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Executive Summary 

The San Joaquin Valley continues to face substantial economic, educational and 
environmental challenges that impact the health of  residents and that require new levels 
of  coordinated action among health care providers, facilities, schools, and community 
nonprofits. 

his report highlights the health status of four counties  located in northern and 
central California that  is home to over 1.6 million diverse residents.  A series 
of community and facility staff focus groups, on-line surveys, and interviews 
of public health directors and facility executives highlight the continued 

concern for health conditions that are attributed to the region’s socioeconomic and 
environmental conditions.  This data is not new to those of us who have witnessed the 
impact of the last four years of economic hardship the region has endured. This review 
of health indicators and social determinants of health relied upon a new data platform 
provided by Kaiser Permanente in partnership with the Center for Applied Research 
and Environment Systems at the University of Missouri.  It provided on-line access to 
health indicators that align with the nation’s Healthy People 2020 initiative under the 
direction of the US Department of Health and Human Services.    

Our report also includes the voices of community members, hospital staff and 
executives who gave further insight on what the data suggests:  chronic conditions 
undermine the wellbeing of the communities we serve and people are facing great 
challenges accessing health services when they need care and struggle to stay healthy.  

A brief summary of the demography of the region points to a significant proportion of 
the population as young, Latino and with limited access to health insurance. It is also a 
region with concentrated poverty with approximately one-third of all children in the 
region living at or below federal poverty levels. Approximately 20% of residents in the 
region speak a language other than English at home and a third have not completed a 
high school diploma.  These social determinants are known to limit the ability of 
patients to navigate the health care system and to establish a strong relationship with a 
primary care provider.  

Our study region spans a total of 14,308 miles and “place matters”-- where our 
residents live in this region matters to their health status and access to care. From one 
community to another there are variations in hospitalization rates, access to a primary 
care physician, asthma rates, exposure to ozone, traffic safety, and access to recreational 
facilities or fitness centers.  The large distances between communities and the region’s 

CHNA 
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hospitals poses a unique need for collaborative and coordinated work with the regions 
Federally Qualified Health Clinics which has yet to be fully realized across all four 
counties.   

As we look at the data on leading health indicators in this study, all four counties are 
experiencing high rates of obesity, diabetes, teen pregnancy, self-reported poor 
health, and limited life expectancy.  Asthma is high in all but one of the 
counties. In addition, our community stakeholders and facility staff consistently raised 
one additional issue as a key challenge:  serving the needs of the mentally ill with 
both short term and long term therapies. While the self-reported days of poor 
mental health in our region are the same or below the state average, our focus group 
and interview data suggest that the resources available for treatment are simply not 
enough for the needs that do exist. The net impact for individuals and their families is 
to cycle in and out of hospital emergency rooms without finding long term treatment 
or to rely on treatment that is a long distance from home.  

The Hospital Council’s Community Benefits Work Group met to discuss the data 
presented here and additional data available in the Kaiser Permanente Community 
Health Needs Data Platform. While all of the members see the full breadth of the data 
with great concern for the well-being of the communities served by their facilities, they 
also understand the need to prioritize and target their actions.  In order to prioritize the 
leading health indicators and needs, the work group agreed to use four criteria:   

Impact:  Which of the leading indicators, if improved, would make the 
greatest impact on health, quality of life and health disparities? 
 Severity:  Which of the leading indicators is associated with the most severe 
negative health repercussions in the region? 
 Resources: Which of the leading indicators can be addressed with existing 
resources across the study region? 
 Outcome:  Which of leading indicators, if addressed effectively, that would 
yield the most visible improvement in our mortality and morbidity rates?  
 
The high priority indicators and health needs selected using these criteria are:   

Health Indicators Health Needs to Address 
• Access to Care  
• Obesity 
• Overweight/Physical Activity 
• Mental Health 

• Access to Care 
• Diabetes 
• Poverty  
• Education  

 
These are perceived as the health indicators and needs that should guide the strategic 
planning efforts among facilities in order to make substantial changes in health 
outcomes to be measured again in two years. The Community Benefits Work Group 
clustered together physical activity, overweight, obesity and diabetes because of the 
strong interaction between these indicators.    
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Upon reflection of these needs, the Community Benefits Workgroup identified several 
recommendations for consideration by each hospital as they pursue their own internal 
strategic planning efforts now underway. The following recommendations emerged: 

1. Strengthen collaboration among hospitals, other healthcare providers and 
community resources to improve service coordination, access to care and 
preventative health services.    

a. With respect to a specific health needs and priority, identify ways for 
hospitals to collaborate with existing obesity prevention initiatives in the 
region and link patients to these programs and  develop a coordinated and 
culturally sensitive  program to serve patients  

b. Implement more formal and consistent avenues to share “best practices” 
that address key health needs that work within the region so that successful 
community resources and programs can be duplicated, leveraged and 
aligned. 

2. Encourage hospitals to lead by example on employee wellness initiatives for 
weight-loss programs, smoking cessation, exercise and nutrition. 

3. Strengthen and identify new opportunities to develop future healthcare 
workforce assets in the region, from supporting efforts in middle and high 
school to medical residency/medical education initiatives. 

These are simple yet far-reaching recommendations that will require substantial 
resources and intentional action by each hospital. What was stated very clearly by the 
stakeholders interviewed in this report, however, is that they expect to see clear, 
coordinated and collaborative action to address their concerns.  In light of this 
sentiment, the Community Benefits Work Group set for itself a call to action to 
achieve three tasks before our next needs assessment report is conducted in 2015: 

1. We will convene key staff at each hospital to look at the findings in this 
report and identify ways that hospitals can align their community benefit 
initiatives. 

2. We will convene a larger group of community and non-profit leaders in 
constructive dialogue on what can be done to advance successful programs 
already in place, to design others where needed, and to focus on and 
measure the outcomes of the work on the health of our residents.   

3. We will collaborate with the region’s United Way’s 2-1-1 program to 
enhance our existing centralized resource referral system in the region.  
Our medical staff, clinics, and regional nonprofits will benefit from 
understanding how this system works and how best to refer patients to 
existing resources and support.  
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4. We will support the work of the California Partnership for the San Joaquin 
Valley, colleges and universities and workforce agencies to ensure a strong 
and robust health professional education program throughout the region. 

In order to communicate about our progress on these actions, the Hospital Council of 
Northern and Central California will provide regular updates to our communities and 
key stakeholders.  
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Introduction 
he mission of the Hospital Council of Northern and Central California is to 
help members provide high quality health care and to improve the health status 
of the communities they serve.  Through a wide range of activities, the Hospital 

Council brings hospitals together to identify best practices that promote excellent 
patient care and achieve community health through coordinated activities.  To this end, 
the Hospital Council of Northern and Central California initiated a four-county 
community needs assessment report for the first time in 2011 (Fresno, Kings, Madera 
and Tulare Counties), comprising a significant portion of the San Joaquin Valley.  This 
report represents the collective hospital community’s second health needs assessment 
and the commitment to bi-annually conduct this assessment. These hospitals are:  

1. Adventist Health/Adventist 
Medical Center - Hanford  

2. Adventist Medical Center - Reedley  
3. Clovis Community Medical Center  
4. Coalinga Regional Medical Center  
5. Corcoran District Hospital  
6. Community Regional Medical 

Center (includes Community 
Behavioral Health Center)  

7. Children's Hospital Central 
California  

8. Fresno Heart & Surgical Hospital  
9. Kaiser Permanente Fresno Medical 

Center  
10. Kaweah Delta Health Care District 
11. Madera Community Hospital  
12. San Joaquin Valley Rehabilitation 

Hospital  
13. Sierra View District Hospital  
14. Saint Agnes Medical Center  
15. Tulare Regional Medical Center  

 
This current report is a continuation of that collaborative effort and emphasizes a 
stronger focus on gathering additional perspectives on the health needs of the 
communities and to mobilize action across the region to address targeted health needs.  

This needs assessment highlights that much of the economic and environmental 
conditions that have historically impacted this area of the San Joaquin Valley remain 
unchanged.  Concentrated poverty, poor educational attainment, poor air quality and 
high rates of uninsured residents continue to play a significant role in health outcomes 
and health disparities among key populations.     

History of Community Health Needs Assessments 
ne of the reforms included in the Patient Protection and Affordable Care 
Act of 2010, Code Section 501(r)(3) is that nonprofit hospitals conduct a 
community health needs assessment (CHNA) at least every three years and 

adopt an implementation strategy for meeting the health needs identified through that 
assessment.  This process must take “input from persons who represent the broad 
interests of the community served by the hospital facility, including those with special 

T 
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knowledge of or expertise in public health” and must make the CHNA “widely 
available to the public.”2  

In California, community needs assessment reporting requirements have been in effect 
since 1994 with passage of Senate Bill 697.  The notable difference in new federal 
statutes is the emphasis being placed on adopting a clear strategy for addressing the 
needs identified in the assessment process and the application of this requirement.  

The recommended framework for completing the community needs assessment report 
includes gathering information about the demographics of the communities served by 
a hospital; the status of known determinants of health disparity (poverty, poor 
education, lack of insurance); health outcomes, and key drivers of health outcomes 
(socio-economic factors, health behaviors, access to healthcare, etc).  This process is 
illustrated in Figure 1 below for Data Collection & Interpretation provided by Kaiser 
Permanente.  

 

Figure 1: Kaiser Permanente Community Health Needs Assessment Process Map  

Once the data are gathered, the next stage of work is to prioritize the community 
health needs that will be addressed by hospitals.  This effort was completed by the 
members of the Hospital Council Community Benefits Work Group. 

  

                                                                        

2 Internal Revenue Bulletin: 2011-30, July 25, 2011 Notice 2011-52 Notice and Request for Comments 
Regarding the Community Health Needs Assessment Requirements for Tax-Exempt Hospitals 
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Demographic Overview of the Region  
Population Characteristics: Age, Gender, Language   
 

n order to understand the health needs of our target region, we begin with a 
demographic overview of the population looking at age, gender, and languages 
spoken.  One key distinction of the region is the sizable youth population in all 
four counties and the relatively young age of residents on average.  While 6.95% of 

California’s population is comprised of children aged 0-4 and 18.51% of children aged 
5 -17, the four target counties included in this assessment have a consistently higher 
proportion of these age groups as seen in Figures 2 - 5 below.     
 

County Total 
Population 

Total Land 
Area (Square 

Miles) 

Population 
Density (Per 
Square Mile 

Median 
Age 

Percent Male 
Population 

Percent Female 
Population 

Fresno 908,830 5,958.0 152.54 30.4 49.97% 50.03% 

Kings 151,122 1,389.4 108.77 30.8 56.83% 43.17% 

Madera 147,738 2,137.1 69.13 33.2 48.22% 51.78% 

Tulare 429,404 4,824.2 89.01 29.4 50.07% 49.93% 
Figure 2: Overall demographics of four counties in service region. Data Source: U.S. Census Bureau, 2006-2010 American 
Community Survey 5-Year Estimates. 

 

County Children 
Aged 0-4 

Percent of 
Population 

Children 
Aged 5-17 

Percent of 
Population 

Fresno 77,569 8.54% 196,768 21.65% 
Kings 12,602 8.34% 29,255 19.36% 
Madera 11,954 8.09% 30,498 20.64% 
Tulare 40,358 9.40% 100,465 23.40% 
Figure 3: Percent of children aged 0-4 in service region. Data Source: U.S. Census Bureau, 2006-2010 American Community 
Survey 5-Year Estimates. 
 

County Adult 
18-24 

Percent of 
Population 

Adults 
25-34 

Percent of 
Population 

Adults 
35-44 

Percent of 
Population 

Adults 
45-54 

Percent of 
Population 

Fresno 105,135 11.57% 129,126 14.21% 115,386 12.70% 112,775 12.41% 
Kings 18,041 11.94% 25,427 16.83% 23,047 15.25% 19,077 12.62% 
Madera 15,082 10.21% 20,056 13.58% 19,370 13.11% 19,225 13.01% 
Tulare 45,768 10.66% 59,829 13.93% 54,557 12.71% 50,935 11.86% 

Figure 4: Percent of population in service area age 18 – 54. Data Source: U.S. Census Bureau, 2006-2010 American 
Community Survey 5-Year Estimates. 
 

County Adult Population  
55-64 

Percent of 
Population 

Adult Population 
age 65 or older 

Percent of 
Population 

Fresno 82,426 9.07% 89,645 9.86% 
Kings 12,026 7.96% 11,647 7.71% 
Madera 15,064 10.20% 16,489 11.16% 
Tulare 37,419 8.71% 40,073 9.33% 
Figure 5: Percent of population in service area age 55 - 64 and over 65. Data Source: U.S. Census Bureau, 2006-2010 
American Community Survey 5-Year Estimates. 

I 

http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
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The region also possesses tremendous ethnic diversity that links 
back to early settlements by Native Americans and the early 
Californianos who farmed this region of the San Joaquin Valley.  
Historians have documented the many Mexicans who settled in 
what was then referred to as Alta California and became part of 
the local economy in the Valley as early as 18493.  California is 

also home to 97 Native American tribes and this study region holds seven different 
Tribal Lands primarily in Madera, Fresno, and Tulare County.  Figures 6 and 7 below 
illustrate that range of current racial and ethnic diversity in all four counties. 
 

