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Purpose & Summary

Non-profit health systems, community-based organizations, and public health agencies across the country all 
share a similar calling: to provide public service to help improve the lives of their community. To live out this 
calling and responsibility, the Central Valley Network (CVN) comprised of Adventist Health’s four hospitals 
located in Hanford, Tulare, Reedley and Selma conducts a Community Health Needs Assessment (CHNA) every 
three years, with our most recent report completed in 2022. Now that our communities’ voices, stories, and 
priority areas are reflected in the CHNA, our next step is to complete a Community Health Improvement Plan 
(CHIP), or as we refer to it in this report, a Community Health Implementation Strategy (CHIS).   

The CHIS consists of a long-term community health improvement plan that strategically implements solutions 
and programs to address our health needs identified in the CHNA. Together with the Adventist Health Well-
Being team, local public health officials, community-based organizations, medical providers, students, parents, 
and members of selected underserved, low-income, and minority populations, the CVN intentionally developed 
a strategic plan to address the needs of our community.  

In this CHIS, you will find strategies, tactics, and partnerships that address the following health needs identified 
in the 2022 CVN CHNA:  

Financial Stability

Food Security

Mental Health

We hope this report is leveraged by all local partners and community members, empowering them to own the 
potential of healthy living for all. This report was reviewed and approved by our Hospital Board as well as the 
Adventist Health System Board on April 27, 2023. The entire report is published online and available in print 
form by contacting community.benefit@ah.org.

PURPOSE & SUMMARY
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It’s not a prescription that changes your health?

Instead, it’s a collaboration between you and 
your care providers?

And it’s community-based organizations 
working together to support you?

What if …
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The Central Valley Network (CVN) 
is comprised of four cities: Hanford, 
Tulare, Reedley and Selma. The CVN 
is home to a total population of 
530,375 residents with the majority 
age group being children (5-17), 
making up 22.2% of the population.

Centrally located between northern 
and southern California, CVN’s 
geographic region is one of its 
biggest assets benefiting farmland 
businesses as well as residents 
pursuing recreational activities such 
as a short road trip to Yosemite 
National Park or the cool coastlines 
of Monterey Bay and Big Sur.

This young population is vibrant with 
festivals, events and small businesses. 
Of the population, 64.68% are 
Hispanic. The median household 

income is $60,367 of which 59.22% 
is spent on housing and transportation. 
Among this population, 27.23% of 
children live in poverty and 2.70% 
of students are unhoused, compared 
to the state average of 4.25% 
and national average of 2.77%. 

For a more detailed look into 
community member comments, facts 
and numbers that are captured in the 
CHNA, please visit adventisthealth.
org/about-us/community-benefit. 
The following pages provide a closer 
look into our community demographic 
as well as our approach to the CHIS.

Getting to know 
Adventist Health’s Central Valley Network

What if our community 
worked together and made 
life all-around better? 
What if we offered various 
pathways to meet our 
diverse needs, so every 
member of our community 
experienced better health, 
prosperity and longevity?

CVN CHNA Needs Assessment

Who CVN CHNA Cares For

Demographic Profile

The CVN CHNA market is based on the state of California with a total population of

537,932 (based on the 2020 Decennial Census). The largest city in the service area is Tulare

city, with a population of 59,312. The service area is comprised of the following ZIP codes:

93219, 93648, 93625, 93646, 93609, 93647, 93631, 93657, 93245, 93234, 93239, 93654,

93204, 93618, 93230, 93615, 93662, 93212, 93630, 93619, 93210, 93656, 93274.

Total Population

537,932

57.31%
of the population owns their

home

42.69%
of the population rents their

home

Note: NAAN = Native American or Alaska Native, NPI = Native Hawaiian or Pacific Islander.

%
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CVN CHNA Needs Assessment

Who CVN CHNA Cares For

Demographic Profile

The CVN CHNA market is based on the state of California with a total population of

537,932 (based on the 2020 Decennial Census). The largest city in the service area is Tulare

city, with a population of 59,312. The service area is comprised of the following ZIP codes:

93219, 93648, 93625, 93646, 93609, 93647, 93631, 93657, 93245, 93234, 93239, 93654,

93204, 93618, 93230, 93615, 93662, 93212, 93630, 93619, 93210, 93656, 93274.

Total Population

537,932

57.31%
of the population owns their

home

42.69%
of the population rents their

home

Note: NAAN = Native American or Alaska Native, NPI = Native Hawaiian or Pacific Islander.
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CVN CHNA Needs Assessment

Who CVN CHNA Cares For

Demographic Profile

The CVN CHNA market is based on the state of California with a total population of

537,932 (based on the 2020 Decennial Census). The largest city in the service area is Tulare

city, with a population of 59,312. The service area is comprised of the following ZIP codes:

93219, 93648, 93625, 93646, 93609, 93647, 93631, 93657, 93245, 93234, 93239, 93654,

93204, 93618, 93230, 93615, 93662, 93212, 93630, 93619, 93210, 93656, 93274.

Total Population

537,932

57.31%
of the population owns their

home

42.69%
of the population rents their

home

Note: NAAN = Native American or Alaska Native, NPI = Native Hawaiian or Pacific Islander.
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Who We Serve

DEMOGRAPHIC PROFILE

The following zip codes represent Adventist Health Central Valley Network’s 
primary service area (PSA), accounting for 75% of hospital discharges. 
Additionally, we took a collaborative approach and expanded our PSA by 
inviting Steering Committee members to include the zip codes of those they 
serve.

