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Executive Summary
Empowering our Communities
San Gorgonio Memorial Hospital (SGMH) would like to thank you for the opportunity to work with our communities
to conduct a formal Community Health Needs Assessment (CHNA) to acquire knowledge of the pressing health
needs, to identify community assets, and to hear from all members of the community. This CHNA will help us develop
strategies to prioritize the needs of the communities we serve. The goals of this assessment are to:
•

Engage public health and community stakeholders, including low-income, minority, and other
underserved populations

•

Assess and understand the community’s health issues and needs

•

Understand the health behaviors, risk factors, and social determinants that impact health

•

Identify community resources and collaborate with community partners to develop collective strategies

•

Use findings to develop and implement a Community Health Plan (implementation strategy) based on
the prioritized issue

Partnering with our Communities for Better Health
While conducting the CHNA, we solicited feedback and input from a broad range of stakeholders. Contributors to
our CHNA process included Carol’s Kitchen and Our Blessed Saint Kateri Tekakwitha.

Sources of Data
Primary and secondary data sources are included in this report. Secondary sources include publicly available
state and nationally recognized data sources available at the zip code, county, and state level. Health indicators
for social and economic factors, health system, public health and prevention, and physical environment are
incorporated. The top leading causes of death as well as conditions of morbidity that illustrate the communicable
and chronic disease burden across Riverside county are included. A significant portion of the data for this
assessment was collected through a custom report generated through CARES Engagement Network CHNA
(https://engagementnetwork.org/assessment/). Other sources include California Department of Public Health,
County Health Rankings & Roadmaps, and California Environmental Protection Agency’s Office of Environmental
Health Hazard Assessment. When feasible, health metrics have been further compared to estimates for the state or
national benchmarks, such as the Healthy People 2020 objectives.
Inpatient hospitalization discharge data for 2017 was derived from the California Office of Statewide Health
Planning and Development (OSHPD) utilizing the SpeedTrack analytics platform. Hospitalization discharge data is
stratified by gender, race/ethnicity and age, and data containing an n-value of 10 or less were not included in the
tables and graphs were not generated.
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SGMH worked to identify relevant key informants and topical focus groups to gather more insightful data and aid
in describing the community. Key informants and focus groups were purposefully chosen to represent medically
underserved, low-income, or minority populations in our community, to better direct our investments and form
partnerships. All limitations inherent in these sources remain present for this assessment. Results of the qualitative
analysis, as well as a description of participants, can be found in Appendix F.
An online survey in English and Spanish was created and distributed for greater community input. It should be
noted that the survey results are not based on a stratified random sample of residents throughout Riverside County.
The perspectives captured in this data simply represent the community members who agreed to participate and
have an interest in health care. In addition, this assessment relies on several national and state entities with publicly
available data. All limitations inherent in these sources remain present for this assessment.

Top Priorities Identified in Partnership with our Communities
On December 3, 2019, HC2 Strategies, Inc. facilitated a strategy meeting with the San Gorgonio Memorial Hospital
(SGMH) Board of Directors to review the results of the CHNA and determine the top three priority needs that the
hospital will address over the next three years. To aid in determining the priority health needs, the SGMH Board of
Directors agreed on the criteria below to consider when making a decision. The criteria listed recognize the need
for a combination of information types (e.g., health indicators and primary data) as well as consideration of issues
such as practicality, feasibility, and mission alignment.
•

Addresses disparities of subgroups

•

Magnitude

•

Availability of evidence or practice-based
approaches

•

Mission alignment and resources of hospitals

•

Community assets and internal resources for
addressing needs

Opportunity for partnership

•

•

Opportunity to intervene at population level

•

Feasibility of intervention

•

Severity

•

Identified community need

•

Solution could impact multiple problems

•

Importance to community

Top Health Needs Identified for 2019:
Prevention and management of chronic diseases
•

Diabetes

•

Heart disease

•

Obesity

•

Cancer

•

Asthma

•

Nutrition & physical activity

•

Shortage of primary care and specialty
physicians

Access to Health Services
•

Affordability/Insurance

•

Transportation
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Mental and Behavioral Health
•

Substance abuse

Evaluation 2016
The 2016 Inland Empire Community Health Needs Assessment (CHNA) identified many critical health and health
care needs in our community. The top three health and health care priorities were chosen by the Inland Empire
hospitals in 2016 and included diabetes, obesity, and health care workforce development. San Gorgonio Memorial
Hospital has implemented and engaged in many initiatives since 2016 to address these critical needs of the
community and region. More detailed information can be found on page 84.
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Introduction
The Community Health Needs Assessment (CHNA) represents our commitment to improving health outcomes in our
community through rigorous assessment of health status in our market, incorporation of stakeholder’s perspectives,
and adoption of related implementation strategies to address priority health needs. The CHNA is conducted not only
to partner for improved health outcomes but also to satisfy our annual community benefit obligations by meeting
requirements that are outlined in section 501(r)(3) of the Federal IRS Code, as well as, under the Affordable Care Act
of 2010. The goals of this assessment are to:
•

Engage public health and community stakeholders including low-income, minority, and other underserved
populations

•

Assess and understand the community’s health issues and needs

•

Understand the health behaviors, risk factors, and social determinants that impact health

•

Identify community resources and collaborate with community partners

•

Use Assessment findings to develop and implement a Community Health Plan (implementation strategy)
based on the Hospital’s prioritized issues.

San Gorgonio Memorial Hospital Overview
San Gorgonio Memorial Hospital (SGMH) is located in Banning, California, a rural area in the northwestern portion
of Riverside County, between Riverside and Palm Springs. The SGMH District area is populated by approximately
95,000 year-round residents. SGMH is the only acute care hospital within the District’s boundaries, commonly
referred to as the San Gorgonio Pass area and includes the communities of Banning, Beaumont, Calimesa,
Cabazon, Cherry Valley, and Whitewater.
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Hospital Identifying Information

Mailing Address: 600 N Highland Springs Ave, Banning, CA 92220
Contact Information: Holly Yonemoto, 951-846-2868
Website: https://sgmh.org

Hospital Service Area
A hospital service area is “defined” as the geographic area where a hospital receives the majority of hospital
admissions. Service areas are divided into two subsets, “primary” and “secondary”. The data source for the patient
zip codes was derived from the 2017 Services/Discharges from the Office of Statewide Health Planning and
Development (OSHPD) file using the SpeedTrack analytics platform.
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Service Area
Primary Service Area (PSA)
Zip Code

% Patients

City

92220

38.58

Banning

92223

31.10

Beaumont

Secondary Service Area (SSA)
Zip Code

% Patients

CIty

92230

3.87

Cabazon

92399

3.79

Yucaipa

92583

2.81

San Jacinto

92320

2.29

Calimesa

92544

1.78

Hemet

92543

1.41

Hemet

92582

1.16

San Jacinto

92545

1.14

Hemet
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Riverside County Quick Facts - 2019
Key Facts

Households by Income

34.8

2,447,782
Population

Median Age

3.2

$65,079

Average Household Size

Median Household Income

14.5%

$15,000 – $24,999

12.3%

$25,000 – $34,999

11.3%

$35,000 – $49,999

17.1%

$50,000 – $74,999

19.8%

$75,000 – $99,999

10.3%

$100,000 – $149,999

10.1%

$150,000 – $199,999

2.5%

$200,000+

2.1%

Business

Education

27%

33%
23%

18%
No High School
Diploma

<$15,000

High School
Graduate

Some
College

Bachelors/Grad/
Prof Degree

67,683

659,644

Total Businesses

Total Employees

Employment

4.1%

56%

CA

White Collar

24%

Blue Collar

20%

7.4%

Unemployment
Rate

Services
Data Source: U.S. Census Bureau, Census 2010 Summary File 1. Esri forecasts for 2019 and 2024 Esri converted Census 2000 data
into 2010 geography. Retrieved October 2019.
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Riverside County Quick Facts - 2019
2019 Population by Age
85 +

1.7%

75 - 84

4.3%

65 - 74

8.4%

55 - 64

11.3%

45 - 54

11.7%

35 - 44

12.3%

25 - 34

15.4%

15 - 24

2019 Population by Sex

13.7%

10 - 14

7.1%

5-9

7.1%

0 -4

7.1%
0%

2%

4%

6%

8%

10%

12%

14%

16%

18%

Males

1,216,146

Females

1,231,636

2019 Population by Race/Ethnicity
5.3%

22.6%
0.3%

6.6%

57.5%

1.1%
6.6%
White

Black

American Indian

Pacific Islander

Some Other Race

Two or More Races

Asian

2019 Population by Race
Hispanic Origin

50%

Data Source:U.S. Census Bureau, Census 2010 Summary File 1. Esri forecasts for 2019 and 2024 Esri converted Census 2000 data into
2010 geography. Retrieved October 2019.
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Riverside County Quick Facts - 2024 Projections

2024 Projected Populations by Age
85 +

1.8%

7 5 - 84

5.1%

65 - 7 4

9.0%

55 - 64

10.5%

45 - 54

10.6%

35 - 44

13.9%

25 - 34

15.4%

15 - 24

2024 Population by Sex

12.4%

10 - 14

7.0%

5-9

7.0%

0 -4

7.2%
0%

2%

4%

6%

8%

10%

12%

14%

16%

18%

Males

1,289,976

Females

1,307,570

2024 Population Projections by Race/Ethnicity
5.6%

23.5%
0.4%

7.2%

55.8%

1.1%
6.6%
White

Black

American Indian

Pacific Islander

Some Other Race

Tw o or More Races

Asian

2024 Population by Race
Hispanic Origin

52.7%

Data Source:U.S. Census Bureau, Census 2010 Summary File 1. Esri forecasts for 2019 and 2024 Esri converted Census 2000 data into
2010 geography. Retrieved October 2019.
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Banning Quick Facts - 2019
Key Facts

Households by Income

41.9

30,788
Population

Median Age

2.6

$44,294

Average Household Size

Median Household Income

14.5%

$15,000 – $24,999

12.3%

$25,000 – $34,999

11.3%

$35,000 – $49,999

17.1%

$50,000 – $74,999

19.8%

$75,000 – $99,999

10.3%

$100,000 – $149,999

10.1%

$150,000 – $199,999

2.5%

$200,000+

2.1%

Business

Education

32%

33%
16%

19%
No High School
Diploma

<$15,000

High School
Graduate

Some
College

Bachelors/Grad/
Prof Degree

710

7,121

Total Businesses

Total Employees

Employment

4.1%

49%

CA

White Collar

28%

Blue Collar

23%

9.0%

Unemployment
Rate

Services

Data Source: U.S. Census Bureau, Census 2010 Summary File 1. Esri forecasts for 2019 and 2024 Esri converted Census 2000 data
into 2010 geography. Retrieved October 2019.
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Banning Quick Facts - 2019

2019 Population by Age
85 +

5.1%

75 - 84

9.6%

65 - 74

12.5%

55 - 64

11.0%

45 - 54

8.8%

35 - 44

10.1%

25 - 34

13.0%

15 - 24

12.0%

10 - 14

5.9%

5-9

6.0%

0 -4

6.1%
0%

2%

4%

6%

8%

10%

12%

2019 Population by Sex

14%

Males

16,107

Females

17, 040

2019 Population by Race/Ethnicity
5.7%

17.1%
0.2%

5.4%

3.7%

60.7%

7.3%

White

Black

American Indian

Pacific Islander

Some Other Race

Two or More Races

Asian

2019 Population by Race
Hispanic Origin

45.3%

Data Source:U.S. Census Bureau, Census 2010 Summary File 1. Esri forecasts for 2019 and 2024 Esri converted Census 2000 data into
2010 geography. Retrieved October 2019.
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Banning Quick Facts - 2024 Projections
2024 Projected Populations by Age
85 +

5.2%

7 5 - 84

10.7%

65 - 7 4

12.8%

55 - 64

10.0%

45 - 54

8.9%

35 - 44

11.4%

25 - 34

11.9%

15 - 24

11.2%

10 - 14

6.0%

5-9

5.9%

0 -4

6.0%
0%

2%

4%

6%

8%

10%

12%

2024 Population by Sex

14%

Males

17, 012

Females

17, 845

2019 Population
by Race/Ethnicity
2024 Population
Projections
by Race/Ethnicity
5.9%
5.7%

17.1%
17.7%
0.2%
0.2%

5.4%
5.8%

3.7%
3.7%
7.3%
7.2%

60.7%
59.4%

White

Black

American Indian

Pacific Islander

Some Other Race

Two
Tw o or More Races

Asian

2024 Population by Race
Hispanic Origin

48%

Data Source:U.S. Census Bureau, Census 2010 Summary File 1. Esri forecasts for 2019 and 2024 Esri converted Census 2000 data into
2010 geography. Retrieved October 2019.
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Beaumont Quick Facts - 2019
Key Facts

Households by Income

36.2

48,995
Population

Median Age

$76,507

3.1

Average Household Size

8.8%

$15,000 – $24,999

6.1%

$25,000 – $34,999

6.4%

$35,000 – $49,999

11.3%

$50,000 – $74,999

16.3%

$75,000 – $99,999

13.6%

$100,000 – $149,999

22.9%

$150,000 – $199,999

7.3%

$200,000+

7.4%

Median Household Income

Business

Education

27%

36%
26%

11%
No High School
Diploma

<$15,000

834

High School
Graduate

Some
College

Bachelors/Grad/
Prof Degree

Total Businesses

7,875

Total Employees

Employment

4.1%

60%

CA

White Collar

23%

Blue Collar

17%

4.8%

Unemployment
Rate

Services

Data Source: U.S. Census Bureau, Census 2010 Summary File 1. Esri forecasts for 2019 and 2024 Esri converted Census 2000 data
into 2010 geography. Retrieved October 2019.
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Beaumont Quick Facts - 2019
2019 Population by Age
85 +

2.1%

75 - 84

6.0%

65 - 74

10.3%

55 - 64

10.5%

45 - 54

10.9%

35 - 44

13.9%

25 - 34

12.5%

15 - 24

2019 Population by Sex

11.1%

10 - 14

7.5%

5-9

7.7%

0 -4

7.5%
0%

2%

4%

6%

8%

10%

12%

14%

16%

Males

26,920

Females

28, 510

2019 Population by Race/Ethnicity
5.4%

16.7%

0.2%

7.7%
1.4%

62.5%

6.0%

2019 Population by Race
White

Black

American Indian

Pacific Islander

Some Other Race

Two or More Races

Asian

Hispanic Origin

41.8%

Data Source:U.S. Census Bureau, Census 2010 Summary File 1. Esri forecasts for 2019 and 2024 Esri converted Census 2000 data into
2010 geography. Retrieved October 2019.
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Beaumont Quick Facts - 2024 Projections
2024 Projected Populations by Age
85 +

5.2%

7 5 - 84

10.7%

65 - 7 4

12.8%

55 - 64

10.0%

45 - 54

8.9%

35 - 44

11.4%

25 - 34

11.9%

15 - 24

11.2%

10 - 14

6.0%

5-9

5.9%

0 -4

6.0%
0%

2%

4%

6%

8%

10%

12%

2024 Population by Sex

14%

Males

29, 494

Females

31, 257

2024 Population Projections by Race/Ethnicity
5.7%

17.7%
0.2%

8.4%

60.4%

1.4%
6.2%

White

Black

American Indian

Pacific Islander

Some Other Race

Tw o or More Races

Asian

2024 Population by Race
Hispanic Origin

44.9%

Data Source:U.S. Census Bureau, Census 2010 Summary File 1. Esri forecasts for 2019 and 2024 Esri converted Census 2000 data into
2010 geography. Retrieved October 2019.
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CHNA Overview
Developing metrics for population health interventions are imperative for continued success in elevating the health
status of our communities. Including metrics from multiple sectors ensures a holistic assessment that views the
health of a community through multiple sectors, helping to identify everyone’s role in making improvements. The
community health needs assessment (CHNA) ensures we can target our community investments into interventions
that best address the needs of our community. The domains used in this regional CHNA encompass national and
state community health indicators. While we recognize that health status is a product of multiple factors, each
domain influences the next and through systematic and collective action improved health can be achieved. The
domains explored in the CHNA are:
•

Social and Economic Factors: Indicators that
provide information on social structures and
economic systems. Examples include poverty,
educational attainment, and workforce
development.

•

Health Systems: Indicators that provide

Social &
Economic
Factors

Health
Systems

Physical
Environment

Public Health
and Prevention

information on health system structure,
function, and access. Examples include health
professional shortage areas, health coverage,
and vital statistics.
•

Public Health and Prevention: Indicators that
provide information on health behaviors and
outcomes, injury, and chronic disease. Examples
include cigarette smoking, diabetes rates,
substance abuse, physical activity, and motor
vehicle crashes.

•

Physical Environment: Indicators that provide information on natural resources, climate change, and the
built environment.

Secondary Data Sources
Secondary sources include publicly available state and nationally recognized data sources available at the zip code,
county, and state level. Health indicators for social and economic factors, health system, public health and prevention,
and physical environment are incorporated. The top leading causes of death as well as conditions of morbidity that
illustrate the communicable and chronic disease burden across Riverside County are included. A significant portion of
the data for this assessment was collected through a custom report generated through CARES Engagement Network
CHNA (https://engagementnetwork.org/assessment/). Other sources include California Department of Public Health,
County Health Rankings & Roadmaps, and California Environmental Protection Agency’s Office of Environmental Health
Hazard Assessment. When feasible, health metrics have been further compared to estimates for the state or national
benchmarks, such as the Healthy People 2020 objectives.
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Inpatient hospitalization discharge data for 2017 was derived from the California Office of Statewide Health Planning
and Development (OSHPD) utilizing the SpeedTrack analytics platform. Hospitalization discharge data is stratified by
gender, race/ethnicity and age, and data containing an n-value of 10 or less were not included in the tables and
graphs were not generated.

Primary Data Sources
To validate data and ensure a broad representation of the community, the San Gorgonio CHNA Workgroup engaged
our community partners to conduct a community health survey. Questions from the survey focused on: use of and
access to healthcare services, visions of a healthy community, and priority community health needs. In addition, the
San Gorgonio CHNA Workgroup conducted key informant interviews and focus groups. An online survey in English
and Spanish was also distributed to gather more rich data and aid in describing the community. Results of the
qualitative analysis can be found later in this document.