County White Black Asian Native American 
/ Alaska Native 

Native Hawaiian / 
Pacific Islander 

Some Other 
Race 

Multiple 
Races 

Fresno 556,526 45,704 85,253 9,276 1,156 175,412 35,503 
Kings 107,334 11,483 5,810 1,931 142 19,559 4,863 
Madera 117,587 5,654 2,938 2,385 163 13,521 5,490 
Tulare 332,169 6,294 14,669 5,062 354 58,352 12,504 
Figure 6: Summary of four county racial groups. Data Source: U.S. Census Bureau, 2006-2010 American Community Survey 
5-Year Estimates. Source geography: Tract 

Report 
Area 

Hispanic 
Males 

%  
of Pop 

Non-
Hispanic 

Males 

%  
of Pop 

Hispanic 
Females 

%  
of Pop  

Non Hispanic 
Females 

%  
of Pop  

Fresno 228,054 50.22% 226,053 49.78% 218,673 48.09% 236,050 51.91% 

Kings 42,258 49.20% 43,631 50.80% 32,468 49.77% 32,765 50.23% 

Madera 38,629 54.23% 32,603 45.77% 38,090 49.79% 38,416 50.21% 

Tulare 129,571 60.26% 85,433 39.74% 123,487 57.60% 90,913 42.40% 

California 6,815,658 37.40% 11,407,498 62.60% 6,640,499 36.06% 11,773,633 63.94% 

United 
States 24,276,736 16.25% 125,121,984 83.75% 23,450,798 15.17% 131,115,744 84.83% 

Figure 7: Summary of ethnic composition for each county by gender. Data Source: U.S. Census Bureau, 2006-2010 
American Community Survey 5-Year Estimates. Source geography: Tract 

This diversity has significant implications for healthcare delivery when we look at the 
linguistic needs of residents who seek care.  According to the U.S. Centers for Disease 
Control and Prevention, Fresno County has 66 different languages used at home.4 
Figure 8 below highlights that in all four counties a substantial number of linguistically 
isolated residents exist.  These individuals live in a household in which all 
members 14 years of age or older speak a non-English language and also speak 
English less than “very well”.5  As a whole, approximately 20% of California’s 
                                                                        

3 Walker, E. The San Joaquin Historian: Mexicans in San Joaquin County 1850-1930. The San Joaquin 
Historical Society, Spring 2001.  

4 US Centers for Disease Control and Prevention.  Emergency Preparedness and Response Languages Spoken 
at Home. See: http://emergency.cdc.gov/snaps/data/06/06019_lang.htm  Accessed November 28, 2012 

5 Siegel, P. Martin, E., and Bruno, R.  Language Use and Linguistic Isolation: Historical Data and 
Methodological Issues.  US Census Bureau. February 12, 2001. 

This region of the 
San Joaquin Valley 
is a largely 
youthful and 
Latino population. 

http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
http://emergency.cdc.gov/snaps/data/06/06019_lang.htm
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population is linguistically isolated.  Kings and Tulare Counties, highlighted in red in 
Figure 8, are above the state average.  Fresno and Madera Counties fall slightly below 
state averages. 
 

County 
Total Population (For Whom 

Linguistic Isolation is 
Determined 

Total Linguistically 
Isolated population 

Percent Linguistically 
Isolated Population 

Fresno  831,261 157,195 18.91% 
Kings  138,520 29,292 21.15% 
Madera  135,784 25,741 18.96% 
Tulare  389,046 90,535 23.27% 
California 34,092,224 24,704,752 19.85% 
Figure 8: Percentage of population in each county age 5 and over who speak a language other than English at home 
and speak English less than “very well”.  Data Source: U.S. Census Bureau, 2006-2010 American Community Survey 5-Year 
Estimates. Source geography: Tract 

The implication of limited English proficiency on patients’ health outcomes is 
substantial.6  Some research has found that language barriers between a patient 
and attending medical staff in Emergency Departments is associated with higher 
resource utilization (i.e. higher amounts of tests ordered, more time in the ED)7 
and poor compliance with prescribed follow-up care.  Language differences also 
contribute to significant challenges for families who need to navigate the 
complexity of our health care system and for those who are looking to engage 
effectively with their health care provider to determine treatment options.  
 
Social Determinants of Health throughout the Region: Poverty, Education, 
Health Insurance Access 
 
Increasing attention has been given to the social determinants of health that impact 
health outcomes.  Public health researchers, health advocates and social 
epidemiologists see these as key drivers that influence population health and thus can 
be important in predicting health needs.  Three drivers of health were used in our 
review of the populations served in this region:   
 

1. The percent of individuals living below 100% of the Federal Poverty Level  
2. The percent of the population that is uninsured 
3. The percent of adults without a high school diploma  

 
The federal poverty rate for California in 2012 lists $11,170 gross income or below for 
an individual, $15,130 for a family of two, $19,090 for a family of three and $23,050 for 
a family of four8.   
 
                                                                        
6  Fortier J. P., Bishop, D. “Language Assistance” in Setting the Agenda for Research on Cultural 
Competence in Health Care: Final Report.  US Department of Health and Human Services Office of 
Minority Health and Agency for Healthcare Research and Quality, 2003.  
 
7 Hampers, L., Cha, S., Gutglass, D., Binns, H., and Krug, S. “Language Barriers and Resource Utilization in a 
Pediatric Emergency Department,” Pediatrics, January 1999.   

8 US Department of Health and Human Services poverty guidelines as of Jan. 26, 2012. See: (Source: 
http://aspe.hhs.gov/poverty/12poverty.shtml) 

http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
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As can be seen in Figure 9 below, all four counties have high rates of poverty and 
residents who are uninsured, as well as having limited education.  By 
comparison, California’s poverty rate as a whole is 13.7%.  The uninsured in California 
are 17.92% of the population.  California residents without a high school diploma 
make up 19.32% of the population.   
 

County 

Total 
Population 
for Whom 
Poverty 
Status is 

Determined 

Percent 
Population 
in Poverty 
(100% of 

the Federal 
Poverty 
Level) 

Total 
Population 
(For Whom 
Insurance 
Status is 

Determined 

Percent 
Uninsured 

Total 
Population 
For Whom 

Educational 
Attainment 

is 
Determined 

Percent of 
Population 

with No High 
School 

Diploma 

Fresno 890,694 22.49% 908,058 19.57% 529,358 26.94% 
Kings  133,206 19.30% 132,274 20.19% 91,224 30.12% 
Madera 138,151 19.29% 141,053 20.61% 90,204 32.08% 
Tulare  423,902 22.89% 433,349 22.55% 242,813 32.74% 
California 35,877,036 13.71% 36,414,292 17.92% 23,497,944 19.32% 
Figure 9: This table summarizes the status of three key drivers of health in all four counties. Data Source: U.S. Census 
Bureau, 2006-2010 American Community Survey 5-Year Estimates. Source geography: Tract 

Figure 10 below shows that just under half of all residents in the four counties are 
living at 200% the Federal poverty level.  By comparison, 32.8% of Californians as a 
whole live at this income.  Tulare County leads the region with the most residents 
living at both 100% and 200% of federal poverty status.   

 

Report Area 
Total Population for Whom 

Poverty Status is 
Determined (200% of 
Federal Poverty Level  

Total Population 
in Poverty 

Percent of 
Population in 

Poverty 

Fresno County 890,694 413,527 46.43% 
Kings County 133,206 60,653 45.53% 
Madera County 138,151 63,497 45.96% 
Tulare County 423,902 214,019 50.49% 
California 35,877,036 11,779,509 32.83% 
Figure 10: Percent of population in this area at 200% of the Federal Poverty Level. Data Source: U.S. Census Bureau, 
2006-2010 American Community Survey 5-Year Estimates. Source geography: Tract. 

This data suggest that all four counties have highly vulnerable populations given the 
high percentages of individuals living in poverty with limited education and no health 
insurance.  
 
A review of the rates of poverty faced specifically by children age 0-17 underscores that 
this is one of the segments of the population most impacted by poverty.  Figure 11 
below summarizes that close to one-third of all children in each county live at 100% 
the Federal Poverty Level.  
  

http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
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Report Area 
Total Population (For 

Whom Poverty Status is 
Determined 

Children in Poverty 
Percent of 
Children in 

Poverty 
Fresno County 270,433 87,414 32.32% 
Kings County 40,978 11,654 28.44% 
Madera County 41,376 11,999 29.00% 
Tulare County 138,187 44,185 31.97% 
California 9,173,776 1,748,267 19.06% 
Figure 11: Percent of children living at 100% the Federal Poverty Level in the region. Data Source: U.S. Census Bureau, 
2006-2010 American Community Survey 5-Year Estimates. Source geography: Tract. 

Without a doubt, the poverty level in the region is impacted by the larger economic 
challenge posed by the current economic climate which created high unemployment 
rates throughout California.  The region has experienced four to six percentage points 
higher rates of unemployment than the rest of California as can be seen in Figure 12 
below.  
 

Report Area Total Labor Force Number Unemployed Unemployment Rate 
Fresno County 451,545 66,577 14.70 
Kings County 63,235 9,138 14.50 
Madera County 65,542 9,265 14.10 
Tulare County 206,041 32,501 15.80 
California 18,486,085 2,011,048 10.90 
Figure 12: Unemployment rate by county. Data Source: U.S. Bureau of Labor Statistics, July, 2012 Local Area Unemployment 
Statistics. Source geography: County. 

The impact of unemployment on health and access to healthcare has received 
substantial attention during the Great Recession of 2008-2011 throughout the 
nation as a whole.  While there has been a long-term association made between 
mental health (i.e. depression, hopelessness, etc.) and unemployment, researchers 
have found that job loss among those aged 51 – 75 raises the risk for acute 
myocardial infarction or heart attack and that the risk accumulates with repeated 
exposure to job loss.9  Further research into the physical effects of job loss on 
health has shown that among older workers, particularly single women, job loss is 
associated with changes in health behavior (i.e. increased smoking and/or 
drinking, less physical activity, etc.) and that even the threat of job loss can impact 
health negatively.10  
 
  

                                                                        

9 Dupre, M. George, L., Liu, G., Peterson, E. The Cumulative Effect of Unemployment on Risks for Acute 
Myocardial Infarction.  Archives of Internal Medicine 2012; 1-8 
10 Gallo, W.,  Brand, J., Teng, H., Leo-Summers, L., and Byers, A.  Differential Impact of Involuntary Job 
Loss on Physical Disability among Older Workers: Does Predisposition Matter?  Research on Aging. 2009. 
May 1: 31(3) pp 245 -360. 

http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.bls.gov/lau/
http://www.bls.gov/lau/


 

 12 

Community Rankings 
 
In addition to looking at specific demographic data, there are several community 
indices that have emerged in the past 10 years to rank regions on several factors.  
The Community Need Index (CNI) was developed in 2005 as a collaborative 
effort between Dignity Health, Solucient, LLC and Thompson Reuters.  The CNI 
looks at the link between community need, access to care and preventable 
hospitalizations.  It takes into account known barriers to health care access 
(income, culture/language, education, insurance, and housing) and uses indicators 
within each barrier to rank the ability of residents to access care11.  
 
A score of 1 indicated community with the lowest socioeconomic barriers or 
lowest need while a score of 5 represents a community with the highest degree of 
socioeconomic barriers.  Scores are aggregated and averaged for a final CNI score 
across the five barriers to health care access.  Figure 13 below indicates that all 
four counties have conditions that make it difficult to access health care.  
 

 Fresno Kings Madera Tulare 
Weighted Average 4.6 4.4 4.7 4.6 
Median CNI Score 3.6 4.8 5.0 3.6 

Figure 13: Summary of Community Need Index Scores across all 4 counties.  Data Source:  Community Needs Index 
Interactive available at: http://cni.chw-interactive.org  

The County Health Rankings is another rating system published by the University of 
Wisconsin Population Health Institute and the Robert Wood Johnson Foundation12.  
Its rankings are based on the latest data publicly available and provide an overall 
ranking on Health Outcomes for all counties.   

The overall rank for Health Outcomes is comprised of four separate ratings for 
health behaviors, clinical care, social and economic factors, and physical environment. 
The following is a brief description of what data is used to create each of these ratings. 

Health behaviors takes into account rates of smoking, obesity, physical inactivity, 
excessive drinking and motor vehicle crash death rates, sexually transmitted infections, 
and the teen birth rate.  

Clinical care takes into account the rate of uninsured residents, total number of 
primary physicians, preventable hospital stays, diabetic screening and mammography 
screening.  

Social and economic factors used in the ranking include high school graduation 
rates, college attendance, unemployment, children in poverty, inadequate social 
support, children in single parent households and violent crime rate.  
                                                                        

11 Improving Public Health and Preventing Chronic Disease, Catholic Healthcare West, 2007 available at: 
http://www.dignityhealth.org/stellent/groups/public/@xinternet_con_sys/documents/webcontent/212782.
pdf  

12 See http://www.countyhealthrankings.org  Accessed 11/29/12 

http://cni.chw-interactive.org/
http://www.dignityhealth.org/stellent/groups/public/@xinternet_con_sys/documents/webcontent/212782.pdf
http://www.dignityhealth.org/stellent/groups/public/@xinternet_con_sys/documents/webcontent/212782.pdf
http://www.countyhealthrankings.org/
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Physical Environment includes air pollution-particulate matter days, air pollution 
ozone days, access to recreational facilities, limited access to healthy foods, and fast 
food restaurants.  

The mortality rank is based on premature deaths.  Morbidity is based on those who 
are in poor or fair health, the number of poor physical health days, poor mental health 
days and low birth weight. 

In California, 56 of 58 counties have been ranked in this data platform.  Figure 14 
below indicates that Tulare and Madera Counties are in the lower quartile for 
overall Health Outcomes with Health Outcome ranks of 45 and 47, respectively.  
Fresno and Kings Counties are ranked slightly higher at 42 and 40, respectively.   

 

County Overall Health 
Outcomes Rank 

Mortality 
Rank Morbidity Rank Health Factors 

Fresno 42 of 56 38 45 53 
Kings 40 of 56 40 41 49 
Madera 45 of 56 33 56 47 
Tulare 47 of 56 42 49 56 
Figure 14: Summary of County Health Rankings assigned to four counties in our region.  Data Source: County Health 
Rankings.  

These data affirm that the study region faces significant challenges to support the 
health and quality of life of residents.  By comparison, the top four counties in the state 
from first to fourth place are Marin, Santa Clara, San Benito and Placer Counties, 
respectively.  
 