The CVN CHNA market has a total population of 537,932 (based on the 
2020 Decennial Census). The largest city in the service area is Tulare, with 
a population of 59,312. The service area is comprised of the following zip 
codes: 93219, 93648, 93625, 93646, 93609, 93647, 93631, 93657, 
93245, 93234, 93239, 93654, 93204, 93618, 93230, 93615, 93662, 
93212, 93630, 93619, 93210, 93656, 93274.
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Adventist Health
Adventist Health is a faith-inspired, 
nonprofit integrated health system 
serving more than 80 communities 
on the West Coast and Hawaii. 
Founded on Adventist heritage and 
values, Adventist Health provides 
care in hospitals, clinics, home care 
agencies, hospice agencies and 
joint-venture retirement centers in 
both rural and urban communities. 
Our compassionate and talented 
team of 34,000 includes associates, 
medical staff physicians, allied health 
professionals and volunteers driven 
in pursuit of one mission: living God’s 
love by inspiring health, wholeness and 
hope. Together, we are transforming 
the American healthcare experience 
with an innovative, yet timeless, 
whole-person focus on physical, 
mental, spiritual and social healing to 
support community well-being.

Adventist Health’s 
Approach to
CHNA & CHIS 
Adventist Health prioritizes well-being 
in the communities we serve across 
our system. We use an intentional, 
community centered approach when 
creating our hospital CHNA’s to 
understand the health needs of each 
community. After the completion of 
the community assessment process, 
we address health needs such as 
mental health, access to care, health 
risk behaviors, and others through 
the creation and execution of a 
Community Health Implementation 
Strategy (CHIS) for each of our 
hospitals and their communities.  

The following pages highlight the 
key findings the CVN CHNA Steering 
Committee (see page 17 for a list 
of CHNA Steering Committee sector 
participants) identified as their top 
priority health needs, or as we refer to 
them in this report, their ‘High Priority 
Needs’. The High Priority Needs are 
addressed in this Community Health 
Implementation Strategy.

About Us

Adventist Health 
Reedley 
Located in the central San Joaquin 
Valley portion of California, Adventist 
Health Reedley is a 49-bed acute-care 
hospital with 20 large, private birth 
center rooms, 36 rural health clinics, 
two residency programs, 24-hour 
standby emergency care, laboratory, 
medical imaging, and surgery services. 
Adventist Health Reedley offers many 
different treatments and services to 
help your family stay healthy during all 
the different phases of life.
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The following pages highlight the High Priority 
Needs that will be addressed in this Community 
Health Implementation Strategy. 

High
Priority
Needs
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COMMUNITY VOICES

• Certain parts of the 
community have very limited 
access to grocery stores, some 
interviewees noted.

• Low wages are seen as a driver 
toward fiscal insecurity.

• People stated that there are 
mental health consequences to 
not having enough money.

• Childcare costs are seen to 
take up a significant amount of 
family income.

• A college education is no longer 
seen as a guaranteed way to 
secure a good income.

• Low wages are believed to lead 
many to leave the area.

• It’s seen as impossible to save 
for a house when paying very 
high rental costs. 

Financial Stability

SECONDARY DATA INFOGRAPHIC STATS:

HIGH PRIORITY NEEDS

Community Health Needs Assessment Full Report
Location
CVN CHNA

Financial Stability

Employment ‐ Labor Force Participation Rate

The table below displays the labor force participation rate for the report area. According to the 2016 – 2020 American
Community Survey, of the 395,183 working age population, 227,698 are included in the labor force. The labor force
participation rate is 57.62%.

Employment ‐ Unemployment

According to the most recent the American Community Survey estimates, total unemployment in the report area is 19,175, or
8.42% of the civilian non‐institutionalized population age 16 and older. This indicator is relevant because unemployment
creates financial instability and barriers to access including insurance coverage, health services, healthy food, and other
necessities that contribute to poor health status.

Report Area Total Population Age 16+ Labor Force Labor Force Participation Rate

CVN CHNA 395,183 227,698 57.62%

Fresno County, CA 738,854 448,322 60.68%

Kings County, CA 114,212 58,639 51.34%

Monterey County, CA 331,824 198,818 59.92%

San Benito County, CA 47,587 31,984 67.21%

Tulare County, CA 337,076 204,090 60.55%

California 31,403,964 19,875,973 63.29%

United States 261,649,873 164,759,496 62.97%

Note: This indicator is compared to the state average. 
Data Source: US Census Bureau, American Community Survey. 2016‐20. Source geography: County

Labor Force Participation Rate

CVN CHNA (57.62%)
California (63.29%)
United States (62.97%)

20% 100%

Labor Force, Participation Rate by Tract, ACS 2016‐20

 Over 66.0%
 60.1% ‐ 66.0%
 54.1% ‐ 60.0%
 Under 54.1%
 No Data or Data Suppressed
 CVN CHNA
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Children in Poverty by Ethnicity Alone

This indicator reports children aged 0‐17 living in households with income below the federal poverty level by ethnicity alone.

Report Area Hispanic or Latino Not Hispanic or Latino Hispanic or Latino, Percent Not Hispanic or Latino, Percent

CVN CHNA 38,139 4,573 32.61% 11.55%

Fresno County, CA 61,026 20,778 34.28% 20.98%

Kings County, CA 7,864 1,432 28.99% 10.72%

Monterey County, CA 19,100 1,399 22.41% 5.31%

San Benito County, CA 2,053 299 18.27% 7.07%

Tulare County, CA 36,142 4,954 33.70% 15.01%

California 1,013,787 466,862 22.32% 10.92%

United States 4,487,018 8,111,681 24.68% 15.05%

Report Area
Total

Population

Population 

Under Age

18

Population 

Under Age 18 in

Poverty

Percent Population Under Age 18 in

Poverty

CVN CHNA 509,415 156,831 42,712 27.23%

Fresno County, CA 973,165 277,081 81,804 29.52%

Kings County, CA 136,804 40,483 9,296 22.96%

Monterey County,
CA

415,908 111,603 20,499 18.37%

San Benito County,
CA

61,067 15,467 2,352 15.21%

Tulare County, CA 457,738 140,267 41,096 29.30%

California 38,589,882 8,815,673 1,480,649 16.80%

United States 318,564,128 72,065,774 12,598,699 17.48%

Note: This indicator is compared to the state average. 
Data Source: US Census Bureau, American Community Survey. 2016‐20. Source geography: Tract