Data Limitations and Gaps
It should be noted that the survey results are not based on a stratified random sample of residents throughout
Riverside and San Bernardino counties. The perspectives captured in this data simply represent the community
members who agreed to participate and have an interest. In addition, this assessment relies on several national and
state entities with publicly available data. All limitations inherent in these sources remain present for this assessment.
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Social & Economic Factors
Health starts in our homes, schools, workplaces, neighborhoods, and communities. We know that taking
care of ourselves by eating well, staying active, establishing a medical home, living a smoke-free life, getting
recommended immunizations and screenings, seeing a medical provider regularly and when sick, all influence
health. Our health is also determined in part by access to social and economic opportunities. Positive health
outcomes are influenced by the resources and support available in our homes, neighborhoods and communities as
well as the quality of our schooling, safety of our workplaces, cleanliness of our water, environment and our social
interactions and relationships. The conditions in which we live explain in part why some Americans are healthier than
others and why some are not as healthy as they could be.
Social determinants of health are environmental conditions in which people are born, live, learn, work, play,
worship, and age. These determinants affect a wide range of health, functioning, and quality-of-life outcomes
and risks. Conditions (e.g., social, economic, and physical) in these various environments and settings (e.g., school,
church, workplace, and neighborhood) are referred to as “place.” In addition to the more material attributes
of “place,” the patterns of social engagement and sense of security and well-being are also affected by where
people live. Quality of life resources can have a significant influence on population health outcomes. Examples
of these resources include safe and affordable housing, access to education, public safety, availability of healthy
foods, local emergency/health services, and an environment free of life-threatening toxins. This section details the
indicators related to social and economic factors in our community which play a role in maintaining good health.

Education
Education is an important factor in health status. Independent of its
relation to behavior, education influences a person’s ability to access

Head Start Program Facilities per
10,000 Children Under Age 5

and understand health information. Education, or lack thereof, is also
correlated with a host of preventable poor health outcomes including
increased rates of childhood illness, respiratory illness, renal and liver

35.5

4.3

5.9

PSA

Riverside
County

California

disease, and diabetes, to name a few. Higher educational levels are
associated with lower morbidity and mortality.
Early education is particularly important, because the early years
provide a window of opportunity to shape a child’s brain during the
most rapid period of development. Study after study proves that smart
investments made in the early years can lead to profoundly better
outcomes for our children, families, and economy. Attendance at a
Head Start program can be an important part of this development.
Head Start programs promote school readiness of children ages birth
to five from low-income families by supporting their development in
a comprehensive way through early learning, health and wellness
screening, and programs that support family well-being.
For every 10,000 children, SGMH’s Primary Service Area (PSA) (35.5)
has a higher rate of Head Start facilities as compared to Riverside
County (4.3) and the state (5.9).

Data Source: CARES Engagement Network
(2019). US Department of Health & Human
Services, Administration for Children and
Families. 2018. Retrieved September 2019
from https:// engagementnetwork.org/
assessment/
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Student Reading Proficiency
Student Reading Proficiency (4th Grade)
70%

59.4%

60%
50%
40%

57.0%
43.0%

40.6%

55.2%
44.8%

found that children who do not read proficiently by
the end of third grade are four times more likely to
leave school without a diploma than a proficient
reader. At the end of the 2017 school year, testing
for fourth graders found that far more students in

30%

SGMH PSA scored ‘Not proficient’ or worse (59.4%) on

20%

standardized reading testing than ‘Proficient’ or better

10%
0%

A report published by the Anne E. Casey Foundation

(40.6%), as compared to Riverside County (57% and
PSA

Riverside County

California

43%, respectively).

Percentage of Students Scoring 'Proficient' or Better
Percentage of Students Scoring 'Not Proficient' or Worse

Data Source: CARES Engagement Network (2019). US Department of Education, EDFacts. Accessed via DATA.GOV. 2016-17. Retrieved September
2019 from https:// engagementnetwork.org/assessment/

Education Level
Graduation from high school or a post-secondary

Percent Population Age 25+
with No High School Diploma
20%
19%
19%
18%
18%
17%
17%
16%
16%
15%
15%
14%

education such as receiving a bachelor’s or
associate’s degree is linked to better health outcomes

18.9%

and increased earning potential. Averages for adults
17.5%

with no high school diploma is higher in Riverside
County (18.9%) compared to SGMH’s PSA (15.8%).

15.8%

PSA

Riverside County

California

Data Source: CARES Engagement Network (2019). US Census Bureau, American Community Survey. 2013-17. Retrieved September 2019 from https://
engagementnetwork.org/assessment/

When examining attainment of a bachelor’s degree

Percent Population Age 25+
with Bachelor's Degree or Higher

or higher, one finds that the proportion of SGMH’s PSA
32.6%

35%
30%
25%
20%

20.9%

21.5%

PSA

Riverside County

is slightly lower (20.9%) than Riverside County (21.5%) of
adults with a bachelor’s degree or higher.

15%
10%
5%
0%
California

Data Source: CARES Engagement Network (2019). US Census Bureau, American Community Survey. 2013-17. Retrieved September 2019 from https://
engagementnetwork.org/assessment/
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Employment
Addressing unemployment levels is important to

Young People Not in School and Not Working
(age 16-19)

community development. Unemployment can
lead to financial instability and serve as a barrier
to healthcare access and utilization. Many people
secure health insurance through an employer;
however, even with Medi-Cal expansion, the lack
of gainful employment may prevent some from
affording medical office co-pays or medications.

11.4%

12%
10%

8.9%

8%

7.0%

6%
4%

When looking at unemployment figures, on page 11,
Riverside County (7.4%) has a higher unemployment
rate than the state estimate (4.1%). SGMH’s PSA

2%
0%
PSA

(11.4%) has a higher percentage of population age
16-19 not in school and not employed as compared
to Riverside County (8.9%) and the state estimate (7%).

Riverside County

California

Data Source: CARES Engagement Network (2019). US Census Bureau,
American Community Survey. 2013-17. Retrieved July 2019 from https://
engagementnetwork.org/assessment/

Measures of Poverty
Poverty is a particularly strong risk factor for disease and death, especially among children. According to the
National Center for Children in Poverty, the single biggest threat to children’s well-being is poverty. Poverty limits
a child’s ability to learn and contributes to poor health and mental health issues including social, emotional, and
behavioral problems.
SGMH’s PSA has a higher percentage of total population (16.6%) and children under age 18 (21.7%) living under the
100% federal poverty level as compared to Riverside County (15.6% and 21.3%, respectively) and state estimates.

Children Under 100% Federal Poverty Level

PSA

Riverside County

California

21.7%
21.3%
20.8%

Population Under 100% Federal Poverty Level

16.6%

PSA

Riverside County

California

15.6%
15.1%

Data Source: CARES Engagement Network (2019). US Census Bureau, American Community Survey. 2013-17. Retrieved September 2019 from https://
engagementnetwork.org/assessment/.
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The chart below displays two additional measures of poverty; the percentage of population receiving Supplemental
Nutritional Assistance Program (SNAP) benefits, and percentage of population receiving Public Assistance Income.
Public Assistance Income includes general assistance and Temporary Assistance to Needy Families (TANF). Separate
payments received for hospital or other medical care (vendor payments) are excluded. This does not include
Supplemental Security Income (SSI) or non-cash benefits such as Food Stamps.
These indicators are relevant because they assess vulnerable populations which are more likely to have multiple health
access, health status, and social support needs. When combined with poverty data, providers can use this measure to
identify gaps in eligibility and enrollment.

Population Receiving SNAP Benefits

Riverside County

California

Population Receiving Public Assistance Income

12.3%
11.2%

Riverside County

3.63%
3.58%

California

Data Source: CARES Engagement Network (2019). US Census Bureau, American Community Survey. 2013-17. US Census Bureau, Small Area Income
& Poverty Estimates. 2015. Retrieved September 2019 from https:// engagementnetwork.org/assessment/

Riverside County has a higher percentage of the population that receives both SNAP benefits (12.3%) and Public
Assistance Income (3.63%) as compared to the state (11.2% and 3.58%, respectively).

Housing and Homelessness
Lack of housing stability often results in homelessness and may occur due to poverty and low education levels,
which limit job and income opportunities. This often creates a lack of access to health care and services, fostering
other health conditions such as mental health issues, substance abuse, or disability. An adequate supply of
affordable housing promotes homeownership, which increases stability for families and communities, and can
provide long-term financial benefits that renting cannot. Homelessness results in high levels of stress, which puts
individuals and families at greater risk of violence and injury, food insecurity, unhealthy food options, infectious
disease, and frequent moves. These conditions have been linked with negative childhood events such as abuse,
neglect, household dysfunction, and increased likelihood of smoking and suicide in children.
Homeownership is valued as a means to develop personal wealth, increase social opportunities, prevent financial
insecurity, and maximize emotional and physical well-being. Homeowners have an increased emotional well-being,
greater attachment to their communities, and higher levels of civic participation.

Housing Affordability
Quality of housing has a major impact on overall health. High housing costs may force trade-offs between
affordable housing and other needs. SGMH’s PSA (38.9% and 40.5%, respectively) has a slightly lower housing cost
burden (paying more than 30% of income for housing) and a slightly lower percentage of houses with one or more
substandard conditions than Riverside County, (42.1% and 44.6%, respectively) and state estimates.
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Substandard housing conditions include the number and percentage of owner- and renter-occupied housing units
having at least one of the following conditions: 1) lacking complete plumbing facilities, 2) lacking complete kitchen
facilities, 3) with 1.01 or more occupants per room, 4) selected monthly owner costs as a percentage of household
income greater than 30%, and 5) gross rent as a percentage of household income greater than 30%. Selected
conditions provide information in assessing the quality of the housing inventory and its occupants. This data is used
to easily identify homes where the quality of living and housing can be considered substandard.
It is important to note that the homeownership rate in Riverside County (64%) exceeds the state estimate of 54%.
Riverside County remains one of most affordable in Southern California. An adequate supply of affordable housing
promotes homeownership, which increases stability for families and communities, and can provide long-term
financial benefits that renting cannot.

PSA

Riverside County

California

Housing Cost Burden 30% of Income

38.9%

42.1%

41.9%

Substandard Housing

40.5%

44.6%

44.8%

Homeownership Rate

-

64%

54%

Data Source: CARES Engagement Network (2019). US Census Bureau, American Community Survey. 2013-17. Retrieved September
2019 from https:// engagementnetwork.org/ assessment/. Community Vital Signs report, 2017.

Quality of housing has a major impact on overall health. High housing costs may force trade-offs between affordable
housing and other needs. Lack of affordable housing can lead to stress and overcrowding, thus impacting physical
and mental health and the threat of homelessness. According to the 2019 National Low-Income Housing Coalition’s
report, Out of Reach, The High Cost of Housing, in California the Fair Market Rent (FMR) for a two-bedroom apartment
is $1,804. This means that in order to afford rent and utilities without paying more than 30% of their income, a household
must net $6,014 per month. This translates to an hourly housing wage of $34.69 in California. In Riverside County, FMR is
$1,232 for a two-bedroom apartment with an annual income required of $49,280. This translates to an hourly housing
wage of $23.69 in Riverside-San Bernardino-Ontario Metropolitan Statistical Area (MSA). Riverside County has a lower
two-bedroom FMR than the state.

2019 Fair Market Rent (FMR)
Riverside-San Bernardino-Ontario MSA

California

2-bedroom FMR

$1,232

$1,804

2-Bedroom Housing Wage

$23.69

$34.69

Note: MSA = Metropolitan Statistical Area: HMFA = HUD Metro FMR Area. Data Source: (2019). Out of Reach, National Low Income
Housing Coalition. Retrieved October 2019 from https://nlihc.org/housing-needs-by-state/california
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Homelessness and Health
Homelessness and health concerns often go hand-in-hand. An acute behavioral health issue, such as an episode of
psychosis, may lead to homelessness, and homelessness itself can exacerbate chronic medical conditions or lead to
debilitating substance abuse problems. According to the National Health Care for the Homeless Council, individuals
who experience homelessness suffer conditions such as high blood pressure, diabetes, and asthma. In addition,
behavioral issues such as depression or alcoholism worsen, especially if there is no solution in sight.
On the morning of January 29, 2019, The Department of Public Social Services (DPSS), in partnership with the County
of Riverside Continuum of Care (a network of private- and public-sector homeless service providers) and cities,
coordinated the PIT Count. Community and county departments such as the Department of Behavioral Health,
Code Enforcement, Housing Authority, Probation, and the Sheriff’s Office participated. This year DPSS partnered with
the University of California Riverside (UCR) Computer and Engineering Department, to analyze and produce the
2019 Point-in-Time (PIT) Count Data report. DPSS and UCR will continue to further analyze this year’s data to better
understand trends in the homeless count and provide additional easy-to-use data sets for cities. DPSS submitted the
final Riverside County PIT Count Report to HUD by the deadline of April 30, 2019.
According to the report, the 2019 PIT Count in Riverside County identified a total of 2,821 sheltered and unsheltered
homeless adults and children county wide (2,045 unsheltered and 766 sheltered), which is 21% higher than the count
in 2018 (2,316). This information is useful as it helps develop strategies to decrease homelessness and its associated
health conditions with all community and county organizations involved.

Point-in-Time Homeless Total Count Riverside County

Sheltered
Unsheltered
Total

2016

2017

2018

2019

814

768

631

766

1,351

1,638

1,685

2,055

2,165

2,406

2,316

2,821

Sheltered

Unsheltered

2018

2019

2018

2019

Individuals

631

766

1,685

2,045

Adults (≥25)

415

484

1,350

1,718

Youth (18-24)

69

83

177

181

Children (≤17)

147

199

4

15

Unknown Ages

0

0

154

131

Data Source: Riverside County Department of Public Social Services 2019 and 2018 Point in Time Count and Survey Data. Retrieved
October 2019 from http://dpss.co.riverside.ca.us/files/pit/pit-count-report-final.pdf and http://dpss.co.riverside.ca.us/files/pdf/
homeless/2018-rivco-pit-report-revised-6-6-18.pdf
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Violence and Injury Prevention
According to the Centers for Disease Control and Prevention (CDC) injury is the leading cause of death for children
and adults between the ages of 1 and 45 in the United States. Injury not only includes those caused by violence,
but also unintentional injuries, such as those caused by motor vehicle crashes.
High rates of violent crimes in a community not only compromises individuals’ real and perceived safety, but can
be detrimental to overall mental health. High rates of violent crimes can also deter residents from pursuing healthy
behaviors, such as walking for leisure or to and from work or school. When examining rates of substantiated child
abuse cases, Riverside County had the highest average number of cases from 2012 to 2015, at 11.1 per 1,000 in
2014 as compared to the state during the same time period.

Rate of Substantiated Child Abuse (per 1,000)
2012

2013

2014

2015

California

9.3

9.2

9

8.4

Riverside County

10.2

10.6

11.1

9.6

Data Source: Annie E. Casey Foundation (2019). Kids Count Data Center. Retrieved September 2019 from https://datacenter.
kidscount.org/

For unintentional injuries, Riverside County had higher rates of motor vehicle crashes (12.0) and drug-induced
deaths (16.4) (age-adjusted) per 100,000 than state estimates (9.5 and 12.7, respectively).

Unintentional Injuries Age-Adjusted Death Rate per 100,000

Motor Vehicle Traffic Crashes
Drug-Induced Deaths

Riverside County

California

12

9.5

16.4

12.7

Note: Percentages in red are worst outcomes as compared to the state. Data Source: California Department of Public Health,
County Health Status Profiles 2019, Individual County Data Sheets. 2011-2016 Death Files. Retrieved October 2019 from https://
www.cdph.ca.gov/Programs/CHSI/Pages/Individual-County-Data-Sheets.aspx
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When looking at violent crimes, between 2014-2018, Banning-Beaumont saw the highest counts in 2018 and the
lowest count in 2014. Riverside County saw its highest count in 2016 and lowest in 2014. Rates of violent crimes in a
community not only compromises individuals’ real and perceived safety, but can be detrimental to overall mental
health. High rates of violent crimes can also deter residents from pursuing healthy behaviors, such as walking for
leisure or to and from work or school.

Violent Crime Rate

Riverside County
Banning-Beaumont

2014

2015

2016

2017

2018

6,260

7,020

7,447

7,308

7,360

199

335

292

333

343

Data Source: State of California Department of Justice (2019). OpenJustice Online Database. Retrieved September 2019 from
https://openjustice.doj.ca.gov/exploration/crime-statistics/crimes-clearances

Key Findings
•

For every 10,000 children, SGMH’s PSA (35.5) has a higher rate of Head Start Facilities as compared to
Riverside County (4.3) and the state (5.9).

•

Averages for adults with less than a high school education is lower in SGMH’s PSA (15.8%) as compared
to both Riverside County (18.9%) and the state estimate (17.5%).

•

SGMH’s PSA (38.9% and 40.5%, respectively) has a lower housing cost burden (paying more than 30% of
income for housing) and percentage of houses with one or more substandard conditions than Riverside
County, (42.1% and 44.6%, respectively) and state estimates.

•

In California the Fair Market Rent (FMR) for a two-bedroom apartment is $1,804. This means that in order to
afford rent and utilities, without paying more than 30% of their income, a household must net $6,014 per
month. This translates to an hourly housing wage of $34.69 in California. In Riverside County, FMR is $1,232 for
a two-bedroom apartment with an annual income required of $49,280. This translates to an hourly housing
wage of $23.69 in Riverside-San Bernardino-Ontario MSA. Riverside County has a lower 2-bedroom FMR
than the state.

•

The Riverside County 2019 PIT Count identified a total of 2,811 sheltered and unsheltered homeless adults
and children county wide (2,045 unsheltered and 766 sheltered), which is 21% higher than the count in
2018 (2,316).

•

For unintentional injuries, Riverside County (16.4) had the highest rate of drug-induced deaths (age-adjusted)
per 100,000, in comparison to the state (12.7). Riverside County (12) also had a higher rate of motor vehicle
crashes (age-adjusted) per 100,000, in comparison to the state estimate (9.5).
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What Can Be Done?
Hospitals and health systems are stepping outside of their traditional roles and beginning to collaboratively address
the social, economic, and environmental conditions that contribute to poor health in the communities they serve.
Strategic multi-sectoral interventions can help address the issues that have the greatest impact on people’s health
to move the dial on education and unemployment, helping to create a positive ripple effect on homelessness and
unintentional injuries for the betterment of the community.
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Health System
A strong health system is one in which patients receive efficient coordinated care for a variety of illnesses, and
appropriate follow-up care to prevent unnecessary hospitalizations. In order to strengthen connections to care, we
must first understand the current state of our health system. This begins by understanding the outcomes associated
with receiving or not receiving good maternal health care, as well as how one accesses the healthcare system.

Prenatal Care and Outcomes After Birth
Riverside County

Live births are an indication of population growth and the
demand on a community’s existing resources, infrastructure,

California

Healthy People 2020

Teen Births

(per 1,000 female population aged 15 to 19 years old)

schools, and the healthcare system/services. It is important
to understand the infrastructure as it is the foundation.
An adequate healthcare system is capable of providing
preventive, diagnostic, and treatment care according to
the requirements of the people being served. Riverside

37.1
15.7

County has the highest teen birth rates (37.1) as compared
to the state (15.7) estimate.

*Healthy People 2020 Goal not available for this statistic.