CHNA Data Collection Process  
o develop this report, Leap Solutions, LLC 
followed several steps to ensure that members of 
Hospital Work Group would have adequate 
information from which to identify possible 

actions.  First, it was important to review the work that 
had been done in the past and identify opportunities for 
improvement in this second version of a regional report. 
Second, it was essential to agree upon the data to be used 
for this report in order to apply a consistent set of key 
social determinants of health or drivers of health, 
population data, and key indicators on health in each of 
the four counties. 

The opportunity to use a comprehensive data set 
emerged as Kaiser Permanente had launched its CHNA 
Data Platform and made it available, not only to its 

facilities but to all communities initiating their own needs assessment efforts.  Given 
the resources available for this work and the ease of use for this data base, it was 

Stages of Work              
 
• Review of prior CHNA 

reporting efforts 
• Review of CHNA data 

set available for this 
report 

• Interview with Benefits 
Work Group on 
expectations for CHNA   

• Agreement on survey, 
focus group and 
interview questions  

• Gather additional data 
from communities  

• Summarize findings 
• Prioritize needs   
• Identify target 

prioritization 

T 
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determined this would serve as the primary source of health outcomes data on the 
populations served in all four counties.  Kaiser Permanente has designed 80 health 
indicators which overlap with the Healthy People 2020 indicators -- the most widely used 
leading health indicators in the nation by the U.S. Department of Health and Human 
Services. 

The CHNA Data Platform is a product of the Center for Applied Research and 
Environmental Systems at the University of Missouri Institute of People, Place and 
Possibility Community Commons Project.  This project is chaired by Tyler Norris, 
Vice President of Total Health Partnerships at Kaiser Permanente, and Kathryn 
Johnson, Co-founder of the Center for Global Service.    

In addition to the information available through the CHNA Data Platform, the 
committee placed a strong emphasis on conducting focus groups and interviews of key 
stakeholders in each county.  A total of 14 focus groups were conducted.  In addition, 
eight facility CEOs or senior executives were interviewed by phone or in person as 
were all four county public health directors.  

The following questions were selected for use in focus groups with staff and 
community members:  

Focus Group and Survey Questions for Facility Staff/Community Stakeholders 
1. What do you believe to be the top 3 most serious health issues facing the communities your 

facility serves? / What do you believe to be the top 3 most serious health issues facing your 
community? 

2. When you think about the resources and services that help the communities you serve stay 
healthy, what organizations—aside from your facility—stand out? / When you think about the 
resources and services that help your community stay healthy, what organizations stand out?  

3. What organization do you see taking a strong leadership role at improving health in the 
communities your facility serves? / What organization do you see taking a strong leadership 
role at improving healthy in your community?  

4. What is the most beneficial health resource or service in the communities your facility serves? 
/ What is the most beneficial health resource or service in your community?  

5. What can health care facilities in your area do to improve health and quality of life in the 
communities you serve? / What can health care facilities in your area do to improve health 
and quality of life in your community?  

6. What health care services do you believe patients might be using least effectively in your 
community? / Same question for community stakeholders 

7. What percent of the population you serve at your facility do you believe has a regular family or 
primary care physician that addresses their routine health needs? / What percent of your 
community do you believe has a regular family or primary care physician who addresses their 
routine health needs?  

8. By what means do you believe the majority of patients you serve at your facility travels to see 
a health care provider or a facility? / By what means do you believe the majority of patients in 
your community travel to see a health care provider or visit a health facility?  

9. What percent of your population do you estimate delays health care due to a lack of money 
and/or insurance? / What percent of your community do you estimate delays health care due 
to a lack of money and/or insurance?  

10. If hospitals could do one thing to improve the health of the communities they serve, what 
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would that be? / Same question for community stakeholders 
11. If local, state or federal government could do one thing to improve the health of the 

communities they serve, what would that be?/ Same question for community stakeholders 
Figure 15: List of questions asked at focus groups conducted for this report.  These same questions were also used in 
the electronic survey. 

 
The following questions were used with facility executives and public health directors: 

Questions Used for Interview with Facility Executives and Public Health Directors  
1. What are the regional health issues that you consider to be of greatest concern right now? 
2. What are the primary issues you see impacting health access? 
3. What are the primary issues related to effective disease prevention?  
4. What health indicators are most important to you to track? 
5. What health resources in the region do you think are most valued?  Most underutilized? 
6. What sources of information do you rely upon to keep tabs on what is happening in the region 

as a whole?  With the uninsured?  
7. What, if any, information gaps exist? 
8. What else do you think we should be covering in the 2013 CHNA report?  

Figure 16: List of questions used to interview facility executive leaders and the County Public Health Directors. 

The Hospital Council’s Community Benefits Work Group wanted to ensure that 
the focus group process could also accommodate individuals unable to travel to 
the meetings or participate in person.  Similarly, the work group believed some 
frontline health care staff would not be able to be released from their work in 
order to attend the focus groups.  Leap Solutions created an online survey version 
of the focus group questions in order to solicit input.   
 
Methodology 
 
The work of gathering the focus group data and interviews involved securing 
meeting dates and sites near each of the participating facilities in each county.  
Members of the working committee identified key stakeholders in their respective 
communities and consultants reached out by email to invite them to a community 
focus group.  A total of 230 individuals were invited by consultants to attend the 
community focus groups.  Hospital staff were also identified by the committee 
members and they were invited to their own focus group sessions.  In order to 
ensure that the focus groups and survey participants answered the same questions, 
the focus groups involved used the same questions on Apple iPads® and on paper 
(for participants less comfortable with technology) in order to capture participant 
responses.  Facilitator notes were also taken during the focus group sessions to 
capture key discussion points and issues raised by the participants.   
 
Key Definitions 
 
We use several terms in this document interchangeably and offer the following 
parameters for readers: 
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Community:  There are several ways to define community given that there are both 
physical and geographic components as well as socioeconomic factors that define a 
sense of community.  Individuals can thus be part of multiple communities - 
geographic, virtual and psychological. The current focus on community-based 
participatory research in public health has prompted an evaluation of what constitutes a 
community13.  This literature suggests community can be defined as:  “a group of 
people with diverse characteristics who are linked by social ties, share common 
perspectives, and engage in joint action in geographical locations or settings.”  
The World Health Organization similarly defines community as “a group of people 
living in the same geographic area with some degree of common interests and 
an easy means of communication.”14  In this effort we focused on reaching the 
community of health care advocates, providers, and leaders who serve the study region. 
 
Stakeholder:  The traditional definition of stakeholder is “any group or individual who 
can affect or is affected by the achievement or non-achievement of the organization’s 
objectives.”15  In this context we see patients, healthcare providers, community leaders 
and public health department staff as stakeholders.  
 
County:  This is defined as an administrative division of a state.  
 
Study Area or Region:  For this report the study area or region is defined as the four 
California counties of Fresno, Kings, Madera and Tulare.  Figure 17 below is a 
map of the region which depicts the 28 communities throughout the four counties. 
  

                                                                        
13    MacQueen, K., McLellan, E., Metzger, D., Kegeles, S., Straauss, R., Scotti, R., Blanchard, L., and Trotter, 
R., What Is Community? An Evidence-Based Definition for Participatory Public Health.  American Journal 
of Public Health. 2001 December; 91(12): 1929–1938. 
 
14 World Health Organization Information, Education and Communication: Lessons from the Past;  
Perspectives for the Future.  Department of Reproductive Health, WHO, Geneva, 2001. 
 
15 Freeman, R. E. Strategic Management: A Stakeholder Approach.  Boston, MA: Pitman, 1984.  
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Maps of Study Region 
 

 

Figure 17: Map of four counties in the study region: Source: Maps of the World. Used by Permission.  

Limitations of the Data 
 
It should be noted that the focus group and survey results are not based on a 
stratified random sample of residents throughout the four counties or a random 
sample of employees in each facility.  The perspectives captured in this data simply 
represent the community members who completed the survey or attended a focus 
group with an interest in health care.  Similarly, the perspectives of facility staff 
captured impressions of those who were invited and could attend or chose to 
complete the survey on line.  While the total numbers of individuals participating 
in the focus groups and surveys reflect a significant improvement from the prior 
CHNA completed in 2011, members of the Hospital Council Community Benefits 
Work Group understand that much work is needed to encourage greater levels of 
participation.  It is also clear that the work of communicating the importance of 
the CHNA is a key opportunity in the future.  Once the value of this process is 
clear to community stakeholders and staff, it is believed a greater degree of interest 
will be evident and participation will increase in each county.  
 
The Kaiser Permanente CHNA Data Platform uses 80 different health indicators 
to assess the health of communities in its service regions.  These indicators overlap 
the Healthy People 2020 health indicators developed by the U.S. Department of 
Health and Human Services.  When available, the Healthy People 2020 benchmark is 
indicated in this report.  If no benchmark exists, the CHNA Data Platform will 
highlight in green data that is below the state average. It uses red to highlight 
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figures that are over the state average.  Similarly, it uses green to indicate if a 
measure meets or exceeds the benchmark and red if the measure fails to meet the 
benchmark.  In its current form the Kaiser Permanente CHNA Data Platform 
remains structured around the data collected for 10 health indicators in Healthy 
People 2010 which are summarized in the next section.  The platform sources 
several national and state data available publicly.  In particular, it relies heavily on 
U.S. Census and the Centers for Disease Control and Prevention, Behavioral Risk 
Factor Surveillance System, 2004-2010.  All limitations inherent in these sources 
remain present for this assessment16 17.  

Key Health Indicators 
 

n 1979, the US Department of Health and Human Services (HHS) established 
two key national goals for health promotion and disease prevention: “increase the 
quality and years of healthy life” and “eliminate health disparities”18.  This effort 

engaged public health leaders, researchers and nonprofits and led to the development 
of over 450 objectives organized into 28 focus areas.  This effort continued and 
further discussions lead to refining objectives and focus areas.  In 1990, HHS 
identified 22 priority areas and began to monitor progress on these using annual 
reports to track the progress of efforts to achieve these national goals.  In early 2000, 
HHS launched Healthy People 2010 which organized objectives under 28 focus areas. 
Ten of the objectives became known as Leading Health Indicators—serving as an 
agreed-upon set of measures to assess public health.  Our report is structured by using 
those 10 indicators.  

As new data continues to emerge, better reporting mechanisms become available and 
changes in population health become evident, this original framework continues to 
evolve.  In the most recent edition of Healthy People 2020 there are now 42 topic areas 
with nearly 600 objectives associated with 1,300 measures.  The original 10 Leading 
Indicators have changed to 12 indicators as follows: 
 

Access to Health Services 
Clinical Preventive Services 
Environmental Quality 
Injury and Violence 
Maternal, Infant and Child Health 
Mental Health 
Nutrition, Physical Activity and 
Obesity 
 

Oral Health 
Reproductive / Sexual Health 
Social Determinants 
Substance Abuse  
Tobacco Use 
 
 

 

                                                                        
16 US Census New and Modified Content in the 2008 American Community Survey Questionnaire: Results of 
Testing Prior to Implementation http://www.census.gov/acs/www/methodology/limitations/  
 
17 Darga, K.  Fixing the Census Until It Breaks: An Assessment of the Undercount Adjustment Puzzle. 
Michigan Department of Management and Budget, 2000. 
 
18 U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion.  

I 

http://www.census.gov/acs/www/methodology/limitations/
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Healthy People 2020 also now lists four overarching goals to improve health and 
quality of life: 
 

1. Attain high-quality, longer lives free of preventable disease, disability, injury 
and premature death. 

2. Achieve health equity, eliminate disparities, and improve the health of all 
groups. 

3. Create social and physical environments that promote good health for all. 
4. Promote quality of life, healthy development and healthy behaviors across all 

life stages. 
 
Healthy People 2020 also identified four foundation health measures to monitor 
progress toward promoting health, preventing disease and disability, eliminating 
disparities and improving quality of life.  These broad, cross-cutting measures include:  

 1. General Health Status 
o Life expectancy 
o Healthy life expectancy 
o Years of potential life lost 
o Physically and mentally unhealthy days 
o Self-assessed health status 
o Limitation of activity 
o Chronic disease prevalence 

 
 2. Health-Related Quality of Life and Well-Being 

o Physical, mental, and social health-related quality of life 
o Well-being/satisfaction 
o Participation in common activities 

 
 3. Determinants of Health 

o Personal, social, economic and environmental factors that influence 
health status including biology, genetics, individual behavior, access to 
health services, and the environment in which people are born, live, 
learn, play, work and age. 
 

 4. Disparities 
o Race/ethnicity 
o Gender 
o Physical and mental ability 
o Geography 

 
At the time this assessment was conducted, the CHNA KP Data Platform remains 
structured around the original Healthy People 2010 leading health indicators.  There are, 
however, Healthy People 2020 benchmarks included where available.  It should be noted 
that not all of the Healthy People 2010 objectives associated with each of the 10 
indicators are available within the CHNA KP Data Platform19.  Data for immunization, 
                                                                        
19  From the CHNA Data Platform Frequently Asked Questions: “CHNA indicators are only included in the 
benchmark reports when the methodology used to calculate the statistic *exactly matches* the Healthy People 2020 data 
methodology. This typically requires that CHNA reports draw their data from the same source as HP 2020, or at a 
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mental health, childhood obesity and asthma were sought from alternate sources as 
marked in corresponding sections below.   
 
The following sections summarize the current status of Healthy People 2010 indicators in 
all four counties. 
   
Physical Activity 
 
The Healthy People 2010 goal for physical activity is to “improve health, fitness, and 
quality of life through daily physical activity”.  For adults the objective is to increase the 
proportion of adults who engage regularly, preferably daily, in moderate physical 
activity for at least 30 minutes per day.  
 
Two measures are available for this indicator in all four counties:  park access and the 
number of recreation and fitness facilities as defined by the North American Industry 
Classification System (NAICS Code 713940).  Figure 18 below reveals that residents in 
the region have fewer options to pursue physical exercise than other parts of California.  
Specifically, on average they have 3 to 5 fewer fitness centers to use per 100,000 
residents than Californians as a whole.  Furthermore, the majority of residents in our 
study region do not live within half a mile of a park.  By contrast, close to 59% of 
Californians live within half a mile of a park. 
 