Percent Population Under Age 18
in Poverty

CVN CHNA (27.23%)
California (16.80%)
United States (17.48%)

0% 50%

Population Below the Poverty Level, Children (Age 0‐17), Percent by Tract,
ACS 2016‐20

 Over 30.0%
 22.6 ‐ 30.0%
 15.1 ‐ 22.5%
 Under 15.1%
 No Population Age 0‐17 Reported
 No Data or Data Suppressed
 CVN CHNA
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Income ‐ Median Household Income

This indicator reports median household income based on the latest 5‐year American Community Survey estimates. This
includes the income of the householder and all other individuals 15 years old and over in the household, whether they are
related to the householder or not. Because many households consist of only one person, average household income is usually
less than average family income. There are 150,419 households in the report area, with an average income of $77,384 and
median income of $60,367.

Median Household Income by Household Size

This indicator reports the median household income of the report area by household size.

%

Children in Poverty by Gender

CVN CHNA California United States

Male, Percent Female, Percent
0

10

20

30

Report Area Total Households Average Household Income Median Household Income

CVN CHNA 150,419 $77,384 $60,367

Fresno County, CA 310,097 $79,175 $57,109

Kings County, CA 43,604 $75,449 $61,556

Monterey County, CA 128,003 $104,485 $76,943

San Benito County, CA 18,389 $108,229 $85,808

Tulare County, CA 139,044 $72,092 $52,534

California 13,103,114 $111,622 $78,672

United States 122,354,219 $91,547 $64,994

Note: This indicator is compared to the state average. 
Data Source: US Census Bureau, American Community Survey. 2016‐20. Source geography: Tract

Median Household Income

CVN CHNA ($60,367)
California ($78,672)
United States ($64,994)

0 100000

Median Household Income by Tract, ACS 2016‐20

 Over $70,000
 $60,001 ‐ $70,000
 $50,001 ‐ $60,000
 Under $50,001
 No Data or Data Suppressed
 CVN CHNA
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Residents have much to be proud of, from 
agriculture that feeds families across the 
nation to booming warehouses filled with 
new employees. This vision was planted 
years ago, yet residents struggle to meet 
basic needs. 

Concerns include low wages leading to 
fiscal insecurity and immigrant workers 
facing barriers to care due to work 
schedules. Others noted residents are 
faced with deciding between going to 
work to pay their bills or going to the 
doctor. Input suggested housing and 
insufficient funds can impact mental and 
physical health. 

Analysis shows the labor force 

participation rate (57.62%) is lower 
than that of California (63.29%) and 
the United States (62.97%). The 
unemployment rate (8.42%) is higher 
than the state and the nation. The child 
poverty rate is extremely high at 27.23%, 
higher than that of California (16.8%). 
Childhood poverty is evident, and the 
median household income of $60,367 is 
below California’s rate. 

Unemployment is known to create 
financial instability and barriers to basic 
services. Despite these real challenges 
and concerns, Central Valley residents 
are eager to be a part of the change that 
will ensure a brighter future of health, 
wholeness and hope.
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Central Valley residents are surrounded 
by the richness of their region and 
the technology that delivers farm-
fresh foods. Growth also leads to job 
creation that supports families. 

Residents were asked for input on 
the affordability and accessibility 
of food. They noted that they pay 
double for food in rural communities, 
transportation to urban areas is needed 
to secure groceries, food pantries 
don’t have access to fresh veggies, and 
some are rationing their food. Limited 
choices lead to residents settling for 
processed foods.

Surveys documented an extremely 
high number of residents living 

in poverty (19.22%) which is 
considerably higher than in California 
overall. Racial disparities in poverty 
rates exist – for example, one in three 
Native Hawaiian or Pacific Islanders in 
the community live in poverty.

Farmers’ markets provide healthy 
foods, but residents’ food budgets 
are low, so families still struggle. Free 
or reduced-price lunch programs 
represent 75.84% of public schools’ 
students, which is higher than the 
state average of 59.18%. 

Agriculture that feeds the globe and 
open-minded residents are keys to 
working together, addressing needs 
today and beyond.

Food Security

COMMUNITY VOICES

• Interviewees said the cost 
of living had increased since 
COVID started. 

• People are paying double for 
food in rural communities; it 
requires reliable transportation 
to go to urban areas to shop 
for groceries, which is said to 
be a challenge for many.

• There was a worry amongst 
interviewees that families have 
to ration their food.

• Healthier food can be more 
expensive, which is viewed as 
a barrier. 

• More farmers markets are 
seen as a way to increase local 
food access.

SECONDARY DATA INFOGRAPHIC STATS:

HIGH PRIORITY NEEDS

Community Health Needs Assessment Full Report
Location
CVN CHNA

Food Security

Food Access ‐ SNAP‐Authorized Retailers

This indicator reports the number of SNAP‐authorized food stores as a rate per 10,000 population. SNAP‐authorized stores
include grocery stores as well as supercenters, specialty food stores, and convenience stores that are authorized to accept
SNAP (Supplemental Nutrition Assistance Program) benefits. The report area contains a total of 476 SNAP‐authorized retailers
with a rate of 8.84.

