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Executive Summary
Introduction and Purpose
San Gorgonio Memorial Hospital (SGMH) is pleased to share its Community Health Implementation
Strategy. This follows the development of its 2019 Community Health Needs Assessment (CHNA) in
accordance with requirements in the Affordable Care Act. 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 were 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.
Identified Needs
The results of the CHNA guided the creation of this document and aided us in how we could best
provide for our community and the most vulnerable among us. As a result, San Gorgonio Memorial
Hospital has adopted the following priority areas for our community health investments for 2019-2022:
•

Prevention and Management of Chronic
Diseases
o Diabetes
o Obesity
o Asthma
o Heart Disease
o Cancer
o Nutrition & Physical Activity

•

Access to Health Services
o Affordability/Insurance
o Transportation
o Shortage of primary care and
specialty physicians

•

Mental and Behavioral Health
o Substance Abuse
o Intensive outpatient Program

Building a healthy environment requires multiple stakeholders working together with a common
purpose. We invite you to join us as we imagine a healthier region and collectively work together to find
solutions to create a healthier community for all.
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San Gorgonio Memorial Hospital Overview
Hospital Identifying Information
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.

Mailing Address: 600 N Highland Springs Ave, Banning, CA 92220
Contact Information: Holly Yonemoto, 951-846-2868
Website: https://sgmh.org
Mission, Vision and Values
Mission Statement: To provide safe, high-quality, personalized healthcare services.
Our Vision: Patients trust San Gorgonio Memorial Hospital to provide safe, personalized healthcare
services.
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Our Values:
• We make those we serve our highest priority
• We respect privacy and confidentiality
• We communicate effectively
• We conduct ourselves professionally
• We have a sense of ownership
• We are committed to each other and to our community
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.
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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Community Profile - 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

Education

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

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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Community Profile - 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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Community Profile - 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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Community Profile - 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

Education

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

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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Community Profile - 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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Community Profile - 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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Community Profile - 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

Education

Business

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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Community Profile - 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.

14

Community Profile - 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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Community Benefits Team

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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Invitation to a Healthier Community
Fulfilling our Mission
Where and how we live is vital to our health. We recognize that health status is a product of
multiple factors. To comprehensively address the needs of our community, we must take into
account health behaviors and risks, the physical environment, the health system, and social
determinants of health. Each component influences the next and through strategic and
collective action improved health can be achieved.
The Community Health Implementation Plan (CHIP) marks the second phase in a collaborative
effort to systematically investigate and identify our community’s most pressing needs. After a
thorough review of health status in our community through the Community Health Needs
Assessment (CHNA), we identified areas that we could address through the use of our
resources, expertise, and community partners. Through these actions and relationships, we aim
to empower our community and fulfill our mission to “To provide safe, high-quality,
personalized healthcare services.”
Identified Needs
The results of the CHNA guided the creation of this document and aided us in how we could
best provide for our community and the most vulnerable among us. As a result, San Gorgonio
Memorial Hospital has adopted the following priority areas for our community health
investments for 2019-2022:
•

Prevention and Management of Chronic Diseases
o Diabetes
o Obesity
o Asthma
o Heart Disease
o Cancer
o Nutrition & Physical Activity

•

Access to Health Services
o Affordability/Insurance
o Transportation
o Shortage of Primary Care and Specialty Physicians

•

Mental and Behavioral Health
o Substance Abuse
o Intensive Outpatient Program

17

Additionally, we engage in a process of continuous quality improvement, whereby we ask the
following questions for each priority area:
•
•
•
•
•

Are our interventions making a difference in improving health outcomes?
Are we providing the appropriate resources in the appropriate locations?
What changes or collaborations within our system need to be made?
How are we using technology to track our health improvements and provide relevant
feedback at the local level?
Do we have the resources as a region to elevate the population’s health status?

Building a healthy community requires multiple stakeholders working together with a common
purpose. We invite you to explore how we intend to address health challenges in our
community and partner to achieve change. More importantly though, we hope you imagine a
healthier region and work with us to find solutions across a broad range of sectors to create
communities we all want for ourselves and our families.
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Community Health Needs Assessment Overview
Link to final CHNA report
Our CHNA was approved and published in December 16,2019. The CHNA can be downloaded
from our website: http://bit.ly/sgmh-CHNA
Methodology for CHNA
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 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.
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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.
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.
Collaborative Partners
The community health needs assessment (CHNA) was made possible through the leadership of
San Gorgonio Memorial Hospital in Banning, California. Led by Holly Yonemoto, MBA who
collaborated with Laura Acosta of HC2 Strategies, Inc.; Susan Harrington, MS, RD, and Karen
Ochoa, MA, of Communities Lifting Communities. HC2 Strategies, Inc. conducted key informant
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interviews, focus groups, and facilitated a prioritization process to identify the priority health
needs for the 2019-2022 community health needs cycle.
Community Voices
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. 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 description of each is described
below.
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 lowincome, 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.
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, Barriers to
Accessing Resources and Addressing Needs, Methods of Hospital Improvement and any
additional feedback.
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2019 Identified Priority Needs – Addressing Needs
Priority Need 1: Prevention & Management of Chronic Disease
•

Diabetes

•

Heart Disease

•

Obesity

•

Cancer

•

Asthma

•

Nutrition & Physical Activity

Goal: To increase the community’s knowledge and management of chronic disease to reduce
the incidence of chronic disease in our community.
Objectives
•

Improve health indicators of program participants through education.