Data Source: California Department of Public Health, County Health Status Profiles 2019, Individual County Data Sheets. Retrieved September 2019
from https://www.cdph.ca.gov/Programs/CHSI/Pages/Individual-County-Data-Sheets.aspx

“Early prenatal care,” is care started in the first trimester (1-3 months). Adequacy of prenatal care calculations are
based on the Adequacy of Prenatal Care Utilization Index (APNCU), which measures the utilization of prenatal
care based on the timing of initiation of such care using the month prenatal care began as reported on the birth
certificate and the ratio of the actual number of visits reported on the birth certificate to the expected number of
visits. Adequate-Plus care is defined as prenatal care begun by the 4th month of pregnancy and 110% or more of
recommended visits received. Adequate care is defined as prenatal care begun by the 4th month of pregnancy
and 80-109% of recommended visits received. These indicators are relevant because engaging in prenatal care
decreases the likelihood of maternal and infant health risks. These indicators can also highlight a lack of access
to preventive care, a lack of health knowledge, insufficient provider outreach, and/or social barriers preventing
utilization of health care services. For indicators of prenatal care denoted in the graphs (early first trimester prenatal
care and adequate care), Riverside County has the same early care rate at 83.5% as the state estimate, surpassing
the Healthy People 2020 performance target of 77.9% of women who received prenatal care in the first trimester.
Riverside County demonstrated lower proportions of women receiving adequate prenatal care at 73.9% as
compared to the state estimate of 77.9% and does not surpass the Healthy People 2020 performance target of
77.6% of pregnant woman receiving adequate prenatal care.
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Riverside County

Percent of Women who Received Prenatal Care in
the First Trimester

73.9%

83.5%

77.9%

77.9%

77.6%

and infant. Breastfeeding protects against diarrhea and

Healthy People 2020

Percent of Women who Received Adequate or
Adequate Plus Prenatal Care

83.5%

Breastfeeding has many health benefits for both the mother

California

Percent of Women who Initiated
Breastfeeding

common childhood illnesses such as pneumonia, and may
also have longer-term health benefits, such as reducing
the risk of overweight and obese children and adolescents.
Riverside County (92.4%) exceeded the Healthy People 2020
performance target of 81.9% of infants who have “ever been

92.4%
94%

breastfed” and came within at least two percentage points
of the state estimate (94%), which demonstrates a strong
alignment of goals to support and promote breastfeeding.
Low birth weight is indicative of the general health of
newborns and is often a key determinant of survival, health,

81.9%

Percent of Low Weight Births
(Under 2,500g)

and development. Infants born at low birth weights are at
a heightened risk of complications, including infections,
neurological disorders, Sudden Infant Death Syndrome, and

6.8%

even chronic diseases. The Healthy People 2020 goal is 7.8%
or less for infants to be born with weights below 2,500 grams.
Riverside County (6.8%) percentages are below the Healthy
People 2020 performance target and slightly lower than the
state estimate (6.9%)
Finally, the infant mortality rate (IMR) is critical as it is indicative
of the existence of broader issues pertaining to access to care

6.9%
7.8%
Infant Mortality Rate
(Per 1,000 live births)

and maternal child health. Such rates can further provide
us with metrics of community health outcomes and areas of
needed services and interventions. Riverside County (5.3) fell
under the Healthy People 2020 target of an IMR of 6.0 per
1,000 live births but exceeded the state estimate (4.4). Healthy

5.3
4.4

birth outcomes and early identification can help predict
future public health challenges for families, communities, and
the health care system.

6.0

Data Source: California Department of Public Health, County Health Status Profiles 2019, Individual County Data Sheets. Retrieved September 2019
from https://www.cdph.ca.gov/Programs/CHSI/Pages/Individual-County-Data-Sheets.aspx
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Access to Health Care
Access to health care is arguably the most critical

Dentists Rate per 100,000
Population

component of measuring community health. Access
can be measured at both the individual level (i.e. health
insurance coverage, Medi-Cal coverage) and at the

Riverside County

83.4

system level (i.e., primary care provider rate, health
professional shortage areas). When an individual has the

50.6

California

means to secure treatment and quality comprehensive
treatment is readily available, then access to health
care is highest. Understanding provider rates per 100,000
population can be useful for determining areas in most
need of providers and potential stresses on existing

Mental Health Care Provider Rate
per 100,000 Population

providers.
Across each provider indicator including dental (50.6),

Riverside County

327.8

mental health (187.4), and primary care (41.8) per 100,000
population, Riverside County recorded lower proportions
of providers to population as compared to state estimates

187.4

California

(83.4, 327.8, 78.5, respectively).
*Per County Health Rankings, Mental Health Provider rate includes: the
number of mental health providers in a county. Mental health providers
are defined as psychiatrists, psychologists, licensed clinical social workers,
counselors, marriage and family therapists, and mental health providers
that treat alcohol and other drug abuse, as well as advanced practice
nurses specializing in mental health care. Primary Care Provider rate
includes: the number of primary care physicians in a county. Primary care
physicians include practicing non-federal physicians (M.D.s and D.O.s)
under age 75 specializing in general practice medicine, family medicine,
internal medicine, and pediatrics.

Primary Care Physician Rate
per 100,000 Population

Riverside County

California

41.8
78.5

Data Source: Robert Wood Johnson Foundation (2018). County Health Rankings and Roadmaps. Retrieved January 2019 from http://www.
countyhealthrankings.org

Health Insurance
Health insurance coverage is also an important indicator to consider when determining the health of a community.
Lack of insurance is a primary barrier to health care access, regular primary care, specialty care, and other health
services and contributes to poor health status. Additionally, understanding the proportion of the population
receiving Medi-Cal is important because this allows for an assessment of vulnerable populations which are more
likely to have multiple health access, health status, and social support needs. When combined with poverty data,
providers can use this measure to identify gaps in eligibility and enrollment. When looking at coverage estimates,
one finds that SGMH’s PSA has a lower proportion of persons who are uninsured (8.9%) as compared to Riverside
County (12.3%) and the state estimate (10.5%). Riverside County has a higher percentage of persons covered
through Medi-Cal (30.4%) as compared to the state estimate (27.3%).
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Percent of Uninsured Population

PSA

Riverside County

California

Percent of Population Receiving Medi-Cal

8.9%
12.3%
10.5%

—

PSA

30.4%

Riverside County

27.3%

California

Data Source: CARES Engagement Network (2019). US Census Bureau, American Community Survey. 2013-17. Retrieved September 2019 from https://
engagementnetwork.org/assessment/

Community Health Centers
Community Health Centers (CHCs) are community assets that provide health care to vulnerable populations in areas
designated as medically underserved. Per the California Primary Care Association, the term Community Health Center
(CHC) includes Federally Qualified Health Centers (FQHCs), FQHC Look-Alikes, Migrant Health Centers, Rural and
Frontier Health Centers, and Free Clinics. CHCs are an essential segment of the safety-net. In many California counties,
these clinics provide a significant proportion of comprehensive primary care services to patients who receive partial
subsidies or are uninsured.
SGMH’s PSA has the highest rate of FQHCs at 3.99 per 100,000 as compared to Riverside County (2.01) and the state
estimate (2.91). Riverside County has a total of 76 CHCs.

Health Center Site Population Type Description
Riverside County
Rural

7

Urban

30

Unknown

39

Total Number of Community Health Centers

76

Note: Unknown means that the type of population served is unknown. Data Source: Health Resources and Services Administration (2019). Health
Center Service Delivery and Look– Alike Sites Data Download. Retrieved March 2019 from https://data.hrsa.gov/data/download.
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Asthma
Respiratory health is related to general health and can be indicative of poor air quality. Key respiratory illnesses
include chronic obstructive pulmonary disease (COPD) and asthma. This indicator is relevant because asthma is a
prevalent problem in the U.S. that is often exacerbated by poor environmental conditions.
Of particular importance is Riverside County estimates related to those living with or who have ever had asthma.
Riverside County has a higher proportion of active asthma (10.2%) and lifetime asthma (15.5%) as compared to
state estimates (8.7% and 14.8%, respectively). Further examination of trends reveals that Riverside County has lower
rates for emergency department visits (43.2) and asthma hospitalizations (3.7) per 100,000 as compared to the state
estimate (46.9 and 4.7, respectively). Undoubtedly, asthma is a public health concern in the county and interventions
aimed at reducing asthma morbidity are of imperative need.

Active Asthma Prevelance

Riverside County

California

Lifetime Asthma Prevelance

10.2%
8.7%

Asthma ED Visits, Rate per 100,000

Riverside County

California

Riverside County

15.5%
14.8%

California

Asthma Hospitalizations, Rate per 100,000

43.2
46.9

Riverside County

California

3.7
4.7

Data Source: California Department of Public Health, California Breathing. County Asthma Data Tool, 2015-2016. Retreived September 2019 from
https://www.cdph.ca.gov/Programs/CCDPHP/DEODC/EHIB/CPE/Pages/CaliforniaBreathingCountyAsthmaProfiles.aspx
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Homeless Patient Encounters in the Emergency Room (ER)
Homeless patient encounters in the Emergency Room (ER) can be coded using the ICD-10 diagnosis code of Z59.0,
homelessness. In 2017, Riverside County homeless patients visited the ER 1,117 times and 358 (32.1%) were coded Z59.0.
In 2017, San Bernardino County homeless patients visited the ER 1,344 times and 372 (27.7%) were coded Z59.0.

ICD-10 Code
Z59.0

Total ER
Visits

Average Visits/
Utilizer in 2017

Percentage

Best Coding
Hospital

Riverside County

358

1,117

45

32.1%

95.7%

San Bernardino

372

1,344

54

27.7%

53.5%

Data source: 2017 Emergency Room Visits derived from the OSHPD file using SpeedTrack analytics platform.

The Hospital Association of Southern California (HASC) developed a report that identified the top 25 individuals with
the greatest number of ER encounters coded with Z59.0 in each County to determine the hospitals they visited. At
San Gorgonio Memorial Hospital, the top 25 homeless patients in Riverside County in 2017 utilized the ER 63 times and
ICD-10 Z59.0 code was recorded 19 times (30.2%). The individual’s comorbid conditions vary and constitute a broad
range of chronic and acute diagnoses including chronic kidney disease, Hepatitis C and cirrhosis of the liver, nicotine
dependence, alcohol abuse, schizophrenia, hypertension, and Type 2 Diabetes.

San Gorgonio Memorial Hospital Top ER Visits by Diagnosis, 2017
Emergency Room (ER) visits in 2017 totaled 47,158 at San Gorgonio Memorial Hospital. Table 1 below compares the
number of ER visits in California, Riverside and San Bernardino Counties, including San Gorgonio Memorial Hospital.
Table 2 lists the top 14 ER visit diagnoses in 2017 for San Gorgonio Memorial Hospital.

Table 1 2017 Emergency Room (ER) Visits, 2017
California

12,881,746

Riverside County

809,411

San Bernardino County

762,769

San Gorgonio Memorial Hospital

47,158

Data source: 2017 Emergency Room Visits derived from the OSHPD file using SpeedTrack analytics platform.
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The table below represents the top 14 Emergency Room (ER) visit diagnoses at San Gorgonio Memorial Hospital
in 2017.

Table 2 San Gorgonio Memorial Hospital Top 14 ER Visit Diagnoses, 2017
Diagnosis

Description

2017 ER Visits

Percentage

I10

Essential (Primary) Hypertension

6,152

14.53

J06.9

Acute Upper Respiratory Infection, Unspecified

2,871

6.78

N39.0

Urinary Tract Infection Site Not Specified

2,465

5.82

E11.9

Type 2 Diabetes Mellitus Without Complications

2,438

5.76

F17.200

Nicotine Dependency Unspecified Uncomplicated

2,323

5.49

R10.9

Unspecified Abdominal Pain

1,731

4.09

1,462

3.45

R03.0

Elevated Blood Pressure Reading without Diagnosis of
Hypertension

R07.9

Chest Pain Unspecified

1,424

3.36

J45.909

Unspecified Asthma Uncomplicated

1,278

3.02

R51

Headache

1,255

2.96

F17.210

Nicotine Dependence Cigarettes Uncomplicated

1,236

2.92

Z23

Encounters for Immunization

1,100

2.60

F41.9

Anxiety Disorder Unspecified

1,087

2.57

R50.9

Fever Unspecified

997

2.35

Data source: 2017 Emergency Room Visits derived from the OSHPD file using SpeedTrack analytics platform.
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San Gorgonio Memorial Hospital Top 20 Hospital Discharges by MS-DRG, 2017
The table below represents the top 20 Medicare Severity-Diagnosis Related Groups (MS-DRG) for hospital discharges
at San Gorgonio Memorial Hospital in 2017.

San Gorgonio Memorial Hospital Top 20 Discharges by MS-DRG, 2017
MS-DRG

MS-DRG Description

2017 Discharges

870/871/872

Septicemia

291

291/292/293

Heart failure & shock

197

109/191/192

Chronic Obstructive Pulmonary Disease (COPD)

151

193/194/195

Simple pneumonia & pleurisy

146

469/470

Major joint replacement/reattachment lower extremity

110

637/638/639

Diabetes

104

308/309/310

Cardiac arrhythmia & conduction disorders

100

689/690

Urinary tract infections

92

391/392

Esophagitis, gastroenteritis, misc. digestive disorders

91

682/683/684

Renal failure

89

377/378/379

G.I hemorrhage

83

640/641

Misc. disorders of nutrition, metabolism, fluids/electrolytes

73

602/603

Cellulitis

59

894-897

Alcohol/drug abuse or dependence

38

417/418/419

Laparoscopic cholecystectomy

35

313

Chest pain

30

202/203

Asthma

28

304/305

Hypertension

23

100/101

Seizures

20

Cancer Svc. Line

All Cancers

13
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2017 Hospitalizations
Hospitalization discharge data for the year 2017 was derived from the OSHPD data set using SpeedTrack analytics
platform and compares overall California total, Riverside County, and San Gorgonio Memorial Hospital. Hospitalization
data containing an n-value of 10 or less are not included. Patient race/ethnicity data representing less than one
percent of the population were not graphed. Data on the following hospitalization types include:
•

Overall Hospitalizations, by race/ethnicity, gender and age group

•

Alcohol/Drug Abuse or Dependency, by race/ethnicity, gender and age group

•

All Cancers, by race/ethnicity, gender and age group

•

Asthma, by race/ethnicity, gender and age group

•

Chronic Obstructive Pulmonary Disease (COPD), by race/ethnicity, gender and age group

•

Diabetes, by race/ethnicity, gender and age group

•

Heart Failure, by race/ethnicity, gender and age group

•

Hypertension, by race/ethnicity, gender and age group

Overall Hospitalizations
This section includes 2017 data for overall inpatient hospitalizations in California, Riverside County, and San Gorgonio
Memorial Hospital.

2017 Overall Hospitalizations
California
Riverside County
San Gorgonio Memorial Hospital

3,856,191
229,373
3,432

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.
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Figure 1 Overall Hospitalizations by Race/Ethnicity, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Figure #2 Overall Hospitalizations by Gender, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.
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Figure #3 Overall Hospitalizations by Age Group, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Key Findings
•

Approximately one-in-three overall hospitalizations are Hispanic or Latino; whereas 85% are White.

•

Overall, females have a higher proportion of hospitalizations than males.

•

Forty-five percent of hospitalizations are among seniors 65 years and older.
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Alcohol/Drug Abuse or Dependency Hospitalizations
This section includes 2017 data for Alcohol/Drug Abuse or Dependency inpatient hospitalizations in California, Riverside
County, and San Gorgonio Memorial Hospital. MS-DRG codes include 894/895/896/897.

Alcohol/Drug Abuse or Dependency
2017 Hospitalizations
California

46,920

Riverside County

2,491

San Gorgonio Memorial Hospital

38

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Figure #1 Alcohol/Drug Abuse or Dependency Hospitalizations by Race/Ethnicity, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.
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Figure #2 Alcohol/Drug Abuse or Dependency Hospitalizations by Gender, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Figure #3 Alcohol/Drug Abuse or Dependency Hospitalizations by Age Group, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

2019 Community Health Needs Assessment | 43

Key Findings
•

Approximately 21% of hospitalizations for Alcohol/Drug Abuse or Dependency are Hispanic and 92%
are White.

•

Men have a significantly higher proportion of hospitalizations for Alcohol/Drug Abuse or Dependency
than women.

•

Approximately 84% of hospitalizations for Alcohol/Drug Abuse or Dependency are among adults
age 35-64 years.
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All Cancers Hospitalizations
This section includes 2017 data for All Cancers inpatient hospitalizations in California, Riverside County, and
San Gorgonio Memorial Hospital. All Cancers include the MS-DRG codes from the oncology inpatient service line.

Table 1 N-Value for All Cancers Hospitalizations per Service Area, 2017

All Cancers
2017 Hospitalizations
California

63,339

Riverside County

3,253

San Gorgonio Memorial Hospital

13

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Figure #1 All Cancers Hospitalizations by Race/Ethnicity, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

2019 Community Health Needs Assessment | 45

Figure #2 All Cancer Hospitalizations by Gender, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.
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Figure #3 All Cancer Hospitalizations by Age Group, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Key Findings
•

Twenty-three percent of Hispanics and 85% of Whites are hospitalized for all cancers.

•

Women (77%) have a significantly higher proportion of hospitalizations due to cancer compared to men
(23%).

•

Seniors age 65 years and older account for 54% of hospitalizations and adults age 35-64 years account for
46% of the hospitalizations for all cancers.
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Asthma Hospitalizations
This section includes 2017 data for Asthma inpatient hospitalizations in California, Riverside County, and San Gorgonio
Memorial Hospital. MS-DRG codes include 202/203.

Table 1 N-Value for Total Asthma Hospitalizations per Service Area, 2017

Asthma
2017 Hospitalizations
California

32,704

Riverside County

1,546

San Gorgonio Memorial Hospital

28

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Figure #1 Asthma Hospitalizations by Race/Ethnicity, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.
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Figure #2 Asthma Hospitalizations by Gender, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Figure #3 Asthma Hospitalizations by Age Group, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.
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Key Findings
•

Women have a significantly higher proportion of hospitalizations due to asthma.

•

Approximately 82% of asthma hospitalizations are among adults age 35-64 years. Seniors age 65 years and
older account for 54% of hospitalizations for adults age 35-64 years.
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Chronic Obstructive Pulmonary Disease (COPD) Hospitalizations
This section includes 2017 data for the overall Chronic Obstructive Pulmonary Disease (COPD) hospitalizations in
California, Riverside County and San Gorgonio Memorial Hospital. MS-DRG codes include 190/191/192.

Table #1 N-Value for Total COPD Hospitalizations by Service Area, 2017

Chronic Obstructive Pulmonary Disease
2017 Hospitalizations
California

49,151

Riverside County

2,785

San Gorgonio Memorial Hospital

151

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Figure #2 COPD Hospitalizations by Race/Ethnicity, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.
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Figure #2 COPD Hospitalizations by Gender, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Figure #3 COPD Hospitalizations by Age Group, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.
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Key Findings
•

Ninety-three percent of Whites compared to 19% of Hispanics accounted for COPD hospitalizations in 2017.