Economic Security ‐ Poverty (100% FPL)

Poverty is considered a key driver of health status.

Within the report area 19.22% or 97,897 individuals for whom poverty status is determined are living in households with
income below the Federal Poverty Level (FPL). This indicator is relevant because poverty creates barriers to access including
health services, healthy food, and other necessities that contribute to poor health status. 
Note: The total population measurements for poverty reports are lower, as poverty data collection does not include people in
group quarters. See Methodology for more details.

Report Area
Total Population

(2020)

Total SNAP‐Authorized

Retailers

SNAP‐Authorized Retailers, Rate per 10,000

Population

CVN CHNA 539,325 476 8.84

Fresno County,
CA

1,000,918 921 9.20

Kings County, CA 152,692 119 7.79

Monterey County,
CA

430,906 278 6.45

San Benito
County, CA

64,052 23 3.59

Tulare County, CA 468,675 453 9.67

California 39,365,480 24,047 6.11

United States 332,898,996 248,526 7.47

Note: This indicator is compared to the state average. 
Data Source: US Department of Agriculture, Food and Nutrition Service, USDA ‐ SNAP Retailer Locator. Additional data analysis by CARES. 2021. Source geography: Tract

SNAP-Authorized Retailers, Rate
(Per 10,000 Population)

CVN CHNA (8.84)
California (6.11)
United States (7.47)

0 60

SNAP‐Authorized Retailers Access, Rate per 10,000 Population by Tract,
USDA 2021

 Over 12.0
 6.1 ‐ 12.0
 Under 6.0
 No SNAP‐Authorized Retailers
 No Population or No Data
 CVN CHNA
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Population in Poverty by Ethnicity Alone

This indicator reports the population in poverty in the report area by ethnicity alone.

Report Area Hispanic or Latino Not Hispanic or Latino Hispanic or Latino, Percent Not Hispanic or Latino, Percent

CVN CHNA 79,996 17,901 24.08% 10.11%

Fresno County, CA 133,315 68,981 25.65% 15.22%

Kings County, CA 16,055 5,853 21.04% 9.68%

Monterey County, CA 38,281 11,771 15.42% 7.02%

San Benito County, CA 4,414 1,295 11.99% 5.34%

Tulare County, CA 78,610 21,000 26.34% 13.18%

California 2,454,410 2,399,024 16.24% 10.22%

United States 10,642,653 30,267,673 18.29% 11.62%

Report Area Total Population Population in Poverty Population in Poverty, Percent

CVN CHNA 509,415 97,897 19.22%

Fresno County, CA 973,165 202,296 20.79%

Kings County, CA 136,804 21,908 16.01%

Monterey County, CA 415,908 50,052 12.03%

San Benito County, CA 61,067 5,709 9.35%

Tulare County, CA 457,738 99,610 21.76%

California 38,589,882 4,853,434 12.58%

United States 318,564,128 40,910,326 12.84%

Note: This indicator is compared to the state average. 
Data Source: US Census Bureau, American Community Survey. 2016‐20. Source geography: Tract

Population in Poverty, Percent

CVN CHNA (19.22%)
California (12.58%)
United States (12.84%)

0% 25%

Population Below the Poverty Level, Percent by Tract, ACS 2016‐20

 Over 20.0%
 15.1 ‐ 20.0%
 10.1 ‐ 15.0%
 Under 10.1%
 No Data or Data Suppressed
 CVN CHNA

%

Population in Poverty by Ethnicity Alone
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Children Eligible for Free or Reduced Price Lunch by School Year, 2012‐13 through 2020‐21

The table below shows local, state, and national trends in student free and reduced lunch eligibility by percent.
Note: The states below have more than 80% public schools labeled as "not reported" in 2020‐2021. For consistency, these states
still have their values calculated with the limited records on all geographic levels (unless there is not a single record reported in
the selected area). Use with caution when comparing to other years. This issue might occur in other states/years as well. 
For 2020‐2021, watch out for Alaska, Arizona, Delaware, District of Columbia, Illinois, Massachusetts, Montana, Ohio, Oregon,
Tennessee, Virginia, American Samoa, and Northern Mariana Islands.

Report Area 2012‐13 2013‐14 2014‐15 2015‐16 2016‐17 2017‐18 2018‐19 2019‐20 2020‐21

CVN CHNA 70.4% 71.9% 73.3% 73.2% 71.7% 71.7% 73.2% 72.9% 75.8%

Fresno County, CA 74.5% 72.5% 71.7% 74.1% 72.9% 72.9% 74.3% 74.2% 76.5%

Kings County, CA 67.0% 65.7% 67.5% 68.4% 68.7% 68.7% 70.8% 70.5% 70.9%

Monterey County, CA 72.5% 68.1% 70.2% 69.4% 69.7% 69.7% 71.9% 73.0% 75.0%

San Benito County, CA 53.1% 53.2% 55.0% 55.1% 52.9% 52.9% 57.6% 56.3% 58.4%

Tulare County, CA 72.7% 74.6% 76.1% 75.2% 75.5% 75.7% 75.6% 76.5% 76.0%

California 56.4% 58.3% 58.7% 58.9% 58.1% 58.1% 59.4% 59.4% 59.2%

United States 51.8% 52.4% 52.3% 52.7% 52.1% 52.1% 52.4% 52.1% 53.2%

Report Area
Total

Students

Students Eligible for Free or Reduced

Price Lunch

Students Eligible for Free or Reduced Price

Lunch, Percent

CVN CHNA 75,281 57,073 75.84%

Fresno County,
CA

203,780 155,795 76.46%

Kings County, CA 29,072 20,607 70.93%

Monterey
County, CA

77,394 58,000 74.97%

San Benito
County, CA

10,864 6,333 58.40%

Tulare County,
CA

102,366 77,789 75.99%

California 5,958,941 3,526,048 59.18%

United States 53,244,287 22,445,622 42.16%

Note: This indicator is compared to the state average. 
Data Source: National Center for Education Statistics, NCES ‐ Common Core of Data. 2020‐2021. Source geography: Address

