
homeless. Interview participants noted disparities in access to housing among foster youth, lowincome populations, older adults, and seasonal workers.
8) Access to Medical Care: Access to comprehensive, affordable, quality medical care is critical to
the prevention, early intervention, and treatment of health conditions. San Joaquin County has been
successful in enrolling residents in Expanded Medi-Cal under the ACA; however, learning how to
use services, retention of coverage, and the shortage of primary care providers that will accept new
Medi-Cal patients remain challenges. The fact that the County’s many undocumented adult
residents are without insurance also remains a barrier to care.
9) Mental Health: In addition to severe mental health disorders, mental health includes emotional,
behavioral, and social well-being. Poor mental health, including the presence of chronic toxic stress
or psychological conditions such as anxiety, depression or Post-Traumatic Stress Disorder (PTSD),
has profound consequences on health behavior choices and physical health.27,28 While some
mental health outcomes in San Joaquin County are similar to California benchmarks, mental health
was a key concern among surveyed community members. Interviewees noted that the psychology
of poverty, including living day-to-day and struggling to provide basic needs, can negatively impact
one’s ability to make long-term plans, and can interfere with parenting abilities. In addition, poor
mental health frequently co-occurs with substance use disorders. Youth, notably foster youth and
lesbian, gay, bisexual, transgender and queer and/or questioning (LGBTQ) youth, and residents
experiencing homelessness, were noted as particularly high risk populations for mental health
concerns.
10) Oral Health: Tooth and gum disease can lead to multiple health problems such as oral and facial
pain, problems with the heart and other major organs, as well as digestion problems.29 Secondary
data indicate that oral health outcomes are worse in San Joaquin County than in other parts of
California, particularly among children. Access to oral health services is a concern in all age groups,
marked by limited dental visits and difficulty finding affordable and nearby care. Factors that may
contribute to oral health needs include poverty, as well as an unhealthy diet that includes sugarsweetened beverages.
11) Asthma/Air Quality: Asthma is a disease that affects the lungs, and is often triggered by
environmental conditions such as poor outdoor air quality as well as mold, dust, and cleaning
solutions in the home. Asthma and breathing problems are a health need in San Joaquin County,
as marked by high prevalence of asthma in adults and youth. In particular, asthma
disproportionately impacts non-Hispanic Blacks. Poor outdoor air quality not only exacerbates
asthma, but it is also an issue that affects all residents, and ranges from second-hand cigarette
smoke to greenhouse gas emissions (vehicle exhaust) and other elements that lead to high
particulate matter (mixture of solid particles and liquid droplets found in the air such as dust, dirt, or

27

Chapman DP, Perry GS, Strine TW. The vital link between chronic disease and depressive disorders. Prev Chronic Dis 2005; 2(1):A14.
Felitti VJ, Anda RF, Nordenberg D, Williamson DF, Spitz AM, Edwards V, Koss MP, Marks JS. Relationship of childhood abuse and household
dysfunction to many of the leading causes of death in adults: the adverse childhood experiences (ACE) Study, American Journal of Preventive Medicine
1998; 14:245–258.
29
“Healthy Smile, Healthy You: The Importance of Oral Health,” Delta Dental Insurance, accessed October 28, 2015,
https://www.deltadentalins.com/oral_health/dentalhealth.html.
28
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soot). The percentage of days exceeding Fine Particulate Matter (PM 2.5) standards is high
throughout the county and affects breathing and lung health for all residents.
C. Community resources potentially available to respond to the identified health needs
San Joaquin County has a rich network of community-based organizations, government departments
and agencies, hospital and clinic partners, and other community members and organizations engaged
in addressing many of the health needs identified by this assessment. Examples of community
resources available to respond to each community identified health need are highlighted in each Health
Need Profile in Section VI. For a more comprehensive list of community assets and resources, please
call 2-1-1 or (800) 436-9997, or reference http://www.211sj.org/
VII. KFH MANTECA 2013 IMPLEMENTATION STRATEGY EVALUATION OF IMPACT
A. Purpose of 2013 Implementation Strategy evaluation of impact
KFH Manteca’s 2013 Implementation Strategy Report was developed to identify activities to address
health needs identified in the 2013 CHNA. This section of the CHNA Report describes and assesses
the impact of these activities. For more information on KFH Manteca’s Implementation Strategy Report,
including the health needs identified in the facility’s 2013 service area, the health needs the facility
chose to address, and the process and criteria used for developing Implementation Strategies, please
visit www.kp.org/chna. For reference, the list below includes the 2013 CHNA health needs that were
prioritized to be addressed by KFH Manteca in the 2013 Implementation Strategy Report.
1.
2.
3.

Limited Access to Primary and Preventive Care
Healthy Food/Physical Activity
Broader Health Care System Needs in Our Communities (Workforce and Research)

KFH Manteca is monitoring and evaluating progress to date on their 2013 Implementation Strategies for
the purpose of tracking the implementation of those strategies as well as to document the impact of
those strategies in addressing selected CHNA health needs. Tracking metrics for each prioritized health
need include the number of grants made, the number of dollars spent, the number of people
reached/served, collaborations and partnerships, and KFH in-kind resources. In addition, KFH Manteca
tracks outcomes, including behavior and health outcomes, as appropriate and where available.
As of the documentation of this CHNA Report in March 2016, KFH Manteca had evaluation of impact
information on activities from 2014 and 2015. While not reflected in this report, KFH Manteca will
continue to monitor impact for strategies implemented in 2016.
B. 2013 Implementation Strategy Evaluation Of Impact Overview
In the 2013 IS process, all KFH hospital facilities planned for and drew on a broad array of resources
and strategies to improve the health of our communities and vulnerable populations, such as
grantmaking, in-kind resources, collaborations and partnerships, as well as several internal KFH
programs including, charitable health coverage programs, future health professional training programs,
and research. Based on years 2014 and 2015, an overall summary of these strategies is below,
followed by tables highlighting a subset of activities used to address each prioritized health need.


KFH Programs: From 2014-2015, KFH supported several health care and coverage, workforce
training, and research programs to increase access to appropriate and effective health care services
and address a wide range of specific community health needs, particularly impacting vulnerable
populations. These programs included:
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Medicaid: Medicaid is a federal and state health coverage program for families and
individuals with low incomes and limited financial resources. KFH provided services for
Medicaid beneficiaries, both members and non-members.



Medical Financial Assistance: The Medical Financial Assistance (MFA) program
provides financial assistance for emergency and medically necessary services,
medications, and supplies to patients with a demonstrated financial need. Eligibility is
based on prescribed levels of income and expenses.



Charitable Health Coverage: Charitable Health Coverage (CHC) programs provide
health care coverage to low-income individuals and families who have no access to
public or private health coverage programs.



Workforce Training: Supporting a well-trained, culturally competent, and diverse health
care workforce helps ensure access to high-quality care. This activity is also essential to
making progress in the reduction of health care disparities that persist in most of our
communities.



Research: Deploying a wide range of research methods contributes to building general
knowledge for improving health and health care services, including clinical research,
health care services research, and epidemiological and translational studies on health
care that are generalizable and broadly shared. Conducting high-quality health research
and disseminating its findings increases awareness of the changing health needs of
diverse communities, addresses health disparities, and improves effective health care
delivery and health outcomes

 Grantmaking: For 70 years, Kaiser Permanente has shown its commitment to improving Total
Community Health through a variety of grants for charitable and community-based organizations.
Successful grant applicants fit within funding priorities with work that examines social determinants
of health and/or addresses the elimination of health disparities and inequities. From 2014-2015, KFH
Manteca awarded 68 grants totaling $1,072,542 in service of 2013 health needs. Additionally, Kaiser
Permanente Northern California Region has funded significant contributions to the East Bay
Community Foundation in the interest of funding effective long-term, strategic community benefit
initiatives within the KFH Manteca service area. During 2014-2015, a portion of money managed by
this foundation was used to award 30 grants totaling $348,467 in service of 2013 health needs.
 In-Kind Resources: Kaiser Permanente’s commitment to Total Community Health means reaching
out far beyond our membership to improve the health of our communities. Volunteerism, community
service, and providing technical assistance and expertise to community partners are critical
components of Kaiser Permanente’s approach to improving the health of all of our communities.
From 2014-2015, KFH Facility Name donated several in-kind resources in service of 2013
Implementation Strategies and health needs. An illustrative list of in-kind resources is provided in
each health need section below.
 Collaborations and Partnerships: Kaiser Permanente has a long legacy of sharing its most
valuable resources: its knowledge and talented professionals. By working together with partners
(including nonprofit organizations, government entities, and academic institutions), these
collaborations and partnerships can make a difference in promoting thriving communities that
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produce healthier, happier, more productive people. From 2014-2015, KFH Facility Name engaged
in several partnerships and collaborations in service of 2013 Implementation Strategies and health
needs. An illustrative list of in-kind resources is provided in each health need section below.
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C. 2013 Implementation Strategy Evaluation of Impact by Health Need
PRIORITY HEALTH NEED I: LIMITED ACCESS TO PRIMARY AND PREVENTIVE CARE
Long Term Goal:
 Increase the number of people who have access to health care and preventive services, particularly underinsured children, youth, and
families
Intermediate Goal:
 Reduce barriers to enrollment
 Increase health care coverage.
 Increase the proportion of low-income individuals who have access to and receive appropriate and culturally competent primary care services.
KFH-Administered Program Highlights
KFH Program Name
KFH Program Description
Results to Date
Medicaid
Medicaid is a federal and state health coverage program
 2014: 6,045 Medi-Cal members
for families and individuals with low incomes and limited
 2015: 2,138 Medi-Cal members
financial resources. KFH provided services for Medicaid
beneficiaries, both members and non-members.
Medical Financial
MFA provides financial assistance for emergency and
 2014: KFH - Dollars Awarded By Hospital - $3,388,430
Assistance (MFA)
medically necessary services, medications, and supplies
 2014: 4,049 applications approved
to patients with a demonstrated financial need. Eligibility is
based on prescribed levels of income and expenses.
 2015: KFH - Dollars Awarded By Hospital - $3,604,659
 2015: 5,413 applications approved
CHC programs provide health care coverage to low 2014: 4,763 members receiving CHC
income individuals and families who have no access to
 2015: 1,641 members receiving CHC
public or private health coverage programs.
Grant Highlights
Summary of Impact: During 2004 and 2015, there were 25 active KFH grants totaling $584,220 addressing Access to Care in the KFH-Manteca
service area.30 In addition, a portion of money managed by a donor advised fund at East Bay Community Foundation was used to award 14
grants totaling $122,467 that address this need. These grants are denoted by asterisks (*) in the table below.
Grantee
Grant Amount
Project Description
Results to Date
Nearly 10,000 contacts (Hispanic families and
The program aims to increase health care
Catholic Charities of the
$80,000 over 2
homeless women and children) were made
access by reducing enrollment barriers and
Diocese of Stockton
years
through outreach and 1,500 coverage
increasing health care coverage for
applications were submitted. Case managers
underinsured children, youth, and families
$40,000 in 2014
through outreach and application assistance. helped reduce utilization barriers for a minimum
$40,000 in 2015
of 300 families.
Charitable Health
Coverage (CHC)

30

This total grant amount may include grant dollars that were accrued (i.e., awarded) in a prior year, although the grant dollars were paid in 2015.
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Family Resource and
Referral Center

$90,000 over 2
years

Grants funds will be used to promote,
launch, and operate a 2-1-1 program in San
Joaquin County.

$50,000 in 2014
$40,000 in 2015
Gospel Center Rescue
Mission, Inc.

$100,000 over 2
years

Provide post-hospital respite and recovery
services for homeless individuals.

$60,000 in 2015
$40,000 in 2014

Planned Parenthood
Mar Monte-Sacramento

$80,000 over 2
years
$40,000 in 2014
$40,000 in 2015

St. Mary’s Interfaith
Community Services

$80,000 over 2
years
$40,000 in 2014
$40,000 in 2015

University of the Pacific

$90,000 over 2
years
$60,000 in 2015 (2
grants)
$30,000 in 2014

Planned Parenthood’s Improving Women's
Health project will increase the number of
San Joaquin County people, particularly
underinsured children, youth, and families,
who have access to health care and
preventive services.
St. Mary’s Virgil Gianelli M.D. Medical Clinic
treats the uninsured. Eye exams are also
performed and prescription glasses are
provided for those who need them. Health
classes, including Diabetes Education, are
provided in both English and Spanish.
Funding supported Pacific’s Mobile
Medicare Clinics to increase the number of
people who have access to health care and
preventive services, while providing
volunteer opportunities for pharmacy
students. Funding also supported a project
to replicate Pacific's successful Virtual
Dental Home system within San Joaquin
County and support development of a selfsustaining source of care for underserved
groups.
Collaboration/Partnership Highlights
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A 2-1-1 system was established to enhance
access to available health and social services for
county residents; priority given to connecting
high-need individuals and families to public
hospitals and community health clinics. 1,469
individuals have called the system.
The “Respite and Obesity Prevention Program”
served a total of 28 unduplicated homeless
individuals with medical respite care and a total
of 53 unduplicated homeless adults and 20
homeless children in the first phase of residential
treatment were provided with nutrition education,
exercise demonstrations and one-on-one
personal care management plans.
Project aims to reduce barriers to health
insurance enrollment and increase health care
coverage. Two Community peer educators were
trained to assist in outreach efforts; 710 women
increased knowledge of and access to preventive
health care services, especially women’s
reproductive health care through Family PACT
program.
5,644 patients were seen by a medical doctor,
355 individuals participated in our diabetes
education classes, and 395 patients received an
eye exam with over 500 receiving eyeglasses.
The nine mobile clinics served 1,492 patients. In
addition, they provided 3,521 immunizations and
preventive screenings and 888 comprehensive
medication reviews. The project will also train
and support development of a Virtual Dental
Home system in conjunction with Community
Medical Centers and YMCA of San Joaquin
County After School Program that will target lowincome children in San Joaquin County.

Organization/
Collaborative Name
San Joaquin Healthier
Community Coalition

Gospel Rescue Mission
Respite Care
Committee

Collaborative/ Partnership Goal

Results to Date

Inform and engage local stakeholders and
community members to promote joint efforts
based on data, community input, and group
consensus to improve the health of local
residents.
The committee’s charge is to inform and
assess respite care needs and resources within
San Joaquin County.

As a committee vice chair, KFH-Manteca helped implement a
collaborative approach to creating a community health worker
program that will partner with the local safety net to increase access
to health care for migrant populations and ESL (English as a second
language) speakers and create increased access to dental health
services through the virtual dental home program.
The committee has contributed to the identification of efficient
workflows and needs for respite care services in San Joaquin
county.

PRIORITY HEALTH NEED II: HEALTHY FOOD/PHYSICAL ACTIVITY
Long Term Goal:
 Reduce obesity/diabetes among at-risk populations, particularly low-income youth and families
Intermediate Goals:
 Increase food security and access to healthy food and decrease access to unhealthy food
 Increase nutrition awareness and knowledge and adoption of healthy eating practices
 Increase access to physical activity environments and opportunities in schools
 Increase knowledge and adoption of physical activity
Grant Highlights
Summary of Impact: During 2014 and 2015, there were 34 active KFH grants totaling $454,959 addressing Healthy Food/Physical Activity in the
KFH-Manteca service area.31 In addition, a portion of money managed by a donor advised fund at East Bay Community Foundation was used to
award 10 grants totaling $172,976 that address this need. These grants are denoted by asterisks (*) in the table below.
Grantee
Grant Amount
Project Description
Results to Date
Boys & Girls Club of
$74,000 over 2
The Club’s Triple Play program will reduce
The program served 1,116 youth during the grant
Tracy Inc.
years
obesity and diabetes among at-risk youth by cycle including youth with disabilities. 72%
increasing nutrition awareness and access
engaged in physical activity 5 or more
$34,000 in 2015
to physical activity.
times/week; 70% consumed two or more
$40,000 in 2014
servings of fruit/day and 38% consumed 3 or
more servings of vegetables/day. 76%
consumed 1 soda or less/day.
Boys and Girls Club of
$74,200 over 2
The Club is piloting Dancersize and Positive 419 students participated in the Positive Sprouts
Manteca
years
Sprouts to reduce obesity and diabetes in at- community garden program and 377 actively
risk youth by increasing physical activity and participated in the Dancersize program on a daily
31

This total grant amount may include grant dollars that were accrued (i.e., awarded) in a prior year, although the grant dollars were paid in 2015.
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San Joaquin County
Office of Education
(SJCOE)

$29,000 in 2015
$45,200 in 2014
$167,121 over 2
years
$82,000 in 2015 (2
grants)
$85,121 in 2014 (2
grants)

Second Harvest Food
Bank

$55,000 over two
years

*KaBoom

$25,000 in 2015 (2
grants)
$30,000 in 2014 (2
grants)
$500,000 in 2015

nutrition awareness. Funding also supports
a basketball program.
SJCOE’s Exercise Across California will
increase nutrition awareness and access to
physical activity for students attending 12
low-income schools. In addition SJCOE will
offer opportunities for afterschool programs
within San Joaquin County to participate in
the Mini Mermaids and Young Trojans
running clubs, which meet biweekly for six
weeks. Finally, by encouraging participation
in the San Joaquin County and California
Fire Up Your Feet (FUYF) challenges,
SJCOE will support workforce and student
health by promoting physical activity and
healthy eating and by including parents in
program components so that school
wellness efforts can be implemented and
reinforced at home.