•

Women have a slightly higher proportion (59%) of hospitalizations due to COPD compared to men (41%).

•

Approximately sixty-six percent of hospitalizations due to COPD are among seniors age 65 years and older.
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Diabetes Hospitalizations
This section includes 2017 data for the overall diabetes hospitalizations in California, Riverside County, and
San Gorgonio Memorial Hospital. MS-DRG codes include 637/638/639.

Table 1 N-Value for Total Diabetes Hospitalizations per Service Area, 2017

Diabetes
2017 Hospitalizations
California

39,553

Riverside County

2,441

San Gorgonio Memorial Hospital

104

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Figure #1 Diabetes Hospitalizations by Race/Ethnicity, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.
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Figure #2 Diabetes Hospitalizations by Gender, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Figure #3 Diabetes Hospitalization by Age Group, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.
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Key Findings
•

Whites have a higher proportion of hospitalizations due to diabetes compared to any other racial/
ethnic group.

•

Men (52%) have a slightly higher proportion of hospitalizations due to diabetes than women (48%).

•

Forty-five percent of adults age 35-64 years and 33% of adults age 18-34 years account for diabetes
hospitalizations.
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Heart Failure Hospitalizations
This section includes 2017 data for Heart Failure inpatient hospitalizations in California, Riverside County, and
San Gorgonio Memorial Hospital. MS-DRG codes include 291/292/293.

Table #1 N-Value for Total Heart Failure Hospitalizations by Service Area 2017

Heart Failure
2017 Hospitalizations
California

96,725

Riverside County

5,120

San Gorgonio Memorial Hospital

197

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Figure #1 Heart Failure Hospitalizations by Race/Ethnicity, 2017
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Figure #2 Heart Failure Hospitalizations by Gender, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform

Figure #3 Heart Failure Hospitalizations by Age, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform

Key Findings
•

Men (54%) have a slightly higher proportion of hospitalizations due to heart failure compared to women (46%).

•

Approximately 68% of hospitalizations for heart failure are among seniors age 65 years and older.
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Hypertension Hospitalizations
This section includes 2017 data for Hypertension inpatient hospitalizations in California, Riverside County, and
San Gorgonio Memorial Hospital. MS-DRG codes include 304/305.

Table 1 N-Value for Total Hypertension Hospitalizations per Service Area 2017

Hypertension
2017 Hospitalizations
California

10,848

Riverside County

667

San Gorgonio Memorial Hospital

23

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Figure #1 Hypertension Hospitalizations by Race/Ethnicity, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform
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Figure #2 Hypertension Hospitalizations by Gender, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Figure #3 Hypertension Hospitalizations by Age Group, 2017

Data source: 2017 Hospitalizations derived from the OSHPD file using SpeedTrack analytics platform.

Key Findings
•

Approximately 22% of hospitalizations due to hypertension are among Hispanics.

•

Women (74%) have a significantly higher proportion of hospitalizations due to hypertension than men (26%).

•

Approximately 68% of hospitalizations due to hypertension are among seniors age 65 years and older.
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Mortality
Health status and health care utilization measures are central indicators of the performance of the healthcare
system. Health status measures the level of wellness and illness, while health care utilization is the use of services by
people for the purpose of preventing and curing health problems. The leading causes of death in the United States
are overwhelmingly the result of chronic and preventable disease. Nearly 75% of all deaths in the United States are
attributed to just ten causes, with the top three of these accounting for over 50 percent of all deaths. According to
the Centers for Disease Control and Prevention, in 2016 the top three leading causes of death in the United States
were from heart disease, cancer, and unintentional injuries.

Top 10 Leading Causes of Death (Age-Adjusted Rates per 100,000 Population)
Rank

Riverside County

California

1

All Cancers (141.1)

All Cancers (137.4)

2

Coronary Heart Disease (106.0)

Coronary Heart Disease (87.4)

3

Chronic Lower Respiratory Diseases (40.3)

Cerebrovascular Diseases (Stroke) (36.3)

4

Accidents - Unintentional Injuries (38.0)

Alzheimer's Disease (35.7)

5

Alzheimer's Disease (37.8)

Accidents - Unintentional Injuries (32.2)

6

Cerebrovascular Diseases (Stroke) (34.9)

Chronic Lower Respiratory Diseases (32.0)

7

Lung Cancer (29.5)

Lung Cancer (27.5)

8

Female Breast Cancer (21.1)

Diabetes (21.2)

9

Prostate Cancer (19.9)

Prostate Cancer (19.4)

10

Diabetes (19.1)

Female Breast Cancer (18.9)

Data Source: California Department of Public Health, County Health Status Profiles 2019, Individual County Data Sheets. 2015-2017 Death Files.
Retrieved September 2019 from https://www.cdph.ca.gov/Programs/CHSI/Pages/Individual-County-Data-Sheets.aspx

Within Riverside County, the top five leading causes of death from 2015-2017 were all cancers, coronary heart
disease, chronic lower respiratory diseases, unintentional injuries, and Alzheimer’s disease. The sixth, seventh and
eighth leading causes of death were comprised of stroke, lung cancer, and female breast cancer. Lastly, the ninth
and tenth leading causes of death were comprised of prostate cancer and diabetes.
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Hospitalization Trends Using Prevention Quality Indicators
In the continuum of the disease process, hospitalization is the last step for patient care resulting in separation from
community resources and family support. Patients who frequently over-utilize healthcare services typically suffer
from multiple chronic conditions, requiring frequent care provided by a number of different providers. Many also
have complicated social situations that directly impact their ability to get and stay well. Too often, high utilizer
patients experience inefficient, poorly coordinated care that results in multiple trips to the emergency room and
costly hospital admissions.
The Agency for Healthcare Research and Quality (AHRQ) developed the Prevention Quality Indicators (PQI)
as measures to help assess quality and access to health care in specific communities. The PQI indicators are
population-based and reported at the state, county, and zip code levels and adjusted for age and sex. PQIs are a
set of measures that can identify quality of care for “ambulatory care sensitive conditions” when used with hospital
inpatient discharge data, and can identify areas needing further investigation to potentially prevent the need for
hospitalizations and check for primary care access or outpatient services in a community.
Five PQIs are described in this assessment from the 2016 PQI analysis derived from the Office of Statewide Health
Planning and Development (OSHPD) PQI Record Level File using the SpeedTrack analytics platform. The PQIs for
PQI 01 Diabetes Short-term Complications, PQI 03 Diabetes Long-term Complications, PQI 07 Hypertension, PQI 14
Uncontrolled Diabetes, and PQI 15 Asthma in Younger Adults (Ages 18-39) are described below:

PQI 01 Diabetes Short-Term Complications Admission Rate Description: Admissions for a principal diagnosis of
diabetes with short-term complications (ketoacidosis, hyperosmolarity, or coma) per 100,000 population ages 18
years and older. Excludes obstetric admissions and transfers from other institutions.
PQI 03 Diabetes Long-Term Complications Admission Rate Description: Admissions for a principal diagnosis of
diabetes with long-term complications (renal, eye, neurological, circulatory, or complications not otherwise
specified) per 100,000 population ages 18 years and older. Excludes obstetric admissions and transfers from other
institutions.
PQI 07 Hypertension Admission Rate Description: Admissions with a principal diagnosis of hypertension per 100,000
population, ages 18 years and older. Excludes kidney disease combined with dialysis access procedure admissions,
cardiac procedure admissions, obstetric admissions, and transfers from other institutions.
PQI 14 Uncontrolled Diabetes Admission Rate Description: Admissions for a principal diagnosis of diabetes without
mention of short-term (ketoacidosis, hyperosmolarity, or coma) or long-term (renal, eye, neurological, circulatory,
or other unspecified) complications per 100,000 population, ages 18 years and older. Excludes obstetric admissions
and transfers from other institutions.
PQI 15 Asthma in Younger Adults (Ages 18-39) Admission Rate Description: Admissions for a principal diagnosis
of asthma per 100,000 population, ages 18 to 39 years. Excludes admissions with an indication of cystic fibrosis or
anomalies of the respiratory system, obstetric admissions, and transfers from other institutions.
Analysis of the five 2016 PQIs for Riverside and San Bernardino County reveals that San Bernardino County has the
highest admission rates for PQI 01 Diabetes Short-term Complications, PQI 03 Diabetes Long-term Complications,
PQI 07 Hypertension, PQI 14 Uncontrolled Diabetes, and PQI 15 Asthma in Younger Adults (ages 18-39).
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Table 1 below describes the admissions rates for selected PQIs for Riverside and San Bernardino Counties as well as
the primary and secondary service area zip codes for San Gorgonio Memorial Hospital. The zip codes where the
admissions rate for each PQI is the highest are highlighted in the table.

Table 1 2016 Comparison for Admissions Rates for Selected Performance Quality Indicators (PQI)

2016 Comparison for Admissions Rates for Selected Performance Quality Indicators PQI
Service Area

PQI 01

PQI 03

PQI 07

PQI 14

PQI 15

Diabetes
Short-term
Complications

Diabetes

Hypertension

Uncontrolled

Long-term

Diabetes

Complications

Asthma in
Younger Adults
(Ages 18-39)

Riverside

60.15

91.14

24.77

36.81

20.13

San Bernardino

71.69

105.69

33.36

44.57

29.51

Zip Code

City

92220

Banning

200.06

105.49

32.74

94.57

11.6

92223

Beaumont

60.89

55.09

20.3

52.2

29.02

92230

Cabazon

—

101.68

101.68

50.84

120.63

92320

Calimesa

58.17

130.89

—

72.72

—

92543

Hemet

153.1

196.84

47.39

91.13

20.55

92544

Hemet

137.15

142.86

22.86

54.29

24.07

92545

Hemet

54.51

127.18

42.39

66.62

20.26

92582

San Jacinto

61.58

79.18

17.59

43.99

36.36

92583

San Jacinto

42.78

141.18

51.34

59.89

10.51

92399

Yucaipa

76.01

56.44

2.45

19.63

13.86

Data source: 2017 Emergency Room Visits derived from the OSHPD file using SpeedTrack analytics platform.
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Key Findings
•

Riverside County has the same early care rate at 83.5% as the state estimate, surpassing the Healthy People
2020 performance target of 77.9% of women who received prenatal care in the first trimester.

•

Riverside County (92.4%) exceeded the Healthy People 2020 performance target of 81.9% of infants who have
“ever been breastfed” and came within at least two percentage points of the state estimate (94%), which
demonstrates a strong alignment of goals to support and promote breastfeeding.

•

Across each provider indicator, dental (50.6), mental health (187.4), and primary care (41.8) per 100,000
population, Riverside County recorded lower proportions of providers to population as compared to state
estimates (83.4, 327.8, 78.5, respectively).

•

The top three leading causes of death for Riverside County were comprised of all cancers, coronary heart
disease, and chronic lower respiratory diseases from 2015-2017.

•

Analysis of the five Prevention Quality Indicators (PQIs) reveals that San Bernardino County has the highest
admission for PQI Diabetes Short-term Complications (71.69), PQI 03 Diabetes Long-term Complications
(105.69), PQI 07 Hypertension (33.36), PQI 14 Uncontrolled Diabetes (44.57) and PQI 15 Asthma in Younger
Adults (29.51) as compared to Riverside County.

•

Within the San Gorgonio Memorial Hospital service area, the City of Banning has the highest admissions for PQI
01 Diabetes Short-term Complications (200.06) and PQI 14 Uncontrolled Diabetes (94.57); Cabazon has the
highest admissions for PQI 07 Hypertension (101.68) and PQI 15 Asthma in Younger Adults (120.63); and Hemet
has the highest admissions for PQI 03 Diabetes Long-term Complications (196.84).

•

Twenty-three percent of Hispanics and 85% of Whites are hospitalized for all cancers. Women (77%) have a
significantly higher proportion of hospitalizations due to cancer as compared to men (23%).

•

Women have a slightly higher proportion (59%) of hospitalizations due to COPD as compared to men (41%).

What Can Be Done?
A strong health system is one in which patients receive efficient coordinated care for a variety of illnesses and
appropriate follow-up care to prevent unnecessary hospitalizations. In order to strengthen connections to care, we
must first understand the current state of our health system to strategically and intentionally address the needs of our
communities. Multi-sector health initiatives should identify high-need and vulnerable communities when they begin
conversations to guide the assessment of community needs, align partnerships, and target measurable outcomes.
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Public Health and Prevention
Public health is the science of protecting and improving the health of people and their communities. This work is
achieved by promoting healthy lifestyles, researching disease and injury prevention, and detecting, preventing
and responding to infectious diseases. When these factors are addressed, a community will enjoy an overall
higher level of physical and emotional well-being.

Health Status
Health status is determined by more than the presence or absence of any disease. It is comprised of a number
of factors, including measures of healthy life expectancy, years of potential life lost, self-assessed health status,
chronic disease prevalence, measures of functioning, physical illness, and mental well-being. These measures go
hand-in-hand with measures related to health behaviors such as physical activity, nutrition, and alcohol
consumption. Measuring health behaviors provides a deeper understanding of health status.
When looking at overall health status, Riverside County had a higher proportion of adults who rate their health as
“poor” or “fair” (19.2%) as compared to the state estimate (17.5%). Riverside County had a higher number of poor
mental health days (3.6) and poor physical health days (3.8) within a reported 30-day period as compared to the
state estimate (3.5 and 3.5 respectively).

Riverside County

19.2%

California

17.5%

3.6

Adults Reporting Poor or Fair Health

3.5

Poor Mental Health Days

3.8

3.5

Poor Physical Health Days

Data Source: Robert Wood Johnson Foundation (2019). County Health Rankings and Roadmaps. Retrieved May 2019 from http://www.
countyhealthrankings.org

Physical Activity
Increased physical activity is associated with lower risks of type 2 diabetes, cancer, stroke, hypertension,
cardiovascular disease, and premature mortality, independent of obesity. Individuals who live closer to sidewalks,
parks, and gyms are more likely to exercise.

2019 Community Health Needs Assessment | 65

In California, 17.4% of adults answered “yes” to the question: “During the past month, other than your regular job,
did you participate in any physical activities or exercises such as running, calisthenics, golf, gardening, or walking
for exercise?” In Riverside County, the percentage of people who responded that they participated in leisure-time
physical activity was 20.3%, better than the state estimate.
When considering populations who have adequate access to locations for physical activity, figures vary greatly
across the region. According to the 2019 County Health Rankings, access to exercise opportunities is defined as
the percentage of individuals in a county who live reasonably close to a location for physical activity. Locations
for physical activity are defined as parks or recreational facilities. Riverside County had a lower percentage of
individuals with adequate access to exercise opportunities at 89.1% as compared to the state estimate of 92.9%.

Chronic Disease
Chronic diseases and conditions—such as heart disease, stroke, cancer, type 2 diabetes, obesity, and arthritis—are
among the most common, costly, and preventable of all health problems. The Centers for Disease Control and
Prevention estimates that as of 2012, about half of all adults—117 million people—had one or more chronic health
conditions and one in four adults had two or more chronic health conditions.

Chronic Disease Indicators
Riverside

California

Adults with a Body Mass Index Greater than 30

27.0%

23.4%

Medicare Population with Depression

15.8%

15.8%

Medicare Population with Heart Disease

26.4%

24.7%

Medicare Population with High Blood Pressure

51.9%

52.7%

Medicare Population with Diabetes

26.1%

27.2%

Note: Percentages in red are worst outcomes as compared to the state. Percentages in green are best outcomes as compared
to the state. Data Source: CARES Engagement Network (2019). Centers for Disease Control and Prevention, National Center for
Chronic Disease Prevention and Health Promotion. 2016. Centers for Medicare and Medicaid Services. 2017.Retrieved October
2019 from https:// engagementnetwork.org/assessment/

Riverside County Medicare population have higher rates of obesity (27%) and heart disease (26.4%) as compared to
the state. Riverside County had lower rates of high blood pressure (51.9%) and diabetes (26.1%) as compared to the
state (52.7% and 27.2%, respectively).
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Alcohol and Tobacco Use
Alcohol and/or tobacco use has a major adverse impact on individuals, families, and communities. The effects of
abuse are cumulative, contributing to costly social, physical, mental, and public health problems.
According to recent averages, Riverside County (12.4%) has the highest percentage of adults who are current
smokers as compared to the state estimate (11%). The percentage of adults in Riverside County (19.4%) who
engaged in binge or heavy drinking within the last 30 days was higher as compared to the state estimate (17.8%).

Adults who are Current Smokers

Riverside County

California

Excessive Drinking, Percent

12.4%
11.0%

19.4%

17.8%

Riverside
County

California

Data Source: Robert Wood Johnson Foundation 2019, County Health Rankings and Roadmaps, Retrieved September 2019, http://www.
countyhealthrankings.org

Mental Health
Optimal mental health is a state of successful performance in cognitive and mental function. This results in productive
activities, fulfilling relationships with other people, and the ability to change and to cope with challenges. Without
meaningfully addressing mental illness a person may develop other physical symptoms or comorbidities due to selfmedication and undertreatment.
Good mental health is essential to personal well-being, family and interpersonal relationships, and the ability to
contribute to one’s community or society as a whole. Maintaining mental health means not only seeking treatment for
mental illnesses, but also having access to systems of social support through meaningful relationships. Suicide rates in
Riverside County (10.7) were higher than than the state estimate (10.4) per 100,000.

Suicide Age-Adjusted Death Rate (Per 100,000 Population)

Riverside County

California

10.7%

10.4%

Note: Percentages in red are worst outcomes as compared to the state. Data Sources: CARES Engagement Network (2019). Centers for
Disease Control and Prevention, National Vital Statistics System. Accessed via CDC WONDER. 2013-17. Retrieved October 2019 from https://
engagementnetwork.org/assessment/
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Sexually Transmitted Infections
Sexually transmitted infections (STIs) are passed from one person to another through intimate physical contact and
sexual activity including vaginal, oral, and anal sex. STIs are very common. In fact, the CDC estimates 20 million
new infections occur every year in the United States. Understanding the rate of STIs is important because they are
measures of poor health status, indicate a lack of sexual health education, and indicate the prevalence of unsafe
sex practices. Riverside County had lower rates per 100,000 population for chlamydia (363.7), gonorrhea (109.3)
incidence and HIV prevalence (247.9) as compared to the state estimates (506.2, 164.9 and 376.4, respectively).

Rate per 100,000 Population
Riverside County

California

Chlamydia Incidence

363.7

506.2

Gonorrhea Incidence

109.3

164.9

HIV Prevalence

247.9

376.4

Note: Rates in green are best outcomes as compared to the state. Data Sources: Community Commons (2019). US Department of Health &
Human Services, Health Indicators Warehouse. Centers for Disease Control and Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB
Prevention. 2016. US Department of Health & Human Services, Health Indicators Warehouse. Centers for Disease Control and Prevention, National
Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention. 2015. Retrieved September 2019 from https://engagementnetwork.org/assessment/

Key Findings
•

Riverside County had a higher proportion of adults who rate their health as “poor” or “fair” (19.2%) as compared
to the state estimate (17.5%). Riverside County had a higher number of poor mental health days (3.6) and poor
physical health days (3.8) within a reported 30-day period as compared to the state estimate (3.5 and 3.5).