Percentage of Students Eligible
for Free or Reduced Price School

Lunch

CVN CHNA (75.84%)
California (59.18%)
United States (42.16%)

0% 100%

Students Eligible for Free or Reduced‐Price Lunch, NCES CCD 2020‐21

 Over 90.0%
 75.1% ‐ 90.0%
 50.1% ‐ 75.0%
 20.1% ‐ 50.0%
 Under 20.1%
 Not Reported
 CVN CHNA
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Mental Health

COMMUNITY VOICES

• People noted that there 
seems to be a lot of stigma 
around mental health issues.

• The educational system does 
not have enough people to 
support the kids with mental 
health issues, focus group 
participants indicated. 

• Interviewees said if people 
are more anxious and 
depressed, they may turn 
to drugs and alcohol. 

• No inpatient treatment centers 
are believed to be in the area. 

• The social isolation that 
accompanied COVID is 
seen as a mental health 
challenge for some.

• COVID may have made some 
residents less likely to go to 
healthcare appointments, 
per interviewees. 

SECONDARY DATA INFOGRAPHIC STATS:

Violent Crime Rate

Report Area Violent Crimes Violent Crime Rate 
(Per 100,000 Pop.)

Adventist Health Central 
Valley Network 2,475 473.2

California 327,327 419.4

United States 2,445,671 385.6

HIGH PRIORITY NEEDS

Community Health Needs Assessment Full Report
Location
CVN CHNA

Mental Health

Risk Factors ‐ Access to Care ‐ Access to Mental Health Providers

This indicator reports the number of providers with a CMS National Provider Identifier (NPI) that specialize in mental health.
Mental health providers include licensed clinical social workers and other credentialed professionals specializing in psychiatry,
psychology, counselling, or child, adolescent, or adult mental health. The number of facilities that specialize in mental health
are also listed (but are not included in the calculated rate). Data are from the latest Centers for Medicare and Medicaid
Services (CMS) National Provider Identifier (NPI) downloadable file. 

Within the report area there are 236 mental health providers with a CMS National Provider Identifier (NPI). This represents
43.82 providers per 100,000 total population.

Mental Health Care Facilities

The table below lists facilities in the report area that specialize in mental health care. 
Please note that the number of records returned is limited to 25. To view all records, please enter the map.

Report Area
Total Population

(2020)

Number of

Facilities

Number of

Providers

Providers, Rate per 100,000

Population

CVN CHNA 537,910 21 236 43.82

Fresno County, CA 1,008,654 170 1,639 162.49

Kings County, CA 152,486 5 76 49.84

Monterey County,
CA

439,035 44 675 153.75

San Benito County,
CA

64,209 2 23 35.82

Tulare County, CA 473,117 34 547 115.62

California 39,538,223 5,078 59,430 150.31

United States 334,735,155 56,424 442,757 132.27

Note: This indicator is compared to the state average. 
Data Source: Centers for Medicare and Medicaid Services, CMS ‐ National Plan and Provider Enumeration System (NPPES). July 2022. Source geography: Address

Mental Health Care Providers,
Rate per 100,000 Population

CVN CHNA (43.82)
California (150.31)
United States (132.27)

0 200

Mental Health Providers, All, CMS NPPES July 2022

 Mental Health Providers, All, CMS NPPES July 2022
 CVN CHNA
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Risk Factors ‐ Stress & Trauma ‐ Violent Crime Rate

This indicator reports the rate of violent crime offenses reported by law enforcement per 100,000 residents. Violent crime
includes homicide, rape, robbery, and aggravated assault. The data for this indicator are obtained from the 2022 County
Health Rankings, which utilizes figures from the 2014 and 2016 FBI Uniform Crime Reports. This indicator is relevant because it
assesses community safety. 

In the report area, 2,475 violent crimes occurred in 2014 and 2016 (two years). The violent crime rate of 473.2 per 100,000
residents is higher than the statewide rate of 419.4 per 100,000. 
Note: Data are suppressed for counties if, for both years of available data, the population reported by agencies is less than 50%
of the population reported in Census or less than 80% of agencies measuring crimes reported data.

Health Outcomes ‐ Anxiety & Depression ‐ Poor Mental Health

This indicator reports the percentage of adults age 18 and older who report 14 or more days during the past 30 days during
which their mental health was not good. Data were from the 2019 Behavioral Risk Factor Surveillance System (BRFSS) annual
survey.

Within the report area, there were 16.07% of adults 18 and older who reported poor mental health in the past month of the
total population.

Report Area Violent Crimes Violent Crime Rate (Per 100,000 Pop.)

CVN CHNA 2,475 473.2

Fresno County, CA 5,264 541.8

Kings County, CA 668 443.4

Monterey County, CA 1,828 420.6

San Benito County, CA 176 298.7

Tulare County, CA 1,756 381.8

California 327,327 419.4

United States 2,445,671 385.6

Note: This indicator is compared to the state average. 
Data Source: Federal Bureau of Investigation, FBI Uniform Crime Reports. Additional analysis by the National Archive of Criminal Justice Data. Accessed via the Inter‐university Consortium
for Political and Social Research. 2014&2016. Source geography: County

Violent Crime
Rate per 100,000 Pop.