 

County 
Total 

Population 
2010 

Census 

Number of 
Fitness 

Facilities 

Establishment 
Rate (Per 

100,000 Pop) 

Population 
Within ½ Mile 

of a Park 

Percent 
Within ½ Mile 

of a Park 

Fresno 930,450 50 5.37 203,345 21.85% 
Kings 152,982 10 6.54 2,529 1.65% 
Madera 150,865 10 6.63 40,146 26.61% 
Tulare 442,179 20 4.52 5,967 1.35% 
California 37,253,956 3,332 8.94 21,831,619 58.60% 
Figure 18: Access to fitness facilities and parks throughout the region.  Data Sources:  U.S. Census Bureau, ZIP Code 
Business Patterns, 2009. Source geography: ZIP Code.   U.S. Census Bureau, 2010 Census of Population and Housing, Summary File 1; 
Esri's USA Parks layer (compilation of Esri, National Park Service, and TomTom source data), 2012.  Source geography: Block Group. 
 
  

                                                                                                                                                                                              
minimum use the same data processing techniques. Because the CHNA tool provides the most-current, most-granular data 
available for each indicator, this often resulted in incomparable statistics. 
  For example, the HP 2020 objective AHS-1, Increase the proportion of persons with health insurance uses national-level 
data from the Centers for Disease Control and Prevention (CDC), National Health Interview Survey (NHIS) to determine 
the nation’s baseline statistic and target objective. The CHNA platform reports the same statistic – percentage of total 
population with health insurance – but using public use micro area (PUMA) level results from the U.S. Census Bureau’s 
American Community Survey (ACS). While the NHIS provides just one statistic to represent the nation (83.2 percent of 
persons had medical insurance in 2008), ACS data can be broken out for smaller geographic areas within a state or county, to 
provide a better picture of local area health. Because data collection techniques yield different across the datasets, the 
CHNA indicator is not benchmarked to the HP 2020 objective. 

County level information is available when it is supported by the data source. When the raw data are reported at 
the county level, or at a geographic area that is either entirely contained by county boundaries (tracts, block groups), the 
data can be aggregated and summarized to the county level. When data are reported for areas that cross county boundaries 
(ZIP codes, school districts), the data cannot be directly summarized to, and thus are not reported at the county level.” 
http://www.chna.org/KP/FAQ.aspx 
 

http://www.census.gov/econ/cbp/
http://www.census.gov/econ/cbp/
http://2010.census.gov/2010census/data/
http://healthypeople.gov/2020/topicsobjectives2020/objectiveslist.aspx?topicId=1
http://www.census.gov/geo/puma/puma2010.html
http://www.chna.org/KP/FAQ.aspx
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Overweight and Obesity  
 
More than half of the adults in the US are now believed to be overweight or 
obese.  In adults, obesity is defined as a Body Mass Index of 30 kg/m2 or more 
and overweight is a BMI of 25 kg/m2 or more20.  Figure 19 below shows the rates 
of obesity for all four counties in our study region fall above the state average. 
Only Kings County falls below the state average for obesity rates.  
 

Report Area 
Total 

Population  
(Age 20 ) 

Number 
Obese 

Percent 
Obese 

Total 
Population 
18 and 
older 

Number 
Overweight 

Percent 
Overweight 

Fresno  615,363.01 179,686 29.20% 634,493 230,892 36.39% 
Kings  103,385.45 28,431 27.50% 109,265 39,095.02 35.78% 
Madera  101,545.15 30,362 29.90% 105,286 38,176.70 36.26% 
Tulare  275,836.01 85,785 31.10% 288,581 108,217.88 37.50% 
California  26,621,778.01 6,188,995 23.25% 13,269,504 4,803,560.45 36.20% 
Figure 19: Percent of obese individuals age 20 or older and the percent of overweight individuals older than the age 18 
who are overweight. Data Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2006-
2010. Source geography: State. 

The Kaiser Permanente CHNA Data Platform does not contain obesity data for 
children and thus we turned to the Center for Health Policy Research at UCLA.  The 
California Department of Education’s 2010 Physical Fitness Tests for 5th, 7th, and 9th 
grade school children reveals that childhood obesity rates in Fresno and Tulare 
counties are well above the rate of obesity for children in the state as seen in Figure 20 
below.  Data for Kings and Madera County were not listed in this data set.    

Region 2010 Overweight + 
Obese % 

Fresno County 42.7% 
Kings County - 
Madera County - 
Tulare 43.8% 
California 38.0% 

Figure 20: Percent of children age 10 – 14 that are obese in two of the four counties in our study area.  Data Source: 
University of California Los Angeles Center for Health Policy Research and the California Center for Public Health Advocacy.  

Another factor that can influence the rate of childhood obesity is the degree to which 
children are consuming fruits and vegetables.  Figure 21 indicates that the percent of 
children reporting adequate fruit/vegetable consumption is above the state average in 
Kings, Madera, and Tulare Counties.  Fresno County falls below the state average.  

  

                                                                        
20 Healthy People 2010: Leading Health Indicators: Overweight and Obesity 
http://www.healthypeople.gov/2010/Document/html/uih/uih_bw/uih_4.htm#physactiv 

 

http://www.cdc.gov/brfss/
http://www.cdc.gov/brfss/
http://www.healthypeople.gov/2010/Document/html/uih/uih_bw/uih_4.htm#physactiv
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Report Area Target Population 
(Age 2-11) 

Number Reporting 
Adequate 

Fruit/Vegetable 
Consumption 

Percent Reporting 
Adequate 

Fruit/Vegetable 
Consumption 

Fresno County 141,000 67,000 48.00% 
Kings County 27,000 17,000 63.40% 
Madera County 25,000 13,000 50.90% 
Tulare County 67,000 34,000 50.30% 
California 5,326,000 2,575,000 48.35% 
Figure 21: Percent of children consuming adequate amounts of fruit and vegetables in all four counties.  
Source: Data Source: California Health Interview Survey (CHIS), 2009. Source geography: County (Grouping). 
 
Tobacco Use 
 
The Centers for Disease Control lists use of tobacco as the leading preventable 
cause of death21.  One in five deaths in the nation can be attributed to tobacco use 
or exposure to second hand smoke.  Recently, it was reported that among the 
nation’s rural communities, higher rates of tobacco use and exposure to second-
hand smoke exist and that there are fewer resources for smoking cessation22.  This 
is particularly relevant to the study region given all these counties have large rural 
areas.  Figure 22 illustrates Tulare and Fresno Counties have higher rates of 
smokers in the region than the state average.  Kings and Madera are slightly below 
the state average. 
   

Report Area Total Population 
(Age 18) 

Number Cigarette 
Smokers 

Percent Cigarette 
Smoker 

Fresno 619,334 87,945 14.20% 
Kings 106,151 13,800 13.00% 
Madera 102,167 13,180 12.90% 
Tulare 278,698 52,674 18.90% 
California 26,868,769 3,661,739 13.63% 
Figure 22: Use of cigarettes by adults across the four county region. Centers for Disease Control and Prevention, Behavioral 
Risk Factor Surveillance System, 2004-2010. Source geography: County. 

  

                                                                        

21 Smoking and Tobacco Use: Fast Facts.  Center for Disease Control. See: 
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/fast_facts/index.htm#use  

22 American Lung Association Disparities in Lung Health Series: Cutting Tobacco’s Rural Roots—Tobacco 
Use in Rural Communities, 2012.  

http://www.chis.ucla.edu/
http://www.cdc.gov/brfss/
http://www.cdc.gov/brfss/
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/fast_facts/index.htm#use
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Substance Abuse 
 
The Healthy People 2010 indicator for Substance Abuse includes three different 
measures ranging from adolescent substance abuse to binge drinking rates for 
both youth and adults.  The KP CHNA Data Platform uses a benchmark for 
heavy drinking as an indicator of substance abuse.  Figure 23 indicates that two 
counties, Fresno and Tulare, have higher rates of heavy drinkers among adults 
than the state average.  
 

Report Area Total Population (Age 
18 and over) 

Number of Heavy 
Drinkers 

Percent Heavy 
Drinkers 

Fresno County 619,334 104,667.45 16.90% 
Kings County 106,151 15,391.90 14.50% 
Madera County 102,167 16,448.89 16.10% 
Tulare County 278,698 48,772.15 17.50% 
California 26,868,769 4,464,906.70 16.62% 
Figure 23: Percent of heavy alcohol drinkers in the region. Data Source: Centers for Disease Control and Prevention, Behavioral 
Risk Factor Surveillance System, 2004-2010. Source geography: County. 

Responsible Sexual Behavior 
 
The Healthy People 2010 indicator for responsible sexual behavior originally focused 
on increasing the use of safe sex practices among all sexually active adults and to 
increase the number of adolescents who abstained from sexual intercourse.  The 
increased number of sexually transmitted diseases and their consequences to 
overall health have become a focus of a Healthy People 2020 on reproductive and 
sexual health.  The Kaiser Permanente CHNA Data Platform focuses on the rate 
of two sexually transmitted diseases: human immunodeficiency virus (HIV) and 
Chlamydia.  Figure 24 below indicates that the rates of HIV infection are better 
than the state in all four counties and that only Fresno and Madera Counties 
exceed the state average for Chlamydia rates.  
 

Report Area 
Total 

Population 
ACS 2005-

2009 

Estimated 
Population 

with HIV 

HIV 
Prevalence 
Rate  (Per 
100,000 

Pop) 

Total 
Population 

2010 
Census 

Reported 
Cases of 

Chlamydia 

Rate (Per 
100,000 

Pop) 

Fresno County 890,750 1,394 156.50 930,450 5,416 595.70 
Kings County 146,696 232 158.20 152,982 545 364.50 
Madera County 144,794 184 127.20 150,865 648 436.90 
Tulare County 416,299 252 60.70 442,179 1,596 374.40 
California 36,308,528 125,445 345.50 37,253,956 146,796 399.36 
Figure 24: Prevalence rate for HIV and Chlamydia in region. Data Source: Centers for Disease Control and Prevention and the 
National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention, 2008. Source geography: County. 

Another measure of responsible sexual behavior is the number of teen births. 
Figure 25 illustrates that the rate of teen births in all four counties exceeds the 
state average of 85 per 1,000. 
  

http://www.cdc.gov/brfss/
http://www.cdc.gov/brfss/
http://www.cdc.gov/nchhstp/
http://www.cdc.gov/nchhstp/
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Report Area Teen Births Births to Teen Mothers 
(Under Age 20) 

Teen Birth Rate 
Per 1,000 Births 

Fresno County 114,443 15,291 133.61 
Kings County 18,294 2,473 135.18 
Madera County 17,147 2,470 144.05 
Tulare County 57,417 8,378 145.91 
California 508,983 43,468 85.40 
Figure 25: Teen birth rates in the region. Data Source: California Department of Public Health, Birth Statistical Master File, 
2010. Source geography: ZIP Code. 

Mental Health 
 
The Healthy People 2010 objective for mental health focuses on increasing the 
proportion of adults with recognized depression who receive treatment.  Figure 26 
below indicates that the number of adults reporting poor mental health in all four 
counties is below the state average.    
 

Report Area Total Population 
(Age 18+) 

Number with Poor 
Mental Health 

Percent with Poor 
Mental Health 

Fresno County 651,000 78,000 12.20% 
Kings County 95,000 12,000 12.60% 
Madera County 102,000 13,000 13.30% 
Tulare County 298,000 35,000 11.80% 
California 27,547,000 3,914,000 14.26% 
Figure 26: Self-reported poor mental health among adults.  Data Source: California Health Interview Survey (CHIS), 
2009, Source geography: County (Grouping) 

This indicator also measures suicides and adolescents who experience major 
depressive episodes.  The Kaiser Permanente CHNA Data Platform provides only 
a summary of suicide rates among adults for each county seen in Figure 27 below.  
All four counties have rates that meet the benchmark of less than or equal to 10.2 
deaths by suicide per 100,000.  
 

Report Area Total Population 
Average Annual 

Deaths by 
Suicide 

Death Rate 
(Per 100,000 Pop) 

Fresno County 908,830 65 7.15 
Kings County 151,122 10 6.38 
Madera County 147,738 15 9.23 
Tulare County 429,404 38 8.92 
California 36,634,623 3,757 9.79 
Figure 27: Suicide rate for region. Data Source: California Department of Public Health, Death Statistical Master File, 2008-2010. 
Source geography: ZIP Code. 

Data on adolescents and children with mental illness are not currently available on 
the Kaiser Permanently CHNA Data Platform. 
 
Violence and Injury 
 
The Healthy People 2010 objectives for violence and injury focus on reducing deaths 
caused by motor vehicle crashes and reducing homicides.  The Healthy People 2020 
target for Pedestrian Motor Vehicle Death is less than or equal to 1.3 deaths per 

http://www.cdph.ca.gov/data/dataresources/requests/Pages/VitalStatisticsBirthDeathFetalDeathMarriageData.aspx
http://www.cdph.ca.gov/data/dataresources/requests/Pages/VitalStatisticsBirthDeathFetalDeathMarriageData.aspx
http://www.cdph.ca.gov/data/dataresources/requests/Pages/VitalStatisticsBirthDeathFetalDeathMarriageData.aspx
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100,000 due to motor vehicle crashes.  Figure 28 below summarizes deaths due to 
motor vehicle crashes and the deaths of pedestrians killed by motor vehicles.  Fresno 
County is the only county in our study area that does not meet the benchmark.  The 
Healthy People 2020 benchmark for deaths due to automobile crashes is less than 12.4 
accidents per 100,000.  All four counties do not meet the benchmark for auto-related 
deaths.   