•

Riverside County had a lower percentage of individuals with adequate access to exercise opportunities at
89.1% as compared to the state estimate of 92.9%.

•

Riverside County had lower rates of high blood pressure (51.9%) and diabetes (26.1%) as compared to the
state (52.7% and 27.2%, respectively).

•

Riverside County had lower rates per 100,000 population for chlamydia (363.7), gonorrhea (109.3) incidence
and HIV prevalence (247.9) as compared to the state estimates (506.2, 164.9 and 376.4, respectively).

What Can Be Done?
Protecting the public’s health means ensuring that a community has access to health services and the information
necessary to make healthy decisions. In order to form more meaningful partnerships, we must understand the health
status of our community. Primary and secondary data reveal that mental health (including substance abuse services)
are the top needs to be addressed. To begin to heal our community, we must comprehensively address mental health
and substance abuse by providing integrated and specialty services to those in need.
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Physical Environment
Our physical environment can affect our health behaviors, quality of life, and years of healthy life lived. The World
Health Organization (WHO) defines environment, as it relates to health, as “all the physical, chemical,
and biological factors external to a person and all the related behaviors.” This can include air quality and exposure
to toxic substances, as well as factors such as the built environment and housing. The lack of safe green places to
play can affect the health of a community through reduced opportunities to engage in physical activity.

CalEnviroScreen 3.0, June 2018
CalEnviroScreen is a science-based mapping tool that
was developed by the California Environmental Protection
Agency’s Office of Environmental Health Hazard Assessment.
This tool helps identify California communities that are
most affected by many sources of pollution making them
especially vulnerable to pollution’s effects. CalEnviroScreen
uses environmental, health, and socioeconomic information
to produce a numerical score for each census tract in the
state. A census tract with a high score (colored dark orange to
dark red) is one that experiences higher pollution burden and
vulnerability than census tracts with low scores (colored shades
of green). Indicators that are considered include, but are not
limited to, ozone, PM 2.5, drinking water quality, pesticides, and
hazardous waste.
According to the most recent CalEnviroScreen 3.0 results,
Riverside County falls in the 60-65% CalEnviroScreen 3.0
Percentile. This means that this area has a high pollution
burden (includes exposure and environmental effects
variables), populations especially sensitive to these factors, and
socioeconomic factors that increase vulnerability to pollution.
Data Source: Office of Environmental Health Hazard Assessment. CalEnviroScreen 3.0 Overall Results and Individual Indicator Maps, June
2018. Retrieved September 2019 from https://oehha.ca.gov/calenviroscreen/maps-data
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Retail Food Environment

PSA

Riverside County

Understanding the retail food environment is important to

49.17
70.38
80.51

determining access to healthy foods for populations and
overall environmental influences on dietary behaviors.
Four indicators are important to consider: the fast food
restaurant rate, the grocery store rate, the liquor store

Fast Food Restaurant Rate (per 100,000 Population)

rate, and the number of retailers authorized to accept

14.62
15.94
21.14

Supplemental Nutrition Assistance Program (SNAP)
benefits (all calculated as establishments per 100,000
population). Areas with a high fast food rate, low grocery
store rate, high liquor store rate, and low SNAP authorized
retailers will inevitably have populations with higher rates

Grocery Store Rate (per 100,000 Population)

of food insecurity, due to lack of access to healthy and

—

affordable foods. SGMH’s PSA fared better than Riverside

7.44
10.73

County estimates for fast food restaurant rate (49.17)
and SNAP authorized retailers (6.14) rates per 100,000
population. SGMH’s PSA fared worse than Riverside
County and state estimates for grocery (14.62) per

California

Liquor Store Rate (per 100,000 Population)

100,000 population.

6.14
5.68
6.54

Data Source: Community Commons (2018). US Census Bureau, County
Business Patterns. Additional data analysis by CARES. 2016. Retrieved
October 2019 from https://engagementnetwork.org/assessment/

SNAP Authorized Retailers (per 100,000 Population)

Food Insecurity

PSA

Riverside County

California

The US Department of Agriculture defines food insecurity
as a lack of access, at times, to enough food for an
active, healthy life for all household members and limited
or uncertain availability of nutritionally adequate foods.
Food insecurity may reflect a household’s need to choose
between important basic needs, such as housing or medical

9.4
11.0%
Overall Food Insecurity, Percentages

bills, and purchasing nutritionally adequate foods.
Food insecurity averages in Riverside County for the
overall population (9.4%) and children (17.7%) are lower
than reported averages for the state (11% and 18.1%,
respectively).

17.7%
18.1%
Children Food Insecurity, Percentages

Data Source: Feeding America (2019). Map the Meal Gap, Online Tool.
Retrieved September 2019 from http://map.feedingamerica.org/.
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Built Environment
The term “built environment” refers to the human-made surroundings that provide the setting for human activity,
ranging in scale from buildings to parks. It has been defined as “the human-made space in which people live,
work, and recreate on a day-to-day basis.” The built environment influences a person’s level of physical activity.
For example, inaccessible or nonexistent sidewalks and bicycle or walking paths contribute to sedentary habits.
These habits lead to poor health outcomes such as obesity, cardiovascular disease, diabetes, and some types of
cancer. Other factors to consider include access to recreational facilities and fitness centers, housing indicators,
and access to broadband internet access. Access to the internet is important because access to technology
opens up opportunities for employment and education. Access to recreational facilities is relevant because access
encourages physical activity and other healthy behaviors.
SGMH’s PSA (98%) fared better than Riverside County (97.2%) and the state estimate (97.7%) for access to highspeed Internet. However, it has lower rates of recreational facilities per 100,000 population at 3.99 as compared to
Riverside County at 8.22 per 100,000 and the state estimate at 10.75 per 100,000.

PSA

Broadband Access

(Access to DL Speeds Greater than 25MBPS)

Riverside County

California

Recreational Facilities

(Establishments per 100,000 Population)

98%

3.99

97.2%

8.22

97.7%

10.75

Data Sources: Community Commons (2019). National Broadband Map. Dec. 2017. US Census Bureau, County Business Patterns. Additional data
analysis by CARES. 2016. Retrieved September 2019 from https://engagementnetwork.org/assessment/

Key Findings
•

Riverside County had a higher Pollution Burden (60-65%). This means that this area has a high pollution
burden (includes exposure and environmental effects variables), populations especially sensitive to these
factors, and socioeconomic factors that increase vulnerability to pollution.

•

SGMH’s PSA fared better (49.17) than Riverside County (70.38) and the State estimate (80.51) for fast food
restaurant rate per 100,000 population.

•

Food insecurity averages in Riverside County for the overall population (9.4%) and children (17.7%) are
lower than reported averages for the state (11% and 18.1%, respectively).

•

SGMH’s PSA (98%) fared better than Riverside County (97.2%) and the state estimate (97.7%) for access to
high-speed Internet. However, it has lower rates of recreational facilities per 100,000 population at 3.99 as
compared to Riverside County at 8.22 per 100,000 and the state estimate of 10.75 per 100,000.
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What Can Be Done?
The physical environment is where we live, work, and play. Access to green spaces, as well as healthy foods play
a part in our overall health and how well we interact with others, and often determine our long-term health. To
effectively implement interventions, we must understand the built environment in which we live and invite partners
to develop collective action plans to achieve health equity and overall health improvements for the entire
population. Nontraditional partners such as transportation, planning and parks and recreation agencies can help
address the physical environment issues systematically.

2019 Community Health Needs Assessment | 72

Voices from the Community
A CHNA would not be complete without hearing from the local community. Those chosen to provide input represent
the diversity of our community and those who are medically underserved, low-income, and minority populations.

Overview
From June 14, 2019 to August 16, 2019 multiple focus groups, key informant interviews, and surveys were administered.
A total of 151 people were surveyed to obtain input from the community in the form of 3 focus groups (with a total
of 33 focus group participants), 10 key informant interviews, and 108 people who responded to the online survey
(including a Spanish option). A full description of key informants and focus group participants can be found in
Appendix F of this document.

Focus Groups
Focus group participants were residents who live in the San Gorgonio area in cities such as Banning, Beaumont,
and Yucaipa who utilize various services offered in the county. The focus groups were representative of the general
community, including populations who are low-income, seniors, and minority groups.

Key Informant Interviews
Key informant interviews consisted of key leaders in our community from an array of agencies, including those that
represented public health departments, businesses, non-profits, and mental and behavioral health. Among the key
leaders were organization board members, CEO’s, directors, financial services officers, physicians, and program and
property managers who serve the Inland Empire community, encompassing Riverside and San Bernardino Counties.
A majority of the organizations provide services to vulnerable populations including veterans, low-income, at-risk,
homeless, and LGBTQ communities.

Survey
Individuals who participated in the survey shared similarities with people who participated in the key informant
interviews and focus groups. The majority of the survey respondents lived in Riverside County (87%), and only 13%
reported living in a different county. Participants were from various cities across Riverside County including zip codes
92220, 92223, 92229, 92230, 92262, 92320, 92324, 92346, 92354, 92373, 92374, 92399, 92506, 92543, 92544, 92545, 92555,
92567, 92570, 92582, 92583, and 92220.
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Methodology
To determine focus groups and key informants, members of the Community Planning Committee individually created
lists of people they thought should be interviewed. They were provided with a list of sample sectors for consideration
that included: community-based organizations, local business, foundation/funders, school board/district, city council,
public health department, law enforcement, legal, faith-based organizations, and hospital leaders. Work group
members were asked to consider the following criteria:
•

Does this person represent
a vulnerable population?

•

Does this person represent
the uninsured/underinsured
population?

•

Does this person’s role
transcend more than one
county?

•

Does it meet the
requirement of community
health needs assessments?

•

Do we have representation
from all sectors?

•

Does this person’s role
cross sectors?

Additionally, workgroup taskforce members were asked to consider the following populations for inclusion in focus
groups: those dealing with mental health issues or substance abuse, minority, low income, uninsured/underinsured,
and youth. While members considered potential groups and venues, they were asked to keep the following criteria in
mind:
•

Does this group represent a vulnerable

•

population(s)?
•

Do we have a strong relationship with this
group?

Does this group represent the uninsured/

•

Do we wish to strengthen this relationship?

underinsured population?

Objectives
Our main objective in engaging the community was to discover strategies in which our hospital could collaborate
to better serve communities and elevate the health status of our region. To better understand the needs, the focus
groups and key informant interviews concentrated on these themes:
•

Visions of a Healthy
Community

•

Health Needs

•

Existing Resources

•

Methods of Hospital
Improvement

•

Barriers to Accessing
Resources and Addressing
Needs

•

Additional Feedback

Additionally, key informants were asked about the greatest health and social needs of children. Respondents to the
survey were asked about the health problems and health needs of the community, including what is healthy in the
community, what is not healthy in the community, and what the community needs to be healthy. They were also
asked about the greatest health and social needs of children, services that could improve health in the community,
barriers for clients from an organizational perspective, and for any additional feedback. Finally, the codebooks and
survey results were instrumental in discovering commonalities in themes, to inform this report. This can be found in
Appendix G-I.
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The codebooks for the focus groups, key informant interviews, and surveys serve as guides to combine themes for
comparison and analysis. The three sources were synchronized to provide a richer analysis when applicable. In
addition, the quantitative data from the surveys were used to support the qualitative data for more comprehensive
analysis where applicable.

Findings — Significant Health and Social Needs
The focus groups, key informants, and surveys contained questions about the most significant health need in the
community. Based on those responses, prioritization was given to issues most frequently mentioned in all three data
sources. The priority needs were identified by first creating codebooks based on the focus group, key informant
interviews, and open text responses from the online survey. The codebooks assisted in combining the separate
themes for comparison and analysis. The three sources were coordinated to supply richer interpretation when
applicable. The top five issues mentioned below are a combination of all three data sources based on frequency
of response. The overarching themes based on the number of times the issue was mentioned across all three data
sources are:

Table 1. Most Frequently Mentioned Issues by Data Source Type
Focus Groups

Key Informant

Surveys

1. A
 ccess to affordable health services
and specialty physician

Chronic disease (i.e. diabetes,
obesity, asthma, nutrition)

Chronic disease (i.e.
diabetes, obesity, asthma,
cancer)

2. Mental health services
(including substance use,
treatment facilities)

Access to affordable health
care; primary care physician and
specialty physician shortage

Affordable housing

3. Chronic disease (i.e. diabetes,
cancer, obesity, physical activity)

Mental health services (including
tobacco use, psychiatric treatment
programs)

Risky behaviors (i.e. binge
drinking, drug and tobacco
use)

4. Services for senior population
(i.e. fitness and exercise classes to
improve balance, support systems)

Services for senior population (i.e.
senior living centers, cognitive
decline and orthopedic disorders
support)

Access to health care

5. Homelessness

Access to and awareness of
resources

Access to mental health
services (including
substance abuse services)
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Supporting Quotes
“It’s the access to care meaning that there’s not enough primary care physicians. There’s not
enough. So, everyone has insurance but there is not enough. There is nowhere to go. There’s not
enough clinics, physical health care centers.”
“I truly believe obesity has the greatest impact on the overall health in the Pass Area. This disease
leads to many other illnesses such as diabetes and depression which falls into the health and mental
wellness. I also believe we need to begin to address the complete mental health of the homeless
population in general.”
“There is a huge senior population here. So, their health needs that have to do with cognitive
decline, orthopedic issues and other more general health issues that are hand-in-hand with aging.
So that’s a huge focus on all the health care organizations now addressing those issues. Which also
lends itself to senior living centers, where independent living that may have different tiers of health
available as well as one ages.”
“The biggest health issues are a lot of homeless people. They should make more shelters for these people.”
“I think the specialty doctors. I think that’s one of the biggest things that is lacking here with the one
and only hospital. To the point where you have to drive to Loma Linda or Moreno Valley to then have
them send you back here to have whatever needs to be done, done. It just doesn’t make a lot of
sense.”
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Findings by Themes
Visions of a Healthy Community
The main themes surrounding the vision of a healthy community included inclusivity and connectedness. Focus
groups mentioned that a healthy community is one that supports all members, especially the homeless population
and prioritizes community safety, mental health, and promotes healthy lifestyles. Creating a sense of community
via recreational activities, classes, and programs for all ages. Consistent with focus group responses, key informants
mentioned services for the homeless and connectedness as part of a healthy community. The most frequently
mentioned visions include healthy food access, adequate medical services, and transportation. Health equity,
clean water, and education were mentioned at least once.

Supporting Quotes
“Well, I would think a healthy community would be where everyone has available health care.”
“Lots of activities, things like dancing are ways for people to come together and socialize.”
“I think safety is key. The ability for people to get together in social situations and beyond that to build
each other up and all that good stuff, developed relationships. I don’t know if that really happens if
you don’t feel safe. So I think safety is very key.”

Social Factors
The most frequently mentioned social factors were lack of job opportunities, lack of education, poverty, childcare,
and low-income among the key informant interviews. Other factors mentioned were health care access, inadequate
communication of new programs to community members, religious intolerance of lesbian and gay people, and
adverse childhood experiences.

Supporting Quotes
“I mean in our community, I think it’s our current patients with low-income socioeconomic status. A
lot of our patients work blue collar jobs because a lot lack education. Patients don’t have access to
education or have access to physicians or education to ask for preventive care.”
“Daycare is a good one for here. I do have a couple of families where some of the wives can’t do
anything because they don’t have enough money for it.”
“Communicating any new programs or service is also a big factor with many parents not speaking
English and culture differences.”
“Obviously, if you can’t afford to live in this county or there’s not a significant amount of affordable
housing and you know, you’re stressing every day about just paying your lease. You are barely paying
rent, but you have to put food on the table and your food choices impact your mental health, your
physical health.”
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Health and Social Needs of Children
Among the key informant interviews and focus groups, participants felt parenting education and health education
focused on nutrition were among the highest needs for children. Opportunities, activities, access to providers, and
homelessness and poverty were also major concerns indicated in the key informant interviews. Consistent with the
education, access to health care, and activities in the interviews, surveys indicated the top five needs for children
were: safe and affordable housing; opportunities to engage in physical activity (i.e. after-school sports); early
educational resources/daycare/academic after-school programs; access to health care; and access to educational
and mentorship enrichment opportunities. Many of the comments were focused on issues surrounding drugs,
educational needs, and parenting.

Supporting Quotes
“Lots of kids who have ADHD have been told to get involved in a sport, but the cost of the activity is
expensive. Not only that, there are other expenses like equipment-gloves, bats, etc.…and that adds up
if you have more than one kid.”
“Lower cost of living for children. I mean, I’ve got grandchildren that are living with us now.”
“Well, I would even go as far as to talk about mental health. I mean, there is an aspect in which it is
helpful for young parents to be able to take their kids to see a child psychologist or to be able to go to
a psychologist themselves if the kids are driving them crazy, you know. The parents need guidance and
help. I think that’s something, if it could be offered at a lower cost, I think could be very helpful.”

Barriers to Access
The highest responses to barriers include transportation, income, food access, and inadequate communication among
the key informant interviews. Other barriers mentioned in the focus groups were lack of awareness of services and
resources, physician shortages, and inadequate health services, such as primary care, drug and alcohol treatment
programs. In addition, vision care, and the cost of vaccinations (shingles, hepatitis, TB, and flu shots) were also identified
as barriers.

Supporting Quotes
“No transportation. No real buses, we don’t have any options. For a lot of people who don’t have cars,
it must be terrible.”
“But how do you find out the services and how to get to them? If you don’t know where they are at,
how are you going to provide them all? “
“There are not enough job opportunities for some of these veterans that are here that have a
background that isn’t too good, but they’re in the midst of trying to change.”

2019 Community Health Needs Assessment | 78

Perception of Hospital Services
Focus group participants and key informants were asked their perception of the hospital and were asked to offer any
suggestions for new activities or strategies. Perception of the hospital provided positive highlights and constructive
ways to improve. A common theme for improvement centered around communication and partnership and health
care infrastructure investment (including mental health facilities and education programs) as ways to improve services
in the community. In addition, inadequate advertisement and allowing the community “in” were comments from the
focus groups. The corporate feeling of the hospital, the low response to issues, and available slots for services were
identified improvements.