The food bank’s Food for Thought program
seeks to increase food security and access
to healthy food for low-income youth.
Increase nutrition awareness and healthy
eating practices while meeting basic food
needs.
KaBOOM! will partner with Kaiser
Permanente and a community partner to
create kid-designed, community-built
playgrounds in three KP service areas. Each
site will incorporate the unique KaBOOM!
community build process to ensure
community engagement and support.
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basis. 250 youth participated in the basketball
program.
Nearly 2,000 third through six graders at the 12
schools improved their California PFT (physical
fitness test) results on the Aerobic Capacity
component by 9%, and increased their
knowledge of fitness and nutrition by at least
11%. A total of 2,657 students from 12 schools
located throughout San Joaquin County
participated in the Spring Fire Up Your Feet CA
Activity Challenge. Third to eighth graders who
participated in the clubs during afterschool
programs completed a 5-kilometer run, gained
confidence in their ability to accomplish goals,
and were able to effectively voice their fears as
they worked through them. FUYF expects to
reach 1,000 individuals with at least one
classroom from each EAC participating school
participating. School staff and parent fitness
knowledge will increase by 5% and student, staff,
and parent knowledge of healthy eating and
nutrition information will increase by 5%.
The Food 4 Thought Program is provided at 39
after-school program sites in San Joaquin and
Stanislaus Counties and has reached 5,809
children with supplemental groceries and weekly
after-school physical activity programs.
Expected reach is 8,100 children and family
members, and expected outcomes include:
 three playgrounds designed by community
residents and built by volunteers at
organizations or in community settings
serving high-need youth.
 high need communities have increased
access to safe public spaces for recreation
and physical activity

$90,000 in 2015

CCS will implement its nationally recognized
Healthy Behaviors Initiative (HBI) at five
multi-site afterschool programs in targeted
school districts in San Joaquin and
Stanislaus counties. HBI fundamentally
changes afterschool programs by
intentionally changing their program policies
and design so that children and families
learn and practice healthy eating and
physical activity behaviors

Expected reach is 2,500 people and expected
outcomes include:
 five after-school programs in targeted
Thriving Schools districts adopt Exemplary
Practices designed to increase quality
physical activity and nutrition education
programs/practices
 afterschool program staff are trained as role
models to promote healthy behaviors
 students’ food security needs are met
through increased participation in school
meal programs and referring families\’ to food
security resources
 regional learning centers are established to
ensure sustainability of these practices

In-Kind Resources Highlights
Description of Contribution and Purpose/Goals
aiser Permanente Educational Theater offered a Best Me performance to encourage healthy eating and an active
estyle at the North, Central, and Louis A. Bohn elementary schools.
aiser Permanente Educational Theater offered a Best Me performance to encourage healthy eating and an active
estyle at Lincoln and Sequoia elementary schools and provided a “Teddy Bear” clinic, which included a physician
ho encouraged healthy eating and active lifestyles for more than 250 kindergarten through second grade students at
rock Elliot Elementary School.
upported employee wellness initiatives in Manteca Unified School District by providing a Sports Medicine physician
ho presented basic exercise techniques that teachers can implement within the school setting.
ealthy lunches and physical activity items, including hula hoops and pedometers were given to the 350 parents and
00 children who attended a community forum in Stockton focused on taking action and making changes to improve
heir and their families’ health. Event was part of a statewide Champions for Change movement.

V: BROADER HEALTH CARE SYSTEM NEEDS IN OUR COMMUNITIES – WORKFORCE
KFH Workforce Development Highlights

workforce shortages and cultural and linguistic disparities in the health care workforce

skilled, culturally competent, diverse professionals working in and entering the health care workforce to provide access

Summary of Impact: During 2014 and 2015, Kaiser Foundation Hospital awarded 9 Workforce Development grants totaling $33,363 that served
the KFH-Manteca service area.32 In addition, a portion of money managed by a donor advised fund at East Bay Community Foundation was used
to award 4 grants totaling $21,682 that address this need. In addition, KFH Manteca provided trainings and education 1 nurse practitioner or other
nursing beneficiaries in 2014, and 16 other health (non-MD) beneficiaries as well as internships for 11 high school and college students (Summer
Youth, INROADS, etc) for 2014-2015.
Grant Highlights
Grantee
Grant Amount
Project Description
Results to Date
*The Regents of the
$75,000 in 2015
UC Berkeley’s Health Careers Opportunity
 HCOP supported programs and workshops
University of California
Program (HCOP) aims to diversify the health
throughout Northern California that reached
professions workforce by working directly
more than 600 underrepresented students
with 600 students from underrepresented
 through mentoring, classes on biostatistics
groups through direct student counseling at
and public health research analytical
UC Berkeley, through visits and outreach to
concepts, professional development on oral
local community colleges, and through the
and written communication, and business
Public Health and Primary Care, a UC
professionalism, HCOP served nine Summer
Berkeley class taught by HCOP staff.
Scholars (underrepresented students)
 eight other students enrolled in and completed
Kaplan’s GRE preparation course
Anticipated outcomes include:
*Vision Y Compromiso
$98,093 in 2015
The Promotoras and Community Health
Worker (CHW) Network will engage 40 to 60  increased promotores leadership as measured
more promotores (from the current 220);
by an increased number of promotores who
expand the Network to Fresno and
participate in regional Network activities
Sacramento counties; provide 4 to 6
 increased knowledge of community health
trainings per region to build professional
issues as measured by pre- and post-surveys
capacity and involve 20 to 40 workforce
completed by promotores participating in
partners to better integrate the promotor
training, conferences, and other activities
model.
 increased knowledge of community resources,
increased networking, and social support as
measured by an increased number of
agencies involved in the regional Networks
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This total grant amount may include grant dollars that were accrued (i.e., awarded) in a prior year, although the grant dollars were paid in 2015.
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UCSF Fresno Health
Careers Opportunity
Program

$50,000 in 2015
This grant impacts
three KFH hospital
service areas in
Northern California
Region.

This Kaiser Permanente Northern California
Region grant supports HCOP (Healthy
Careers Opportunity Program), which
addresses the shortage of health
professionals in the Central Valley by
providing an educational pipeline for
qualified disadvantaged California State
University, Fresno students who are
interested in pursuing a health professional
career.

It is expected that 95 HCOP students will receive
at least two individual advising sessions per
semester to help them select the required health
professions courses and to assess their
academic performance. They will have access to
tutoring services for core courses in math and
science. Upper division HCOP students will visit
UCSF’s Medicine, Dentistry, and Pharmacy
schools to learn about admissions and financial
aid and gain a better understanding of program
requirements.

PRIORITY HEALTH NEED IV: BROADER HEALTH CARE SYSTEM NEEDS IN OUR COMMUNITIES – RESEARCH
KFH Research Highlights
Long Term Goal:
 To increase awareness of the changing health needs of diverse communities
Intermediate Goal:
 Increase access to, and the availability of, relevant public health and clinical care data and research
Grant Highlights
Grantee
Grant Amount
Project Description
Results to Date
CHIS 2013-2014 was able to collect data and
UCLA Center for
$2,100,000 over 4 Grant funding during 2014 and 2015 has
develop files for 48,000 households, adding
supported The California Health Interview
Health Policy Research
years
Tagalog as a language option for the survey this
Survey (CHIS), a survey that investigates
round. In addition 10 online AskCHIS workshops
key public health and health care policy
1,158,200 over
were held for 200 participants across the state. As
issues, including health insurance
2014 & 2015
of February 2016, progress on the 2015-2016
coverage and access to health services,
survey included completion of the CHIS 2015 data
This grant impacts chronic health conditions and their
prevention and management, the health of collection that achieved the adult target of 20,890
all KFH hospital
completed interviews. CHIS 2016 data collection
children, working age adults, and the
service areas in
began on January 4, 2016 and is scheduled to end
Northern California elderly, health care reform, and cost
in December 2016 with a target of 20,000
effectiveness of health services delivery
Region.
models. In addition, funding allowed CHIS completed adult interviews.
to support enhancements for AskCHIS
Neighborhood Edition (NE). New AskCHIS In addition, funding has supported the AskCHIS NE
tool which has allowed the Center to:
NE visualization and mapping tools will be
used to demonstrate the geographic
 Enhance in-house programming capacity for
differences in health and health-related
revising and using state-of-the-science small
outcomes across multiple local geographic
area estimate (SAE) methodology.
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levels, allowing users to visualize the data
at a sub-county level.

 Develop and deploy AskCHIS NE.
 Launch and market AskCHIS NE.
 Monitor use, record user feedback, and make
adjustments to AskCHIS NE as necessary.

In addition to the CHIS grants, two research programs in the Kaiser Permanente Northern California Region Community Benefit portfolio – the
Division of Research (DOR) and Northern California Nursing Research (NCNR) – also conduct activities that benefit all Northern California KFH
hospitals and the communities they serve.
DOR conducts, publishes, and disseminates high-quality research to improve the health and medical care of Kaiser Permanente members and the
communities we serve. Through interviews, automated data, electronic health records (EHR), and clinical examinations, DOR conducts research
among Kaiser Permanente’s 3.9 million members in Northern California. DOR researchers have contributed over 3,000 papers to the medical and
public health literature. Its research projects encompass epidemiologic and health services studies as well as clinical trials and program evaluations.
Primary audiences for DOR’s research include clinicians, program leaders, practice and policy experts, other health plans, community clinics, public
health departments, scientists and the public at large. Community Benefit supports the following DOR projects:
DOR Projects
Central Research Committee
(CRC)
Clinical Research Unit (CCRU)

Research Program on Genes,
Environment and Health
(RPGEH)

Project Information
Information on recent CRC studies can be found at: http://insidedorprod2.kpdor.kaiser.org/sites/crc/Pages/projects.aspx
CCRU offers consultation, direction, support, and operational oversight to Kaiser Permanente Northern
California clinician researchers on planning for and conducting clinical trials and other types of clinical
research; and provides administrative leadership, training, and operational support to more than 40 regional
clinical research coordinators. CCRU statistics include more than 420 clinical trials and more than 370 FDAregulated clinical trials. In 2015, the CCRU expanded access to clinical trials at all 21 KPNC medical centers.
RPGEH is working to develop a research resource linking the EHRs, collected bio-specimens, and
questionnaire data of participating KPNC members to enable large-scale research on genetic and
environmental influences on health and disease; and to utilize the resource to conduct and publish research
that contributes new knowledge with the potential to improve the health of our members and communities. By
the end of 2014, RPGEH had enrolled and collected specimens from more than 200,000 adult KPNC members, had received
completed health and behavior questionnaires from more than 430,000 members; and had genotyped DNA samples from more than
100,000 participants, linked the genetic data with EHRs and survey data, and made it available to more than 30 research projects

A complete list of DOR’s 2015 research projects is at http://www.dor.kaiser.org/external/dorexternal/research/studies.aspx. Here are a few
highlights:
Research Project Title
Alignment with CB Priorities
Risk of Cancer among Asian Americans (2014)
Research and Scholarly
Activity
Racial and Ethnic Disparities in Breastfeeding and Child Overweight and Obesity (2014)
Healthy Eating, Active Living
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Transition from Healthy Families to Medi-Cal: The Behavioral Health Carve-Out and Implications for Disparities
in Care (2014)
Health Impact of Matching Latino Patients with Spanish-Speaking Primary Care Providers (2014)
Predictors of Patient Engagement in Lifestyle Programs for Diabetes Prevention – Susan Brown
Racial Disparities in Ischemic Stroke and Atherosclerotic Risk Factors in the Young – Steven Sidney
Impact of the Affordable Care Act on prenatal care utilization and perinatal outcomes – Monique Hedderson
Engaging At-Risk Minority Women in Health System Diabetes Prevention Programs – Susan Brown
The Impact of the Affordable Care Act on Tobacco Cessation Medication Utilization – Kelly Young-Wolff
Prescription Opioid Management in Chronic Pain Patients: A Patient-Centered Activation Intervention – Cynthia
Campbell
Integrating Addiction Research in Health Systems: The Addiction Research Network – Cynthia Campbell
RPGEH Project Title
Prostate Cancer in African-American Men (2014)
RPGEH high performance computing cluster. DOR has developed an analytic pipeline to facilitate genetic
analyses of the GERA (Genetic Epidemiology Research in Adult Health and Aging) cohort data. Development
of the genotypic database is ongoing; in 2014, additional imputed data were added for identification of HLA
serotypes. (2014)

Access to Care
Mental/Behavioral Health
Access to Care
Access to care
Access to care
Access to care
HEAL
HEAL
Mental/Behavioral Health
Mental/Behavioral Health
Alignment with CB Priorities
Access to Care
Research and Scholarly
Activity
Research and Scholarly
Activity

The main audience for NCNR-supported research is Kaiser Permanente and non-Kaiser Permanente health care professionals (nurses, physicians,
allied health professionals), community-based organizations, and the community-at-large. Findings are available at the Nursing Pathways NCNR
website: https://nursingpathways.kp.org/ncal/research/index.html,
Alignment with CB Priorities
Serve low-income,
underrepresented, vulnerable
populations located in the
Northern California Region
service area
Reduce health disparities.

Project Title
1. A qualitative study: African American grandparents raising
their grandchildren: A service gap analysis.
2. Feasibility, acceptability, and effectiveness of Pilates
exercise on the Cadillac exercise machine as a therapeutic
intervention for chronic low back pain and disability.
1. Making sense of dementia: exploring the use of the markers
of assimilation of problematic experiences in dementia scale
to understand how couples process a diagnosis of dementia.
2. MIDAS data on elder abuse reporting in KP NCAL.
3. Quality Improvement project to improve patient satisfaction
with pain management: Using human-centered design.
4. Transforming health care through improving care transitions:
A duty to embrace.
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Principal Investigator
1. Schola Matovu, staff RN and nursing
PhD student, UCSF School of Nursing
2. Dana Stieglitz, Employee Health, KFHRoseville; faculty, Samuel Merritt
University
1. Kathryn Snow, neuroscience clinical
nurse specialist, KFH-Redwood City
2. Jennifer Burroughs, Skilled Nursing
Facility, Oakland CA
3. Tracy Trail-Mahan, et al., KFH-Santa
Clara
4. Michelle Camicia, KFH-Vallejo
Rehabilitation Center

Promote equity in health care
and the health professions.

5. New trends in global childhood mortality rates.
1. Family needs at the bedside.
2. Grounded theory qualitative study to answer the question,
“What behaviors and environmental factors contribute to
emergency department nurse job fatigue/burnout and how
pervasive is it?”
3. A new era of nursing in Indonesia and a vision for
developing the role of the clinical nurse specialist.
4. Electronic and social media: The legal and ethical issues for
health care.
5. Academic practice partnerships for unemployed new
graduates in California.
6. Over half of U.S. infants sleep in potentially hazardous
bedding.
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5. Deborah McBride, KFH-Oakland
1. Mchelle Camicia, director operations
KFH-Vallejo Rehabilitation Center
2. Brian E. Thomas, Informatics manager,
doctorate student, KP-San Jose ED.
3. Elizabeth Scruth, critical care/sepsis
clinical practice consultant, Clinical
Effectiveness Team, NCAL
4. Elizabeth Scruth, et al.
5. Van et al.
6. Deborah McBride, KFH-Oakland
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A.
B.
C.
D.
E.
F.
G.
H.

Secondary Data, Sources, and Years
Summary of Community Survey Results
Summary of Focus Group and Key Informant Interview Results
Community Input Tracking Form
Primary Data Collection Tools
Prioritization Scoring Matrix
Health Need Profiles
Secondary Data with Sources and Dates

34

APPENDIX A: Secondary Data Sources and Dates
1.
2.
3.
4.
5.
6.