 

Report Area Total 
Population 

Average Annual 
Deaths of 

Pedestrians Killed 
by Motor Vehicle 

Death Rate 
(Per 100,000 

Pop) 

Average 
Annual 

Death Rate 
due to 
Motor 

Vehicle 
crashes 

Death Rate 
(Per 100,000 
Population 

Fresno County 908,830 18 1.78 131 13.93 
Kings County 151,122 1 0 26 16.21 
Madera County 147,738 0 0 31 19.88 
Tulare County 429,404 4 0.25 68 15.94 
California 36,634,623 349 0.83 3,182 8.20 
Figure 28: Death rate of pedestrians due to motor vehicle accidents and death rate due to motor vehicle crashes.  Data 
Source: California Department of Public Health, Death Statistical Master File, 2008-2010. Source geography: ZIP Code.  

Figure 29 summarizes the homicide rate for each county and demonstrates that Fresno 
and Tulare counties do not meet the Healthy People 2020 target rate set at less than or 
equal to 5.5 homicides per 100,000. 
 

Report Area Total Population Average Annual Deaths 
by Homicide 

Death Rate 
(Per 100,000 Pop) 

Fresno County 908,830 70 7.19 
Kings County 151,122 6 2.91 
Madera County 147,738 10 4.70 
Tulare County 429,404 37 7.70 
California 36,634,623 2,078 5.15 
Figure 29: Total homicides in the region. Data Source: California Department of Public Health, Death Statistical Master File, 
2008-2010. Source geography: ZIP Code 

In order to consider the health and safety of children in our study region, we 
considered the data for Child Welfare Allegations by Ethnicity provided by Center for 
Social Services Research at the University of California at Berkeley.  Allegation rates for 
each county are computed by dividing the county number of children with a child 
maltreatment allegation by the county child population and then multiplying by 1,000 
for an allegation of abuse rate per 1,000 children.  An allegation of abuse ranges from 
emotional to physical injury that a minor child may experience.  The rate of 
allegations of abuse for the entire state of California for all children aged 0 to 17 
is 51.9 per 1000 children.  Figure 30 below shows total number of allegations of 
potential harm for a child in which child welfare investigated an allegation and the rate 
per 1,000 children by ethnic grouping.  The overall rates of allegations for each of 
the four counties are higher than the rate seen in California as a whole with 
African-American and Native American children demonstrating the highest 
rates.  

http://www.cdph.ca.gov/data/dataresources/requests/Pages/VitalStatisticsBirthDeathFetalDeathMarriageData.aspx
http://www.cdph.ca.gov/data/dataresources/requests/Pages/VitalStatisticsBirthDeathFetalDeathMarriageData.aspx
http://www.cdph.ca.gov/data/dataresources/requests/Pages/VitalStatisticsBirthDeathFetalDeathMarriageData.aspx


 

 26 

2011 Child Welfare Allegations by Ethnicity Disparity Indices 
 

 Allegations % of Total 
Allegations 

Census of Children 
Aged  0 -17 

Rate of Allegations 
per 1,000 

Total 
 
 
 
 

Fresno 19,175 
Kings 2,431 
Madera 2,801 
Tulare 10,904 

 

Fresno 100 
Kings 100 
Madera 100 
Tulare 100 

 

Fresno 277,348 
Kings 42,676 
Madera 43,370 
Tulare 146,400 

 

Fresno 69.10 
Kings 57.00 
Madera 64.60 
Tulare 74.50 

 

African 
American 

Fresno 2,510 
Kings 191 
Madera 104 
Tulare 276 

 

Fresno 11.4 
Kings 18.3 
Madera 19.2 
Tulare 10.9 

 

Fresno 13,433 
Kings 1,589 
Madera 746 
Tulare 1,525 

 

Fresno 186.80 
Kings 122.20 
Madera 139.50 
Tulare 181.00 

 

White Fresno 3,196 
Kings 719 
Madera 727 
Tulare 2,544 

 

Fresno 11.1 
Kings 5.8 
Madera 13.3 
Tulare 9.9 

 

Fresno 52,256 
Kings 10,287 
Madera 9,659 
Tulare 27,703 

 

Fresno 61.20 
Kings 69.90 
Madera 75.30 
Tulare 91.80 

 

Hispanic Fresno 12,023 
Kings 1,206 
Madera 1,416 
Tulare 7,487 

 

Fresno 12.7 
Kings 13.6 
Madera 16.1 
Tulare 10.3 

 

Fresno 177,043 
Kings 27,636 
Madera 31,136 
Tulare 110,386 

 

Fresno 67.90 
Kings 43.17 
Madera 45.50 
Tulare 67.80 

 

Asian Fresno 877 
Kings 18 
Madera 9 
Tulare 123 

 

Fresno 13.1 
Kings 0.0 
Madera 22.2 
Tulare 16.3 

 

Fresno 27,364 
Kings 1,223 
Madera 655 
Tulare 3,921 

 

Fresno 32.00 
Kings 14.30 
Madera 14.75 
Tulare 31.40 

 

Native 
American 

Fresno 135 
Kings 56 
Madera 24 
Tulare 91 

 

Fresno 17.8 
Kings 5.4 
Madera 25.0 
Tulare 9.9 

 

Fresno 1,573 
Kings 370 
Madera 423 
Tulare 996 

 

Fresno 85.80 
Kings 151.20 
Madera 56.80 
Tulare 91.40 

 

Missing Fresno 445 
Kings 242 
Madera 521 
Tulare 383 

 

Fresno 3.9 
Kings 2.1 
Madera 7.1 
Tulare 5.5 

 

Fresno  
Kings  
Madera  
Tulare  

 

Fresno - 
Kings - 
Madera  
Tulare  

 

Figure 30: Summary of Child Welfare Allegations for all four counties by ethnicity.  Data Source:  Needell, B., Webster, 
D., Armijo, M., Lee, S., Dawson, W., Magruder, J., Exel, M., Cuccaro-Alamin, S., Putnam-Hornstein, E., Williams, D., 
Simon, V., Lou, C., Peng, C., King, B.,& Henry, C. (2012) Child Welfare Services Reports for California. Retrieved 
[12/1/2012], from University of California at Berkeley Center for Social Services Research website. URL: 
http://cssr.berkeley.edu/CWSCMSreports/ Accessed 1.27.2013 

Environmental Quality 
 
The objectives for environmental quality include reducing the proportion of 
persons exposed to air that does not meet the U.S. Environmental Protection 
Agency’s health based standards for breathing particulate matter, exposure to 
ozone and reducing the proportion of nonsmokers exposed to environmental 
tobacco.  Figure 31 below summarizes the percentage of days with particulate 
matter 2.5 levels above the National Ambient Air Quality Standard of 35 
micrograms per cubic meter.  Throughout the state of California the average 
number of days exceeding emissions standards is 15 days.  Fresno, Kings and 
Tulare counties experience twice as many days.   
 
 
 

http://cssr.berkeley.edu/CWSCMSreports/
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Report Area 
Average Daily 

Ambient 
Particulate Matter 

2.5 

Number of Days 
Exceeding Emissions 

Standards 

Percentage of 
Days Exceeding 

Emissions 
Standards 

Fresno County 15.13 29.59 7.57% 
Kings County 15.27 29.64 7.94% 
Madera County 12.26 19.30 5.30% 
Tulare County 14.75 30.06 8.14% 
California 14.27 15.41 4.15% 
Figure 31: A summary of the percent of days exceeding target ambient particulate matter for all four counties. Data 
Source: Centers for Disease Control and Prevention, National Environmental Public Health Tracking Network, 2008. Source geography: 
Tract. 

In addition to this measure, we also looked at the County Health Rankings to identify 
the total pollution-ozone days.  This data platform also ranks a county’s overall physical 
environment using air pollution-particulate matter days, access to recreational facilities, 
limited access to healthy foods and overuse of fast food restaurants.  Figure 32 
indicates that Fresno and Tulare Counties have higher rates of unhealthy air quality 
days than the others.  Madera and Kings Counties have fewer days of unhealthy air 
than the rest of the state.   

Report Area Annual Number of 
Unhealthy Days due to Ozone 

County Ranking on 
Physical Environment. 

Fresno County 74 53 of 56 
Kings County 46 50 of 56 
Madera County 15 46 of 56 
Tulare County 104 52 of 56 
California 51  

Figure 32: Summary of Air pollution-ozone days for each county.  Data Source: University of Wisconsin Population 
Health Institute. 

The difference between these two measures is key:  Figure 29 centers on unhealthy air 
quality for sensitive populations due to fine particulate matter (FPM) that is less than 
2.5 micrometers in diameter.  Figure 30 looks at the days of unhealthy air due to ozone 
levels or smog.  Ozone concentration levels are important to health because of its 
absorption of harmful ultraviolet radiation (upper atmosphere) and because of its role 
in photochemical “smog” (lower atmosphere).  While the data suggests that Tulare 
County appears to have more “smog” than the other three counties, it should be noted 
that the measurement of air quality is influenced by the geographical terrain and 
measurement approaches which vary throughout our study region.    

Immunization 
 
Immunization data were not available in the KP Data Platform, and we sought data 
from the 2011 – 2012 Child Care Assessment Results California Department of Health 
Services, Immunization Branch23.  This report is conducted among 10,042 licensed 
Child Care Facilities in California that serve 517,745 children.  In 2011, 89.5% of the 
children enrolled in these facilities throughout the state received all required 
                                                                        

23 California Department of Health Services, Immunization Branch 2011-2012 Child Care Assessment 
Results. http://www.cdph.ca.gov/programs/immunize/Documents/ChildCareAssessmentReport2011-
2012.pdf  

http://ephtracking.cdc.gov/showIndicatorsData.action
http://www.cdph.ca.gov/programs/immunize/Documents/ChildCareAssessmentReport2011-2012.pdf
http://www.cdph.ca.gov/programs/immunize/Documents/ChildCareAssessmentReport2011-2012.pdf
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immunizations (4+DTP, 3+Polio, 1+Hib, 3+Hep B and 1+Var).  Figure 33 below 
shows that all four counties exceed this rate. 

Region Total Children 
Total 

Number of 
Centers 

Number of Children 
with ALL Required 

Immunizations 
Percentage 

Fresno 13,500 289 12,752 94.46% 
Kings 1,970 44 1,845 93.65% 
Madera 1,946 49 1,794 92.19% 
Tulare 5,929 112 5,564 93.84% 
California 517,745 10,042 463,453 89.50% 
Figure 33: Summary of immunization of children in all four counties for ALL Child Care Centers.  Data Source: 2011-
2012 Child Care Assessment Results. California Department of Health Services, Immunization Branch 

Access to Health Care 
 
One of the primary barriers in accessing health care is whether a person has the 
financial means necessary to pay for treatment or has private health care insurance or 
qualifies for either Medicare or Medi-Cal.  The Healthy People 2020 target is that 100 
percent of the population has medical insurance.  Figure 34 below illustrates that 
among the four counties in our study; approximately one third of the population in 
three counties receives Medi-Cal, which is California’s Medicaid program.  In Kings 
County one fourth of the population receives Medi-Cal.   

Report Area 
Population (for Whom 

Insurance Status is 
Determined 

Population Receiving 
Medi-Cal 

Percent Population 
Receiving Medi-Cal 

Fresno County 908,058 277,194 30.53% 
Kings County 132,274 30,078 22.74% 
Madera County 141,053 42,309 30.00% 
Tulare County 433,349 130,989 30.23% 
California 36,414,292 6,580,942 18.07% 
Figure 34: Percent of population receiving Medi-Cal by county. Data Source: U.S. Census Bureau, 2008-2010 American 
Community Survey 3-Year Estimates. Source geography: PUMA. 

Figure 35 below indicates that all four counties in this report have high rates of 
uninsured residents.  The implications of this are substantial in our region.  Among 
those able to prove legal residency, health care can be obtained through Medi-Cal.  
Those without legal status rely on charity care, nonprofits, free clinics, and a patchwork 
of services where legal status is not reviewed.  All four counties have a greater 
percentage of residents without insurance than California as a whole.  Insurance status 
data is sought only among non-institutionalized populations—those aged 16 and over 
who are not incarcerated, in active military duty or hospitalized in a nursing home or 
mental institution.   

  

http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
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Report Area 
Total Population (For 

Whom Insurance 
Status is Determined) 

Number Uninsured Percent Uninsured 

Fresno County 908,058 177,752 19.57% 
Kings County 132,274 26,704 20.19% 
Madera County 141,053 29,066 20.61% 
Tulare County 433,349 97,729 22.55% 
California 36,414,292 6,523,640 17.92% 
Figure 35: Total population without health insurance in region. Data Source: U.S. Census Bureau, 2008-2010 American 
Community Survey 3-Year Estimates. Source geography: PUMA. 

With a greater focus on oral hygiene and oral health in Healthy People 2020 
indicators, another measure of access to health care is the proportion of 
individuals who have no dental insurance coverage.  Figure 36 indicates that 
33.72% of Californians have no dental insurance.  A higher proportion of 
residents in Kings, Madera, and Tulare Counties have no dental insurance.  Only 
Fresno County has fewer residents without dental insurance than the state average.   
 

Report Area Total Population Age 
18 and over 

Adults Without Dental 
Insurance 

Percent Adults 
without Dental 

Insurance 
Fresno County 628,000 180,000 28.60% 
Kings County 92,000 34,000 37.30% 
Madera County 98,000 45,000 46.10% 
Tulare County 288,000 110,000 38.30% 
California 26,874,000 9,063,000 33.72% 
Figure 36: Total adult population without dental insurance by county. Data Source: California Health Interview Survey 
(CHIS), 2007. Source geography: County (Grouping). 

Morbidity and Mortality 
 

he CHNA KP Data Platform offers several measures of the rates of disease 
and death.  In this section, a summary of infant deaths, premature deaths and 
self-reported poor health is provided.  Additional summaries on the rates of 

deaths due to any form of cancer are provided.  We have also included rates for 
chronic conditions of asthma and diabetes for adults.  