Supporting Quotes
“Better signage into the emergency room. It’s difficult to get there. It’s confusing to get to the ER.”
“I’ve actually been a patient here. I thought everyone was so nice and friendly and attentive.”
“Community gathering for everyone to come out and in and get to know everyone. I don’t really see
that in the community.”
“Share information through flyers in two languages, offer the room to hold any meetings and work
with the businesses described in #8 above [i.e. Boys & Girls Club].
“You know, I think just knowing what’s going on. Having an awareness of what’s going on in the
community around you.”
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Prioritization of Health Needs
Process and Criteria
On December 3, 2019, HC2 Strategies, Inc. facilitated a strategy meeting with the members of the SGMH Board
of Directors to review the results of the CHNA and determine the priority need(s) that the hospital will address over
the next three years. To aid in determining the priority health need(s), the Board was given several critical pieces of
information and criteria to consider when making a decision.
The priority needs were identified by first creating codebooks based on the focus group, key informant interviews, and
open text responses from the online survey. The codebooks assisted in combining the separate themes for comparison
and analysis. The three sources were coordinated to supply richer interpretation when applicable. Using secondary
data sources, county information was gathered and compared with the themes found in the focus groups, key
informant interviews, and surveys. The table below represents the most frequently mentioned health issues, in ranked
order, among the focus groups, key informant interviews, and online survey, with corresponding data from the
secondary sources.

Identified Community Health Needs:
Priority Health Issue
Prevention and Management
of Chronic Diseases
•

Diabetes

•

Obesity

•

Asthma

•

Heart Disease

•

Cancer

•

Nutrition

•

Physical activity

Rationale/Contributing Factors
Chronic diseases were among the top five health needs identified by
participants of the focus groups, key informant interviews, and surveys.
Diabetes and obesity were the most frequently mentioned chronic diseases
among the focus groups and key informant interview participants.
The three leading causes of death in Riverside County are all cancers, coronary
heart disease, and chronic lower respiratory diseases.
In 2015-2016, the prevalence of active asthma was higher in Riverside County
(10.2%) in comparison to the state (8.7%).
In 2015-2016, the lifetime asthma prevalence rate was higher in Riverside
County (15.5%) in comparison to the state (14.8%).
The mortality rate due to all cancers is higher in Riverside County (141.1 per
100,000 population), than the state (137.4 per 100,000).
The mortality rate due to diabetes is lower in Riverside County (19.1 per 100,000
population), than the state (21.2 per 100,000).
The rate of heart disease is higher in Riverside County Medicare Population
(26.4%) in comparison to the state (24.7%).
The percent of poor physical health days, 30 day period was higher in Riverside
County (3.8 days) in comparison to the state (3.5 days).
The percentage of obesity is higher in Riverside County Medicare Population
compared to the state, at 27% and 23.4%, respectively.
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Priority Health Issue
Access to Health Services

Data (Primary and Secondary)

•

Affordability/Insurance

•

Transportation

Access to health care was mentioned by participants of the key informant
interviews, and focus groups and surveys. This health issue encompassed higher
visits to the emergency room as a result of the physician and specialist shortage
in the community.

•

Shortage of primary
care and specialty
physicians

The rate of dentists is lower in Riverside County (50.6 per 100,000 population)
when compared to the state, (83.4 per 100,000 population).
Riverside County has fewer primary care physicians than the state, 41.8 per
100,000 population and 78.5 per 100,000 population, respectively.
Riverside County has a higher uninsured population (12.3%) than the state
(10.5%).
In Riverside County, 30.4% of the population receives Medi-Cal coverage.

Affordable Housing and
Homelessness

Affordable housing and homelessness were identified as health needs among
participants of the focus groups, key informant interviews, and surveys.
The Riverside County 2019 PIT Count identified a total of 2,811 sheltered and
unsheltered homeless adults and children county wide (2,045 unsheltered and
766 sheltered), which is 21% higher than the count in 2018 (2,316).
The Fair Market Rent (FMR) in the state of California is $1,804 compared to
$1,232 for the Riverside-San Bernardino- Ontario MSA.
A total of 15.6% of the population in Riverside County is below 100% Federal
Poverty Level and 16.6% in SGMH’s PSA.
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Priority Health Issue
Mental and Behavioral
Health
•

Substance Abuse

Data (Primary and Secondary)
Access to mental and behavioral health services was mentioned among
the focus groups, key informant interviews, and surveys. Depression, anxiety,
substance abuse, and treatment programs and facilities were consistently
mentioned among participants.
The rate of mental health care providers is lower in Riverside County (187.4 per
100,000) in comparison to the state (327.8 per 100,000).
The mortality rate due to suicide deaths is 10.4 per 100,000 population in the
state compared to 10.7 in Riverside County.
The mortality rate due to drug-induced deaths is 16.4 per 100,000 in Riverside
County and 12.7 per 100,000 population in the state.
Depression among the Medicare population is 15.8% for both Riverside County
and the state.
The percent of excessive drinking is higher in Riverside County (19.4%)
compared to the state (17.8%).
Riverside County has a higher rate of poor physical health days (3.8) than the
state (3.5).

Senior Care and
Resources

Services for older population was one of the top five health needs identified
by the focus groups and key informant interviews, and was mentioned by the
survey participants. Fitness classes to improve balance and prevent falls and
injury were among the most requested as well as senior living centers.
The mortality rate due to Alzheimer’s Disease is 37.8 per 100,000 population in
Riverside County, higher than the state rate of 35.7 per 100,000.
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Identified Health Needs
On December 3, 2019, HC2 Strategies, Inc. facilitated a strategy meeting with the members of the SGMH Board of
Directors to review the results of the CHNA and determine the top three priority needs that the hospital will address
over the next three years. To aid in determining the priority health needs, the Taskforce members agreed on the
criteria below to consider when making a decision.
•

Addresses disparities of subgroups

•

Magnitude

•

Availability of evidence or practice-based
approaches

•

Mission alignment and resources of hospitals

•

Existing resources and programs to address
problems

Opportunity for partnership

•

•

Opportunity to intervene at population level

•

Feasibility of intervention for identified
community need

•

Severity

•

Solution could impact multiple problems

•

Importance to community

Top Health Needs Identified for 2019:
Prevention and Management of Chronic Diseases
•

Diabetes

•

Heart disease

•

Obesity

•

Cancer

•

Asthma

•

Nutrition & physical activity

Access to Health Services
•

Affordability/Insurance

•

Transportation

•

Shortage of primary care and specialty
physicians

Mental and Behavioral Health
•

Substance abuse

Plan development
San Gorgonio Memorial Hospital will develop strategies to address each need identified in this community health
needs assessment. Strategies will be documented in a community health improvement plan (CHIP). The CHIP will
describe how SGMH plans to address the health needs and plans to commit, potential partners, and metrics used to
evaluate success. If SGMH does not intend to address the need, the CHIP will explain why.
The CHIP will describe the strategies intended to address the health needs and anticipated impact and partnerships.
Partnerships are an important to addressing health needs, the CHIP will also describe any planned collaboration
between SGMH and other facilities/organizations in addressing the health needs. The improvement plan will be made
available May 2020.
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2016 Evaluation
The 2016 Inland Empire Community Health Needs Assessment (CHNA) identified many critical health and health
care needs in our community. The top three health priorities were chosen by the Inland Empire hospitals in 2016
and included diabetes, obesity, and health care workforce development. San Gorgonio Memorial Hospital (SGMH)
has implemented and engaged in many initiatives since 2016 to address these critical needs of the community
and region. The initiatives for diabetes and obesity have included health classes for adults and children that
promote physical health and wellness. These classes were led by registered dietitians. The programs that SGMH has
implemented and engaged in since 2016 include the Tiered Weight Management Program, Healthy Children and
Families Program, Healthy Community Program, and the Nutrition Education and Obesity Prevention Program.
San Gorgonio Memorial Hospital also was approved as a health educator for Inland Empire Health Plan (IEHP) and
started the Strong4Life program. SGMH also had a vision to begin a Farmer’s Market with fruits and vegetables from
local growers. That vision came to fruition in March 2019 and is now hosted weekly at and by San Gorgonio Memorial
Hospital to promote healthy eating in our community and region. SGMH is also involved in the Healthy City Taskforce
and has had recognition in 2019 for their healthy choices initiatives in the hospital cafeteria.
The third top priority identified in the 2016 CHNA was healthcare workforce development. SGMH has a high level
of commitment to healthcare students in the community and supports many programs as a clinical site. SGMH
hosts programs for registered nurses, medical assistants, physician assistants, licensed vocational nurses, respiratory
therapists, pharmacists, echo sonographers and dietitians. Additionally, SGMH has been exploring the potential for
resident physicians to be trained at SGMH to continue to support the community need for more healthcare providers.
Additionally, other community health needs were identified in 2016. These included chronic obstructive pulmonary
disease (COPD), asthma and bronchitis, mental illness, and substance abuse. San Gorgonio Memorial Hospital has
been focused on initiatives to address those needs in the community as well. The many programs and initiatives that
SGMH has been involved in and implemented are outlined below. SGMH has a determined and purposeful mission
and commitment to the health and well-being of the community.

Diabetes/Obesity
Obesity is the greatest risk factor in developing type II diabetes. In response to the growing obesity epidemic and
needs of the community, SGMH has implemented and engaged in many initiatives. These initiatives are described
below and reflect the commitment that San Gorgonio Memorial Hospital has to the community and to the region.

Adult & Child Health Classes
SGMH offers both free nutrition classes and individual counseling by a registered dietitian for those in the Medi-Cal
population with a BMI of greater than 25 (with a physician referral). Adult classes have four sessions that address
label reading, food budgeting, exercise, weight loss, and changing habits. Individual sessions focus on health
goal setting and weight loss techniques. This includes education on blood sugar goals, carbohydrate metabolism,
weight loss techniques, and goal setting for long term success. Adults are recruited from local physician referral,
community outreach, and Inland Empire Health Plan’s internet site. Food tasting/cooking classes for children are
also offered, educating families on healthy food choices and the benefits of physical activity. The children are
recruited from local physician offices, WIC clinics, school districts, and community outreach.
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Tiered Weight Management Program & Healthy Children and Families Program
In 2016, SGMH began the infrastructure building for a Tiered Weight Management Program as well as a Healthy
Children and Families Program. Since inception, these programs have blossomed and touched the lives of
hundreds of patients and community members. These programs are held in a group setting and include initial
weight counseling, lifestyle education, and collaborative cooking/healthy eating classes. We have had great
interest in our adult cooking/healthful eating series. In addition to the group setting, referring physicians are
sending obese diabetics to our 1:1 sessions with a resultant decrease in need for medications. Physician-referred
children have been very receptive to the fruit and vegetable tasting class as well. Parents have reported
adding more fruits and vegetables to their diets as a result of the series. We recently added a low sodium
cooking series focused on our community’s heart failure clients.

Health Educator for IEHP and Strong4Life Program
SGMH has also been approved as a listed health educator for IEHP in 2019 and this has been a large success
to date. They are now offering our adult classes on their web site and have informed local providers of the
service. An increase in participation since June of 2019 has been seen. IEHP also incentivizes their clients to
attend the workshops. Often, parents who attend this workshop will in turn bring their children to the Strong4Life
program at SGMH.

Farmers Market
In 2017, SGMH was in discussions with Riverside University Health System (RUHS)Public Health Department to
potentially open a farmers market onsite. In turn, we collaborated with the Nutrition Education and Obesity
Prevention Program (NEOP) and with Cal Fresh/Market Match, designing a successful farmers market for our
community. This vision came to fruition as we hosted the grand opening of our Certified Farmers Market in
March of 2019.

Health Information & Classes by Registered Dietitian — Weight Management
Certified
Within SGMH, at a more local level, the lead registered dietitian recently received her Certificate of Training
in Adult Weight Management through the Academy of Nutrition and Dietetics. This specialty certification has
provided valuable knowledge, great networking, and learning opportunities which she has been able to pass
on and share with our clientele and our local community through important health information and classes.

Healthy Community Program
San Gorgonio Memorial Hospital is on the committee for the City of Banning Healthy Community Program,
and is active in community outreach by many means, offering weight loss/healthy eating education at each
event. We continue to attend local health and community events which include, but are not limited to, local
community group expos and health fairs, as well as school district sponsored events. The organization also
actively partners with a local soup kitchen to provide nutrition education and promote SGMH classes.
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Recognized Healthy Choices Cafeteria
The on-site SGMH cafeteria, which is also open to the community, has been recognized for the efforts they have
actively pursued in the mission of making health eating choices easy and affordable to employees and the
community. One of the many healthy eating choice improvements that have been implemented since 2016 has
been the free infused water, which remains very popular. Additionally, the cafeteria offers a variety of pieces of
fresh fruit at a discounted price with hopes of enticing heathy snack habits to the community and visitor population
as well as employees.
Many customers add fruit simply because of the low cost. A recent initiative includes implementing Adult Wellness
Meals at a cost of $5.00 for both employees and visitors, hoping the reduced cost to visitors will enhance purchases
for the complete meal and continue make a difference in the health of the community one person and one meal
at a time. Offering healthier choices since 2016 has resulted in dramatically decreased consumption of sugar based
drinks and fat laden foods and will continue to make an immediate difference in our community

Nutrition Education and Obesity Prevention Program & Health City Taskforce
SGMH has developed a partnership with the Nutrition Education and Obesity Prevention (NEOP) program,
which has provided the hospital with connections to Banning’s Women Infant Child (WIC) facility and the
California State preschool and summer lunch programs. At those sites, SGMH has begun nutrition education
and has invited participants to attend SGMH’s Strong4Life workshops. This has generated high interest, and since
June of 2019 attendance has increased. SGMH continues to work with the Healthy City Taskforce and regularly
participates in local events promoting health.

Workforce Development
San Gorgonio Memorial Hospital has had an ongoing commitment to healthcare education in the region. The
healthcare education initiatives at SGMH have been to support both the community and the community health
needs assessment priorities. We support a significant number of programs by providing the clinical sites and
preceptors, along with supporting continuing education for SGMH employees. SGMH continues to look for additional
educational collaboration opportunities, in addition to the list below, such as potential residency programs at SGMH.
San Gorgonio Memorial Hospital has been involved in the educational development of hundreds of healthcare
students over the years.
Student programs in which we provide clinical sites/hours/preceptors for multiple schools:
•

Physician Assistants (Experiential site for Loma Linda University students)

•

Physician Assistants (Experiential site for Western University students)

•

Licensed Vocational Nurse (LV) (Beaumont Adult School)

•

Registered Nurse (RN) (Mt. San Jacinto College, San Bernardino Valley College, College of the Desert)

•

Respiratory Therapy – clinical site, as well as, mentorship program including mock interviews prior to
graduation (Crafton Hills College)

•

Doctor of Pharmacy (Pharm D) (Experiential site — responsible for the Introductory and Advanced
Pharmacy Practice Experience for Loma Linda University School of Pharmacy students)
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•

ECHO Sonography (West Coast Ultrasound)

•

Ultrasound (Mt. San Jacinto College)

•

Radiology Technologist (Loma Linda University)

•

Clinical Dietetic Interns (Patton State Hospital, Loma Linda University)

Chronic Obstructive Pulmonary Disease (COPD)
San Gorgonio Memorial Hospital leadership joined the Hospital Association of Southern California Transitions of
Care Task Force where specific challenges and solutions are shared with others in case management/social work
leadership positions within the Inland Empire. Each facility represented has similar challenges in readmission reduction,
behavioral health, and post-acute provider matters. These facilities also contract with the same managed Medi-Cal
payers, so the collaboration of challenges and successes is instrumental in driving our process changes and solidifying
positive practices. We have dedicated team members who participate and/or attend these meaningful events.
The leadership team also attends the local Inland Empire Transitions of Care Collaborative which is a great venue for
discussing community-specific challenges and successes.
A telehealth program targeted at COPD and congestive heart failure (CHF) patients (including a dedicated and
formal “Care Transitions Team”) was launched in October, 2016. This program has been well received and has
impacted hundreds of patients and providers with excellent results. The addition of telehealth monitoring with these
at-risk cardiopulmonary patients has impacted outcomes for the better because patients use their interactive scales
to check for weight changes and connect with the telehealth nurse immediately for medical management. Just as
CHF patients have done this, COPD patients do the same when saturations or activity tolerance changes. This has
allowed for immediate medical intervention as well as education for the patient on their own disease management.
So, while not a requirement for the at-risk patients to be monitored, it has been instrumental in decreasing
readmissions and allowing for out-of-the-facility interventions when appropriate. This is all with the intent of long-term
compliance.
The SGMH Post-Acute Care Transitions nurse is able to meet with each patient prior to discharge to arrange followup visits and pharmacy needs. The nurse provides one-on-one education regarding diet and exercise regimens.
The nurse also provides resources to assure transportation needs for follow-up care and medication retrieval are
not an obstacle in post-discharge wellness. At this time, the nurse also verifies receipt of the patient’s medication
reconciliation while concurrently faxing all records to providers immediately. SGMH’s dedicated program nurse and
social work navigator encourage patients to not only make their follow-up PCP appointments, but also instruct them
to take the medication reconciliation with them to the PCP appointment. These are prepared and in a discharge
folder which is then expected to be shared at the follow-up appointment with their primary care physician. These
discharge binders are extremely thorough and all inclusive of patient education materials, visit summaries, and followup care. They have been well received by patients as well as physicians in the community. Each unit has dedicated
discharge staff who reconcile medications with physicians and prepare them for the patient. This allows for a seamless
process whether the Post-Acute Care Transitions Nurse is in house or not.
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Asthma & Bronchitis
In a quality improvement effort, SGMH enrolled in the Emergency Department Antibiotic Stewardship Collaborative
Program (ASP), a collaborative program which received funding from Centers for Disease Control (CDC) grants in an
effort to improve ASP measures in emergency departments across the State of California. This collaborative group
meets quarterly and allows for shared efforts and discussions of the challenges and successes that each facility
encounters. There is great transparency as each facility offers open discussion on matters where others can potentially
learn and benefit. This fosters collaboration and identification of opportunities to strengthen and grow our current
sepsis and ASP programs.
In addition to the larger scale efforts, we have also made changes at the organizational level to encourage a
multidisciplinary collaboration in the ASP arena. The pharmacist team continues to screen antibiotic use in the
intensive care unit since this patient population is often on an antibiotic regimen which includes multiple, broad
spectrum antibiotics. The team provides recommendations on antibiotic de-escalation as well as discontinuation
of therapies when negative cultures return. We’ve included MSU patients as part of our daily screening of antibiotic
therapy. Antibiotics are screened on a daily basis as mentioned and ASP interventions are documented in Med Mined
then presented at medical staff meetings.
Frontline staff and physicians have taken on very active roles in the stewardship of antibiotic use. They have been
receptive to educational presentations as well as recommendations from our pharmacy leaders. Physicians are now
champions in the ASP program. They are active in our Sepsis Task Force and the planning committee who designed
the organization’s campaign. The SGMH stewardship program is highly successful and patients are receiving more
individualized, diagnosis-driven antibiotic delivery.
Asthma and bronchitis have been a focus at SGMH as a result of the deep dive into COPD and antibiotic stewardship
as the diseases can exacerbate one another. We have implemented stringent guidelines for appropriate antibiotic
use, thus impacting the proper treatment of bronchitis. According to CDC guidelines for proper treatment of acute
bronchitis, recent data confirms that we have reached a remarkable 89% success rate in this CDC recommendation.
In addition to changes within our antibiotic prescribing practices, we have a certified asthma educator in the
Respiratory Therapy Department who is able to provide one-on-one education to patients who need, or are simply
seeking out, more knowledge of their disease process. We have also worked to design a pulmonary rehab program
and find dedicated leadership champions to provide an outpatient setting for these patients who will benefit
from short-term or long-term rehab programs. Additionally, in response to respiratory health (including asthma and
bronchitis) SGMH has been a smoke-free facility since 2015.
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Mental Health
For over 20 years, San Gorgonio’s Intensive Outpatient Program (IOP) has been providing a level of mental health
services which has not been readily available in the community. The IOP provides intensive outpatient services of up
to eleven hours a week through group psychotherapy and medication management to individuals who enter the
program voluntarily.
The program has a profound effect on community health in several ways:
1. It reduces the need for multiple yearly visits to emergency rooms in area hospitals;
2. It reduces the number of actual hospitalizations on a yearly basis (both for psychiatric and other
medical issues);
3. A
 place of safety is provided for individuals to receive support and comfort in being able to express the
symptoms of their illness as well as the life experiences which have affected their functioning as adults;
4. M
 edications can be managed in a healthy way, both through the observation of symptomology as well
as consistent management of perhaps multiple medications;
5. F amilies receive some respite from the angst of providing the needed support care that their loved
ones require;
6. P
 atients are able to live independently with perhaps only a caretaker several hours a week, in a board
and care, a room and board, or with their families. This reduces the potential of homelessness which
might otherwise occur.