California Department of Education. 2012-2013.
California Department of Education. 2013.
California Department of Education, FITNESSGRAM®; Physical Fitness Testing. 2013-2014.
California Department of Public Health, CDPH – Birth Profiles by ZIP Code. 2011.
California Department of Public Health, CDPH – Breastfeeding Statistics. 2012.
California Department of Public Health, CDPH – Death Public Use Data. University of Missouri, Center for
Applied Research and Environmental Systems. 2010-2012.
7. California Department of Public Health, CDPH – Tracking. 2005-2012.
8. California Office of Statewide Health Planning and Development, OSHPD Patient Discharge Data. 2011.
9. Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. 2006-2010.
10. Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. 2006-2012.
11. Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. 2011-2012.
12. Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. US Department
of Health & Human Services, Health Indicators Warehouse. 2005-2009.
13. Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. US Department
of Health & Human Services, Health Indicators Warehouse. 2006-2012.
14. Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health
Promotion. 2012.
15. Centers for Disease Control and Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB
Prevention. US Department of Health & Human Services, Health Indicators Warehouse. 2010.
16. Centers for Disease Control and Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB
Prevention. US Department of Health & Human Services, Health Indicators Warehouse. 2012.
17. Centers for Disease Control and Prevention, National Environmental Public Health Tracking Network.
2008.
18. Centers for Disease Control and Prevention, National Vital Statistics System. Centers for Disease Control
and Prevention, Wide Ranging Online Data for Epidemiologic Research. 2006-2010.
19. Centers for Disease Control and Prevention, National Vital Statistics System. Centers for Disease Control
and Prevention, Wide Ranging Online Data for Epidemiologic Research. 2007-2010.
20. Centers for Disease Control and Prevention, National Vital Statistics System. Centers for Disease Control
and Prevention, Wide Ranging Online Data for Epidemiologic Research. 2007-2011.
21. Centers for Disease Control and Prevention, National Vital Statistics System. University of Wisconsin
Population Health Institute, County Health Rankings. 2008-2010.
22. Centers for Disease Control and Prevention, National Vital Statistics System. US Department of Health &
Human Services, Health Indicators Warehouse. 2006-2012.
23. Centers for Medicare and Medicaid Services. 2012.
24. Child and Adolescent Health Measurement Initiative, National Survey of Children’s Health. 2011-2012.
25. Dartmouth College Institute for Health Policy & Clinical Practice. Dartmouth Atlas of Health Care. 2012.
26. Environmental Protection Agency, EPA Smart Location Database. 2011.
27. Federal Bureau of Investigation, FBI Uniform Crime Reports. 2010-2012.
28. Feeding America. 2012.
29. Multi-Resolution Land Characteristics Consortium, National Land Cover Database. 2011.
30. National Center for Education Statistics, NCES – Common Core of Data. 2012-2013.
31. National Oceanic and Atmospheric Administration, North America Land Data Assimilation System
(NLDAS). 2014.
32. New America Foundation, Federal Education Budget Project. 2011.
33. Nielsen, Nielsen Site Reports. 2014.
34. State Cancer Profiles. National Institutes of Health, National Cancer Institute, Surveillance, Epidemiology,
and End Results Program. 2007-2011.
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35. University of California Center for Health Policy Research, California Health Interview Survey. 2009.
36. University of California Center for Health Policy Research, California Health Interview Survey. 2012.
37. University of Wisconsin Population Health Institute, County Health Rankings. 2012-2013.
38. University of Wisconsin Population Health Institute, County Health Rankings. 2014.
39. US Census Bureau, American Community Survey. 2009-2013.
40. US Census Bureau, American Housing Survey. 2011, 2013.
41. US Census Bureau, County Business Patterns. 2011.
42. US Census Bureau, County Business Patterns. 2012.
43. US Census Bureau, County Business Patterns. 2013.
44. US Census Bureau, Decennial Census. 2000-2010.
45. US Census Bureau, Decennial Census, ESRI Map Gallery. 2010.
46. US Census Bureau, Small Area Income & Poverty Estimates. 2010.
47. US Department of Agriculture, Economic Research Service, USDA – Food Access Research Atlas. 2010.
48. US Department of Agriculture, Economic Research Service, USDA – Food Environment Atlas. 2011.
49. US Department of Agriculture, Economic Research Service, USDA – Child Nutrition Program. 2013.
50. US Department of Education, EDFacts. 2011-2012.
51. US Department of Health & Human Services, Administration for Children and Families. 2014.
52. US Department of Health & Human Services, Center for Medicare & Medicaid Services, Provider of
Services File. June 2014.
53. US Department of Health & Human Services, Health Resources and Services Administration, Area Health
Resource File. 2012.
54. US Department of Health & Human Services, Health Resources and Services Administration, Area Health
Resource File. 2013.
55. US Department of Health & Human Services, Health Resources and Services Administration, Health
Professional Shortage Areas. March 2015.
56. US Department of Housing and Urban Development. 2013.
57. US Department of Labor, Bureau of Labor Statistics. June 2015.
58. US Department of Transportation, National Highway Traffic Safety Administration, Fatality Analysis
Reporting System. 2011-2013.
59. US Drought Monitor. 2012-2014
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APPENDIX B: Summary of Community Survey Results
Biggest health problems
Youth violence (like gang fights, murders)
Diabetes
Breathing problems/asthma
Mental health issues (e.g., depression)
Obesity

Valid Percent
30.3
30.0
27.7
26.7
26.6

Tooth problems

20.3

Age‐related health problems (like arthritis)
Alcoholism
Cancer
Heart disease
Domestic violence
Teens getting pregnant
Motor vehicle injuries (including pedestrian and
bicycle accidents)
Other (please specify)
Child abuse or neglect
Sexually transmitted disease

19.6
19.3
17.7
13.3
13.2
11.2
9.1
7.3
6.7
4.5

Poor birth outcomes (e.g., baby underweight)
Stroke
Infectious diseases (e.g., hepatitis or TB)
Suicide
Behaviors affecting health
Drug abuse
Alcohol abuse (drinking too much)
Poor eating habits
Lack of exercise

4.4
3.7
3.6
2.4
Valid Percent
41.4
38.0
35.2
34.6

Life stress/not able to deal with life stresses
Smoking/tobacco use

27.5
24.8

Not getting regular check‐ups by the doctor
Driving while drunk/on drugs
Using weapons/guns
Talking/texting and driving

21.7
21.3
19.2
16.4

Not getting "shots" (vaccines) to prevent disease
Unsafe sex (e.g., not using condom or birth
control)
Teenage sex
Other (please specify)

8.0
6.7
6.5
3.5

37

Store window advertising (tobacoo, alcohol)
A big problem
I don’t know
Not a problem
A medium problem
A small problem
Other (please specify)
Have health insurance
Yes
No
Don’t know
Obstacles to health care
Waiting time to see the doctor is too long
High co‐pays and deductibles
Can't afford medicine
It is not hard to get health care
No health insurance
ER only option
Medi‐Cal is too hard to get
Can't get off work to see a doctor
No night/weekend health care
Not enough doctors here
No transportation
Other (please specify)
Covered California/Obama Care is too hard to
get
Doctors and staff don’t speak my language
Medi‐Cal is too hard to use
Covered California/Obama Care is too hard to
use
Social and economic problems
Not enough local jobs
Homelessness
Poverty
Not enough interesting activities for youth
Fear of crime

Valid Percent
42.5
15.7
14.9
14.8
10.7
1.4
Valid Percent
79.7
17.9
2.4
Valid Percent
34.2
28.8
28.2
20.8
20.1
16.8
16.1
15.7
15.5
13.7
12.7
12.3
9.3
7.7
7.2
6.3
Valid Percent
61.3
39.5
34.6
31.7
28.8

Not enough education/high school drop‐outs

20.1

No health insurance
Racism and discrimination
Not enough healthy food
Overcrowded housing
Schools

19.4
15.2
12.9
10.8
6.7
38

No police and firefighters

6.6

Can’t pay for transportation
Other (please specify)

6.4
4.6

Biggest problems to having a healthy environment

Valid Percent

Air pollution (dirty air)
Not enough safe places to be physically active
Poor housing conditions
Cigarette smoke
Trash on streets and sidewalks
Not enough places nearby to buy healthy and
Speeding/traffic
Pesticide use
Not enough public transportation
Home is too far from shops, work, school

39.0
34.3
29.3
28.6
27.3
22.9
18.2
18.0
14.7
14.5

Not enough sidewalks and bike paths
Too many hot days

12.6
11.3

Unsafe drinking water
Other (please specify)
Flooding problems

10.2
4.9
2.7

Parts of thriving community
Safe place to raise kids
Jobs
Good air quality
Access to health care
Access to healthy food
Parks and recreation facilities
Affordable housing
Low crime and violence
Good schools
Green/open spaces
People know how to stay healthy
Support agencies
Community involvement
Time for family
Services for elders
Inexpensive childcare
Diversity is respected
Other (please specify)

Valid Percent
51.3
49.8
12.5
18.2
13.4
14.5
26.4
36.3
27.4
5.3
6.2
9.8
11.2
14.0
6.4
6.8
5.4
2.4
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APPENDIX C: Summary of Focus Group and Key Informant Interview Results

San Joaquin County Community Health
Needs Assessment
Summary of and Focus Group and Key Informant Interview Results

Health Need
1. Obesity and Diabetes

2. Education

3. Youth Growth and
Development

Qualitative Data Supporting Identified Health Needs
Key Informant In terviews (n=34)
Focus Groups (n=29)
Number
Key Themes
Number
Key Themes
‐ Safe areas for kids to be active
9
24
‐ Lack of safe physical activity
‐ Access to healthy food
‐ Easy access to unhealthy food leads to
‐ More local farmers markets to walk
overeating and obesity
to
‐ Absence of skilled and educated
7
6
‐ Literacy programs
workforce
‐ College workshops
‐ Education is not preparing our
‐ More relevant courses
students for the global marketplace
‐ More after school programs free of
9
7
charge
‐ Notion that young men of color have
‐ Teen centers to help teens stay out
no future in our society
of trouble
‐ Teen pregnancy
‐ Affordable summer programs
6

4. Economic Security

‐ Lack of jobs that pay a living wage
‐ Poverty

16

14
‐ Family violence
‐ Community violence

5. Violence and Injury

21
6. Substance Use
11
7. Access to Housing

‐ Limited resources for substance abuse
treatment
‐ No detox program for drugs or
alcoholism
‐ Not enough affordable housing in
safe locations
‐ Homelessness

24

9. Mental Health

11. Asthma/Air Quality

‐ Excessive liquor stores
‐ Drugs on school campuses
6

‐ Lack of health insurance
‐ Lack of access to mental health
services and knowledge about services

8. Access to Care

5
16

‐Stressors in life
‐ Trauma
‐ Not enough mental health access for
students
‐ Behavioral issues
‐ PTSD
‐ Postpartum depression
‐ No dental care
‐ No dental health education
‐ Poor air quality
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‐ Poverty
‐ More jobs
‐ Increase transportation at night
‐ Community partnership with law
enforcement for neighborhood
watch
‐ Stronger police presence
‐ Talk about issues as a community
‐ Shootings, drugs, racism

2

8

8

10. Oral Health

5

‐ Affordable housing
‐ Homeless population
‐ Senior Facilities
‐ Lack of jobs and housing resources
‐ Culturally competent care
‐ Shorter wait times
‐ More organizations to help with
addiction
‐ Longer appointment hours for
doctors
‐ More access to dentists and eye
doctors

2
‐ Bullying
‐ Less drugs
‐ More community support
‐ More suicide prevention
0
0

APPENDIX D: Community Input Tracking Form

41

42

43
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APPENDIX E: Primary Data Collection Tools
E.1 Instructions for Key Stakeholder Interviews

E.2 Key Stakeholder Interview Protocol Page 1 of 8
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E.2 Key Stakeholder Interview Protocol Page 2 of 8

E.2 Key Stakeholder Interview Protocol Page 3 of 8
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E.2 Key Stakeholder Interview Protocol Page 4 of 8

E.2 Key Stakeholder Interview Protocol Page 5 of 8

E.2 Key Stakeholder Interview Protocol Page 6 of 8
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E.2 Key Stakeholder Interview Protocol Page 7 of 8
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E.2 Key Stakeholder Interview Protocol Page 8 of 8

E.3 Key Stakeholder Interview Summary Page 1 of 3

E.3 Key Stakeholder Interview Summary Page 2 of 3
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E.3 Key Stakeholder Interview Summary Page 2 of 3
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E.4 Community Health Survey Page 1 of 6

E.4 Community Health Survey Page 2 of 6
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APPENDIX F: Prioritization Scoring Matrix

Instructions: For each health need, write down a score between 1 to 7 for each criterion (1 being the lowest and 7
being the highest score possible). For example, if an issue is nearly impossible to prevent, it could be assigned a 1
in "Prevention" but may receive a score of 6 in "Severity". You will then use the clickers to indicate your score for
each health need and criterion. Once each member scores the health needs, the scores will be averaged and
multiplied by the weighting value and an overall score will be calculated for each health need.
Health Need

Weighting
Access to

Severity

Disparities

Impact

Prevention

1.

1.

1.

1.

Access to Housing
Economic
Security
Education
Injury and
Violence
Prevention
Mental Health
Substance Use
Youth
Development
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I.

EXECUTIVE SUMMARY
A. Community Health Needs Assessment (CHNA) Background
The Patient Protection and Affordable Care Act (ACA), enacted on March 23, 2010, included new
requirements for nonprofit hospitals in order to maintain their tax exempt status. The provision was the
subject of final regulations providing guidance on the requirements of section 501(r) of the Internal
Revenue Code. Included in the new regulations is a requirement that all nonprofit hospitals must
conduct a community health needs assessment (CHNA) and develop an implementation strategy (IS)
every three years (http://www.gpo.gov/fdsys/pkg/FR-2014-12-31/pdf/2014-30525.pdf).
While Kaiser Permanente has conducted CHNAs for many years to identify needs and resources in our
communities and to guide our Community Benefit plans, these new requirements have provided an
opportunity to revisit our needs assessment and strategic planning processes with an eye toward
enhancing compliance and transparency and leveraging emerging technologies. The CHNA process
undertaken in 2016 and described in this report was conducted in compliance with current federal
requirements.
B. Summary of Prioritized Needs
This report provides an overview of the significant health needs in the Kaiser Foundation Hospital
(KFH) Modesto service area. Through a prioritization process with Kaiser Permanente leadership that
was informed by secondary data, Stanislaus County stakeholders, and community members
participating in focus groups, nine identified health needs were prioritized into low, medium and high
priority:




High priority: Obesity/HEAL/Diabetes, Mental Health, Access to Care
Medium priority: CVD/Stroke, Economic Security, Cancers
Low priority: Asthma, Substance Abuse/Tobacco, Violence/Injury Prevention

C. Summary of Needs Assessment Methodology and Process
KFH Modesto partnered with Sutter Health Memorial Medical Center (SHMMC) to conduct this CHNA.
All secondary data cited in this CHNA report comes from the Kaiser Permanente CHNA Data Platform,
run by Community Commons. The Kaiser Permanente CHNA Data Platform contains over 150
publically available indicators mapped to one or more potential health needs. Indicators from the Kaiser
Permanente CHNA platform were reviewed and potential health needs that benchmarked poorly
compared to state averages were identified. Stakeholder interviews with those having special
knowledge of health needs, health disparities, and vulnerable populations provided information that
increased the understanding of the health needs in the KFH Modesto service area. Community
residents who participated in focus groups provided additional insights on the priority health needs in
the KFH Modesto service area. Once secondary and primary data were collected and analyzed, a
prioritization process involving a group of Kaiser Permanente stakeholders ranked the health needs.
The prioritization process was informed by the secondary and primary data. Each need received a
numerical score, which was the average score from secondary data, primary data and disparities. The
next step in this process will be to develop an implementation strategy for addressing selected health
needs, which will build on Kaiser Permanente’s assets and resources, as well as evidence based
strategies.
II.