CVN CHNA (473.2)
California (419.4)
United States (385.6)

0 1000

Violent Crime, Rank by County, CHR 2022

 1st Quartile (Top 25%)
 2nd Quartile
 3rd Quartile
 4th Quartile (Bottom 25%)
 Bottom Quintile (Rhode Island Only)
 No Data or Data Suppressed; ‐1
 CVN CHNA
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Central Valley residents shared the mental 
health experiences they faced and the 
needs they continue to face as they 
struggle to overcome challenges. Thanks 
to input and commitment, the region is in 
a better position to help understand and 
address mental health.  

Central Valley residents struggle with 
mental health to a greater extent than in 
California, in general, and the US. Deaths 
of despair includes deaths due to self-
harm, alcohol-related disease, and drug 
overdose. These deaths are now at 43.4 
per 100k people, and rates are higher 
than the rate elsewhere in California.

The rate of mental health providers 

is 43.82 per 100k people, compared 
to 150.31 in California and 132.27 
in the state. As residents noted, there 
are no inpatient treatment options and 
insufficient substance abuse rehabilitation 
centers. 

Residents are also challenged with a 
shortage of credentialed professionals 
who provide counseling and adolescent 
and adult mental health care, along with 
inpatient treatment centers designed 
specifically for teenagers. 

It is encouraging that community voices 
are being heard as residents seek to 
identify opportunities for change and 
brighter futures.
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Committee members drew upon a broad 
spectrum of expertise and possible strategies 
to improve the health and well-being of 
vulnerable populations within the community. 

The following pages reflect the goals, 
strategies, actions, and resources identified to 
address each selected High Priority Need.

Action Plan
for Addressing
High Priority Needs 



 
[ADVENTISTHEALTH:INTERNAL] 

ADDRESSING HIGH PRIORITY: Financial Stability  
 

GOAL 
Advocate for and collaborate with internal and external partners to identify community members 
experiencing poverty and connect them to support services to lessen financial burden. 

  
Strategy: Partner with external partners to provide financial literacy programs. 

Population Served: Total Population 

Internal Partners: Finance department, ShareCare  

External Partners: Valley Strong Bank, School Districts, King Community Action Organization 
 

Action:  
Program/Activity/Tactic/Policy 

Organization 

Introduce Valley Strong Bank to School districts and other 
community partners to share their financial literacy 
program.  
 
Create partnerships with other banks to identify educational 
needs such as loan acquirement, business plans, etc.  
 

Valley Strong Bank  

Hanford School District 

Tulare School district 

Kings Canyon School District 

 
YEAR ONE YEAR TWO YEAR THREE 

Develop partnership with Valley 
Strong Bank and other banks, 
introduce to school districts and 
other organizations.   

Expand program in other 
communities. 

Expand program in more 
communities. 

 

Strategy 2: Provide space to collaborate with external partners to provide resources for the community. 
 

Population Served: Total Population 

Internal Partners: Director of Care Coordination 
External Partners: Champions, Tulare County Health Services 

 
Action:  
Program/Activity/Tactic/Policy 

Organization Lead 

Coordinate and socialize a resource center with external 
partners. Open a resource center in Tulare utilizing space 
allocated.  

Champions Julie Mooney 

Adventist Health  Valerie Alvarez 

Tulare Unified School 
District 

 

Tulare county Health 
Services  

Noah Whitaker 

 
YEAR ONE YEAR TWO YEAR THREE 

Establish External Partner Services 
and restructure space. 

Expand services and increase 
community involvement. 

Expand services and increase 
community involvement.  

 
 
  

Priority Area: Financial Stability Sub-Category: Income Defining Metric: Poverty 



 
[ADVENTISTHEALTH:INTERNAL] 

ADDRESSING HIGH PRIORITY: Food Security  
 

GOAL 

Strive to give access to current food distribution programs to the community identified by clinical 
screenings.   
 
 

  
Strategy 1: Increase clinical screenings to identify patients in need of current food distribution programs. 

Population Served: Vulnerable families 

Internal Partners: Director of Nutritional Services, Social Worker 

External Partners: KCAO, CalAIM Navigators 
 

Action:  
Program/Activity/Tactic/Policy 

Organization Lead 

Build relationships with external partners who already have 
an established distribution program.  
 
Increase screenings for food insecurities at clinical visits. 
 
 

Kings County Action 
Organization 

Jeff Garner 

Adventist Health CVN Maria Nunez 
Valerie Alvarez 

 
YEAR ONE YEAR TWO YEAR THREE 

Establish relationships with external 
partners who are currently providing 
food services. Create a 
process/workflow for screenings that 
we can implement across the 
network.  
 
 
 
 

Build on workflow to create 
awareness of all programs available 
to the community and implement in 
50% of our clinics.  

Build on workflow to create 
awareness of all programs available 
to the community and implement in 
75% of our clinics. 
 

 
 

Strategy 2: Expand food program in all clinics (such as Nutrible, food banks). 

Population Served: Low-income Families 
Internal Partners: Clinical Social Worker, Associate Ambulatory Director 

External Partners: CalAIM Navigators 
 

Action:  
Program/Activity/Tactic/Policy 

Organization Lead 

Implement food programs to aid vulnerable patients, such as 
Nutrible. Expand to all clinics serving lower income families.  

Adventist Health CVN Maria Nunez 
Jennifer Duyst 
Valerie Alvarez 
Shawna Lancaster 

 
YEAR ONE YEAR TWO YEAR THREE 

Implement food programs in an 
Adventist Health Medical Office 
clinic. 
 

Expand food programs in the clinics 
as available.  

Expand food programs in the clinics 
as available. 

 
  

Priority Area: Food Security   Sub-Category: 
Food 

Access 
Defining Metric: Local Food Outlets 



 
[ADVENTISTHEALTH:INTERNAL] 

ADDRESSING HIGH PRIORITY: Mental Health 
 

GOAL Provide mental health awareness and access to our communities.   