Substance Abuse
CA Bridge Grant for Medication-Assisted Treatment for Opioid Use Disorder
SGMH has recently begun a program in which substance abuse is addressed. The program was applied for, and in
February 2019 San Gorgonio Memorial Hospital (SGMH) was awarded a California Bridge Program Grant. This grant
was funded by the Public Health Institute which brings funding, training, and technical assistance to our hospital
to treat patients in opioid withdrawal who seek medical care in our Emergency Department. They can be offered
induction with medication-assisted treatment (MAT) including buprenorphine/suboxone to ease severe symptoms of
withdrawal. Studies have shown a high rate of success when MAT and ongoing counseling are combined.
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2019 CHNA Approval
This community health needs assessment was adopted on December 17, 2019 by the San Gorgonio Memorial
Hospital Board of Directors. The final report was made widely available on December 18, 2019.

CHNA/CHP contact:
Holly Yonemoto, MBA
Chief Business Development Officer
600 N Highland Springs Ave, Banning, CA 92220
Phone number: (951) 846-2868
Email: hyonemoto@sgmh.org
To request a copy, provide comments, or view electronic copies
of current and previous community health needs assessments or
community benefit implementation strategies, please visit
http://bit.ly/sgmh-CHNA
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Appendix A: Qualifications of Consultants
HC2 Strategies, Inc. is a strategy consulting company that works with health systems and hospitals, physician groups,
communities, and other non-profit organizations across the country to connect and transform the health and well-being
of their communities. They work to integrate the clinical and social aspects of community health to improve equity and
reduce health disparities.

Laura Acosta, MPH, HC2 Strategies, Inc.
Laura Acosta has experience in healthcare administration, community-based activities, faith communities, and healthy
communities initiatives. She provides leadership to various community-based activities focused on improving the quality
of life for Inland Empire, California residents. She has extensive knowledge and experience with community benefits,
community health needs assessments, and community health plans. Ms. Acosta earned her bachelor degree in Business
Administration, and a Master in Public Health from Loma Linda University with a focus in policy and leadership. She
has been involved in leadership programs with the Inland Empire Economic Partnership and Healthcare Executives of
Southern California, and has been actively involved in experience design.

Jaynie Boren, HC2 Strategies, Inc.
Jaynie is a strategy and business development executive with more than 25 years of progressive leadership responsibility
in planning, growing market share, creating new revenue opportunities, and facilitating relationships and joint ventures for
independent hospitals, major integrated healthcare delivery systems, and tertiary medical centers.
She has the ability to bring individuals with diverse interests together to achieve corporate and business objectives.
Jaynie is an executive that can bring together her outstanding market research, planning, marketing, strategy, project
development, implementation, and relationship-building skills. She has documented success in building strategic plans
and working with teams to ensure implementation of goals.

James A. Martinez, Ed.D., MPH
James earned a master’s degree in epidemiology and a doctoral degree in health education from Columbia University,
NY. He is a population health data expert using data to tell the community story. He teaches courses in database
design, cartography and GIS applications in public health practice at Loma Linda University Health. He is also a program
manager of Research and Evaluation at San Bernardino County Superintendent of Schools, where he assists with
leadership and integrating interactive data systems.
He also works on a community-lead partnership with local government on developing a countywide health
improvement framework, and asset mapping applications to promote networks of healthy communities and
real-time community health management platforms for hospital emergency department visits and solutions for
preventing readmissions.
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Susan Harrington, MS, RD, Communities Lifting Communities,
Hospital Association of Southern California
Susan is a Registered Dietitian Nutritionist and has worked in public health for over 32 years. She is a former director
of the Riverside County Department of Public Health and is a public and community health consultant. In July 2018,
Susan joined the Hospital Association of Southern California (HASC) as Executive Director for Communities Lifting
Communities (CLC). CLC is working with founding partners including HASC, HC2 Strategies and the Public Health
Alliance of Southern California to advance significant systems change through a collective impact model aligning
HASC member hospitals and health systems, public health departments, health plans, and community stakeholders
to improve community health and reduce health disparities. Susan holds a master’s degree in Nutrition from the
University of Nebraska, Lincoln and a bachelor’s degree in Dietetics from the University of California, Davis.

Karen Ochoa, MA, Project Manager, Communities Lifting Communities,
Hospital Association of Southern California
Karen manages projects and daily operations of the organization. Before joining CLC, Karen served as the Education
Manager for the Hospital Association of Southern California. In her role as Education Manager, she supported the
development of the various educational programs that focused on leadership development for hospital clinical and
healthcare executives. Karen holds a master’s degree in Urban Sustainability and a Bachelor of Arts degree in Urban
Community & Environment from Antioch University, Los Angeles.
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Appendix B: Glossary of Terms
Ambulatory Care Sensitive Conditions (ACSC)
A set of 28 medical conditions/diagnoses “for which timely and effective outpatient care can help to reduce the risks of
hospitalization by either preventing the onset of an illness or condition, controlling an acute episodic illness or condition, or
managing a chronic disease or condition.” Examples of ACSCs include:
•

Angina

•

Gangrene

•

Aspiration

•

Gastroesophageal reflux disease

•

Asthma

•

Hypertension

•

Cellulitis

•

Iron deficiency anemia

•

Congestive heart failure

•

Influenza

•

Constipation

•

Nutritional deficiencies

•

Convulsions/epilepsy

•

Pelvic inflammatory disease

•

COPD

•

Perforated/bleeding ulcers

•

Dehydration and gastroenteritis

•

Pneumonia and other acute LRTI

•

Dental conditions

•

Tuberculosis and other vaccine preventable

•

Diabetes complications

•

UTI/pyelonephritis

•

Ear, nose and throat infections

Benchmark
A benchmark is a measurement that serves as a standard by which other measurements and/or statistics may
be measured or judged. A benchmark indicates a standard by which a community can determine whether the
community is performing well in comparison to the standard for specific health outcomes.

Community Resources
Community resources include organizations, people, partnerships, facilities, funding, policies, regulations, and a
community’s collective experience. Any positive aspect of the community is an asset that can be leveraged to
develop effective solutions.
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Federal Poverty Level
The set minimum amount of gross income that a family needs for food, clothing, transportation, shelter and other
necessities. In the United States, this level is determined by the Department of Health and Human Services and used
to determine financial eligibility for certain federal programs. One can calculate various percentage multiples of the
guidelines by taking the current guidelines and multiplying each number by 1.25 for 125 percent, 1.50 for 150 percent, etc.
150%, 200%, and 400% are included in the table below.

2019 Poverty Guidelines for the 48 Continental United States,
Annual Salary
Persons in Family/
Household Size

Poverty Guideline
(Level)

150% of
the FPL

300% of
the FPL

400% of
the FPL

1

$12,490

$18,735

$37,470

$49,960

2

$16,910

$25,365

$50,730

$67,640

3

$21,330

$31,995

$63,990

$85,320

4

$25,750

$38,625

$77,250

$103,000

5

$30,170

$45,255

$90,510

$120,680

6

$34,590

$51,885

$103,770

$138,360

7

$39,010

$58,515

$117,030

$156,040

8

$3,619

$5,429

$10,858

$14,477

For families/households with more than 8 persons, add $4,420 for each additional person.
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2019 Poverty Guidelines for the 48 Continental United States,
Monthly Salary
Persons in Family/
Household Size

Poverty Guideline
(Level)

150% of
the FPL

300% of
the FPL

400% of
the FPL

1

$1,041

$1,561

$3,123

$4,163

2

$1,409

$2,114

$4,228

$5,637

3

$1,778

$2,666

$5,333

$7,110

4

$2,146

$3,219

$6,438

$8,583

5

$2,514

$3,771

$7,543

$10,057

6

$2,883

$4,324

$8,648

$11,530

7

$3,251

$4,876

$9,753

$13,003

8

$3,619

$5,429

$10,858

$14,477

Federally Qualified Health Center
Federally Qualified Health Centers are community-based health care providers that receive funds from the Health
Resources & Services Administration Health Center Program to provide primary care services in underserved areas.
They must meet a stringent set of requirements, including providing care on a sliding fee scale based on ability to
pay and operating under a governing board that includes patients. Federally Qualified Health Centers may be
Community Health Centers, Migrant Health Centers, Health Care for the Homeless, and Health Centers for Residents
of Public Housing.

Focus Group
A group of people questioned together about their opinions on an issue. For this CHNA, focus groups answered
questions related to components of a healthy community and issues in their community.

Food Insecurity
A lack of consistent access to food resulting in reduced quality, variety, or desirability of diet or multiple indications
of disrupted eating patterns and reduced food intake.
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Housing Cost Burden
Measures the percentage of household income spent on mortgage costs or gross rent. The US Department of
Housing and Urban Development currently defines housing as affordable if housing for that income group costs
no more than 30 percent of the household’s income. Families who pay more than 30 percent of their income for
housing are considered cost burdened; families who pay more than 50 percent of their income for housing are
severely cost burdened.

Health Indicator
A single measure that is reported on regularly and that provides relevant and actionable information about
population health and/or health system performance and characteristics. An indicator can provide comparable
information, as well as track progress and performance over time.

Healthy People 2020
Healthy People 2020 provides science-based, 10-year national objectives for improving the health of all Americans.
For three decades, Healthy People has established benchmarks and monitored progress over time to encourage
collaborations across communities and sectors, empower individuals toward making informed health decisions, and
measure the impact of prevention activities.

Housing Units with Substandard Conditions
Housing that poses a risk to the health, safety or physical well-being of occupants, neighbors, or visitors.
Substandard housing increases risk of disease, crime, social isolation, and poor mental health.

Infant Mortality Rate
Expressed as a rate per 1,000 births, this is defined as the death of a child prior to its first birthday (should be read, for
example, as 7.8 infant deaths for every 1,000 births).

Low Birth Weight
Expressed as a rate per 1,000 births, this refers to infants born with a weight between 1,500 and 2,500 grams or
between 3.3 and 5.5 pounds. Very low birth weight infants are born with a weight less than 1,500 grams.
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Prenatal Care
Adequacy of prenatal care calculations are based on the Adequacy of Prenatal Care Utilization Index (APNCU),
which measures the utilization of prenatal care on two dimensions. The first dimension, adequacy of initiation
of prenatal care, measures the timing of initiation using the month prenatal care began reported on the birth
certificate. The second dimension, adequacy of received services, is measured by taking the ratio of the actual
number of visits reported on the birth certificate to the expected number of visits. The expected number of
visits is based on the American College of Obstetrics and Gynecology prenatal care visitations standards for
uncomplicated pregnancies (1), and is adjusted for the gestational age at initiation of care and for the gestational
age at delivery. The two dimensions are combined into a single summary index, and grouped into four categories:
Adequate Plus, Adequate, Intermediate, and Inadequate.
•

Adequate Plus: Prenatal care begun by the 4th month of pregnancy and 110% or more of recommended
visits received.

•

Adequate: Prenatal care begun by the 4th month of pregnancy and 80-109% of recommended visits
received.

•

Intermediate: Prenatal care begun by the 4th month of pregnancy and 50-79% of recommended
visits received.

•

Inadequate: Prenatal care begun after the 4th month of pregnancy or less than 50% of recommended
visits received.

Primary Data
Primary data are new data collected or observed directly from first-hand experience. They are typically qualitative
(not numerical) in nature. For this CHNA, primary data were collected through focus groups, key informant
interviews, and surveys.

Secondary Data
Data that has already been collected and published by another party. Typically, secondary data collected for
CHNAs is quantitative (numerical) in nature (for example, data collected by a local or state department of health,
the Centers for Disease Control and Prevention, or a state department of education).

Teen Birth Rate
Expressed as a rate per 1,000 births, this refers to the quantity of live births by teenagers who are between the ages
of 15 and 19.
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Appendix C: Data Sources
Annie E. Casey Foundation (2019). Kids Count Data Center.
Retrieved from https://datacenter.kidscount.org/.
California Department of Public Health, California Breathing. County Asthma Data Tool, 2015-2016.
https://www.cdph.ca.gov/ Pro-grams/CCDPHP/DEODC/EHIB/CPE/Pages/CaliforniaBreathingData.aspx
California Department of Public Health, County Health Status Profiles 2019, Individual
County Data Sheets. 2015-2017 Death Files.
https://www.cdph.ca.gov/Programs/CHSI/Pages/Individual-County-Data-Sheets.aspx
California Office of Statewide Health Planning and Development, 2017 Inpatient Hospitalizations
file using the SpeedTrack analytics platform.
CARES Engagement Network (2019) CARES CHNA Report.
Retrieved from https:// engagementnetwork.org/assessment/.
Federal Bureau of Investigation, Uniform Crime Reporting Program,
https://ucr.fbi.gov
Feeding America, Map the Meal Gap, 2016,
http://map.feedingamerica.org/
Office of Environmental Health Hazard Assessment. CalEnviroScreen 3.0 Overall Results
and Individual Indicator Maps, June 2018.
Retrieved from https://oehha.ca.gov/calenviroscreen/maps-data
Out of Reach, National Low Income Housing Coalition.
Retrieved October 2019 from https://nlihc.org/housing-needs-by-state/california
Robert Wood Johnson Foundation, County Health Rankings and Roadmaps, 2019
http://www.countyhealthrankings.org
State of California Department of Justice (2019). OpenJustice Online Database.
Retrieved from https://openjustice.doj.ca.gov/
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Appendix D: Health Indicators Tables
Social and Economic Factors Indicators
PSA

Riverside County

State Estimate

Children Below 100% Federal Poverty Level, Percent

21.7%

21.3%

20.8%

Cost-Burdened Households, Percent

38.9%

42.1%

41.9%

—

$1,232

$1,804

35.5

4.3

5.9

40.5%

44.6%

44.8%

—

16.4

12.7

—

12

9.5

11.4%

8.9%

7%

20.9%

21.5%

32.6%

15.8%

18.9%

17.5%

Population Below 100% Federal Poverty Level, Percent

16.6%

15.6%

15.1%

Population Receiving Public Assistance Income, Percent

—

3.63%

3.58%

12.3%

12.3%

11.2%

59.4%

57%

55.2%

40.6%

43%

44.8%

—

9.6

8.4

Fair Market Rent (FMR)
Head Start Programs, Rate (Per 10,000 Children)
Housing Units with One or More Substandard
Conditions, Percent
Mortality-Drug-Induced Death, Rate per 100,000
Mortality-Motor Vehicle Traffic Crash Death Rate per
100,000 Population
Population Age 16-19 Not in School and
Not Employed, Percent
Population Age 25+ with Bachelor's Degree
or Higher, Percent
Population Age 25+ with No High School
Diploma, Percent

Population Receiving SNAP Benefits, Percent
Students Scoring 'Not Proficient' or Worse on 4th Grade
Reading Test, Percent
Students Scoring 'Proficient' or Better on 4th Grade
Reading Test, Percent
Substantiated Child Abuse Cases per 1,000
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Health Systems Indicators
PSA

Riverside
County

State
Estimate

Healthy
People 2020

Active Asthma Prevalence, Percent (2015-2016)

—

10.2%

8.7%

—

Ambulatory Care Sensitive Condition Discharge, Rate

—

38.6

36.2

—

Asthma ED Visits, Rate per 100,000 (2017) all ages

—

43.2

46.9

—

Asthma Hospitalizations, Rate per 100,000 (2017)

—

3.7

4.7

—

Breastfeeding Initiation, Percent

—

92.4%

94%

81.9%

Dentists, Rate per 100,000 Population

—

50.6

83.4

--

Infant Mortality Rate (Per 1,000 Live Births)

—

5.3

4.4

6.0

Lifetime Asthma Prevalence, Percent (2015-2016)

—

15.5%

14.8%

—

Low Weight Births (Under 2500g), Percent

—

6.8%

6.9%

7.8%

—

187.4

327.8

—

—

141.1

137.4

—-

—

38.0

32.2

—

—

37.8

35.7

--

—

34.9

36.3

—

—

40.3

32.0

—

—

106.0

87.4

—

—

19.1

21.2

—

Mental Health Care Provider, Rate per 100,000
Population
Mortality - All Cancers, Age-Adjusted Death Rate per
100,000 Population
Mortality- Accidents (Unintentional Injuries), AgeAdjusted Death Rate per 100,000 Population
Mortality- Alzheimer’s Disease), Age-Adjusted Death
Rate per 100,000 Population
Mortality- Cerebrovascular Disease (Stroke), AgeAdjusted Death Rate per 100,000 Population
Mortality- Chronic Lower Respiratory Disease, AgeAdjusted Death Rate per 100,000 Population
Mortality - Coronary Heart Disease, Age-Adjusted Death
Rate per 100,000 Population
Mortality - Diabetes, Age-Adjusted Death Rate per
100,000 Population
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PSA

Riverside
County

State
Estimate

Healthy
People 2020

—

29.5

27.5

—

—

21.1

18.9

—

—

19.9

19.4

—

—

10.7

10.4

—

—

—

12.7

—-

Primary Care Physicians, Rate Per 100,000 Population

—

41.8

78.5

—-

Population Receiving Medicaid, Percent

—

30.4%

27.3%

—

—

2.01

2.91

—

—

37.1

15.7

—

8.9%

12.3%

10.5%

—

—

73.9%

77.9%

77.6%

—

83.5%

83.5%

77.9%

Mortality - Lung Cancer, Age-Adjusted Death Rate per
100,000 Population
Mortality- Female Breast Cancer, Age-Adjusted Death
Rate per 100,000 Population
Mortality – Prostate Cancer, Age-Adjusted Death Rate
per 100,000 Population
Mortality- Suicide, Age-Adjusted Death Rate per 100,000
Population
Mortality- Drug-Induced Deaths, Age-Adjusted Death
Rate per 100,000 Population