While the prior section has summarized leading health indicators, the following section 
of the report is a review of the consequences of those indicators meeting or not 
meeting the Healthy People 2010 benchmarks.      
 
Infant Mortality 
 
The Healthy People 2020 benchmark for infant mortality is 6 deaths per 1,000 births. 
Figure 37 below shows both Fresno and Kings Counties fall slightly above this 
benchmark.  Nationwide, the Centers for Disease Control report that the three most 

T 

http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.census.gov/acs/www/data_documentation/2010_release/
http://www.chis.ucla.edu/
http://www.chis.ucla.edu/
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common causes of infant mortality are: birth defects, low birth weight and 
prematurity.24  
 

Report Area Total Births Total Infant 
Deaths 

Infant Mortality Rate 
(Per 1,000 Births) 

Fresno County 114,443 750 6.55 
Kings County 18,294 111 6.07 
Madera County 17,147 86 5.02 
Tulare County 57,417 311 5.42 
California 3,842,375 19,756 5.14 
Figure 37: Infant Mortality Rate for region. Data Source: Centers for Disease Control and Prevention, National Vital Statistics 
System, 2003-2009. Source geography: County. 

Premature Death 
 
Another indicator for overall population health is the rate of premature death 
from all causes.  Figure 38 below indicates that the Years of Potential Life Lost 
before age 75 in all four counties is higher than the state average.  
 

Report Area Total Population 
(2009 Estimate) 

Number of Premature 
Deaths 

Total Years Lost (Rate per 
100,00 Pop) 

Fresno County 113,604 8,384 7,380 
Kings County 17,208 1,314 7,636 
Madera County 19,335 1,414 7,313 
Tulare County 51,782 4,185 8,082 
California 5,176,376 306,545 5,922 
Figure 38: Rate of premature death in all four counties. Centers for Disease Control and Prevention, National Vital Statistics 
System, 2008-2010 (As Reported in the 2012 County Health Rankings). Source geography: County. 
 
Poor General Health 
 
Another important indicator for health status is “self-reporting” on overall health.  
Figure 39 summarizes the percentage of adults age 18 and older who say their health is 
“poor” when asked, “Would you say your health in general is excellent, very 
good, good, fair or poor?”   
  

Report Area Total Population (Age 
18 and over) 

Number Reporting 
Poor General Health 

Percent Reporting 
Poor General Health 

Fresno County 619,334 126,344 20.40% 
Kings County 106,151 23,990 22.60% 
Madera County 102,167 31,978 31.30% 
Tulare County 278,698 73,855 26.50% 
California 26,868,769 4,914,924 18.29% 
Figure 39: Percent of population reporting poor general health by county.  Data Source: Centers for Disease Control and 
Prevention, Behavioral Risk Factor Surveillance System, 2004-2010. Source geography: County 
 
Self-reported health status has been found to be strongly associated with mortality and 
a risk factor for some adult onset diabetics25.  It is also important to note that among a 
                                                                        
24   CDC Features: Birth Defects: Leading Cause of Infant Death National Center on Birth Defects and 
Developmental Disabilities, Division of Birth Defects, January 18, 2011 
http://www.cdc.gov/Features/dsInfantDeaths  accessed November 29, 2012 
25 Dasbach, E., Klein R., Klein, B et al Self-rated health and mortality in people with diabetes. American 
Journal of Public Health, 1994: 84: 1775-9.  

http://www.cdc.gov/nchs/nvss.htm
http://www.cdc.gov/nchs/nvss.htm
http://www.cdc.gov/nchs/nvss.htm
http://www.cdc.gov/nchs/nvss.htm
http://www.cdc.gov/brfss/
http://www.cdc.gov/brfss/
http://www.cdc.gov/ncbddd
http://www.cdc.gov/ncbddd
http://www.cdc.gov/ncbddd/bd
http://www.cdc.gov/Features/dsInfantDeaths
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wide range of ethnic and racial groups a self-report status of “poor health” is associated 
with a two-fold increase in the risk of mortality, even after adjusting for socioeconomic 
status.26   

Hospitalization 
 
The hospitalization rates for the four counties were secured from the County 
Health Rankings data platform managed by the University of Wisconsin 
Population Health Institute27.  A preventable hospital stay is measured as the 
“hospital discharge rate for ambulatory care-sensitive conditions.”  This measure 
may suggest whether effective use of hospital facilities exists in the community 
and/or the level of satisfaction with existing outpatient clinics.  Figure 40 below 
indicates that all four counties exceed the state-wide rate of 52 hospitalizations per 
1,000 Medicare enrollees.  
 

Region 
Hospitalization rate 
per 1,000 Medicare 

Enrollees 

County Ranking 
Overall-Clinical Care 

(of 56 Counties) 
Fresno 58 37 
Kings 68 56 
Madera 58 44 
Tulare 74 52 
California 52  

Figure 40: Summary of preventable hospital stays in all four counties.  Data Source: University of Wisconsin Population 
Health Institute.  

The County Health Rankings platform also ranks each county for overall clinical care 
by factoring not only preventable hospital stays but also the rates of uninsured 
residents, primary care physicians, diabetes screenings and mammography screenings.  
Fifty-six counties have been ranked in the State of California and all the counties in our 
region are in the lowest quartile. 

Cancer Mortality 
 
The rate of death due to cancer in all four counties is less than the rate for the state as a 
whole (161.40 per 100,000) and meets the Healthy People 2020 benchmark of 160.6 per 
1000 as seen in Figure 41 below.  
 
  

                                                                        
26 McGee, D. Liao, Y., Cao, G. and Cooper, R. Self-reported Health Status and Mortality in a Multiethnic US 
Cohort.  American Journal of Epidemiology. 149: 1 pp 41 - 46 
27 University of Wisconsin Population Health Institute. http://www.countyhealthrankings.org 
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Fresno County Kings County 

Cancer Death Rate (Per 100,000 Pop.) 

Fresno County, California 134.20 
HP 2020 Target 160.6 
United States 179.20 

Cancer Death Rate (Per 100,000 Pop.) 

Kings County, California 113.70 
HP 2020 Target 160.6 
United States 179.20 

Madera Tulare 
Cancer Death Rate (Per 100,000 Pop.) 

Madera County, California 135.90 
HP 2020 Target 160.6 
United States 179.20 

Cancer Death Rate (Per 100,000 Pop.)

 
Tulare County, California 129.40 
HP 2020 Target 160.6 
United States 179.20 

Figure 41: Rates of death due to cancer per 100,000 in all four counties Data Source: Centers for Disease Control and 
Prevention, National Center for Health Statistics, Underlying Cause of Death, 2005-2009. . Accessed through CDC WONDER. 
Source geography: County. 

 
Asthma 
Figure 42 below shows the asthma rates for those 18 years of age and older.  In 
California approximately 13 percent of the population has asthma.  Only Madera 
County with approximately 11% of adults with asthma performs better than the state 
and national averages.  

  

http://www.cdc.gov/nchs/nvss.htm
http://www.cdc.gov/nchs/nvss.htm
http://wonder.cdc.gov/
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Fresno County  Kings County  

Percent Adults with Asthma 

 
Fresno County, California 16.09% 
California 13.12% 
United States 13.19% 

 

Percent Adults with Asthma 

 
Kings County, California 15.96% 
California 13.12% 
United States 13.19% 

 

Madera County Tulare County 
Percent Adults with Asthma 

Madera County, California 10.89% 
California 13.12% 
United States 13.19% 

Percent Adults with Asthma 

Tulare County, California 13.70% 
California 13.12% 
United States 13.19% 

Figure 42: Summary of rates of asthma among adults in all four counties.  Data Source: Centers for Disease Control and 
Prevention, Behavioral Risk Factor Surveillance System, 2006-2010. Source geography: County. 

For a more detailed summary of the prevalence of asthma among children, we 
turned to the California Breathing website which is part of the California 
Department of Public Health’s Environmental Health Investigations Branch28.  
This data provides asthma rates for children age 0 – 4.  Except for Tulare County, 
the asthma rates for this population rises well above the Healthy People 2010 
benchmarks in the remaining counties.  Specifically, the rates for asthma among 
children range from a high of 42% in Fresno, 24% in Kings, 37% in Madera and 
19% in Tulare.  Figures 43-46 below contain the summary data for each county in 
our study region.   
 

                                                                        

28 California Department of Public Health, Environmental Health Investigations Branch. See 
http://www.californiabreathing.org  

http://www.cdc.gov/brfss/
http://www.cdc.gov/brfss/
http://www.californiabreathing.org/
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Figure 43: Asthma hospitalizations for Fresno County by age group. Data Source:  Office of Statewide Health 
Planning and Development, 2008.  

 

 
Figure 44: Asthma hospitalizations for Kings County by age group.  Data Source:  Office of Statewide Health 
Planning and Development, 2008.  
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Figure 45: Asthma Hospitalizations for Madera County by age.  Data Source: Office of Statewide Health Planning and 
Development, 2008.  

 
Figure 46: Asthma Hospitalizations for Tulare County by age group.  Data Source: Office of Statewide Health 
Planning and Development, 2008.  
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Diabetes 
 
The rates of diabetes in all four counties are higher than the state average.  Figure 47 
below shows that Fresno has the highest rate of diabetes among adults 18 and older in 
all four counties.  The Health People 2020 benchmark for diabetes is set at 7.2 new cases 
per 1,000 individuals aged 18 – 84 years of age. 

Fresno County Kings County 

Percent with Diabetes 
 

 
Fresno County, California 9.3% 
California 7.57% 
United States 8.77% 

Percent with Diabetes 
 

 
Kings County, California 7.60% 
California 7.57% 
United States 8.77% 

Madera County Tulare County 
Percent with Diabetes 

Madera County, California 8.50% 
California 7.57% 
United States 8.77% 

Percent with Diabetes 

Tulare County, California 7.90% 
California 7.57% 
United States 8.77% 

Figure 47: Displays the rate of diabetes in adults for all four counties and compares this rate to California and the US.  
Data Source: Centers for Disease Control and Prevention, National Diabetes Surveillance System, 2009. Source geography: County. 

Diabetes Among Youth.  The U.S. Centers for Disease Control and Prevention 
reports that about 215,000 people younger than 20 years of age have either Type 1 or 
Type 2 diabetes.  It is roughly 26% of all people in this age group29.  Type 1 diabetes is 
often referred to as juvenile or insulin dependent diabetes.  It is the result of a lack of 
insulin produced by the pancreas.  Type 2 diabetes is a metabolic disorder often 
referred to as adult onset diabetes and characterized by high blood glucose levels that 
are insulin resistant.  Unfortunately the Kaiser Permanente Data Platform does not 
have data on diabetes among children and adolescents.  Research has shown that 
Latinos have higher rates of diabetes among the adult population and this is also the 
case for youth.30  In one national study, the prevalence for children and adolescents 

                                                                        
29 US Centers for Disease Control and Prevention. 2011 National Diabetes Fact Sheet: Diagnosed and 
undiagnosed Diabetes in the US All Ages 2010.  Available at: 
http://www.cdc.gov/diabetes/pubs/estimates11.htm  
30 Rosenbloom, A., Joe, J., Young, R., Winter, W. Emerging Epidemic of Type 2 Diabetes in Youth.  Diabetes 
Care, Volume 22, Number 2, February 1999.  

http://apps.nccd.cdc.gov/DDTSTRS/
http://www.cdc.gov/diabetes/pubs/estimates11.htm
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with diabetes was 1.82 cases per 1000 youth and the average age of onset was 8.4 years 
with some variance across ethnic groups.31 

A Snapshot of the Region’s Hospitals 
 

he four counties are home to 15 hospital facilities that range in size and service 
offerings to meet the needs of both urban and rural communities in our study 
region.  The largest hospitals serving Fresno County—the largest of the four 

counties—are the Community Medical Centers system (CMC), Saint Agnes Medical 
Center, and Kaiser Permanente.  Beyond Fresno, the largest facilities are Kaweah Delta 
Health Care District and Adventist Health Central Valley Network.  Sierra View 
Hospital in Tulare County serves the area farthest southeast in the region.  Children’s 
Hospital Central California provides some of the region’s most specialized pediatric 
care.  These facilities are supported by 52 different clinics and Federal Qualified Health 
Centers that are accessible to the residents in the most rural areas and the most 
socioeconomic disadvantaged.    

The hospitals who contributed to the development of this report provide a total of 
3,158 beds among them and employ 18,447 health care staff.  Due to the region’s 
poor economy and disproportionate number of individuals using Medi-Cal and/or 
Medi-Care, the hospitals provided $399,675,810 in uncompensated care in the 
region.  In 2010, the 15 facilities provided care to 2,864,079 outpatients and 658,705 
emergency department visits.  Figure 48 provides an overview of the capacity of health 
care facilities in each county.  

 
California Fresno Madera Tulare Kings Four 

Counties 
Total 

Number of Facilities 376 9 2 3 3 17 

Licensed Beds 78,379 1,655 445 856 202 3,158 

Discharges 3,133,451 88,913 18,681 38,321 13,986 159,901 

Outpatient Visits 44,540,423 921,058 425,069 804,539 713,413 2,864,079 

Emergency 
Department Visits 

10,653,976 256,510 112,121 192,751 97,323 658,705 

Uncompensated 
Care Costs 

($12,571,714,249) ($272,296,058) ($54,385,666) ($54,286,178) ($18,707,908) ($399,675,810) 

FTE Employees 396,100 9,021 3,030 4,436 1,960 18,447 

Figure 48: An overview of the capacity of health care facilities in the study region.  Data Source: OSHPD 2010 
Data Files 

Focus Group, Surveys and Interview Perspectives 
total of 115 people attended the 14 focus groups conducted and another 104 
people completed the same questions on-line.  We also interviewed the public 
health director or officer in all four counties, the CEOs or senior executives of 

eight hospital facilities and stakeholders who play a variety of roles in the region’s 
                                                                        
31 The Burden of Diabetes Mellitus Among US Youth: Prevalence Estimates from the SEARCH for Diabetes 
in Youth Study.  Pediatrics 2006; 118; 1510. 
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health services.  The qualitative data that was generated from the focus groups, surveys 
and interviews provides additional context and increased the importance of this 
information.   