  
Strategy 1: Work with internal and external stakeholders to provide educational awareness.   

Population Served: Total Population 

Internal Partners: 
Ambulatory Director of Mental Health Services, Medical Director of Mental Health Services, 
Ambulatory Medical Director, Director of Well-Being, Associate Director of Ambulatory Services, 
Community Health Workers   

External Partners: School Districts, Community Partners, County Behavioral Health Departments 
 

Actions:  
Program/Activity/Tactic/Policy 

Organization Lead 

Create a Behavioral Health Collaborative between Kings, 
Tulare and Fresno County Behavioral Health Departments.  
Roll out initiatives created by the collaborative to provide 
awareness amongst adults and children.   
 
Utilizing current programs such as: 
-Kings County Mobile Crisis Unit 
 

Adventist Health Central 
Valley Network 

Valeria Alvarez 
Ray Ambriz 
Dr. Waugh 

Public Health – Tulare 
County 

Natalie Bolin 

Public health – Fresno 
County 

Susan Holt, LMFT 

Public Health – Kings 
County  

Lisa Lewis, PHD 

 
YEAR ONE YEAR TWO YEAR THREE 

Identify collaborative members and 
goals. 
 

Implement strategies and programs 
identified by collaborative.  

Implement strategies and programs 
identified by collaborative.  

 
 

Strategy 2: Create awareness and increase Adventist Behavioral Health virtual visits utilizing the Bridge 
program to help identify patients seen through emergency departments. 

Population Served: Total Population 

Internal Partners: 
Ambulatory Director of Mental Health Services, Medical Director of Mental Health Services, 
Ambulatory Medical Director, Director of Well-Being, Associate Director of Ambulatory Services, 
Director of Care Coordination, Community Health Workers 

External Partners: Community Partners – Champions Recovery 
 

Actions:  
Program/Activity/Tactic/Policy 

Organization Lead 

Provide educational materials to providers about Behavioral 
Health Virtual Care services.  Increase knowledge and 
awareness about virtual visits.   
 
 
 
 

Adventist Health CVN Ray Ambriz 
Dr. Waugh 
Dr. Diaz (Peds- Fowler) 
Trista Campos  
Jennifer Duyst  

Champions Recovery  Julie Mooney  
Frank Ruiz 

 
YEAR ONE YEAR TWO YEAR THREE 

Establish goals for number of visits in 
2023. Set strategy for creating 
awareness of Adventist Behavioral 
Health virtual visits. 

Implement strategy in clinics and 
increase virtual visits. 

Implement strategy in clinics and 
increase virtual visits. 

 

Priority Area: Mental Health Sub-Category: 

Risk 
Factors -
Access to 

Care 

Defining Metric: Mental Health Providers 
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III. PRIMARY, SECONDARY DATA & WRITTEN COMMENTS

We value the importance of measuring and 
evaluating the impact of our community programs.

Performance
Management
& Evaluation 
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Performance Management & Evaluation
Adventist Health will support the High 
Priority Need action plans identified 
in this CHIS by monitoring progress 
on an ongoing basis and adjusting the 
approach as needed over the course 
of the next three years. There are 
several resources in place to aid in 
this. All CHIS programs and initiatives 
will include a completed logic model 
to identify intended activities, 
outputs, and short and long-term 
outcomes. Establishing core metrics 
for each program or initiative will 
allow for the ongoing collection of 

performance management data. 
Actively tracking metric performance 
leads to the identification of strengths 
and challenges to the work, the 
local hospital, the Adventist Health 
Community Benefit team, and external 
consultants. Together, we will work 
to share successes and creative 
performance improvement plans when 
necessary. 

In addition, Adventist Health hospitals 
where High Priority Needs are 
shared will have the opportunity 

to join a collaborative held by the 
Adventist Health Well-Being team. 
The collaborative will be centered 
on building a common approach that 
aligns and maximizes community 
benefit, thus reducing the need to 
manage this work independently 
at each hospital. Along with that, 
where appropriate, evaluation 
activities designed to measure the 
overall strength and success of this 
work at the community level will 
be incorporated into performance 
management tracking. 

PERFORMANCE MANAGEMENT & EVALUATION

CHIS Development
The development of the CHIS was 
directly built from the CHNA, whose 
goal focused on leveraging community 
stakeholders and data to address 
the most significant health needs of 
our community over the next three 
years. Members of the CHNA Steering 
Committee—comprised of healthcare, 
civic, public, and business leaders—
led the process of identifying and 
addressing health needs for a healthier 
community, completing the final 
report in fall of 2022.

Collaborating with CHNA Steering 
Committee members again in early 

2023, Adventist Health Community 
Well-Being Directors facilitated a 
multi-step process to outline goals 
and strategies for the CHIS that foster 
change and positive impact in each 
of the High Priority Need areas. Each 
community relied on existing programs 
and services, and, where necessary, 
identified new opportunities to pursue 
collectively. 

Once an approach received a 
consensus, the Community Well-
Being Directors worked with 
Adventist Health leadership and 
expert consultants to set major 

annual milestones for each approach, 
generating outputs and outcomes 
that allow for ongoing performance 
management of this work. For further 
information on how success will be 
tracked, refer to the Performance 
Management and Evaluation section 
above. 

Finally, the CHIS was presented to 
Adventist Health local Hospital Boards 
for review and feedback. In addition 
to this collaborative effort, we also 
welcome feedback at
community.benefit@ah.org. 