Rate of Federally Qualified Health Centers per 100,000
Population
Teen Births (per 1,000 female population
aged 15 to 19 years old)
Uninsured Population, Percent
Women who Received Adequate or Adequate Plus
Prenatal Care, Percent
Women who Received Prenatal Care in the First
Trimester, Percent
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Public Health and Prevention Indicators
PSA

Riverside County

State Estimate

Access to Exercise Opportunities, Percent

—

89.1%

93%

Adults who are Current Smokers, Percent

—

12.4%

11.0%

Depression (Medicare Population), Percent

—

15.8%

15.8%

Diabetes (Medicare Population), Percent

—

26.1%

27.2%

Excessive Drinking, Percent

—

19.4%

17.8%

High Blood Pressure (Medicare Population), Percent

—

51.9%

52.7%

Heart Disease (Medicare Population), Percent

—

26.4%

24.7%

Poor or Fair Health (Age-Adjusted), Percent

—

19.2%

17.5%

Poor Mental Health Days, 30 Day Period

—

3.6

3.5

Poor Physical Health Days, 30 Day Period

—

3.8

3.5

—

20.3%

17.2%

Obesity, Percent

—

27%

23.4%

STI-Chlamydia Incidence, per 100,000 Population (2016)

—

363.7

506.2

STI-Gonorrhea Incidence, per 100,000 Population (2016)

—

109.3

164.9

STI-HIV Prevalence, per 100,000 Population (2015)

—

247.9

376.4

Population with no Leisure Time Physical Activity, Percent
(CARES) “During the past month …
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Physical Environment Indicators
PSA

Riverside County

State Estimate

98%

97.2%

97.7%

49.17

70.38

80.51

Food Insecurity - Children, Percent

—

17.7%

18.1%

Population Food Insecurity - Overall, Percent

—

9.4%

11.0%

14.62

15.94

21.14

3.99

8.22

10.75

6.14

5.68

6.54

Broadband Access, Percent
Fast Food Restaurant Rate, per 100.000 Population

Grocery Store Rate, per 100,000 Population
Recreation and Fitness Facility Access, per 100,000
Population
SNAP-Authorized Retailers, Rate per 100,000 Population
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Appendix E: 2016 Prevention Quality
Indicators by Zip Code
Riverside County
Zip
Code

CIty

PQI 01

92536

Aguanga

—

98.88

65.92

—

—

92539

Anza

96.83

121.04

48.41

96.83

—

92220

Banning

200.06

105.49

32.74

94.57

11.6

92223

Beaumont

60.89

55.09

20.3

52.2

29.02

92225

Blythe

23.35

70.06

—

23.35

11.52

92230

Cabazon

—

101.68

101.68

50.84

120.63

92320

Calimesa

58.17

130.89

—

72.72

—

92234

Cathedral City

43.13

112.61

33.54

38.33

44.66

92236

Coachella

91.03

94.41

26.97

40.46

24.72

92879

Corona

49

54.44

8.17

27.22

5.86

92880

Corona

53.05

69.19

16.15

36.9

9.66

92239

Desert Center

—

—

432.9

432.9

—

92240

Desert Hot Springs

182.42

193.59

33.51

74.46

43.88

92241

Desert Hot Springs

75.47

113.21

12.58

25.16

—

92543

Hemet

153.1

196.84

47.39

91.13

20.55

92544

Hemet

137.15

142.86

22.86

54.29

24.07

92545

Hemet

54.51

127.18

42.39

66.62

20.26

92548

Homeland

18.15

127.04

—

18.15

—

92549

Idyllwild

—

119.37

—

—

—

92210

Indian Wells

21.58

43.17

—

—

—

92582

San Jacinto

61.58

79.18

17.59

43.99

36.36

92583

San Jacinto

42.78

141.18

51.34

59.89

10.51

92399

Yucaipa

76.08

56.44

2.45

19.63

13.86

Diabetes Shortterm Complication

PQI 03

Diabetes Long-term
Complications

PQI 07

Hypertension

PQI 14

Uncontrolled
Diabetes

PQI 15

Asthma in Younger Adults
(Ages 18-39)

2019 Community Health Needs Assessment | 104

Appendix F: Description of Key Informants
and Focus Groups
This assessment would not have been possible without input from our community. This section outlines the community
leaders that served as key informants for this assessment, as well as a description of the focus groups convened.
•

151 total participants

•

3 focus groups, 1 conducted in Spanish (with a total of 33 focus group participants)

•

10 key informants

•

108 people responded to the online survey (including a Spanish option)

Description of Focus Groups
2019 Focus Group List
Organization

Location

Populations Served

Carol's Kitchen

1234 Palm Ave.

Low-income/food

Beaumont, CA 92223

insecure

Senior Volunteers

600 N. Highland Springs Ave.
Banning, CA. 92220

Our Blessed Saint Kateri

157 West Nicolas St.

Tekakwitha

Banning, CA 92220

Seniors
General community -

# of Participants

Language

12

English

11

English

10

English

Hispanic/Latinos
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2019 Key Informant Contact List
Name

Brianna Cooks

Title

Property Manager

Organization

Liberty Village for the Veterans

Population Served

Veterans

Name

Kathy Conway

Title

Board Member

Organization

Carol’s Kitchen

Population Served

Soup kitchen - low income, at-risk, homeless

Name

Marie Davis

Title

CEO

Organization

211-Connect

Population Served

Vulnerable Communities

Name

Joseph Dunn

Title

Behavioral Health Director

Organization

San Gorgonio Memorial Hospital

Population Served

Mental Health

Name

Linda Hanley

Title

VP, Financial Services Officer

Organization

Bank of Hemet

Population Served

Business
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Name

Jeanette Marlar

Title

Executive Director

Organization

Habitat for Humanity

Population Served

Low-income, Vulnerable Populations

Name

Michael Osur

Title

Assistant Director

Organization

Riverside University Health System- Public Health

Population Served

Public Health - Riverside County Residents

Name

Karan Singh, MD

Title

ED Physician

Organization

San Gorgonio Memorial Hospital

Population Served

Community at Large

Name

Lanny Swerdlow, RN, LNC

Title

Board Member

Organization

San Gorgonio Memorial Hospital

Population Served

LGBTQ/Leadership

Name

Jan Wages

Title

President

Organization

Laura May Stewart Foundation

Population Served

Non-Profit/Endowment
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Appendix G: Key Informants Codebooks
and Frequencies
Key Informant Interview Codebook
Interview Question 1

Please share your role within your organization and a brief description of your
organization.

Main Codes

Role, Description

Sub-Codes

—

Frequency

10

Interview Question 2

What geographic area do you primarily serve?

Main Codes

Service area

Sub-Codes

—

Frequency

10

Interview Question 3

What is your vision of a healthy community?

Main Codes

Vision

Sub-Codes

—

Frequency

10

Interview Question 4

In your opinion, what are the most significant health needs that have the greatest
impact on overall health in the community?

Main Codes

Significant Health Needs

Sub-Codes

Chronic Disease, Access to Healthcare, Mental Health

Frequency

28

Interview Question 4A

How would you describe these health needs effect on the health of your community?

Main Codes

Significant Health Needs

Sub-Codes

Access and Awareness of Resouces

Frequency

28
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Key Informant Interview Codebook
Interview Question 4B

In your opinion, are there any specific populations that are disproportionately affected
by the health problems just mentioned?

Main Codes

Significant Health Needs

Sub-Codes

Services for senior population

Frequency

28

Interview Question 5

In your opinion, what are the greatest needs of children in your community, including
social and health issues?

Main Codes

Health & Social Needs of Children

Sub-Codes

Education, Activities, Healthy Food Access, Access to Healthcare

Frequency

28

Interview Question 6

In your opinion, what are the barriers your communities face in addressing these
challenges? (Barriers: Transportation, paying for services)

Main Codes

Barriers to Access

Sub-Codes

Transportation, Income, Food Access, Communication

Frequency

19

Interview Question 7

Are you aware of social factors that influence the issues we’ve discussed for your
community? If so, what social issues have the biggest influence on these issues?

Main Codes

Social Factors

Sub-Codes

—

Frequency

17

Interview Question 8

What existing community assets and resources could be used to address these health
issues and social factors we’ve been discussing?

Main Codes

Community Resources and Opportunities

Sub-Codes

—

Frequency

19
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Key Informant Interview Codebook
Interview Question 8A

Do you see opportunities for systems-level collaborations or local policies that could
help address the health challenges discussed?

Main Codes

Community Resources and Opportunities

Sub-Codes

—

Frequency

19

Interview Question 9

How can SGMH better improve services and relationships in the community?

Main Codes

Hospital Improvements

Sub-Codes

Health and Quality of Life, Increased Collaboration

Frequency

17

Interview Question 9A

Do you have suggestions for new activities or strategies?

Main Codes

New Opportunities

Sub-Codes

—

Frequency

9

Interview Question 10

Anything you would like to add that we haven’t discussed?

Main Codes

Additional Comments

Sub-Codes

—

Frequency

12
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Focus Group Codebook
Interview Question 1

Let’s start by introducing ourselves. Please tell us very briefly your first name, the town/
city you live in, and one thing that you are proud of about your community.

Main Codes

Introduction, Residence, Community pride

Sub-Codes

—

Frequency

21

Interview Question 2

What is your vision of a healthy community?

Main Codes

Vision

Sub-Codes

Parks & Recreation/Community Centers, Healthcare, Healthy food access, Housing, Safety

Frequency

22

Interview Question 3

From your perspective, what are the biggest health issues in your community? Why?

Main Codes

Health Issues

Sub-Codes

Air Quality, Homelessness, Mental Health, Access to Healthcare, Chronic Disease

Frequency

28

Interview Question 4

In your opinion, what health services are lacking for you and the people you know?
(Probes: prenatal care, reproductive services dental care, vision care, mental health
services, community clinics, etc.)

Main Codes

Deficient Health Services

Sub-Codes

Activities, Physicians/Specialists, Transportation, Geriatric Services, Substance Abuse,
Mental Health

Frequency

27

Interview Question 5

Outside of healthcare, what resources exist in your community to help you and the
people you know to live healthier lives?

Main Codes

Community resources

Sub-Codes

Food accessibility, Community Centers, Physical Activities, Legal advice

Frequency

28
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Focus Group Codebook
Interview Question 6

In your opinion, what are the health and social needs of children?

Main Codes

Children’s Health and Social Needs

Sub-Codes

Affordable Activities, Mental and Behavioral Health Education, More schools,
Affordable Housing, Affordable and Accessible Health Services

Frequency

22

Interview Question 7

In your opinion, what are the barriers to accessing these resources? What resources
are missing?

Main Codes

Barriers/Missing Resources

Sub-Codes

Transportation, Awareness of Services and Resources, Services (vision, dental, mental,
housing), Physician Shortage, Drug and alcohol abuse treatment programs, Services for
the homeless

Frequency

21

Interview Question 8

What is your perception of San Gorgonio Memorial Hospital and current programs/
services?

Main Codes

Perception of Hospital and Services

Sub-Codes

Small hospital for large community, Inability to meet high-level needs, Many services
and programs available

Frequency

19

Interview Question 8A

What are we currently doing good that we can do more of?

Main Codes

Perception of Hospital and Services

Sub-Codes

Increase number of specialists

Frequency

19

Interview Question 8B

What needs to be improved?

Main Codes

Perception of Hospital and Services

Sub-Codes

Improve communication with community, Expand hospital parking lot, Improve
signage to ER

Frequency

19
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Focus Group Codebook
Interview Question 9

Is there anything else you would like to share with our team about the health of your
community that hasn’t already been addressed?

Main Codes

Additional Comments

Sub-Codes

—

Frequency

14
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Appendix H: Survey Results
Would you say that, in general, your physical health is:
60
80
50
68

70
50
60

40

50
30

40
20

30

27

12

12

10
20

10
0
0

7

8

5

Excellent

Good

Fair

Poor

Excellent

Good

Fair

Poor

Have you needed health care in the last 12 months and
were you able to receive it?
100

95

90
80
70
60
50
40
30
20

14

10
0

1
Yes, go to question 3

No, go to question 4

Other (please specify)

2019 Community Health Needs Assessment | 114

If yes, what was the primary reason for your most
recent visit? (Mark only one)
35

32

31

30
25
20

16

15

11

9

10

5

5
0

Emergency
care

Acute (new)
problem

Chronic
(ongoing)
problem

Preventive care

Required
Other (please
physical/annual
specify)
examination

If no, why couldn’t you receive it?
(Mark all that apply)

Have not felt the need to make an appointment

5

Appointment not available/waiting time too long

3

Needed service/specialist that was not available

2

Couldn’t afford co-pay

1

Insurance wouldn’t cover it

2

No insurance/couldn’t afford it

2

Other (please specify)

3
0

1

2

3

4

5

6
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Do you have health insurance?
120
106
100
80
60
40
20
2

0

Yes, go to question 6

No, go to question 7

If yes, where do you get your health insurance
coverage?
60
50

56
50

40
30
20
10

10
2

0

Employer or spouse’s Private insurance you
employer
purchased on your own

State or Federal
program (including
Medicaid,
Medicare,VA)

Other (please specify)
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If no, why not? (Mark all that apply)
3.5
3

3

2.5
2
1.5
1

1

1

Not eligible for employer
health insurance

Unable to find health insurance

0.5
0

Too expensive

In the last 12 months, have you needed mental health
services (counseling or other help)?
100

91

90
80
70
60
50
40
30
20

17

10
0

Yes

No
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In the last 3 months, did you or your family have to go
without basic needs such as food, utilities, or clothing?
120
105
100
80
60
40
20
3
0

Yes, go to question 10

No

If yes, what did you go without? (Select all that apply)
4.5
4

4
3.5
3
2.5

2

2

2

1.5
1

1

1

1

Health Care

Heat/fuel/utilities

0.5
0

Clothing

Dental Care

Food

Vision Care
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How would you rate the health of your community?
70
58

60
50

43

40
30
20
10

4

3

0

Excellent

Good

Fair

Poor

What do you believe are the top 5 health or social
issues in your community?
Low levels of health literacy
Low educational attainment
Lack of public transportation
Lack of culturally sensitive health care providers (i.e. LGBT,…
Lack of affordable housing options
Lack of access to pediatric care
Lack of access to mental health services (including…
Lack of access to healthy foods
Lack of access to health education and outreach
Lack of access to green spaces or pedestrian friendly areas
Lack of access to geriatric care
Lack of access to early education resources/daycare
Lack of access to dental care providers
High rates of youth or adults engaging in risky health or…
High rates of chronic diseases (i.e. diabetes, obesity,…
High poverty rates
High need for help navigating assistance programs
High infant mortality rates
Food insecurity
Access to health care
Other (please specify)
0

17
17
18

9

52

4
13
14
14
9

35

18

15

43

29

1

16

40

3
10

20

52

34

30

40

50

60

Other Responses:
•

Lack of group support for patients with chronic illness,
as well as for their families

•

Lack of providers

•

Homelessness & addiction
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What do you believe are the top 5 greatest needs of
children in your community?

Safe and affordable housing

49

Opportunities to improve health literacy and knowledge of…

26

Opportunities to engage in physical activity (i.e. after-school…

53

Early educational resources/daycare/academic after-school…

41

Access to pediatric care

22

Access to mental health services (including substance abuse…

27

Access to healthy foods

44

Access to health education and outreach

23

Access to health care

34

Access to green spaces and parks

19

Access to educational and mentorship enrichment…

45

Access to dental care providers

29

Access to culturally sensitive health care providers (i.e.…

11

Access to clean air and water

26

Other (please specify)

2
0

10

20

30

40

50

60

Other Responses:
•

Better parenting

•

Parks full of homeless and druggies. Grounds full of needles
and sex paraphnalia.

2019 Community Health Needs Assessment | 120

What do you believe are aspects from a hospital
perspective that contribute to people’s health in a
positive way? (Select the top 3)
80

74

70
62

59

60

54

50
40
30
22
20

16
11

10
0

5

Access to
health care
providers
within a
reasonable
distance

Access to
Access to
Affordable High patient to
High
Many
Other (please
providers with healthcare copayments or provider rates percentage of opportunities
specify)
expanded providers with out of pocket
for all
health
for health
operational
short wait costs for health specialties
insurance
education and
hours(i.e.after
times
care or
coverage
outreach
5pm or
prescriptions
weekends)

Other Responses:
•

A Hospital that doesn’t neglect their patients

•

Healthcare workers who care

•

Confident services in a hospital

•

Good doctors

•

Quality health care
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What do you believe are ways to improve people’s
health in your community? (Please select the top 3)

More support services for the homebound and elderly

42

More programs for youth

22

More employment opportunities

22

More access to affordable wellness type centers and services

21

Increased access to healthy foods

19

Increased access to dental care

21

Increased access to affordable mental health services

29

Increased access to affordable medical care

44

Improving health literacy, use of care navigators, and knowledge…

19

Improved public transportation

17

Better walkable communities

20

Access to substance abuse services

33

Other (Please specify)

3
0

5

10

15

20

25

30

35

40

45

50

Other Responses:
•

Less paperwork for the doctors

•

Confident services in a hospital

•

Green space
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Do you live in Riverside County?
100

94

90
80
70
60
50
40
30
20

14

10
0

Yes

No

Zip codes represented:
•

92220

•

92354

•

92555

•

92223

•

92373

•

92567

•

92229

•

92374

•

92570

•

92230

•

92399

•

92582

•

92262

•

92506

•

92583

•

92320

•

92543

•

92220-5059

•

92324

•

92544

•

92346

•

92545
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Appendix I: Community Resources
In an effort to better understand our community assets, SGMH was tasked with exploring current and desired
partnerships and compiling a list of community resources dedicated to the health and well-being of the
community. The following list is not intended to be exhaustive, but rather representative of organizations that offer
services in Riverside County. Identified resources are as follows:

•

211 Community Connect, Riverside County

•

Loma Linda University Health System

•

American Cancer Society

•

Mercy Air Helicopter Service

•

Arrowhead Regional Medical Center

•

REACH

•

Beaumont Unified School District

•

Family Service Association of Redlands

•

Boys & Girls Clubs of Pass

•

Redlands Unified School District

•

Building A Generation

•

Riverside, 211 United Way

•

City of Redlands, Police and Recreation
Departments

•

Rotary Club of San Gorgonio Pass

•

Dignity Health — St. Bernardine Medical Center

•

Riverside Community Hospital

•

Inland Empire Community Benefit Collaborative

•

Riverside County Fire Department

•

Healthy Cities

•

Riverside County Paramedics

•

LifeStream Blood Bank
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600 N Highland Springs Ave.
Banning, CA 92220