Focus Groups and Surveys 
 
We asked participants to tell us what they believe were 
the top three factors influencing the quality of health in 
their community.  Figure 49 shows that chronic health 
conditions and the region’s socio-economic conditions 
were reported as primary concerns among the 
participants.  A third factor is the lack of access to care 

among the regions residents.  Some counties also suggested that drug use and mental 
illness were among their top three concerns.  These perspectives were shared among 
hospital facility staff (designated in the “F” column) and community stakeholders 
(designated in the “C” column) who participated.  Those factors receiving the greatest 
votes are highlighted in yellow below. 
 

    
FRESNO KINGS MADERA TULARE 

    

F 
(N=64) 

C 
(N=)25 

F 
(N=12) 

C 
(N=6) 

F 
(N=12) 

C 
(N=7) 

F 
(N=50) 

C 
(N=46) 

   
  % % % % % % % % 

1. Chronic Health 
Conditions 

 
0.86 0.8 0.92 1 1 0.86 0.88 0.76 

2. Social 
Conditions 

  
0.45 0.96 0.25 0.67 0.56 1.00 0.66 0.54 

3. Environment 
  

0.17 0.44 0.25 0.17 0.00 0.00 0.14 0.33 
4. Access to 

Care 
  

0.61 0.48 0.67 0.00 0.33 0.86 0.62 0.50 
5. Youthful Population 

 
0.06 0 0.00 0.00 0.00 0.00 0 0.00 

6. Aging 
Population 

  
0.23 0 0.33 0.00 0.11 0.14 0.12 0.13 

7. Drug Use 
  

0.16 0.04 0.00 0.33 0.22 0.00 0.14 0.24 
8. Mental 

Illness 
  

0.31 0.04 0.42 0.17 0.78 0.00 0.2 0.22 
9. Navigating the 

System 
 

0.06 0.04 0.00 0.17 0.00 0.00 0.06 0.04 
10. Quality of 

Care 
  

0.02 0 0.00 0.17 0.00 0.00 0.02 0.07 
11. Shortage of Health Care 

Workers 0.03 0.16 0.17 0.17 0.00 0.00 0.06 0.11 
Figure 49: Summary of responses across all four counties when participants were asked what are the top three health 
issues facing your region.  The total number of respondents (N) at facilities (F) and community stakeholders (C) is 
listed in the column heading for each county.   

The participants’ emphasis on chronic health conditions, social conditions or access to 
care is consistent with the data from the Kaiser Permanente CHNA Data Platform. 
Based on the comments during the focus group, it is clear that diabetes and asthma 
represent a tremendous burden on the community.  The focus on mental health in 
participant responses, however, suggests that even if rates of poor mental health are 
reported below the state average (See Figure 26), participants in Kings and Madera 

The community and 
people behind the data 
presented in this report 
speak to the challenges 
and the expectations for 
improved health care 
service delivery.   
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Counties remain concerned about serving the needs of the mentally ill.  In the focus 
group discussions, we learned that there is not enough care for the mentally ill which 
forces some to seek treatment far from home or to go without any treatment 
whatsoever.   

Some of the respondents suggested additional factors best represented in the following 
comments: 

• “Lack of nutrition and physical education resources” 
• “Lack of housing for the medically needy and homeless” 
• “Increased demand by government agencies on health care facilities and the 

reduced compensation for services” 
• “Medication reconciliation both in and out of the health care system” 
• “Reproductive health, teen pregnancy prevention” 

 
Our next question asked participants to identify the top three activities that hospitals 
could do to improve the health of their community.  In our focus group discussions, 
we emphasized the need to prioritize among a long list of issues and to be thoughtful 
about their top three choices.  Figure 50 is a summary of the votes they made among 
11 choices and illustrates that facility staff (F) and community stakeholder (C) 
participants emphasized the need to focus on prevention and wellness programs, 
improving access to health care, addressing mental health needs and increasing 
the collaboration across health care programs and facilities.   

    
FRESNO KINGS MADERA TULARE 

  
   

F 
(N=64) 

C 
(N=)25 

F 
(N=12) 

C 
(N=6) 

F 
(N=12) 

C 
(N=7) 

F 
(N=50) 

C 
(N=46) 

   
  % % % % % % % % 

1. Prevention and wellness 
programs 0.63 0.84 0.58 0.83 0.78 0.71 0.48 0.57 

2. Improve access to health 
care 0.47 0.44 0.42 0.33 0.11 0.43 0.58 0.41 

3. Improve overall 
quality   0.20 0.12 0.25 0.67 0.00 0.14 0.1 0.20 

4. Maternal 
care 

 
  0.05 0.04 0.00 0.00 0.00 0.29 0.04 0.04 

5. Mental Health   0.48 0.36 0.67 0.33 0.89 0.14 0.28 0.33 
6. Increased 

collaboration   0.34 0.32 0.17 0.00 0.11 0.71 0.58 0.48 
7. Outreach to isolated 

populations 0.14 0.28 0.08 0.00 0.22 0.14 0.16 0.26 
8. Provide general health 

education 0.19 0.2 0.25 0.17 0.11 0.00 0.22 0.17 
9. Reduce smoking/Alcohol 

Abuse 0.22 0.08 0.25 0.33 0.33 0.14 0.12 0.13 
10. Reduce unnecessary 

hospitalizations 0.25 0.16 0.17 0.00 0.00 0.14 0.28 0.15 
11. Track health 

outcomes   0.11 0.12 0.08 0.17 0.00 0.00 0.06 0.15 
Figure 50: Summary of participant perceptions of what hospitals can do to improve the overall health of their 
communities across all four counties. The total number of respondents (N) at facilities (F) and community 
stakeholders (C) is listed in the column heading for each county.   
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Participants also suggested other unique activities as follows:  

• Improve senior access to care 
• Improve living and social conditions (poor housing, crime, drug use) 
• Partner with local agencies (nonprofits, faith based) and schools to support 

better case management 
• Increase bilingual service delivery and cultural competency of service providers 
• Improve access to medications prescribed 
• Reinstate In-Home Supportive Services (IHSS), Meals On Wheels 
• Serve the elderly and disabled in their homes 
• Improve insurance coverage 
• Address the perception that the quality of care in our area is poor 
• Address poor health literacy among patients   

 
The participant responses raised in Figure 50 suggest that facility staff and community 
stakeholders see the need for prevention and health education in the region.  It also 
points to an interest in greater coordination of care.  The range of comments in this 
regard includes a desire to see engagement of more nonprofits and to look carefully at 
hiring staff that demonstrate the cultural agility necessary to meet the needs of diverse 
residents.    

We asked participants to share with us what health services residents use least 
effectively.  Participants emphasized three key services:  using ambulance services 
via 911 to transport to a hospital even if there was no real emergency health situation; 
coming to local emergency departments for treatment that could have been 
provided in an outpatient clinic; and not making effective use of outpatient care that 
can help patients stay out of the hospital.  Figure 51 below highlights these selections 
among participants.  

    
FRESNO KINGS MADERA TULARE 

    

F  
(N=64) 

C 
(N=)25 

F  
(N=12) 

C  
(N=6) 

F  
(N=12) 

C  
(N=7) 

F 
(N=50) 

C 
(N=46) 

   
  % % % % % % % % 

1. Ambulance/Emergency Transport    0.64 0.48 0.42 0.33 0.67 0.29 0.66 0.37 
2.   Emergency Department 

 
  0.73 0.52 0.58 0.50 0.56 0.86 0.84 0.59 

3. In patient care 
 

  0.09 0.04 0.17 0.00 0.22 0.00 0.28 0.15 
4. Long term care 

 
  0.13 0.08 0.08 0.17 0.00 0.00 0.06 0.11 

5. Medical services/Ancillary Services 0.19 0.24 0.67 0.00 0.11 0.14 0.04 0.20 
6. Nursing 

  
  0.08 0.04 0.00 0.00 0.00 0.00 0.02 0.04 

7. Out patient 
 

  0.28 0.4 0.50 0.17 0.22 0.57 0.48 0.50 
8. Not sure 

 
  0.05 0.08 0.00 0.50 0.11 0.00 0 0.13 

Figure 51: Summary of participant perspectives of what services are least effectively used in their community 
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Some participants listed other services they believe patients underutilize or use poorly, 
including: 

• Palliative care 
• Social services 
• Education on health, wellness or preventative care (i.e. Healthy Eating or Child 

Safety) 
• Overuse of antibiotics and other prescription drugs 
• Mental health resources 
• Primary doctor 
• Clinics or Community Health Centers that offer primary care  
• Follow-up care 

 
When asked what the most valuable health resource participants could identify in 
their community that supports the health of their community, we saw a common 
pattern of responses.  Staff at facilities in each county tended to select their own facility 
or hospital as the most valued resource.  This was less so for community stakeholders 
who listed not only the local hospital, but also focused on local health clinics and 
County Public Health services.  Figure 52 below summarizes these responses.  

 

    
FRESNO KINGS MADERA TULARE 

    

F 
(N=64) 

C 
(N=)25 

F 
(N=12) 

C 
(N=6) 

F 
(N=12) 

C 
(N=7) 

F 
(N=50) 

C  
(N=46) 

   
  % % % % % % % % 

1. My facility / local 
hospital   0.63 0.36 1 0.67 0.78 0.00 0.74 0.65 

2. County public health   0.17 0.04 0.17 0.17 0.22 0.57 0.02 0.13 
3. Local health clinic 

 
  0.03 0.44 0 0.33 0.11 0.57 0.1 0.37 

4. Local non-profits 
 

  0.02 0.16 0 0.00 0.22 0.14 0 0.02 
5. Faith Based 

 
  0.05 0 0 0.00 0.00 0.00 0 0.04 

6. Wellness programs   0.02 0.04 0 0.17 0.00 0.00 0.06 0.04 
Figure 52: Summary of participant responses across all four counties when asked what is the most valued resource in 
their community.  

We also encouraged our focus group respondents to let us know of unique programs 
or facilities that they believed are most beneficial in their region’s network of health 
services.  Over 25 different entities were named across all focus group and survey 
responses.  A few of the most frequently stated resources by county are listed in Figure 
53 below.   
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Fresno Kings Madera Tulare 
• Catholic Charities 
• Clínica Sierra Vista 
• CRMC Clinics 
• Fresno Rescue 

Mission 
• Poverello House  
• Pinedale Clinic 
• United Health 

Centers 
• WIC 

 

• Adventist Health 
• Corcoran District 

Hospital 
• Family Healthcare 

Network 

• Adult Protective 
Services 

• Camarena Health 
Center 

• Children’s Hospital 
• Family Health 

Services at In-Home 
Supportive Services 

• Madera Community 
Hospital 

• Meals on Wheels 
• Planned Parenthood 
• Private Physicians 
• School District 

• Family Healthcare 
Network 

• Family Services 
• Samaritan Center 
• Visalia Health Care 

Clinic 

Figure 53: A summary of the nonprofits, clinics, and wellness programs that are viewed as key resources in each of the 
four counties.  

We also asked participants which facility or resource they perceive is taking a 
leadership role in promoting the health of the community.  Once again we saw a 
similar pattern among participants at facilities as seen in Figure 54 below.  They shared 
a view that their own facility was taking a leadership role.  Other common choices here 
were the County Public Health Department and local clinics.  

 

    
FRESNO KINGS MADERA TULARE 

    

F 
(N=64) 

C 
(N=)25 

F 
(N=12) 

C 
(N=6) 

F 
(N=12) 

C 
(N=7) 

F 
(N=50) 

C 
(N=46) 

   
  % % % % % % % % 

1. My facility / local 
hospital   0.86 0.6 0.92 0.67 0.89 0.43 0.7 0.52 

2. County Public Health  0.30 0.24 0.58 0.67 0.44 0.86 0.22 0.22 
3. Local health clinic   0.23 0.44 0.00 0.67 0.78 0.57 0.24 0.43 
4. Local non-profits   0.19 0.48 0.00 0.00 0.11 0.29 0.04 0.15 
5. Faith Based 

 
  0.09 0.04 0.08 0.00 0.00 0.00 0.04 0.13 

6. Wellness programs   0.13 0.08 0.00 0.17 0.00 0.00 0 0.20 
Figure 54: Summary of focus group and survey participants’ perception of what entity in their community is taking a 
leadership role in promoting health in their community.  

One of the open-ended questions invited participants to list the one thing that they 
would like to see local hospitals do to improve the overall health of their community. 
The majority of responses across all four counties focused on promoting more 
health education and wellness programs and improving coordination of care. 
We also include several examples of comments shared in our focus groups or survey  

Voices from the Community 

 “Partner with community agencies to do prevention work, to case manage 
discharges to prevent hospitalization or ER visits, and to introduce 
systems/policy change.” Madera Community Response 
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Voices from the Community 

 “Improve connectivity between providers at every level — ensure patients 
are not going home without resources to manage their conditions.”  Fresno 
Facilities Member Response 

Voices from the Community 

 “Focus on wellness and prevention.  Encourage healthy lifestyles to 
prevent disease and illness that could impact quality of life long term.  
We have key areas that require focus and those areas could be a main 
focus.  Provide avenues that the community can access so that they do 
not have to frequent our Emergency Room.”  Tulare Facilities Member 
Response 

 

We also asked participants to tell us what they believe local federal, county and city 
agencies could do to improve health of the community.  Key themes emerged in the 
comments made across all four counties reflected in the following comments:  

 

Voices from the Community 

 “Provide more services for mental health.”  Fresno Facilities Member 
Response 

 

Voices from the Community 

 “Promote prevention education and let non-profit organizations help to 
promote the healthy community.” Fresno Community Stakeholder 
Response 

 

Voices from the Community 

 “Eliminate the layers of bureaucracy that health care providers must 
crawl through to be licensed to provide preventative services 
(immunizations, lab, CHDP, CPSP, etc)”  Fresno Facilities Member 
Response 
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Voices from the Community 

 “Collaborate more with community groups, businesses and health 
care providers to improve health education and preventative health 
care.”  Kings Community Stakeholder Member Response 

 

Voices from the Community 

 “Support and participate in development 
of a strategic plan for the health of the 
local community that would include 
development and implementation of 
community-wide collaborative health 
promotion efforts in order to decrease 
health disparities and improve health.”  
Tulare Community Stakeholder Member 
Response 

 
The overall insights provided during our focus groups reinforce what the data 
summarized at the beginning of our report suggests: our communities face 
socioeconomic challenges that greatly impact the ability of residents to access 
their health care providers.  Chronic conditions are clearly a leading source of 
concern, and diabetes was the most often mentioned condition that participants believe 
needs to be addressed.  The surprising number of comments about serving the needs 
of the mentally ill does not match what the data suggest about levels of illness.  It 
suggests that more work needs to be done to secure new or additional services and to 
improve the use existing services.   