INTRODUCTION/BACKGROUND
A. About Kaiser Permanente (KP)
Founded in 1942 to serve employees of Kaiser Industries and opened to the public in 1945, Kaiser
Permanente is recognized as one of America’s leading health care providers and nonprofit health
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plans. We were created to meet the challenge of providing American workers with medical care during
the Great Depression and World War II, when most people could not afford to go to a doctor. Since our
beginnings, we have been committed to helping shape the future of health care. Among the innovations
Kaiser Permanente has brought to U.S. health care are:




Prepaid health plans, which spread the cost to make it more affordable
A focus on preventing illness and disease as much as on caring for the sick
An organized coordinated system that puts as many services as possible under one roof—all
connected by an electronic medical record
Kaiser Permanente is an integrated health care delivery system comprised of Kaiser Foundation
Hospitals (KFH), Kaiser Foundation Health Plan (KFHP), and physicians in the Permanente Medical
Groups. Today we serve more than 10 million members in nine states and the District of Columbia. Our
mission is to provide high-quality, affordable health care services and to improve the health of our
members and the communities we serve.
Care for members and patients is focused on their Total Health and guided by their personal
physicians, specialists, and team of caregivers. Our expert and caring medical teams are empowered
and supported by industry-leading technology advances and tools for health promotion, disease
prevention, state-of-the-art care delivery, and world-class chronic disease management. Kaiser
Permanente is dedicated to care innovations, clinical research, health education, and the support of
community health.
B. About Kaiser Permanente Community Benefit
For more than 70 years, Kaiser Permanente has been dedicated to providing high-quality, affordable
health care services and to improving the health of our members and the communities we serve. We
believe good health is a fundamental right shared by all and we recognize that good health extends
beyond the doctor’s office and the hospital. It begins with healthy environments: fresh fruits and
vegetables in neighborhood stores, successful schools, clean air, accessible parks, and safe
playgrounds. These are the vital signs of healthy communities. Good health for the entire community,
which we call Total Community Health, requires equity and social and economic well-being.
Like our approach to medicine, our work in the community takes a prevention-focused, evidence-based
approach. We go beyond traditional corporate philanthropy or grantmaking to pair financial resources
with medical research, physician expertise, and clinical practices. Historically, we’ve focused our
investments in three areas—Health Access, Healthy Communities, and Health Knowledge—to address
critical health issues in our communities.
For many years, we’ve worked side-by-side with other organizations to address serious public health
issues such as obesity, access to care, and violence. And we’ve conducted Community Health Needs
Assessments to better understand each community’s unique needs and resources. The CHNA process
informs our community investments and helps us develop strategies aimed at making long-term,
sustainable change—and it allows us to deepen the strong relationships we have with other
organizations that are working to improve community health.
C. Purpose of the Community Health Needs Assessment (CHNA) Report
The Patient Protection and Affordable Care Act (ACA), enacted on March 23, 2010, included new
requirements for nonprofit hospitals in order to maintain their tax exempt status. The provision was the
subject of final regulations providing guidance on the requirements of section 501(r) of the Internal
Revenue Code. Included in the new regulations is a requirement that all nonprofit hospitals must
conduct a community health needs assessment (CHNA) and develop an implementation strategy (IS)
every three years (http://www.gpo.gov/fdsys/pkg/FR-2014-12-31/pdf/2014-30525.pdf). The required
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written IS plan is set forth in a separate written document. Both the CHNA Report and the IS for each
Kaiser Foundation Hospital facility are available publicly at kp.org/chna.
D. Kaiser Permanente’s Approach to Community Health Needs Assessment
Kaiser Permanente has conducted CHNAs for many years, often as part of long standing community
collaboratives. The new federal CHNA requirements have provided an opportunity to revisit our needs
assessment and strategic planning processes with an eye toward enhanced compliance and
transparency and leveraging emerging technologies. Our intention is to develop and implement a
transparent, rigorous, and whenever possible, collaborative approach to understanding the needs and
assets in our communities. From data collection and analysis to the identification of prioritized needs
and the development of an implementation strategy, the intent was to develop a rigorous process that
would yield meaningful results.
Kaiser Permanente’s innovative approach to CHNAs includes the development of a free, web-based
CHNA data platform that is available to the public. The data platform provides access to a core set of
approximately 150 publicly available indicators to understand health through a framework that includes
social and economic factors; health behaviors; physical environment; clinical care; and health
outcomes.
In addition to reviewing the secondary data available through the CHNA data platform, and in some
cases other local sources, each KFH facility, individually or with a collaborative, collected primary data
through key informant interviews, focus groups, and surveys. Primary data collection consisted of
reaching out to local public health experts, community leaders, and residents to identify issues that
most impacted the health of the community. The CHNA process also included an identification of
existing community assets and resources to address the health needs.
Each hospital/collaborative developed a set of criteria to determine what constituted a health need in
their community. Once all of the community health needs were identified, they were all prioritized,
based on identified criteria. This process resulted in a complete list of prioritized community health
needs. The process and the outcome of the CHNA are described in this report.
In conjunction with this report, KFH Modesto will develop an implementation strategy for the priority
health needs the hospital will address. These strategies will build on Kaiser Permanente’s assets and
resources, as well as evidence-based strategies, wherever possible. The Implementation Strategy will
be filed with the Internal Revenue Service using Form 990 Schedule H. Both the CHNA and the
Implementation Strategy, once they are finalized, will be posted publicly on our website,
www.kp.org/chna.
III. COMMUNITY SERVED
A. Kaiser Permanente’s Definition of Community Served
Kaiser Permanente defines the community served by a hospital as those individuals residing within its
hospital service area. A hospital service area includes all residents in a defined geographic area
surrounding the hospital and does not exclude low-income or underserved populations.
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B. Map and Description of Community Served
i.

Map

ii. Geographic description of the community served
KFH Modesto is located at 4601 Dale Road, Modesto, CA 95356 and its service area includes the
cities of Ceres, Hughson, Modesto, Newman, Oakdale, Patterson, Riverbank, Turlock, and
Waterford. The service area includes a large portion of Stanislaus County, making Stanislaus
County data a good proxy for data for the KFH Modesto service Area.
iii. Demographic profile of community served
The demographics of a community significantly impact its health profile. Different ethnic, age, and
socioeconomic groups may have unique needs and take varied approaches to health. This section
provides an overview of the demographics of Stanislaus County, with comparisons to California and
the United States for reference. All estimates are sourced from the U.S. Census Bureau’s American
Community Survey, 2009-13 unless otherwise indicated.
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KFH Modesto Demographic Data
Total Population
524,919
White
75.91%
Black
2.75%
Asian
5.26%
Native American/ Alaskan
0.81%
Native
Pacific Islander/ Native
0.74%
Hawaiian
Some Other Race
10.04%
Multiple Races
4.5%
Hispanic/Latino
42.93%

KFH Modesto Socio-economic Data
Living in Poverty (<200%
44.15%
FPL)
Children in Poverty
28.28%
Unemployed
13%
Uninsured
16.46%
No High School Diploma
22.8%

IV. WHO WAS INVOLVED IN THE ASSESSMENT
A. Identity of hospitals that collaborated on the assessment
KFH Modesto collaborated with Sutter Health Memorial Medical Center to complete the
assessment.
B. Other partner organizations that collaborated on the assessment
No other partner organizations collaborated on the assessment.
C. Identity and qualifications of consultants used to conduct the assessment
KFH Modesto contracted with Ad Lucem Consulting, a public health consulting firm, to conduct the
CHNA. Ad Lucem Consulting specializes in initiative design, strategic planning, grants
management, and program evaluation, tailoring methods and strategies to each project and
adapting to client needs and priorities, positioning clients for success. Ad Lucem Consulting works
in close collaboration with clients, synthesizing complex information into easy-to-understand, usable
formats, bringing a hands-on, down to earth approach to each project. Ad Lucem Consulting
supports clients through a variety of services that can be applied to a range of issues.
Ad Lucem Consulting has developed CHNA reports and Implementation Plans for hospitals
including synthesis of secondary and primary data, needs prioritization, and identification of assets
and implementation strategies.
To learn more about Ad Lucem Consulting please visit www.adlucemconsulting.com.
V.

PROCESS AND METHODS USED TO CONDUCT THE CHNA
A. Secondary data
i.

Sources and dates of secondary data used in the assessment

KFH Modesto used the KP CHNA Data Platform (www.chna.org/kp) to review over 150 indicators
from publically available data sources. Data on gender and race/ethnicity breakdowns were
analyzed when available. For details on specific sources and dates of the data used, please see
Appendix A.
ii. Methodology for collection, interpretation and analysis of secondary data
All secondary data cited in this CHNA report comes from the KP CHNA Data Platform. The KFH
Modesto service area includes a large portion of Stanislaus County, making Stanislaus County data
a good proxy for data for the Service Area.
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Kaiser Permanente National Program Office identified 14 major health needs in the KP CHNA Data
Platform. For each need, the data platform includes core and related indicators. Core indicators are
a direct measure of the health need. Related indicators are upstream "drivers" that influence the
potential health need. For example, in the Obesity/HEAL/Diabetes health need, overweight and
obesity are core indicators and fruit and vegetable consumption and physical inactivity are related
indicators.
Using the scoring rubric developed by Kaiser Permanente, core and related indicators were
assigned a score of 0-2 depending on how the indicator benchmarked to the state average. A
potential health need score was then calculated as the average of all point values assigned to both
core and related indicators within the health need. The 14 potential health needs were ranked
according to health need score.
Race and ethnicity data was reviewed for all health needs and indicators (when available). The
number of groups experiencing disparities for each indicator was noted in the secondary data
review process.
B. Community input
i.

Description of the community input process

Community input was provided by a broad range of community members through the use of key
informant interviews, focus groups, and/or surveys. Individuals with the knowledge, information, and
expertise relevant to the health needs of the community were consulted. These individuals included
representatives from state, local, tribal, or other regional governmental public health departments
(or equivalent department or agency) as well as leaders, representatives, or members of medically
underserved, low-income, and minority populations. Additionally, where applicable, other individuals
with expertise of local health needs were consulted. For a complete list of individuals who provided
input, see Appendix B.
ii. Methodology for collection and interpretation
To obtain community members’ perspectives on the most pressing health issues facing their
communities, in-depth stakeholder interviews with community leaders and focus groups with
community residents were conducted in August and September 2015. The goal of the interviews
and focus groups was to supplement the findings from the secondary data in order to identify the
priority health needs for KFH Modesto, the populations most impacted, and the community assets
and resources available to address the health needs.
Stakeholder Interview Methodology
Ad Lucem Consulting conducted stakeholder interviews with seven individuals representing a
diversity of sectors including: public health, community based organizations, safety net, education
and government. The stakeholders were identified by Kaiser Permanente and Sutter Health
Memorial Medical Center staff.
All interviews were conducted by telephone in English and took approximately 30-45 minutes to
complete. The interviews followed a standard set of interview questions and the interviewer took
detailed notes during the call. At the beginning of the interview, confidentiality was assured and the
respondents were invited to skip any questions which were not applicable to the respondent’s
experience.
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Interview topics: Interview questions were developed by Ad Lucem Consulting with input from KFH
Modesto and SHMMC. For the complete list of interview questions, see Appendix C. Questions
addressed the following topics:
1.
2.
3.
4.
5.

Top three health issues in Stanislaus County
Factors that contribute to the top health issues
Impacts on specific populations (e.g. low income, racial/ethnic subpopulations)
Successful strategies and community assets to address top health issues
Opportunities and role for community and Kaiser Permanente to address top health
issues

Data Analysis: Upon completion of each interview, responses were grouped by question and
analyzed for common themes across all respondents. Data was then coded and a set of relevant
themes selected. The codes were subsequently quantified and tallied for their presence in response
to each question. The number of times each theme occurred was tabulated. The most prominent
themes were identified and included in each relevant topic area in the Health Needs Profiles (see
Appendix E) and used to inform both the identification and prioritization of health needs.
Focus Group Methodology
Ad Lucem Consulting conducted eight community resident focus groups in five different geographic
areas within the KFH Modesto service area, including Ceres, Patterson, Turlock, Hughson and
Modesto. Four groups were conducted in Spanish, three were conducted in English and one was
conducted in Spanish and English. Participants were male and female adults who represented
underserved, low-income, and varied ethnic communities. Population groups represented included
Promotores, community service agency clients, and older adults.
Participants were recruited from communities throughout the KFH Modesto service area. Kaiser
Permanente Central Valley and Sutter Health Memorial Medical Center staff recruited participants
and organized logistics for the focus groups, including providing incentives and refreshments. Each
focus group session averaged 90 minutes and was facilitated by Ad Lucem Consulting. All focus
groups were recorded and the moderator or co-moderator took notes. Community resident
participants were provided with a meal or snack and received a gift card in appreciation of their
participation.
Focus group question guide: A focus group guide was used to ensure consistency across groups.
The focus group questions were developed by Ad Lucem with input from KFH Modesto and Sutter
Memorial. Questions were open-ended and additional probing questions were used as needed to
elicit more in-depth responses and richer details. The questions were translated into Spanish by a
native Spanish-speaker experienced in translation; the guide was modified slightly to maintain
question flow and intent in Spanish. At the beginning of each focus group session, participants were
welcomed and assured anonymity of their responses and identity. An overview of the discussion
was provided as well as a review of discussion ground rules, such as “there are no right or wrong
answers.” For the complete list of focus group questions, see Appendix D. Questions addressed the
following topics:
1.
2.
3.
4.

Vision for a healthy community
Top three health issues in Stanislaus County
Factors that contribute to the top health issues
Successful strategies and community assets to address top health issues and resources
needed
5. Opportunities to engage community members in creating a healthy community
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Data Analysis: Audio recordings of the focus groups were transcribed verbatim by a professional
transcription company. Responses were analyzed by key questions and themes were identified and
coded across focus groups in a systematic manner. In reporting the results, care was taken to
ensure that the views of the participants were voiced. The most prominent themes were identified
and included in each relevant topic area in the Health Needs Profiles and used to inform both the
identification and prioritization of health needs.
C. Written comments
KP provided the public an opportunity to submit written comments on the facility’s previous CHNA
Report through CHNA-communications@kp.org. This website will continue to allow for written
community input on the facility’s most recently conducted CHNA Report.
As of the time of this CHNA report development, KFH Modesto had not received written comments
about previous CHNA Reports. Kaiser Permanente will continue to track any submitted written
comments and ensure that relevant submissions will be considered and addressed by the
appropriate Facility staff.
D. Data limitations and information gaps
The Kaiser Permanente CHNA Data Platform, run by Community Commons includes approximately
150 secondary indicators that provide timely, comprehensive data to identify the broad health needs
faced by a community. However, there are some limitations with regard to these data, as is true
with any secondary data. Some data were only available at a county level, making an assessment
of health needs at a neighborhood level challenging. Furthermore, disaggregated data around age,
ethnicity, race, and gender are not available for all data indicators, which limited the ability to
examine disparities of health within the community. Lastly, data are not always collected on a yearly
basis, meaning that some data are several years old.
VI. IDENTIFICATION AND PRIORITIZATION OF COMMUNITY’S HEALTH NEEDS
A. Identifying community health needs
i.

Definition of “health need”
For the purposes of the CHNA, Kaiser Permanente defines a “health need” as a health outcome
and/or the related conditions that contribute to a defined health need. Health needs are
identified by the comprehensive identification, interpretation, and analysis of a robust set of
primary and secondary data.

ii. Criteria and analytical methods used to identify the community health needs
The following criteria were used to identify the community health needs for KFH Modesto:
 The health need fits the Kaiser Permanente definition of a “health need” as described
above.
 The health need was confirmed by multiple data sources (i.e., the health need was
identified in both secondary and primary data).
 Indicator(s) related to the health need performed poorly against a defined benchmark
(e.g. state average).
 The community prioritized the health need. A health need was prioritized based on the
frequency with which stakeholders and focus groups mentioned the need. A need was
only included in the final list of health needs if at least three stakeholders and focus
groups identified it as a need.
The following methods were used to identify the community health needs for KFH Modesto:
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A health needs identification table was developed which included all core and related
indicators that benchmarked poorly to the state. Race and ethnicity data was reviewed
(when available) to identify all indicators for which disparities existed. The number of
groups experiencing disparities for a given indicator was noted and addressed during
prioritization. Primary data was reviewed and health needs that were not mentioned in
primary data collection were not included as a health need.



AIDS/HIV/STD, maternal child health, climate and health, and oral health indicators
performed poorly against state averages in secondary data, however they were not
mentioned in primary data collection and therefore were not included as health needs
for the KFH Modesto service area in this CHNA.

Nine health needs met the above criteria:










Obesity/HEAL/Diabetes
CVD/Stroke
Mental Health
Access to Care
Economic Security
Violence/Injury Prevention
Asthma
Cancers
Substance Abuse/Tobacco

B. Process and criteria used for prioritization of the health needs
The following steps were taken to determine the preliminary ranking for prioritizing health needs:


Step 1: A prioritization matrix (Table H) was developed with rows for each health need and
columns listing health need scores for secondary data, primary data, and ethnic/racial
disparities (based on secondary data).
Step 2: A scoring rubric was applied to each data type (see tables I, J and K below) to
calculate a numerical score for the data type.
Step 3: Scores were averaged across data types for each health need to calculate an
overall health need score.
Step 5: Health needs were rank ordered by score.





Table H: Prioritization Matrix
Health Need
1.
2.
3.
4.
5.
6.