•

Improve health indicators through increased health condition activities and
access to resources.

Strategies

Baseline Measures

Diabetes:
Adult Classes

# of participants

Diabetes:
Child Classes
Strong Life

# of participants

Diabetes:
Tiered Weight
Management

# of participants

Diabetes:
Healthy Children Families
Program
Diabetes: Health Educator

# of participants

ALL chronic diseases:
Farmers Market

# of weeks

# of classes

# of classes

# of classes

# of classes
# of participants

Short Term Measures

Outcome Measures

Increase education and
management of
diabetes

BMI % decrease

Increase education and
management of
diabetes

BMI % decrease

Increase education and
management of
diabetes

BMI % decrease

Increase education and
management of
diabetes
Increase education and
management of
diabetes

BMI % decrease

Increase access to
healthy foods and
education

% increase in vendors and
attendees

BMI % decrease
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All Chronic diseases:
Healthy Choices Cafeteria

# of individuals

Increase access to
healthy foods and
education
Increase access to
healthy living options –
exercise and diet

% increase in vendors and
attendees

All Chronic:
Healthy City Taskforce

# of times met

COPD:
Post-Acute care Home
Telehealth Monitoring

# of enrolled patient
days

Increased # enrolled
patient days

% decreased readmissions

Asthma & Bronchitis:
ED antibiotic stewardship
program

% of Bronchitis patients
on antibiotics

Decreased antibiotic
resistance

Increased efficacy of
antibiotics

% increase of access of
community resources
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Priority Need 2: Access to Health Services
•

Affordability/Insurance

•

Transportation

•

Shortage of Primary Care and Specialty Physicians

Goal: To increase access to quality, culturally competent healthcare to underinsured, uninsured
and vulnerable in the community.
Objectives
•

To increase transportation services for mental and behavioral healthcare.

•

To strengthen healthcare professional training to positively impact the shortage of
healthcare professionals.

Strategies

Baseline Measures

Afford/ insurance:
Continue to provide
assistance for Medi-Cal
Eligibility

# of patients assisted

Mental Health
Transportation
Program

# of patients
served;

Short Term Measures
Identify individuals in
need of assistance

% increase and/or
sustained in Medi-Cal
and/or charity care
eligibility

Identify individuals that
would benefit from the
mental health
transportation

% increase and/or
sustained transportation
utilization

Continue to provide a
training site for
respective students
Continue to provide a
training site for
respective students

% increase and/or
sustained students
rotating/training on site
% increase and/or
sustained students
rotating/training on site

Continue to provide a
training site for
respective students

% increase and/or
sustained students
rotating/training on site

# of encounters

# of
Encounters

Physician
Assistant LLUH training
program
Physician
Assistant Western training
program

# of students

Licensed Vocational
Nurse training program
Beaumont Adult School

# of students

# of students

Outcome Measures
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Registered
Nurse training program
3 colleges

# of students

Continue to provide a
training site for
respective students

% increase and/or
sustained students
rotating/training on site

Respiratory Therapy
training program Crafton
Hills College

# of students

Continue to provide a
training site for
respective students

% increase and/or
sustained students
rotating/training on site

Doctor of Pharmacy
LLUH training program

# of students

Continue to provide a
training site for
respective students

% increase and/or
sustained students
rotating/training on site

ECHO Sonographer West
Coast College

# of students

Continue to provide a
training site for
respective students

% increase and/or
sustained students
rotating/training on site

Radiology Technologist
LLUH

# of students

Continue to provide a
training site for
respective students

% increase and/or
sustained students
rotating/training on site

Clinical
Dietetic Interns
LLUH

# of students

Continue to provide a
training site for
respective student

% increase and/or
sustained students
rotating/training on site
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Priority Need 3 – Mental and Behavioral Health
•

Intensive Outpatient Program

•

Substance Abuse

Goal: To increase community’s knowledge and ability to manage their disease.

Objectives
•

Educate patients on coping mechanisms to manage their mental and behavioral health.

•

Educate patients on the benefits of medical management of opioid addiction.