Scan the QR code for the 
full Secondary Data Report

PAGE 17
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The Adventist Health Community 
Well-Being team and community 
partners collectively reviewed all 
relevant significant health needs 
identified through the CHNA process. 
Using a community health framework 
developed for this purpose, 12 
significant health needs were initially 
considered. The list of significant 
needs are as follows: 
• Access to Care
• Community Safety
• Community Vitality
• Education
• Environment & Infrastructure
• Financial Stability
• Food Security
• Health Conditions
• Health Risk Behaviors
• Housing
• Inclusion & Equity
• Mental Health 

From this group of 12, several 
high priority health needs were 
established for CVN. High priority 
health needs were chosen as they had 
demonstrated the greatest need based 
on severity and prevalence, intentional 
alignment around common goals, 
feasibility of potential interventions, 
and opportunities to maximize 
available resources over a three-year 
period. 

Using the criteria mentioned above, 
we were able to determine which 
needs were high priority, as compared 
to those that were significant needs. 
The High Priority Needs are the focus 
of this CHIS. The remaining significant 
health needs are not addressed 
directly but will likely benefit from 
the collective efforts defined in this 
report. The following table provides 
additional information on all the 
significant health needs that were 
considered.

TABLE OF SIGNIFICANT IDENTIFIED HEALTH NEEDS

Significant Identified Health Needs

Scan the QR 
code for the 
full Secondary 
Data Report
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Table of Identified Significant Health Needs-CVN 

 

 
 
 
 
 
 
 
 
  

High Priority Needs 
Food Security See Sections III.C - E 
Financial Stability See Sections III.C - E 
Mental Health See Sections III.C - E 
Lower Priority Needs 
Housing-Unhoused 
211kingscounty.org/housing  
 
211la.org/resources/site/central-valley-
regional-center  

54% of surveyed residents identified homelessness as a health need in the 
community, with many interviewees noting that being unhoused negatively 
affects the mental and physical health of people. 

Housing-Cost 
211kingscounty.org/housing  
 
211la.org/resources/site/central-valley-
regional-center 

The limited housing stock, and high housing costs, push many into an unstably 
housed environment. Service needs for this group are very high, and the overall 
cost of living makes stable housing unrealistic for some community residents. 

Health Conditions 
211kingscounty.org/health  
 
211la.org/resources/site/central-valley-
regional-center 

The prevalence rates of multiple chronic diseases is higher than the state 
average. Similarly, mortality rates for lung and liver disease are also elevated 
compared to California as a whole. 

Education 
211kingscounty.org/education  
 
211la.org/resources/site/central-valley-
regional-center 

27% of surveyed residents said education is a health need in the community. Key 
informant interviewees said it is very difficult for schools in the area to provide 
the full range of support and services that children and families cannot get 
elsewhere. 

COVID 
211kingscounty.org/health  
 
211la.org/resources/site/central-valley-
regional-center 

46% of surveyed residents identified COVID as a community health need. 

Access to Care 
211kingscounty.org/health  
 
211la.org/resources/site/central-valley-
regional-center 

The number of healthcare providers per 100,000 people in this community is half 
the state rate. Interviewees noted transportation barriers to accessing services as 
well.  

Health Risk Behaviors 
211kingscounty.org/addictions  
 
211la.org/resources/site/central-valley-
regional-center 

The adult smoking rate is higher than state and national averages, and only 25% 
of residents 65 years or older are up-to-date on core preventative services.  
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Community Health Financial Assistance 
for Medically Necessary
Care Commitment

Adventist Health understands that community members may 
experience barriers in paying for the care they need. That is why we 
are committed to providing financial assistance to those who may 
need support in paying their medical expense(s).  

Community members can find out if they qualify for financial aid in 
paying medical bills by completing a financial assistance application. 
Applications can be filled out at the time care is received or after the 
bill has been administered. To access the financial assistance policy 
for more information or contact a financial assistant counselor, please 
visit https://www.adventisthealth.org/patient-resources/financial-
services/financial-assistance/. 
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COMMUNITY ASSET

refers to community organizations, 
programs, policies, activities or 
tactics that improves the quality of 
community life.

DEFINING METRIC

this is the metric used to define the 
extent of the problem faced by the 
target population.

FUNDING

can be provided by (but not limited 
to) government agencies, public 
organizations, grants and philanthropic 
giving.

GOAL

there may be several overarching goals 
to address each prioritized health 
need. This is the overarching impact 
we want to achieve.

PARTNERS

describe any planned collaboration 
between the hospital and other 
facilities or organizations in addressing 
health needs.

POPULATION SERVED

who is included within the group to 
receive services of the program.

PRIORITIZED HEALTH NEED/
PRIORITY AREA/SIGNIFICANT 
HEALTH NEEDS

a health need that was identified in a 
community health needs assessment 
and was then selected by committee 
as a high priority need to be 
addressed.

STAKEHOLDER- INTERNAL

colleagues and or board members who 
work for or with the hospital.

STAKEHOLDER- EXTERNAL

community members or organizations 
who regularly collaborate with the 
hospital.

STRATEGY

a specific action plan designed to 
achieve the expected outcome.

SUB-CATEGORY

if needed, a more granular focus within 
the identified priority area may be 
called out.

Glossary of Terms

GLOSSARY OF TERMSPAGE 20
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Approval Page
2023 CHIS Approval

In response to the 2022 Community Health 
Needs Assessment, this Community Health 
Implementation Strategy was adopted on 
April 27, 2023 by the Adventist Health 
System/West Board of Directors.

The final report was made widely 
available on May 31, 2023.

372 W. Cypress Ave. Reedley, CA 93654 
Lic # 040000149
adventisthealth.org

APPROVAL PAGEPAGE 21

Thank you for reviewing our 2023 Community Health Implementation Strategy.
We are proud to serve our local community and are committed to making it a healthier place for all.

Andrea Kofl 
President, Central Valley Network
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