HEAL, Obesity, Diabetes
CVD/Stroke
Mental Health
Access to Care
Economic Security
Violence/Injury
Prevention
7. Asthma
8. Cancers
9. Substance
abuse/Tobacco

Secondary
Data Score
1.04
1.25
0.67
1.17
1

Primary Data
Disparities
Average
Score
Score
1.73
2
1.59
0.66
2
1.30
1.13
2
1.27
1.2
1
1.12
0.33
2
1.11

1.07

0.2

2

1.09

1.33
0.83

0.73
0.4

1
1

1.02
0.74

0.67

0.46

0

0.38
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Secondary Data scoring
Secondary data scores were taken from the Kaiser Permanente CHNA data platform. The health
need score is the average of all point values assigned to both core and related indicators within the
potential health need.
Table I: Secondary Data scoring
Health Need
Health Needs Score
HEAL, Obesity, Diabetes
1.04
CVD/Stroke
1.25
Mental Health
0.67
Access to Care
1.17
Economic Security
1
Violence/Injury Prevention
1.07
Asthma
1.33
Cancers
0.83
Substance Abuse/Tobacco
0.67
Primary Data scoring
In order to determine the relative importance of health needs according to the community input, a
high, medium or low designation was applied to each of the health needs. A health need received a
“high” designation if the stakeholder or focus group (as a whole) identified it as one of the top three
health needs for KFH Modesto. A health need received a medium designation if it was mentioned
but not identified as one of the top three health needs. A health need received a low designation if it
was not mentioned by a stakeholder or a focus group. There were a total of 15 primary data
sessions (seven stakeholder interviews and eight focus groups).
To calculate a primary data score for each health need, a point value was assigned to each of the
designations as follows:




High
Medium
Low

2 Points
1 Point
0 Points

Low scores were excluded from Table J because they received 0 points and did not impact the
overall score.
To get an average score for a health need, the point values for the high and medium designations
were calculated and summed and then averaged over the total number of stakeholders/focus
groups.
Table J: Primary Data scoring
Health Need
High
# of
Points
sessions
assigning a
“High”
designation

Medium
# of
Points
sessions
assigning a
“Medium”
designation

Total
Score

Average
score
(total
score/15)
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HEAL, Obesity,
Diabetes
Mental Health
Access to Care
Violence/Injury
Prevention
Substance
Abuse/Tobacco
Economic
Security
Asthma
Cancer
CVD/Stroke

12

24

2

2

26

1.73

8
7
2

16
14
2

1
4
1

1
4
1

17
18
3

1.13
1.20
0.20

3

6

1

1

7

0.46

2

4

1

1

5

0.33

2
2
3

4
4
6

7
2
4

7
2
4

11
6
10

0.73
0.40
0.66

Disparities scoring
The secondary data revealed that certain ethnic/racial groups had worse health outcomes when
compared to the county overall. With the exception of Substance Abuse/Tobacco, all health needs
had a least one core or related indicator where ethnic/racial disparity data was available. Because
there were no disparities data available for Substance Abuse/Tobacco, that health need received a
disparities score of zero, which may not accurately reflect true disparities. Disparities scores were
assigned based on the number of ethnic/racial groups that had disparities for core and related
indicators for each health need. This data is limited by availability of disparities data but it is
important to consider ethnic/racial disparities during health need scoring as disparities paint a more
detailed picture of the need in a community and how specific groups of people may be
disproportionately impacted by certain health needs
Point values were assigned as follows:




0 = No disparities and/or no disparity data among any groups in core or related indicators
1 = One-two groups had disparities in at least one core or related indicator
2 = 3 or more groups had disparities in at least one core or related indicator

Table K: Disparities scoring
Disparities
Health Need
Score
HEAL, Obesity, Diabetes
CVD/Stroke
Mental Health
Access to Care
Economic Security
Violence/Injury
Prevention
Asthma
Cancers
Substance
Abuse/Tobacco

2
2
2
1
2
2
1
1
0
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Prioritization Process
A multi-voting method was used to prioritize the nine identified health needs as high, medium or low
priorities. In addition to the prioritization matrix, participants were asked to consider the following
criteria when prioritizing health needs:





Severity of the issue
Opportunity to intervene at the prevention level
Existing resources dedicated to the issue
Effective and feasible interventions exist

Participants in this process included the Sr. Vice President/Area Manager, Executive Consultant,
Chief Nursing Officer, Quality Leader, Public Affairs Director, Human Resources Director, Chief
Financial Officer, Continuum Administrator, Support Services Administrator, Compliance Officer, IT
Director, Pharmacy Director and Area Director of Account Management.
Participants took part in two rounds of voting to prioritize the nine health needs. For the first round,
all nine health needs were listed and participants voted for their top three priority health needs. The
three needs that received the most votes were identified as high priority health needs. The same
voting process was used for round two: participants voted for their top three priority health needs
among the remaining six health needs. The three health needs that received the most votes were
identified as medium priority health needs. The remaining three needs were identified as low priority
health needs.
C. Prioritized description of all the community health needs identified through the CHNA
As a result of this prioritization process, the health needs were grouped into high, medium, and low
priority. (Detailed profiles of each health need are found in Appendix E.)
High priority
 Obesity/HEAL/Diabetes: A lifestyle that includes eating healthy and physical activity
improves overall health, mental health, and cardiovascular health, thus reducing costly and
life-threatening health outcomes such as obesity, diabetes, cardiovascular disease, and
strokes. Obesity rates, diabetes prevalence and related hospitalizations were higher in
Stanislaus County as compared to the state. Obesity was the most frequently cited health
concern among stakeholders and focus groups. Lack of access to healthy food and safe
places for physical activity were frequently mentioned as barriers in primary data and
confirmed by secondary data.
 Mental Health: Mental health and well-being is essential to living a meaningful and
productive life. Mental health and well-being provides people with the necessary skills to
cope with and move on from daily stressors and life’s difficulties allowing for improved
personal wellness, meaningful social relationships, and contributions to communities or
society. Access to mental health providers is limited in Stanislaus County. Compared to the
state average of 157 mental health providers per 100,000 population, in Stanislaus County
there are 61.9 providers per 100,000 population. Primary data described that low- income
individuals are particularly impacted by high levels of stress due to lack of employment,
education and housing opportunities. Non-Hispanic White, Asian, and Native
Hawaiian/Pacific Islander populations in Stanislaus county are disproportionately affected by
suicide.
 Access to care: Access to high quality, culturally competent, affordable healthcare and
health services are essential to the prevention and treatment of morbidity and increases the
quality of life, especially for the most vulnerable. In Stanislaus County, residents have less
access to dentists, primary care providers and mental health providers as compared to the
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state. Secondary data revealed that health care access is a particular concern for lowincome populations and those without health insurance. Lack of transportation, long wait
times, difficulty scheduling appointments, language issues, and poor quality of care were
frequently discussed by stakeholders and in the focus groups.
Medium priority
 CVD/Stroke: In the United States, cardiovascular disease is the leading cause of death and
strokes are the third leading cause of death. These diseases can be prevented and
managed through early adoption of healthy behaviors including physical activity, not
smoking, and healthy eating. The rate of heart disease and stroke mortality in Stanislaus
County is higher than the state average. Ethnic/racial groups are disproportionately affected
by heart disease and stroke; non-Hispanic blacks have over twice the prevalence of heart
disease as compared to the county. Lack of access to safe parks, low cost exercise
opportunities, and high rates of obesity and overweight were frequently cited as contributing
factors by stakeholders and in the focus groups.
 Economic Security: Economic security contributes to good health. It facilitates access to
healthcare services, healthy eating, and other factors that play a role in overall wellbeing.
Stanislaus County benchmarks poorly compared to the state on all economic security
indicators and there are a significant number of ethnic/racial disparities within the county.
Black, Native American/Alaska Native and Hispanic/Latino populations are among those
most impacted by poverty. Homelessness, lack of employment, food insecurity and poor
educational attainment are connected with economic security and were mentioned as
important issues by stakeholders and in the focus groups.
 Cancers: Screening and early treatment of cancers saves and prolongs lives. Additionally,
preventive measures and reducing behavioral risk factors (e.g., obesity, physical inactivity,
smoking, and UV light exposure) can be effective at reducing the incidence of cancer.
Overall cancer mortality is greater in Stanislaus County, and colon/rectum and lung cancer
incidence rates are greater in Stanislaus County as compared to the state. Whites are
disproportionately impacted by lung cancer. Obesity, physical inactivity and poor air quality
were identified by stakeholders and in the focus groups as contributors to cancer.
Low priority
 Asthma: Prevention and management of asthma by reducing exposures to triggers such as
tobacco smoke and poor air quality, improves quality of life and productivity as well as
reduces the cost of care. Asthma prevalence and the hospitalization rate are greater in
Stanislaus County than in the state. Many stakeholders agreed that asthma was a major
health concern.
 Substance Abuse/Tobacco: Reducing tobacco use and treating/reducing substance abuse
improves the quality of life for individuals and their communities. Tobacco use is the most
preventable cause of death, with second hand smoke exposure putting people around
smokers at risk for the same respiratory diseases as smokers. Substance abuse is linked
with community violence, sexually transmitted infections, and teen pregnancies. Tobacco
usage is higher in Stanislaus County than the state. The prevalence of drugs in local parks,
particularly among the homeless population, was frequently mentioned in primary data, as
was the intersection of substance abuse, poverty and mental illness.
 Violence/Injury Prevention: Safe communities contribute to overall health and well-being.
Safe communities promote community cohesion and economic development, provide more
opportunities to be active and improve mental health while reducing untimely deaths and
serious injuries. Ethnic/racial groups are disproportionately affected by violence/injury; the
homicide rate for blacks is over three times the rate for the county. Unsafe parks,
homelessness, drugs and stray dogs were frequently mentioned in primary data as barriers
to safety.
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D. Community resources potentially available to respond to the identified health needs
i. Community resources
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VII. KFH MODESTO 2013 IMPLEMENTATION STRATEGY EVALUATION OF IMPACT
A. Purpose of 2013 Implementation Strategy evaluation of impact
KFH Modesto’s 2013 Implementation Strategy Report was developed to identify activities to address
health needs identified in the 2013 CHNA. This section of the CHNA Report describes and assesses
the impact of these activities. For more information on KFH Modesto’s Implementation Strategy Report,
including the health needs identified in the facility’s 2013 service area, the health needs the facility
chose to address, and the process and criteria used for developing Implementation Strategies, please
visit www.kp.org/chna. For reference, the list below includes the 2013 CHNA health needs that were
prioritized to be addressed by KFH Modesto in the 2013 Implementation Strategy Report.
1.
2.
3.

Obesity/Diabetes
Health Access
Broader Health Care System Needs in Our Communities (Workforce & Research)

KFH Modesto is monitoring and evaluating progress to date on their 2013 Implementation Strategies for
the purpose of tracking the implementation of those strategies as well as to document the impact of
those strategies in addressing selected CHNA health needs. Tracking metrics for each prioritized health
need include the number of grants made, the number of dollars spent, the number of people
reached/served, collaborations and partnerships, and KFH in-kind resources. In addition, KFH Modesto
tracks outcomes, including behavior and health outcomes, as appropriate and where available.
As of the documentation of this CHNA Report in March 2016, KFH Modesto had evaluation of impact
information on activities from 2014 and 2015. While not reflected in this report, KFH Modesto will
continue to monitor impact for strategies implemented in 2016.
B. 2013 Implementation Strategy Evaluation Of Impact Overview
In the 2013 IS process, all KFH hospital facilities planned for and drew on a broad array of resources
and strategies to improve the health of our communities and vulnerable populations, such as
grantmaking, in-kind resources, collaborations and partnerships, as well as several internal KFH
programs including, charitable health coverage programs, future health professional training programs,
and research. Based on years 2014 and 2015, an overall summary of these strategies is below,
followed by tables highlighting a subset of activities used to address each prioritized health need.


KFH Programs: From 2014-2015, KFH supported several health care and coverage, workforce
training, and research programs to increase access to appropriate and effective health care services
and address a wide range of specific community health needs, particularly impacting vulnerable
populations. These programs included:


Medicaid: Medicaid is a federal and state health coverage program for families and
individuals with low incomes and limited financial resources. KFH provided services for
Medicaid beneficiaries, both members and non-members.



Medical Financial Assistance: The Medical Financial Assistance (MFA) program
provides financial assistance for emergency and medically necessary services,
medications, and supplies to patients with a demonstrated financial need. Eligibility is
based on prescribed levels of income and expenses.
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Charitable Health Coverage: Charitable Health Coverage (CHC) programs provide
health care coverage to low-income individuals and families who have no access to
public or private health coverage programs.



Workforce Training: Supporting a well-trained, culturally competent, and diverse health
care workforce helps ensure access to high-quality care. This activity is also essential to
making progress in the reduction of health care disparities that persist in most of our
communities.



Research: Deploying a wide range of research methods contributes to building general
knowledge for improving health and health care services, including clinical research,
health care services research, and epidemiological and translational studies on health
care that are generalizable and broadly shared. Conducting high-quality health research
and disseminating its findings increases awareness of the changing health needs of
diverse communities, addresses health disparities, and improves effective health care
delivery and health outcomes

 Grantmaking: For 70 years, Kaiser Permanente has shown its commitment to improving Total
Community Health through a variety of grants for charitable and community-based organizations.
Successful grant applicants fit within funding priorities with work that examines social determinants
of health and/or addresses the elimination of health disparities and inequities. From 2014-2015, KFH
Modesto awarded 67 grants totaling $1,207,148 in service of 2013 health needs. Additionally, KP
Northern California Region has funded significant contributions to the East Bay Community
Foundation in the interest of funding effective long-term, strategic community benefit initiatives within
the KFH Modesto service area. During 2014-2015, a portion of money managed by this foundation
was used to award 32 grants totaling $397,373 in service of 2013 health needs.
 In-Kind Resources: Kaiser Permanente’s commitment to Total Community Health means reaching
out far beyond our membership to improve the health of our communities. Volunteerism, community
service, and providing technical assistance and expertise to community partners are critical
components of Kaiser Permanente’s approach to improving the health of all of our communities.
From 2014-2015, KFH Modesto donated several in-kind resources in service of 2013 Implementation
Strategies and health needs. An illustrative list of in-kind resources is provided in each health need
section below.
 Collaborations and Partnerships: Kaiser Permanente has a long legacy of sharing its most
valuable resources: its knowledge and talented professionals. By working together with partners
(including nonprofit organizations, government entities, and academic institutions), these
collaborations and partnerships can make a difference in promoting thriving communities that
produce healthier, happier, more productive people. From 2014-2015, KFH Modesto engaged in
several partnerships and collaborations in service of 2013 Implementation Strategies and health
needs. An illustrative list of in-kind resources is provided in each health need section below.
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C. 2013 Implementation Strategy Evaluation of Impact by Health Need
PRIORITY HEALTH NEED I: OBESITY/DIABETES
Long Term Goal:
 Reduce obesity/diabetes among at-risk population, particularly among low-income youth and families
Intermediate Goals:
 Increase food security and access to healthy food and decrease access to unhealthy food
 Increase nutrition awareness and knowledge and adoption of healthy eating practices
 Increase access to physical activity environments and opportunities in schools
 Increase knowledge and adoption of physical behavior
Grant Highlights
Summary of Impact: During 2014 and 2015, there were 30 active KFH grants totaling $446,797 addressing Obesity/Diabetes in the KFHModesto service area.1 In addition, a portion of money managed by a donor advised fund at East Bay Community Foundation was used to award
8 grants totaling $84,881 that address this need. These grants are denoted by asterisks (*) in the table below.
Grantee
Grant Amount
Project Description
Results to Date
Healthy Aging
$80,000 over 2
Young at Heart, a strength training, exercise, To date, Young at Heart has served 1,477
Association
years
health, and nutrition education program, will
individuals age 50+ in exercise classes 2-3
increase knowledge and adoption of
times/week, trained 37 seniors in fall prevention
$40,000 in 2014 & physical behavior.
classes and provided 200 Green Bags – 10lbs of
2015
fresh fruits and vegetables to low-income seniors
monthly. By improving Young at Heart’s
integrated nutrition education and fall prevention
program, the goal is that 1,600 individuals age
50+ will reduce their chronic disease conditions.
Parent Resource Center
$61,476
Heroes for Health focuses on nutrition
345 low-income families with children will
education, healthy eating practices, handsparticipate in this series, which focuses on
$30,738 in 2014 & on activities, and physical activity to reduce
nutrition education, healthy eating practices,
2015
obesity among at-risk populations.
hands-on activities, and physical activity.
The Food 4 Thought Program is provided at 39
Grant will increase nutrition awareness and
Second Harvest Food
$55,000 over 2
after-school program sites in San Joaquin and
knowledge of healthy eating practices while
Bank
years
Stanislaus Counties and reached 3,887 children
meeting basic food needs.
with supplemental groceries and weekly after$25,000 in 2015 (2 Food for Thought program aims to increase
school physical activity programs. The goal for
food security and healthy food access for
grants)
remaining funding is that an additional 3,860 low$30,000 in 2014 (2 low-income youth.
income youth will participate in afterschool
grants)
1

This total grant amount may include grant dollars that were accrued (i.e., awarded) in a prior year, although the grant dollars were paid in 2015.
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United Samaritans
Foundation

$60,000 over 2
years

United Way of
Stanislaus County

$30,000
$65,000 over 2
years

The agency’s food program will increase
food security and access to healthy food and
nutrition information.
Funding supported a United Way health
initiative that encourages agencies to
collaborate to leverage funding and
resources to raise nutrition awareness and
promote the adoption of healthy eating
policies. It also supported efforts to reduce
obesity and diabetes rates among at-risk
populations, particularly low-income youth
and families.
Program will target low-income youth and
families to reduce obesity and diabetes
rates.

West Modesto King
Kennedy Neighborhood
Collaborative

$35,000

*Center for
Collaborative Solutions
(CCS)

$90,000

CCS will implement its nationally recognized
Healthy Behaviors Initiative (HBI) at five
multi-site afterschool programs in targeted
school districts in San Joaquin and
Stanislaus counties. HBI fundamentally
changes afterschool programs by
intentionally changing their program policies
and design so that children and families
learn and practice healthy eating and
physical activity behaviors

Modesto City Schools

$250,000
over 2 years

Modesto City Schools will partner with Boys
and Girls Club of Stanislaus and the West
Modesto King Kennedy Neighborhood
Collaborative to implement a Triple Play
after-school program that promotes physical

programs and will receive healthy food, including
fresh fruits and vegetables, on a weekly basis.
Over 800,000 meals individuals will be served by
their four mobile lunch trucks food boxes. 70% of
meals will include fresh fruits and vegetables.
Over 1000 students have received bi-weekly food
bags that had 50-75% fresh foods. Over 500
caregivers participated in cooking and nutrition
classes.