Strategies
Intensive Outpatient
Program

Baseline Measures
# of patients
served
# of
encounters

Opioid Use Mitigation

# of patients
served
# of encounters

Short Term Measures

Outcome Measures

Identify individuals that
would benefit from the
mental health
intervention/
treatment

% increase program
utilization

Identify individuals that
would benefit from the
intervention/
treatment

% increase program
utilization
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Identified Need from CHNA, Not Addressed
Taking existing hospital and community resources into consideration, San Gorgonio Memorial
Hospital will not directly address the remaining health needs identified in the CHNA including:
Affordable Housing and Homelessness. The hospital cannot address all the health needs
present in the community; therefore, it will concentrate on those health needs that can most
effectively be addressed given the organization’s areas of focus and expertise. SGMH will look
for partnership opportunities that address needs not selected where it can appropriately
contribute to addressing those needs, or where those needs align with current strategy and
priorities.
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Making a Difference: Evaluation of 2016 CHA
San Gorgonio Memorial Hospital has been involved in many activities to further the 2016
initiatives both hospital specific as well as regionally. SGMH is a member of the Hospital
Association of Southern California (HASC) and was involved in the 2016 regional Community
Health Needs Assessment.
The Hospital Association of Southern California (HASC) Inland Region office represents hospitals
in Riverside and San Bernardino counties. Member hospitals are representative of many types
of facilities, from rural to large teaching facilities, investor-owned to not-for-profit, VA to
behavioral health, and community to public and district operated. HASC Inland Region office
convenes and collaborates with member hospitals, local public health departments and
community stakeholders to share current health issues and concerns in the region.
HASC Inland Region committees include:
• California Department of Public Health/Hospital Roundtable
• Homeless Patient Discharge Planning
• Workplace Violence Prevention Committee
• Behavioral Health Services Committee
• Emergency Health Services Committee
• Continuum of Care Committee
• HASC Accountable Communities for Health Initiative
• Workforce Development
In 2016 HASC Inland Region office coordinated the region’s first Regional Community Health
Needs Assessment (CHNA) in collaboration with 11 local hospitals. The assessment provided a
detailed review of health in the Inland Empire with clear similarities and variability across the
two counties and hospital service areas and SGMH was one of the participating hospitals. The
top chronic health conditions expressed through data compilation included (in alphabetical
order):
• Asthma & Bronchitis
• Chronic Obstructive Pulmonary Disease
• Diabetes
• Mental Illness
• Obesity
• Substance Abuse
During the regional prioritization process, the Inland Empire Regional CHNA Taskforce decided
that as a region they will focus on Diabetes, Obesity and Workforce Development as their
health priorities. Specifically, SGMH addressed Diabetes, Obesity and Workforce Development
as follows:

28

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.
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.
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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.
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,
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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)
ECHO Sonography (West Coast Ultrasound)
Ultrasound (Mt. San Jacinto College)
Radiology Technologist (Loma Linda University)
Clinical Dietetic Interns (Patton State Hospital, Loma Linda University)

•
•
•
•
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Strategic Partner List
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. Partnership is not used as a legal term, but a
description of the relationships of connectivity that are necessary to collectively improve the
health of our region. One of our objectives is to partner with organizations that share our
values and priorities to improve the health status and quality of life of the community we serve.
This is an intentional effort to avoid duplication and leverage the successful work already in
existence in the community. Many important systemic efforts are underway in our region, and
we have been in partnership with multiple not-for-profits to provide quality care to the
underserved in our region. 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:
•

LifeStream Blood Bank

•

Loma Linda University Health
System

Arrowhead Regional Medical Center

•

Mercy Air Helicopter Service

•

Beaumont Unified School District

•

REACH

•

Boys & Girls Clubs of Pass

•

•

Building A Generation

Family Service Association of
Redlands

•

City of Redlands, Police and
Recreation Departments

•

Redlands Unified School District

•

Riverside, 211 United Way

•

Rotary Club of San Gorgonio Pass

•

211 Community Connect, Riverside
County

•

American Cancer Society

•

•

Dignity Health — St. Bernardine
Medical Center

•

•

Inland Empire Community Benefit
Collaborative

Riverside Community Hospital

•

Riverside County Fire Department

•

Healthy Cities

•

Riverside County Paramedics
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Financial Assistance Policies
Policy: SELF PAY DISCOUNTS
It is the policy of San Gorgonio Memorial Hospital to offer self pay discounts for uninsured
patients, underinsured patients, or for patients needing service not otherwise covered by an
insurance company. All Self-pay patients who do have an ability to pay and whose income
exceeds 350% of the Federal Poverty Level (FPL) will receive the standard self pay discount.
Note: All Self-pay patients whose documented income falls below 350% FPL can be considered
for Charity Care.
For full policy please go to sgmh.org/self-pay-policy/
Policy: CHARITY CARE
Whenever it becomes apparent that the patient may have difficulty in meeting their financial
responsibility to the hospital, the patient will be requested to complete the application process for
Covered CA, California Medi-cal, presumptive Medi-cal and/or any other available programs. In
accordance with SB 1276 and AB774 which expands the availability of charity care and discount
program and payment plans to all patients with high medical costs, pending applications for
health insurance coverage does not preclude the patient from being eligible for the hospital's
charity care or discount payment program.
For full policy please contact us at sgmh.org
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600 N Highland Springs Ave.
Banning, CA 92220
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