The goal is that 120 youth and families will
participate in Boys & Girls Club West Modesto
where they will increase their knowledge of
healthy eating and active living.
Expected reach is 2,500 people and expected
outcomes include:
 five after-school programs in targeted
Thriving Schools districts adopt Exemplary
Practices designed to increase quality
physical activity and nutrition education
programs/practices
 afterschool program staff are trained as role
models to promote healthy behaviors
 students’ food security needs are met
through increased participation in school
meal programs and referring families\’ to food
security resources
 regional learning centers are established to
ensure sustainability of these practices
Outcomes include:
 Triple Play participants will increase
consumption of fruits and vegetables and
decrease consumption of foods with limited
nutrition
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activity, healthy eating, and positive social
interaction for West Modesto youth.

Recipient
Modesto City Schools

Sylvan Union School
District
Salida Union School
District

 Participants will increase physical activity to
the federally recommended guideline of 60
minutes per day
 Participants will understand the relationship
between behaviors (choices) and health and
increase their ability to interact positively with
other youth and adults in school and at home.

In-Kind Resources Highlights
Description of Contribution and Purpose/Goals
Support Healthy Behaviors Initiative launch running clubs at five school sites by providing 550 water bottles to help
students increase their consumption of water. In addition, Kaiser Permanente Educational Theater offered a The Best
Me performance to encourage healthy eating and active lifestyles at Catherine Everett, El Vista, and Orville Wright
elementary schools.
Kaiser Permanente Educational Theater offered a The Best Me performance to encourage healthy eating and active
lifestyles at Coleman F. Brown and Sylvan elementary schools.
Kaiser Permanente Educational Theater offered a The Best Me performance to encourage healthy eating and active
lifestyles at Sisk Elementary School.

PRIORITY HEALTH NEED II: HEALTH ACCESS
Long Term Goal:
 Increase the number of people who have access to health care and preventive services, particularly underinsured children, youth, and
families
Intermediate Goal:
 Reduce barriers to health insurance enrollment and increase health care coverage for underinsured children, youth, and families
 Develop systems that increase access to and utilization of available health care services
 Develop a trained and culturally competent workforce to provide preventive and primary care services
KFH-Administered Program Highlights
KFH Program Name
KFH Program Description
Results to Date
Medicaid
Medicaid is a federal and state health coverage program
 2014: 34 Medi-Cal members
for families and individuals with low incomes and limited
 2015: 38 Medi-Cal members
financial resources. KFH provided services for Medicaid
beneficiaries, both members and non-members.
Medical Financial
MFA provides financial assistance for emergency and
 2014: KFH - Dollars Awarded By Hospital -$1,867,178
Assistance (MFA)
medically necessary services, medications, and supplies
 2014: 976 applications approved
to patients with a demonstrated financial need. Eligibility is
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based on prescribed levels of income and expenses.

 2015:KFH - Dollars Awarded By Hospital - $1,018,838
 2015: 1,184 applications approved

CHC programs provide health care coverage to low 2014: 4,347 members receiving CHC
income individuals and families who have no access to
 2015: 4,047 members receiving CHC
public or private health coverage programs.
Grant Highlights
Summary of Impact: During 2014 and 2015, there were 28 active KFH grants totaling $726,988 addressing Access to Care in the KFH-Modesto
service area.2 In addition, a portion of money managed by a donor advised fund at East Bay Community Foundation was used to award 16 grants
totaling $250,780 that address this need. These grants are denoted by asterisks (*) in the table below.
Grantee
Grant Amount
Project Description
Results to Date
The project aims to reduce barriers to health
Planned Parenthood
$40,000 over 2
The Improving Women's Health project will
Mar Monte-Sacramento years
increase the number of San Joaquin County insurance enrollment and increase health care
residents, particularly underinsured children, coverage. Two Community peer educators were
trained to assist in outreach efforts; 560 women
youth, and families, who have access to
increased knowledge of and access to preventive
health care and preventive services.
health care services, especially women’s
reproductive health care through Family PACT
program.
44 clients received optical exams and 29 clients
The Salvation Army
$40,000 in 2014
Uninsured and homeless clients at The
Salvation Army Berberian Homeless Shelter received dental exams, X-rays and services.
and Transitional Living Center will have
access to free health services at The
Salvation Army Collaborative Health Clinic.
Sierra Vista Child &
$200,000 over 2
Funding has supported several programs
 The MHS program reached 160 individuals
Family Services
years (5 grants)
including:
and provided mental health counseling and
400 individuals received case management
 SierraWest Modesto Mental Health
services.
Services (MHS) program will increase the
 BSEAO reached 550 South East Asian
number of people who have access to
immigrants who received outreach, medical
direct mental health care services.
interpreting, and case management services
 Bridge South-East Asian Outreach
 NCSS reached 4,000 individuals who
(BSEAO) will provide preventive health
increased knowledge of mental health
care information and wellness programs,
including culturally competent consumerCharitable Health
Coverage (CHC)

2

This total grant amount may include grant dollars that were accrued (i.e., awarded) in a prior year, although the grant dollars were paid in 2015.
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United Way of the
Stanislaus Area

Golden Valley Health
Centers

$130,000 over 2
years (3 grants)

$40,000 in 2014

centered case management services and
mental health outreach.
 Neighborhood Connections for Southeast
Stanislaus (NCSS) increase the number of
people who have access to direct mental
health care services and participant in
insurance enrollment program.
Supports Stanislaus County 2-1-1, which
makes referrals to health care and social
services for Stanislaus County residents, to
increase access.

Program will increase access to health care
and preventive services for uninsured
children, youth, and families by reducing
barriers to health insurance enrollment.

services, 160 received services, and 100
actively participated in individual counseling.

20,048 callers had access to health and human
services program information 24/7/365. Callers
will learn how to get health care, preventive, and
human services through information and
referrals. 47.4 % of callers who were contacted
through a follow-up reported having their needs
met after calling Stanislaus County 2-1-1.
8,344 people were reached and informed of
services and coverage options available to them
to improve access to health care. From those,
635 applications were submitted to enroll 1,143
individuals in Medi-Cal and/or a Covered CA
Qualified Health Plan.

PRIORITY HEALTH NEED III: BROADER HEALTH CARE SYSTEM NEEDS IN OUR COMMUNITIES – WORKFORCE
KFH Workforce Development Highlights
Long Term Goal:
 To address health care workforce shortages and cultural and linguistic disparities in the health care workforce
Intermediate Goal:
 Increase the number of skilled, culturally competent, diverse professionals working in and entering the health care workforce to provide access
to quality, culturally relevant care
Summary of Impact: During 2014 and 2015, Kaiser Foundation Hospital awarded 9 Workforce Development grants totaling $33,363 that served
the KFH-Modesto service area.3 In addition, a portion of money managed by a donor advised fund at East Bay Community Foundation was used
to award 6 grants totaling $30,370 that address this need. In addition, KFH Modesto provided trainings and education for 34 residents in their
Graduate Medical Education program in 2014 and 22 residents in 2015, 1 nurse practitioners or other nursing beneficiaries in 2014 and 5 in 2015,
and 58 other health (non-MD) beneficiaries as well as internships for 33 high school and college students (Summer Youth, INROADS, etc) for
2014-2015.
3

This total grant amount may include grant dollars that were accrued (i.e., awarded) in a prior year, although the grant dollars were paid in 2015.
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Grant Highlights
Project Description
UC Berkeley’s Health Careers Opportunity
Program (HCOP) aims to diversify the health
professions workforce by working directly
with 600 students from underrepresented
groups through direct student counseling at
UC Berkeley, through visits and outreach to
local community colleges, and through the
Public Health and Primary Care, a UC
Berkeley class taught by HCOP staff.

Grantee
*The Regents of the
University of California

Grant Amount
$75,000

*Vision Y Compromiso

$98,093

The Promotoras and Community Health
Worker (CHW) Network will engage 40 to 60
more promotores (from the current 220);
expand the Network to Fresno and
Sacramento counties; provide 4 to 6
trainings per region to build professional
capacity and involve 20 to 40 workforce
partners to better integrate the promotor
model.

UCSF Fresno Health
Careers Opportunity
Program

$50,000

This Kaiser Permanente Northern California
Region grant supports HCOP (Healthy
Careers Opportunity Program), which
addresses the shortage of health
professionals in the Central Valley by
providing an educational pipeline for
qualified disadvantaged California State
University, Fresno students who are
interested in pursuing a health professional
career.

This grant impacts
three KFH hospital
service areas in
Northern California
Region.

Results to Date
 HCOP supported programs and workshops
throughout Northern California that reached
more than 600 underrepresented students
 through mentoring, classes on biostatistics
and public health research analytical
concepts, professional development on oral
and written communication, and business
professionalism, HCOP served nine Summer
Scholars (underrepresented students)
 eight other students enrolled in and completed
Kaplan’s GRE preparation course
Anticipated outcomes include:
 increased promotores leadership as measured
by an increased number of promotores who
participate in regional Network activities
 increased knowledge of community health
issues as measured by pre- and post-surveys
completed by promotores participating in
training, conferences, and other activities
 increased knowledge of community resources,
increased networking, and social support as
measured by an increased number of
agencies involved in the regional Networks
It is expected that 95 HCOP students will receive
at least two individual advising sessions per
semester to help them select the required health
professions courses and to assess their
academic performance. They will have access to
tutoring services for core courses in math and
science. Upper division HCOP students will visit
UCSF’s Medicine, Dentistry, and Pharmacy
schools to learn about admissions and financial
aid and gain a better understanding of program
requirements.
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PRIORITY HEALTH NEED IV: BROADER HEALTH CARE SYSTEM NEEDS IN OUR COMMUNITIES – RESEARCH
KFH Research Highlights
Long Term Goal:
 To increase awareness of the changing health needs of diverse communities
Intermediate Goal:
 Increase access to, and the availability of, relevant public health and clinical care data and research
Grant Highlights
Grantee
Grant Amount
Project Description
Results to Date
CHIS 2013-2014 was able to collect data and
UCLA Center for Health $2,100,000 over 4 Grant funding during 2014 and 2015 has
develop files for 48,000 households, adding
supported The California Health Interview
Policy Research
years
Tagalog as a language option for the survey this
Survey (CHIS), a survey that investigates
round. In addition 10 online AskCHIS workshops
key public health and health care policy
1,158,200 over
were held for 200 participants across the state.
issues, including health insurance
2014 & 2015
As of February 2016, progress on the 2015-2016
coverage and access to health services,
survey included completion of the CHIS 2015
This grant impacts chronic health conditions and their
prevention and management, the health of data collection that achieved the adult target of
all KFH hospital
20,890 completed interviews. CHIS 2016 data
children, working age adults, and the
service areas in
collection began on January 4, 2016 and is
Northern California elderly, health care reform, and cost
scheduled to end in December 2016 with a target
effectiveness of health services delivery
Region.
models. In addition, funding allowed CHIS of 20,000 completed adult interviews.
to support enhancements for AskCHIS
Neighborhood Edition (NE). New AskCHIS In addition, funding has supported the AskCHIS
NE tool which has allowed the Center to:
NE visualization and mapping tools will be
used to demonstrate the geographic
 Enhance in-house programming capacity for
differences in health and health-related
revising and using state-of-the-science small
outcomes across multiple local geographic
area estimate (SAE) methodology.
levels, allowing users to visualize the data
 Develop and deploy AskCHIS NE.
at a sub-county level.
 Launch and market AskCHIS NE.
 Monitor use, record user feedback, and make
adjustments to AskCHIS NE as necessary.
In addition to the CHIS grants, two research programs in the Kaiser Permanente Northern California Region Community Benefit portfolio – the
Division of Research (DOR) and Northern California Nursing Research (NCNR) – also conduct activities that benefit all Northern California KFH
hospitals and the communities they serve.
DOR conducts, publishes, and disseminates high-quality research to improve the health and medical care of Kaiser Permanente members and the
communities we serve. Through interviews, automated data, electronic health records (EHR), and clinical examinations, DOR conducts research
among Kaiser Permanente’s 3.9 million members in Northern California. DOR researchers have contributed over 3,000 papers to the medical and
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public health literature. Its research projects encompass epidemiologic and health services studies as well as clinical trials and program evaluations.
Primary audiences for DOR’s research include clinicians, program leaders, practice and policy experts, other health plans, community clinics, public
health departments, scientists and the public at large. Community Benefit supports the following DOR projects:
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DOR Projects
Central Research Committee
(CRC)
Clinical Research Unit (CCRU)

Research Program on Genes,
Environment and Health
(RPGEH)

Project Information
Information on recent CRC studies can be found at: http://insidedorprod2.kpdor.kaiser.org/sites/crc/Pages/projects.aspx
CCRU offers consultation, direction, support, and operational oversight to Kaiser Permanente Northern
California clinician researchers on planning for and conducting clinical trials and other types of clinical
research; and provides administrative leadership, training, and operational support to more than 40 regional
clinical research coordinators. CCRU statistics include more than 420 clinical trials and more than 370 FDAregulated clinical trials. In 2015, the CCRU expanded access to clinical trials at all 21 KPNC medical centers.
RPGEH is working to develop a research resource linking the EHRs, collected bio-specimens, and
questionnaire data of participating KPNC members to enable large-scale research on genetic and
environmental influences on health and disease; and to utilize the resource to conduct and publish research
that contributes new knowledge with the potential to improve the health of our members and communities. By
the end of 2014, RPGEH had enrolled and collected specimens from more than 200,000 adult KPNC members, had received
completed health and behavior questionnaires from more than 430,000 members; and had genotyped DNA samples from more than
100,000 participants, linked the genetic data with EHRs and survey data, and made it available to more than 30 research projects

A complete list of DOR’s 2015 research projects is at http://www.dor.kaiser.org/external/dorexternal/research/studies.aspx. Here are a few
highlights:
Research Project Title
Alignment with CB Priorities
Risk of Cancer among Asian Americans (2014)
Research and Scholarly
Activity
Racial and Ethnic Disparities in Breastfeeding and Child Overweight and Obesity (2014)
Healthy Eating, Active Living
Transition from Healthy Families to Medi-Cal: The Behavioral Health Carve-Out and Implications for Disparities
Access to Care
in Care (2014)
Mental/Behavioral Health
Health Impact of Matching Latino Patients with Spanish-Speaking Primary Care Providers (2014)
Access to Care
Predictors of Patient Engagement in Lifestyle Programs for Diabetes Prevention – Susan Brown
Access to care
Racial Disparities in Ischemic Stroke and Atherosclerotic Risk Factors in the Young – Steven Sidney
Access to care
Impact of the Affordable Care Act on prenatal care utilization and perinatal outcomes – Monique Hedderson
Access to care
Engaging At-Risk Minority Women in Health System Diabetes Prevention Programs – Susan Brown
HEAL
The Impact of the Affordable Care Act on Tobacco Cessation Medication Utilization – Kelly Young-Wolff
HEAL
Prescription Opioid Management in Chronic Pain Patients: A Patient-Centered Activation Intervention – Cynthia
Mental/Behavioral Health
Campbell
Integrating Addiction Research in Health Systems: The Addiction Research Network – Cynthia Campbell
Mental/Behavioral Health
RPGEH Project Title
Alignment with CB Priorities
Prostate Cancer in African-American Men (2014)
Access to Care
Research and Scholarly
Activity
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RPGEH high performance computing cluster. DOR has developed an analytic pipeline to facilitate genetic
analyses of the GERA (Genetic Epidemiology Research in Adult Health and Aging) cohort data. Development
of the genotypic database is ongoing; in 2014, additional imputed data were added for identification of HLA
serotypes. (2014)

Research and Scholarly
Activity

The main audience for NCNR-supported research is Kaiser Permanente and non-Kaiser Permanente health care professionals (nurses, physicians,
allied health professionals), community-based organizations, and the community-at-large. Findings are available at the Nursing Pathways NCNR
website: https://nursingpathways.kp.org/ncal/research/index.html,
Alignment with CB Priorities
Serve low-income,
underrepresented, vulnerable
populations located in the
Northern California Region
service area
Reduce health disparities.

Promote equity in health care
and the health professions.

Project Title
1. A qualitative study: African American grandparents raising
their grandchildren: A service gap analysis.
2. Feasibility, acceptability, and effectiveness of Pilates
exercise on the Cadillac exercise machine as a therapeutic
intervention for chronic low back pain and disability.
1. Making sense of dementia: exploring the use of the markers
of assimilation of problematic experiences in dementia scale
to understand how couples process a diagnosis of dementia.
2. MIDAS data on elder abuse reporting in KP NCAL.
3. Quality Improvement project to improve patient satisfaction
with pain management: Using human-centered design.
4. Transforming health care through improving care transitions:
A duty to embrace.
5. New trends in global childhood mortality rates.
1. Family needs at the bedside.
2. Grounded theory qualitative study to answer the question,
“What behaviors and environmental factors contribute to
emergency department nurse job fatigue/burnout and how
pervasive is it?”
3. A new era of nursing in Indonesia and a vision for
developing the role of the clinical nurse specialist.
4. Electronic and social media: The legal and ethical issues for
health care.
5. Academic practice partnerships for unemployed new
graduates in California.
6. Over half of U.S. infants sleep in potentially hazardous
bedding.

Principal Investigator
1. Schola Matovu, staff RN and nursing
PhD student, UCSF School of Nursing
2. Dana Stieglitz, Employee Health, KFHRoseville; faculty, Samuel Merritt
University
1. Kathryn Snow, neuroscience clinical
nurse specialist, KFH-Redwood City
2. Jennifer Burroughs, Skilled Nursing
Facility, Oakland CA
3. Tracy Trail-Mahan, et al., KFH-Santa
Clara
4. Michelle Camicia, KFH-Vallejo
Rehabilitation Center
5. Deborah McBride, KFH-Oakland
1. Mchelle Camicia, director operations
KFH-Vallejo Rehabilitation Center
2. Brian E. Thomas, Informatics manager,
doctorate student, KP-San Jose ED.
3. Elizabeth Scruth, critical care/sepsis
clinical practice consultant, Clinical
Effectiveness Team, NCAL
4. Elizabeth Scruth, et al.
5. Van et al.
6. Deborah McBride, KFH-Oakland
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A. APPENDIX A: Secondary Data Sources and Dates
1.
2.
3.
4.
5.
6.

California Department of Education. 2012-2013.
California Department of Education. 2013.
California Department of Education, FITNESSGRAM®; Physical Fitness Testing. 2013-2014.
California Department of Public Health, CDPH – Birth Profiles by ZIP Code. 2011.
California Department of Public Health, CDPH – Breastfeeding Statistics. 2012.
California Department of Public Health, CDPH – Death Public Use Data. University of Missouri, Center for
Applied Research and Environmental Systems. 2010-2012.
7. California Department of Public Health, CDPH – Tracking. 2005-2012.
8. California Office of Statewide Health Planning and Development, OSHPD Patient Discharge Data. 2011.
9. Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. 2006-2010.
10. Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. 2006-2012.
11. Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. 2011-2012.
12. Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. US Department
of Health & Human Services, Health Indicators Warehouse. 2005-2009.
13. Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. US Department
of Health & Human Services, Health Indicators Warehouse. 2006-2012.
14. Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health
Promotion. 2012.
15. Centers for Disease Control and Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB
Prevention. US Department of Health & Human Services, Health Indicators Warehouse. 2010.
16. Centers for Disease Control and Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB
Prevention. US Department of Health & Human Services, Health Indicators Warehouse. 2012.
17. Centers for Disease Control and Prevention, National Environmental Public Health Tracking Network.
2008.
18. Centers for Disease Control and Prevention, National Vital Statistics System. Centers for Disease Control
and Prevention, Wide Ranging Online Data for Epidemiologic Research. 2006-2010.
19. Centers for Disease Control and Prevention, National Vital Statistics System. Centers for Disease Control
and Prevention, Wide Ranging Online Data for Epidemiologic Research. 2007-2010.
20. Centers for Disease Control and Prevention, National Vital Statistics System. Centers for Disease Control
and Prevention, Wide Ranging Online Data for Epidemiologic Research. 2007-2011.
21. Centers for Disease Control and Prevention, National Vital Statistics System. University of Wisconsin
Population Health Institute, County Health Rankings. 2008-2010.
22. Centers for Disease Control and Prevention, National Vital Statistics System. US Department of Health &
Human Services, Health Indicators Warehouse. 2006-2012.
23. Centers for Medicare and Medicaid Services. 2012.
24. Child and Adolescent Health Measurement Initiative, National Survey of Children’s Health. 2011-2012.
25. Dartmouth College Institute for Health Policy & Clinical Practice. Dartmouth Atlas of Health Care. 2012.
26. Environmental Protection Agency, EPA Smart Location Database. 2011.
27. Federal Bureau of Investigation, FBI Uniform Crime Reports. 2010-2012.
28. Feeding America. 2012.
29. Multi-Resolution Land Characteristics Consortium, National Land Cover Database. 2011.
30. National Center for Education Statistics, NCES – Common Core of Data. 2012-2013.
31. National Oceanic and Atmospheric Administration, North America Land Data Assimilation System
(NLDAS). 2014.
32. New America Foundation, Federal Education Budget Project. 2011.
33. Nielsen, Nielsen Site Reports. 2014.
34. Public Policy Institute of California, Unauthorized Immigrants in California: Estimates for Counties. 2011.
149

35. State Cancer Profiles. National Institutes of Health, National Cancer Institute, Surveillance, Epidemiology,
and End Results Program. 2007-2011.
36. University of California Center for Health Policy Research, California Health Interview Survey. 2009.
37. University of California Center for Health Policy Research, California Health Interview Survey. 2012.
38. University of Wisconsin Population Health Institute, County Health Rankings. 2012-2013.
39. University of Wisconsin Population Health Institute, County Health Rankings. 2014.
40. US Census Bureau, American Community Survey. 2009-2013.
41. US Census Bureau, American Housing Survey. 2011, 2013.
42. US Census Bureau, County Business Patterns. 2011.
43. US Census Bureau, County Business Patterns. 2012.
44. US Census Bureau, County Business Patterns. 2013.
45. US Census Bureau, Decennial Census. 2000-2010.
46. US Census Bureau, Decennial Census, ESRI Map Gallery. 2010.
47. US Census Bureau, Small Area Income & Poverty Estimates. 2010.
48. US Department of Agriculture, Economic Research Service, USDA – Food Access Research Atlas. 2010.
49. US Department of Agriculture, Economic Research Service, USDA – Food Environment Atlas. 2011.
50. US Department of Agriculture, Economic Research Service, USDA – Child Nutrition Program. 2013.
51. US Department of Education, EDFacts. 2011-2012.
52. US Department of Health & Human Services, Administration for Children and Families. 2014.
53. US Department of Health & Human Services, Center for Medicare & Medicaid Services, Provider of
Services File. June 2014.
54. US Department of Health & Human Services, Health Resources and Services Administration, Area Health
Resource File. 2012.
55. US Department of Health & Human Services, Health Resources and Services Administration, Area Health
Resource File. 2013.
56. US Department of Health & Human Services, Health Resources and Services Administration, Health
Professional Shortage Areas. March 2015.
57. US Department of Housing and Urban Development. 2013.
58. US Department of Labor, Bureau of Labor Statistics. June 2015.
59. US Department of Transportation, National Highway Traffic Safety Administration, Fatality Analysis
Reporting System. 2011-2013.
60. US Drought Monitor. 2012-2014
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B. APPENDIX B: Community Input Tracking Form

DATA COLLECTION
METHOD

TITLE/NAME

NUMBER

TARGET GROUP(S)
REPRESENTED

DATE INPUT
ROLE IN
WAS
TARGET GROUP GATHERED

Number of
participants

List all that apply. (a)
health department
representative (b) minority,
(c) medically underserved,
and (d) low-income

Leader,
representative,
member

Date of data
collection

Public Health Officer,
Key Informant Interview Stanislaus County Health
1
Services Agency

1

Health Department
representative

Leader

8/25/15

Chief Executive Officer,
Key Informant Interview United Way of Stanislaus
2
County

1

Community Based
Organization representative

Leader

8/24/15

Meeting, focus group,
Respondent’s title/role
interview, survey,
and organization or
written
focus group name
correspondence, etc.

Director of Patient
Education, Golden Valley
3 Key Informant Interview
Health Centers

1

Minority, Medically
underserved, low income

Leader

9/3/15

1

Minority, Medically
underserved, low income

Leader

8/26/15

Director of Student
Support Services,
Stanislaus County Office
5 Key Informant Interview
of Education

1

Education representative

Leader

8/24/15

Community Development
and Empowerment
Manager, Stanislaus
6 Key Informant Interview
County

1

County representative

Leader

9/17/15

Chief Executive Officer,
Stanislaus County

1

County representative

Leader

9/17/15

Clinical Director, Sierra
Vista Child & Family
8 Key Informant Interview
Services

1

Medically underserved, low
income

Leader

8/26/15

Ceres Promotores focus
group in Spanish (all
female)

16

Minority, medically
underserved, low income

Members

8/25/15

4 Key Informant Interview

7 Key Informant Interview

9

Focus Group

Executive Director,
Center for Human
Services
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10

Focus Group

Modesto/King Kennedy
Center community
advocates focus group in
English

11

Focus Group

Senior Health focus
group in English

9

Minority, medically
underserved, low income

Representatives
and Members

8/28/15

12

Focus Group

Patterson Promotores
focus group in Spanish

11

Minority, medically
underserved, low income

Members

9/1/15

Focus Group

Turlock Promotores
focus group in Spanish
(all female)

10

Minority, medically
underserved, low income

Members

9/9/15

Focus Group

Hughson Family
Resource Center focus
group in Spanish

9

Minority, medically
underserved, low income

Members

9/10/15

Focus Group

Salvation Army focus
group in English and
Spanish

6

Minority, medically
underserved, low income

Representatives
and Members

9/11/15

Focus Group

Young at Heart Exercise
older adult focus group in
English

7

Medically underserved, low
income

Representatives
and Members

9/18/15

13

14

15

16

7

Minority, medically
underserved, low income

Representatives
and Members

8/28/15

152

C. APPENDIX C: Stakeholder Interview Questions
1. What are Stanislaus County’s 3 most critical health issues? Why are these the top priorities?
2. Starting with (health issue #1), what are the factors that contribute to making this a priority?
3. How do the health issues you’ve identified specifically impact low income, underserved/uninsured
populations? Which populations do the issues impact most?
4. How do the health issues you’ve identified impact ethnic/racial subpopulations? Which populations
do the issues impact most?
5. Based on your knowledge and expertise, what are the successful strategies that could be
implemented to address the top 3 health issues you have identified? What are some of the
challenges to addressing the health issues?
6. What assets and services are available in Stanislaus County to address the top health issues?
7. Beyond the 3 top health issues you’ve identified, are there any other health issues that you think
are also important to address?
8. What are your suggestions for ways to engage community members, particularly low income,
underserved/uninsured populations and ethnic/racial subpopulations, in addressing the health
issues?
9. What role can Kaiser Permanente Central Valley and Sutter Health Memorial Medical Center play
in addressing the health issues?
10. Is there anything else you would like to share about the top health issues in Stanislaus County and
how to address the issues?
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D. APPENDIX D: Focus Group Interview Questions
1. Please describe for me your idea of what a healthy community looks like.
2. Now think about how your community is right now. What is healthy about your community?
i. What makes it easy to be healthy in your community?
3. What makes it difficult to be healthy in your community?
4. In 2013, we asked community members to describe the top health issues in the community. Asthma,
obesity/overweight/diabetes and access to care came up as top health issues facing your community.
How important do you think these issues are today?
i. What other health issues are important?
ii. Of all the health issues we’ve discussed what would you say are three most urgent ones?
5. What are the top three things that could be done to make your community healthier?
i. For each of these, what are some successful ways to address them that you’ve seen either in
your community or other communities you know about?
ii. If you haven’t seen or heard about things that have been successful, do you have any ideas
for ways to make your community healthier?
6. What are some organizations, services or resources in your community that help people to be
healthy?
i. How do these organizations, services or resources help people to be healthy?
ii. What does the County/your community need in terms of health (services, programs, etc.) that
does not currently exist in the community?
7. What do you recommend as the best ways to get people in your community involved in making your
community healthier? Please be specific.
i. What are the challenges to engaging people in your community
ii. How can these challenges be overcome?
8. We’re just about ready to wrap up. Is there anything else you feel is important for us to know about
health in your community?
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E. APPENDIX E: Health Need Profiles

HEALTH NEEDS

HEALTH NEED CRITERIA

Obesity/Healthy Eating Active
Living/Diabetes
Access to Care
Economic Security
Mental Health
Asthma
Cardiovascular Disease/Stroke
Cancers
Substance Abuse/Tobacco
Violence/Injury Prevention

1. Meets the KP definition of a health need (either a poor health outcome and its associated driver
or a health driver that is associated with a poor health outcome that hasn't yet itself arisen as a
need).
2. The health need is confirmed by multiple data sources.
3. Indicator(s) related to the health need perform(s) poorly against a state benchmark.

NOTES:
Disparities were drawn from core indicators that had race and ethnicity data available on CHNA.org/KP. Other disparities may exist
but are not included due to data gaps.
Contributing factors were drawn from related indicators on CHNA.org/kp. Other evidence‐based contributing factors may exist but
are not included due to data gaps.
Racial/ethnic disparities are highlighted in red. Unlike the indicators, which benchmark to the state, the racial/ethnic disparities
benchmark to the county.
Additional indicators for each health need can be found on CHNA.org/kp. The indicators listed below are only those that benchmark
poorly to the state.
* 1‐2% difference from benchmark for Stanislaus County
** > 2% difference from benchmark for Stanislaus County
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Obesity/Healthy Eating Active Living (HEAL)/Diabetes
RATIONALE
A healthy lifestyle that includes eating healthy
and physical activity improves overall health,
mental health, and cardiovascular health, thus
reducing costly health outcomes such as
obesity, diabetes, cardiovascular disease, and
strokes.
Rates of obesity are high in Stanislaus County
when compared to state benchmarks. Adults
have an obesity rate that is 10% greater than
the state average. Diabetes prevalence and
related hospitalizations in Stanislaus County are
also greater than the State average. Stanislaus
County benchmarks poorly on many of the
related indicators contributing to high obesity
rates, including fruit and vegetable
consumption among youth, physical inactivity
among youth and adults, breastfeeding, and
access to parks. Many racial/ethnic groups
including, non‐Hispanic Black, Non‐Hispanic
Asian, Non‐Hispanic other and Hispanic/Latino
have lower rates of exclusive breastfeeding
when compared to the county. Additionally,
stakeholders and focus group participants
frequently identified Obesity/Healthy Eating
Active Living (HEAL)/Diabetes as the top health
issue in Stanislaus County.

PRIMARY DATA:

HEALTH OUTCOMES
INDICATORS [STANISLAUS COUNTY// BENCHMARK]

Overweight (Youth)*
Multiple race**

[20.37% // 19.30%]
[38.35% // 20.37%]

Obesity (Youth)**

[21.99% // 18.99%]

Obesity (Adult)**

[32.20% // 22.30%]

Diabetes Prevalence*

[9.10% // 8.05%]

Diabetes Hospitalizations**

[10.40 // 14.35]

CONTRIBUTING FACTORS

Fruit and Vegetable Consumption
(Youth)**
Physical Inactivity (Adult)*
Physical Inactivity (Youth)**
Non‐Hispanic Multiple Races,
Hispanic/Latino
Park Access**
Recreation and Fitness Facility Access*
Breastfeeding (Any)**
Non‐Hispanic Black, Non‐Hispanic
Asian, Non‐Hispanic Other
Breastfeeding (Exclusive)
Non‐Hispanic Black, Non‐Hispanic
Asian, Non‐Hispanic Other,
Hispanic/Latino
Food Insecurity*
Drinking water safety**
Walk/bike to work*
Commute alone in car**
Walk/bike to school**

Obesity/HEAL/Diabetes was the most frequently cited health concern, with 80% of stakeholders and focus
groups identifying it as a top health need. Lack of accessible, affordable healthy food and safe places for
physical activity were frequently cited as barriers. Many focus group participants indicated that the parks in
the community are unsafe and not well maintained. Additionally, lack of sidewalks, poor lighting and stray
dogs made walking outside feel unsafe. Respondents also cited a high prevalence of fast food restaurants.
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ETHNIC/RACIAL DISPARITIES:

Overweight disproportionately affects youth of multiple races. Many racial/ethnic groups including, non‐
Hispanic Black, Non‐Hispanic Asian, Non‐Hispanic other and Hispanic/Latino have lower rates of exclusive
breastfeeding when compared to the county. Additionally, Hispanic/Latino youth and non‐Hispanic multiple
race youth are more physically inactive than youth in the rest of the county.
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Access to Care
RATIONALE
Access to high quality, culturally competent,
affordable healthcare and health services that
provide a coordinated system of community
care is essential to the prevention and
treatment of morbidity and increases the
quality of life, especially for the most
vulnerable.

HEALTH OUTCOMES
INDICATORS [STANISLAUS COUNTY// BENCHMARK]

Access to Dentists**
Compared to State benchmarks, residents in
Stanislaus County have less access to dentists,
primary care providers and mental health
providers. Stanislaus County residents are also
less likely to have a consistent source of
primary care when compared to the State. The
lack of mental health providers is particularly
acute with a rate of 61.9 per 100,000
population compared to the state average of
157 per 100,000 population. Stakeholders and
focus groups consistently cited lack of access to
services as a major need. Low income
populations and those without insurance are
disproportionately impacted. Accessibility of
existing services is a major concern among
residents.

PRIMARY DATA:

ETHNIC/RACIAL DISPARITIES:

Access to Primary Care**

[58 // 77.5]
[67.9 // 77.2]

Lack of Consistent Source of Primary Care** [18.40% // 14.30%]
Non‐Hispanic Other*
[19.57% // 18.40%]
Hispanic/Latino**
[21.46% // 18.40%]
Access to Mental Health Providers**

CONTRIBUTING FACTORS

[61.9 // 157]

Health Professional Shortage Area ‐
Primary Care**
Preventable Hospital Events**
Insurance ‐ Population Receiving
Medicaid**
Cancer Screening ‐ Pap Test**
Uninsured population
Some Other Race, Hispanic/Latino

Lack of access to health care services was frequently cited as a top health issue in stakeholder interviews
and focus groups. Health access was perceived as a particular concern for low‐income populations and
those without health insurance. Lack of transportation was the most commonly cited factor. In addition to
transportation barriers, long wait times, difficulty scheduling appointments and language barriers were also
frequently mentioned. Many focus group respondents felt the quality of care was poor, especially for the
uninsured and low‐income.
The percent of Hispanic/Latino adults who lack a consistent source of primary care is greater than other
ethnic/racial groups in Stanislaus County. Hispanic/Latino populations are also more likely to be uninsured
than other ethnic/racial groups in the county.
158

Economic Security
RATIONALE
Economic security contributes to good health.
It facilitates access to healthcare services,
eating healthier, and other necessities that play
a role in overall wellbeing.
Poverty impacts Stanislaus County residents as
a whole, and certain ethnic/racial groups, in
particular. As a whole, Stanislaus County has a
greater percentage of adults living below 100%
Federal Poverty Level (FPL) and 200% FPL.
Stanislaus County also has more children living
below 100% FPL and a greater unemployment
rate as compared to the State. Many
ethnic/racial groups are disproportionately
impacted by poverty. Black, Native
American/Alaska Native and Hispanic/Latino
populations are among those most impacted by
poverty. Economic Security was mentioned as
both a health need and a driver of other health
needs by stakeholders. Other drivers of health,
including education and insurance are closely
related to economic security and benchmark
poorly compared to the state.

PRIMARY DATA:

ETHNIC/RACIAL DISPARITIES:

HEALTH OUTCOMES
INDICATORS [STANISLAUS COUNTY // BENCHMARK]

Economic Security ‐ Unemployment Rate**
Poverty ‐ Population Below 100% FPL**
Black**
Native American/Alaskan Native**
Native Hawaiian/Pacific Islander**
Some other race **
Hispanic/Latino**

CONTRIBUTING FACTORS

[11.1 //7.9]

[20.34%//15.94%]
[33.18%//20.34%]
[31.88%//20.34%]
[28.98%//20.34%]
[29.74%//20.34%]
[27.98%//20.34%]

Poverty ‐ Population Below 200% FPL** [43.81% //35.91%]
Poverty ‐ Children Below 100% FPL** [28.40%//22.15%]
Black**
[46.18%//28.40%]
Native American/Alaskan Native** [48.47%//28.40%]
Native Hawaiian/Pacific Islander** [49.79%//28.40%]
Some other race**
[36.90%//28.40%]
Hispanic/Latino**
[35.84%//28.40%]

Education ‐ Reading Below Proficiency**
Children Eligible for Free/Reduced Price
Lunch**
Food Security ‐ Population Receiving
SNAP**
Insurance ‐ Population Receiving
Medicaid**
Education ‐ Less than High School
Diploma (or Equivalent)**
Some other race, Hispanic/Latino
Education ‐ School Enrollment Age 3‐4**
Food Security ‐ Food Insecurity Rate**
Education ‐ High School Graduation Rate
Non‐Hispanic Black, Hispanic/Latino
Insurance ‐ Uninsured Population
Some other race, Hispanic/Latino

Economic security was mentioned both as a health need and as a driver of other health needs in the
stakeholder interviews. Homelessness, lack of employment opportunities, food insecurity and poor
educational attainment are all factors connected with economic security. Respondents said that poverty
primarily impacts Hispanic/Latino and African American populations. While no focus group participants
identified economic security as a health need, it was frequently mentioned as a driver of other health
needs, in particular around healthy food access and access to health services.
Not only does Stanislaus County benchmark poorly on all economic security indicators, there are a
significant number of ethnic/racial disparities within the county. Five ethnic/racial groups are
disproportionately represented in the population living below 100% FPL and children living below 100% FPL.
Black, Native American/Alaska Native and Hispanic/Latino populations are those most impacted by poverty.
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Mental Health
RATIONALE
Mental health and well‐being is essential to
living a meaningful and productive life. Mental
health and well‐being provides people with the
necessary skills to cope with and move on from
daily stressors and life’s difficulties allowing for
improved personal wellness, meaningful social
relationships, and contributions to
communities or society.
In Stanislaus County, access to mental health
providers is limited. Compared to the state
average of 157 mental health providers per
100,000 population in Stanislaus County there
are 61.9 providers per 100,000 population. Lack
of mental health services was a common theme
in stakeholder interviews and focus groups.
Suicide rates are higher for non‐Hispanic
whites, Asians and Native Hawaiian/Pacific
Islanders than the rest of the County. In
particular, Native Hawaiian/Pacific Islanders are
disproportionately impacted by suicide when
compared to all other ethnic/racial groups in
the county.

PRIMARY DATA:

ETHNIC/RACIAL DISPARITIES:

HEALTH OUTCOMES
INDICATORS [STANISLAUS COUNTY // BENCHMARK]

CONTRIBUTING FACTORS

Access to Mental Health Providers**
[61.9 // 157]
Mental Health‐ Needing Mental Health Care** [26.50% // 15.90%]
Non‐Hispanic Black*
[27.80% // 26.50%]
Non‐Hispanic Other**
[43.10% // 26.50%]
Suicide
[10.7 // 9.8]
Non‐Hispanic white**
[14.0 // 10.7]
American Indian/Alaskan Native** [14.27 // 10.7]
Native Hawaiian/Pacific Islander** [24.3 // 10.7]

Lack of access to mental health services was mentioned in stakeholder interviews and focus groups as a
major barrier to well‐being. Respondents also cited a lack of knowledge of existing mental health services
and stigma in seeking care. Substance abuse and homelessness were frequently mentioned as co‐occurring
conditions. Respondents said that low income individuals experience more stress because of lack of
employment, education and housing opportunities.
Non‐Hispanic White, Asian and Native Hawaiian/Pacific Islander populations have a greater rate of suicide
than the county as a whole. Native Hawaiian/Pacific Islanders are more than twice as likely to die by suicide
than the general population in Stanislaus County. A greater percentage of Non‐Hispanic Other population
needs mental health care as compared to the other ethnic/racial groups in Stanislaus County.
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Asthma
RATIONALE
Prevention and management of asthma by
reducing exposures to triggers and other risk
factors that increase the severity of asthma,
such as tobacco smoke and poor air quality,
improves quality of life and productivity as well
as reduces the cost of care.
Asthma is more prevalent in Stanislaus County
than the state. 16.9% of adults reported having
asthma in Stanislaus County as compared to
14.2% for the state. Poor air quality, tobacco
usage and obesity and overweight are all
related indicators that impact asthma
prevalence and hospitalizations. Many
stakeholders agreed that asthma was a major
health concern in the county.
PRIMARY DATA:

ETHNIC/RACIAL DISPARITIES:

HEALTH OUTCOMES
INDICATORS [REPORT AREA // BENCHMARK]

Asthma ‐ Prevalence**
Asthma ‐ Hospitalizations*

[16.90% // 14.20%]
[10.85 // 8.90]

CONTRIBUTING FACTORS

Tobacco Usage**
Air Quality ‐ Particulate Matter 2.5**
Obesity (Adult)**
Obesity (Youth)**
Overweight (Youth)*
Multiple races

When asked if asthma was a major health concern, many stakeholders agreed. Poor air quality, agricultural
pollution, and allergies were commonly mentioned as factors contributing to asthma. Respondents
mentioned that low income neighborhoods are more impacted by agricultural pollution and the impacts of
dust.
Ethnic/racial disparity data was unavailable in the KP data platform for the core asthma indicators. Focus
group participants indicated that low‐income neighborhoods were particularly impacted by asthma triggers
including agricultural pollution and dust.
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Cardiovascular Disease/Stroke
RATIONALE
In the United States, cardiovascular disease is
the leading cause of death and strokes are the
third leading cause of death. These diseases
can be prevented and managed through early
adoption of preventative measures and a
lifestyle that includes physical activity, not
smoking, and healthy eating.
There is a higher rate of heart disease and
stroke mortality in Stanislaus County as
compared to the state. Non‐Hispanic whites
and Non‐Hispanic Blacks are disproportionately
affected by heart disease. Non‐Hispanic Blacks
have over twice the prevalence of heart disease
as compared to the county. Stanislaus County
benchmarks poorly on many of the related
indicators contributing to Cardiovascular
Disease (CVD)/Stroke, including access to parks,
and diabetes prevalence and related
hospitalizations, obesity among adults and
youth, and physical inactivity among youth and
adults.
PRIMARY DATA:

ETHNIC/RACIAL DISPARITIES:

HEALTH OUTCOMES
INDICATORS [STANISLAUS COUNTY// BENCHMARK]

Heart Disease Prevalence
[5.30% // 6.30%]
Non‐Hispanic White**
[7.60% // 5.30%]
Non‐Hispanic Black**
[10.60% // 5.30%]
Mortality ‐ Ischemic Heart Disease** [221.18 // 163.18]
Non‐Hispanic White**
[245.32 // 221.18]
Black**
[240.71 // 221.18]
Native Hawaiian/Pacific Islander** [273.12 // 221.18]
Mortality ‐ Stroke**
[43.98 // 37.38]
Black**
[52.78 // 43.98]
Native Hawaiian/Pacific Islander** [54.71 // 43.98]

CONTRIBUTING FACTORS

Physical Inactivity (Adult)*
Physical Inactivity (Youth)**
Non‐Hispanic Multiple Races,
Hispanic/Latino
Park Access**
Recreation and Fitness Facility Access*
Tobacco Usage**
Obesity (Adult)**
Overweight (Youth)*
Multiple races
Obesity (Youth)**
Diabetes Prevalence*
Diabetes Hospitalizations**

Although cardiovascular disease was not a major concern, it was mentioned as a top health need in one
stakeholder interview and in 2 focus groups. The contributing factors to CVD were frequently mentioned in
both stakeholder interviews and focus groups. In particular, lack of access to safe parks and low cost
exercise opportunities and high rates of obesity and overweight were frequently cited as top needs.
Several ethnic/racial groups are disproportionately affected by heart disease and stroke. Non‐Hispanic
Blacks are twice as likely to have heart disease as compared to the county as a whole. Heart Disease
mortality is greater for Non‐Hispanic White, Black and Native Hawaiian/Pacific Islander populations as
compared to the county. Blacks and Native Hawaiian/Pacific Islanders also experience higher rates of
mortality from stroke as compared to the county.
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Cancers
RATIONALE
Screening and early treatment of cancers saves
and prolongs lives. Additionally, preventative
measures and reducing behavioral risk factors
(e.g., obesity, physical inactivity, smoking, and
UV light exposure) can be effective at reducing
the incidence of cancer.
Overall, cancer mortality is greater in Stanislaus
County as compared to the state. In particular,
Non‐Hispanic Whites are disproportionately
affected by cancer mortality. Colon/rectum and
lung cancer incidence rates are also greater in
Stanislaus County than in the state. Whites are
nearly three times more likely to have lung
cancer as compared to the county as a whole.
Many factors contributing to cancers such as
obesity, physical inactivity and poor air quality
were identified by stakeholders and focus
groups as key areas of concern. The secondary
data supports the primary data as those
contributing factors mentioned above also
benchmark poorly to the state.
PRIMARY DATA:

ETHNIC/RACIAL DISPARITIES:

HEALTH OUTCOMES
INDICATORS [STANISLAUS COUNTY // BENCHMARK]

Mortality ‐ Cancer**
[167.85 // 157.10]
Non‐Hispanic White**
[189.77 // 167.85]
Cancer Incidence ‐ Colon and Rectum** [47.40 // 41.50]
Black**
[59 // 47.40]
Cancer Incidence ‐ Prostate
[123.40 // 136.40]
Black**
[173 // 123.40]
Cancer Incidence ‐ Lung** [62.20 // 49.50]
White**
[173 // 62.20]

CONTRIBUTING FACTORS

Tobacco Usage**
Obesity (Adult)**
Cancer Screening ‐ Pap Test**
Physical Inactivity (Adult)*
Air Quality ‐ Particulate Matter 2.5**

Cancer did not come up as a health need in stakeholder interviews and although it came up in 4 focus
groups, there was minimal discussion around it.
Non‐Hispanic Whites are more likely to die from cancer than the other ethnic/racial groups in the County.
Whites are almost three times as likely to have lung cancer than the county population as a whole. Blacks
have greater incidence of colon/rectum cancer and prostate cancer than the rest of the county.
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Substance Abuse/Tobacco
RATIONALE
Reducing tobacco use and treating/reducing
substance abuse improves the quality of life for
individuals and their communities. Tobacco use
is the most preventable cause of death, with
second hand smoke exposure putting people
around smokers at risk for the same respiratory
diseases as smokers. Substance abuse is linked
with community violence, sexually transmitted
infections, and teen pregnancies.
Tobacco usage is higher in Stanislaus County
than the state. Substance use emerged as a
theme in the focus groups. The prevalence of
drugs in local parks was commonly mentioned.
Additionally, many respondents identified
other health needs including economic
security, mental health and violence as
frequently co‐occurring with substance abuse.

PRIMARY DATA:

ETHNIC/RACIAL DISPARITIES:

HEALTH OUTCOMES
INDICATORS [STANISLAUS COUNTY // BENCHMARK]

Tobacco Usage**

CONTRIBUTING FACTORS

[16.80% // 12.80%]

Note: Tobacco usage is the only indicator from the KP data platform that
benchmarks poorly to the State.

The prevalence of drugs in the parks, particularly among the homeless population was frequently
mentioned in focus groups. Many respondents talked about the intersection of substance abuse, poverty
and mental illness and how closely related these issues are in the population. Respondents described how
mental illness is exacerbated by substance use and how poverty contributes to substance use. Respondents
also indicated a need for more treatment centers.
Ethnic/racial disparity data were unavailable in the KP CHNA data platform for tobacco/substance abuse
indicators. Primary data would suggest there are socioeconomic disparities related to tobacco/substance
abuse. Substance abuse was frequently described as an issue among the homeless population.
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Violence/Injury Prevention
HEALTH OUTCOMES
INDICATORS [STANISLAUS COUNTY// BENCHMARK]
Mortality ‐ Homicide*
[7.02 // 5.15]
Black**
[24.28 // 7.02]
Safe communities contribute to overall health
Native Hawaiian/Pacific Islander* [8.31 // 7.02]
and well‐being. Safe communities promote
Hispanic/Latino*
[8.68 // 7.02]
community cohesion and economic
Native American/Alaskan Native* [7.22 // 7.02]
development, provide more opportunities to be
Mortality ‐ Suicide
[10.70 // 9.8]
active and improve mental health while
Non‐Hispanic White**
[13.99 // 10.70]
reducing untimely deaths and serious injuries.
Native American/Alaskan Native
[14.27 // 10.70]
Native Hawaiian/ Pacific Islander ** [24.30 // 10.70]
In Stanislaus County, violence/injury prevention
Mortality ‐ Motor Vehicle Accidents* [6.46 // 5.18]
affects both certain ethnic/racial communities
Non‐Hispanic White*
[8.39 // 6.46]
and the county overall. In particular, Blacks are
Asian
[6.67 // 6.46]
disproportionately affected by homicide. The
Violence ‐ Youth Intentional Injury** [921 // 738.7]
homicide rate for Blacks is over three times the
Violence ‐ Assault (Injury)**
[388.40 // 290.3]
rate for the county as a whole. Many focus
Violence ‐ Domestic Violence**
[13.3 // 9.5]
group respondents felt their community was
Violence ‐ Assault (Crime)**
[339.6 // 249.4]
unsafe.
RATIONALE

PRIMARY DATA:

ETHNIC/RACIAL DISPARITIES:

CONTRIBUTING FACTORS

Violence ‐ All Violent Crimes**
Violence ‐ Rape (Crime)**
Violence ‐ School Suspensions**

Two stakeholders identified child abuse and domestic violence as major issues. Other stakeholders
identified a lack of education on parenting and the bad economy as contributing to abuse. Focus group
participants frequently mentioned unsafe parks, homeless people, drugs and stray dogs as factors in the
environment that made them feel unsafe. Additionally, poor lighting and the need for built environment
improvements were mentioned. A few respondents mentioned the need for more police officers.
Many ethnic/racial groups are disproportionately affected by violence. The homicide rate for Blacks is over
three times the rate for the county as a whole. Non‐Hispanic White, Native American/Alaskan Native and
Native Hawaiian/Pacific Islander populations have a greater rate of suicide than the county as a whole.
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