All of the focus groups affirmed a need for greater collaboration among healthcare 
providers and to make prevention initiatives and health education a key priority.  In 
addition, participants are aware that there are a variety of resources in the community 
that can be harnessed to address health care needs.   
 
Public Health Directors Perspectives  
 
All four public health directors pointed to chronic disease as their primary concern for 
the populations they serve.  At the top of this list is diabetes and the remarkable level 
of obesity throughout the region.  Another concern is the high rates of asthma that 
lead to hospitalizations among children.  Similarly they saw a broad level of social 
issues — poverty, poor housing, and lack of access to care as a large 
contributor to both chronic disease and, at least in one county, premature death.  
While all pointed to the large number of uninsured residents in the region, they also 
raised concerns related to isolated communities based on geography or language 
barriers.  In Kings County, there have also been large numbers of residents who 
became ill with Valley Fever contracted by inhaling spores of a fungus that is common 
to the area.    

Factors of Concern to 
Public Health Directors 

 
• High Rates of Chronic 

Conditions: Diabetes & Asthma 
• Isolated Communities 
• Lack of Access to Care 
• Poor Economic Climate 
• Limited Attention to Social 

Determinants of Health 
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The lack of access to health care was attributed to a wide range of issues.  First, 
many of the uninsured residents are part of immigrant communities where some do 
not have legal status or struggle to navigate the health care system.  Others pointed to 
the current practice of fee-for-service rather than a capitated service design.  There is 
not enough incentive for providers to manage for quality care or control costs by 
keeping patients healthy through preventative or health education programs.  In three 
counties, there is also a strong sense that there are not enough primary care providers, 
who are bilingual and/or bicultural, to address the needs of such a diverse population.  
This shortage of providers is even greater among specialists.  

The economic downturn of the past few years has greatly limited the number of free 
services available and placed great strain on the region’s nonprofits and county 
programs designed to serve residents without any coverage.  All of the county public 
health officers view health care access as a significant challenge in the region.  Given 
the number of residents who do not have insurance of any kind, all felt there is a 
tremendous need to do more in primary prevention efforts and in one instance a 
specific focus on the social determinants of health:  making sure that people live, work 
and play in a healthy community.  There was also interest in seeing more attention 
drawn to California’s Health in All Policies Executive Order which was established 
by Governor Arnold Schwarzenegger in 2010.  The intent of this legislation was to 
encourage inter-agency collaboration related to policies and programs in land use, 
transportation, and housing which impact healthy lifestyles.  Executive Order S-04-10 
asks public agencies to “recognize the influence of policies related to air and water 
quality, natural resources, and agricultural land, housing, infrastructure systems, public 
health, sustainable communities and climate change on health outcomes.” 

All of the counties are tracking the Healthy People 2010 indicators where data is readily 
available.  Those indicators that are receiving more attention — physical activity, 
obesity, tobacco use, suicide, immunization, environmental quality —are of great 
concern.  In Fresno County there is additional focus on factors that are more 
predictive of health risks:  breast-feeding rates, school fitness data, reading level, 
school attendance, and WIC utilization.  For those who experienced the greatest 
budget losses in the last two years, tracking these health indicators remains a priority 
even if programs designed to address these have ended.  

All of the public health directors interviewed believe that their population values quality 
care and in some areas that care is found at a rural health clinic, the Federally Qualified 
Health Centers, a free clinic sponsored by a public health department, a local hospital 
or a Women, Infants and Children’s (WIC) clinic.  Communities value primary 
physicians who have the ability to understand their needs and respond 
accordingly.  

The most underutilized health resource in the region appears to be the talent of public 
health departments that are capable of providing more health education or prevention 
programs and support services that can improve the health of the community.  The 
unique capacity of public health staff has been deeply hurt, however, by the budget 
shortfall of the last few years and thus it is hard to inform the public about the services 
and programs that do exist to help residents — especially those intended to prevent 
chronic diseases.  One of the county public health directors also believed the 
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community health needs assessment process is poorly utilized for planning 
purposes and would like to see the reporting process produce clear strategies for 
addressing health needs.  

In order to track the information necessary to understand their county’s health needs, 
public health directors are turning to California Health Interview Survey (CHIS) data, 
Central Valley Health Policy Institute, County Health Rankings, and data available 
from the Centers for Disease Control Syndromic Surveillance (SS).  There is no 
shortage of information for tracking population health trends.  There is also a 
perception that tracking the needs facing uninsured residents who often do not want to 
respond to surveys or participate in programs that involve tracking cannot be easily 
addressed.  Most felt that their front-line staff is coming into contact with that 
population regularly, however.  The needs of the uninsured are reflective of the larger 
population, but they are most visible in emergency departments. 

In looking at what additional content the CHNA Report may have in 2013 or how it 
might be used differently, all of the county public health officers pointed to a need to 
see some coordinated action take place as a result of this report.  They want more 
information on how to promote better coordination of care, follow up with patients 
who may not have a primary physician, and how the region can respond to the 
challenges posed by the Affordable Care Act.  But additional information alone is not 
enough to make the CHNA a valuable process.  Instead, the value of CHNA Report is 
in the extent to which targeted action based on the health needs that are identified is 
addressed.  

Facility Executives Perspectives 
 

A total of 17 executives and senior leaders were 
individually interviewed or participated in small 
groups at 8 facilities by consultants.  A list of their 
names, titles and affiliated institutions is provided 
in Appendix A.  The predominant themes that 
emerged in these interviews affirm the issues that 
surfaced in our focus groups and surveys.  Many 
are very concerned about the chronic health 
conditions of diabetes and asthma with strong 
appreciation that several factors contribute to 
their high rates in the region:  poor nutrition 
and/or lack of physical exercise, poor air quality, 
and poor health literacy.  Executives are also 

aware that mental health resources are limited in the region and those that do 
exist are not leveraged efficiently.  Some attribute this to policy or regulation and 
others see operational silos among facilities that prevent action.   

Executives were also sensitive to the broad community impact of poverty, access to 
health care, and the increasing diversity of the region.  The large number of Latinos in 
the region is specifically a focus of efforts to provide culturally competent care and 
to understand the fear of accessing health care services among the region’s large 
numbers of undocumented people.  These efforts are well defined among some and 

Concerns of Hospital Facility 
Executives 
 
• High Rates of Chronic 

Conditions: Diabetes and 
Asthma 

• Poor Mental Health 
Resources 

• Poor Economic Conditions 
• High Rates of Uninsured 
• Shortage of Primary Care 

Providers 
• High Need for Cross-Cultural 

Medical Staff 
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still in development among others.  There is an appreciation that different cultural 
groups approach health and wellness with unique perspectives that need to be 
considered in both clinical outcomes and patient satisfaction outcomes.  This is not just 
about language differences.  The cultural determinants of health include a bias for 
accepting fate (attributed to Latinos) or the resolve to take control of individual health 
(attributed to Caucasians) and these truly play a role in healthcare.   

While many executives feel comfortable with the level of data available to track 
health indicators, most focused on the factors that they believe the hospitals can 
influence:  obesity, tobacco use, immunization, and mental health.  Most are relying on 
public health departments, the Central Valley Health Policy Institute, and statewide 
data platforms to stay abreast of health trends.  Other indicators are not necessarily 
tracked but most point to seeing the CHNA reports and the San Joaquin Valley 
Healthy People Indicators as a valuable source of information. 

The need for more coordination and collaboration among all facilities, clinics and 
community organizations is of concern to executives.  Some are looking at health care 
reform as an opportunity to improve population health.  There is an interest in defining 
chronic care management in the context of engaging community resources.  Similarly, 
there is a willingness to look at health education in collaboration with community 
leaders, employers, and school systems.  The key questions remain, however:  how and 
when?   

Special Stakeholder Interviews 
 
In addition to the interviews among facility executives and public health directors, we 
also reached out to gain insights from a few health advocates that are familiar with the 
health, social, economic, and environmental conditions in the region.  The following is 
a summary of key areas addressed.  
 
Unique Population – Hmong. Fresno County is home to the second largest 
concentration of Hmong in the United States.  This ethnic group of approximately 5 
million originates from Hunan, China but migrated to Laos, Vietnam after a rebellion 
over taxation.  In Laos, the Hmong helped the U.S. during the Vietnam War and thus 
many were granted asylum in 1975 during political unrest in their country.  Almost half 
of those who sought asylum during this turbulent time came to California and many 
settled in Fresno.  

According to the Hmong American Partnership (HAP), California is home to 91,224 
Hmong.  It is estimated that the total population of Hmong living in the four-county 
region is 32,000.   

As a whole, the Hmong community in the United States is young (56% are under the 
age of 18 years old), linguistically isolated (35%) and half of the adults have less than a 
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9th grade education.  Their family household size is 6.27 people and 30% receive public 
assistance and 34.8% of US Hmong live below the poverty level.32 

The unique culture and language needs of Hmong present some challenges for 
health care providers.  For the Hmong community, particularly immigrants and 
first generation Hmong, illness is not necessarily seen as biological or physical as 
much as the product of deeply held spiritual beliefs.  Folk healers, or shamans, 
may be the first point of contact when illnesses occur.  
 
The rate of Hepatitis B carrier status among the Hmong is prevalent with one 
study showing 1 out of 6 Hmong patients in the San Joaquin Valley screened 
positively for Hepatitis B33.  Tuberculosis, asymptomatic splenomegaly, sudden 
unexpected nocturnal death syndrome, post-traumatic stress disorder, injuries 
related to agricultural occupation, cardiovascular disease, diabetes, lower 
immunization rates, and higher rates of cancer have also been documented as 
major concerns for the Hmong population in the US. 
 
The rates of obesity and hypertension among Hmong children are higher than for 
the general population.  Among young male adults, rates of asymptomatic 
splenomegaly are three times higher than for the general population of South East 
Asian refugees.

 
 

 
Mental health issues are of special concern for Hmong populations living in the 
US.  Of particular concern is the high number of what is termed, “Sudden 
Unexpected Nocturnal Death Syndrome” or SUND that affects Hmong males 
recently immigrated to US.

   
SUND is often associated with severe nightmares 

based in spiritual beliefs held by Hmong.  Speculations have been made about the 
association of mental health issues such as post traumatic stress disorder, 
depression, and post emigration stress with these unexplained nocturnal deaths34.  
 

Unique Needs--Children:  As evident in the population summary in this report, our 
region has a large percentage of youth.  In each county, roughly 20% of the population 
is between the ages of 5-17.  As a result, additional information was collected from key 
service providers that address this population.  Among those interviews these key 
themes emerged: 

• Access to care is difficult even if the child receives public benefits because 
there are few pediatric specialists who will accept Medi-Cal. 

                                                                        

32 Pinson-Perez, H. Health Issues for the Hmong Population in the U.S.: Implications for Health Educators 
International Electronic Journal of Health Education, 2006; 9:122-133 

33 Sheikh, M.Y., Mouanoutoua, M. Wlvick, M.D., Khang, L., Singh, J., Stoltz, S., and P.K. Mills.  Prevalence of 
hepatitis B virus infection among Hmong immigrants in the San Joaquin Valley.  Journal of Community 
Health, 2011, 36, 42-46.  

34 Adler, S. Sudden Unexpected Nocturnal Death Syndrome Among Hmong Immigrants: Examining the role 
of the ‘Nightmare’”.  The Journal of American Folklore. Vol. 104. No. 411 pp 54-71, 1991 
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• Few behavioral health programs and mental health programs exist for children 
and their families making treatment options very limited. 

• The concentrated poverty in communities makes it difficult for families to 
focus on preventative efforts to stay healthy.  The need for housing, food and 
transportation circumvents their ability to continue with on-going or regular 
treatment.  

• The stress of poverty can lead to fractured family systems leaving children with 
instability and uncertainty or cycling in and out of various public systems — 
child welfare, child protective services, health care, etc.   

• The large number of migrant families in the region creates unique needs for 
services that are culturally relevant, easy to navigate, and accessible to the 
uninsured. 

The proportion of children living in poverty, the high rates of hospitalization due to 
asthma and those who are in contact with child welfare services, suggest that significant 
gaps in services exist which undermine the wellbeing of children in our study area.   
 
Unique Conditions—Environment.  The San Joaquin Valley has several conditions 
which foster high levels of air pollution.  The factors that impact the study region 
center on the large concentration of pesticides, diesel fuel exhaust, and dust that is the 
result of farming activities.  Recent research conducted in Fresno suggests that the 
presence of pollution exacerbates asthma in children leading to a greater likelihood of 
hospitalization and more long-term impact to their immune system.  When combined 
with exposure to second hand smoke, the severity of this detrimental impact 
increases35.  The Center for Regional Change at UC Davis identified a total of $6 billion 
in savings if environmental quality standards were met in the San Joaquin Valley largely 
attributed to reduced health care costs, missed work and school absentee days, and 
premature death36.  Community leaders suggest that greater awareness of where 
individuals live and their exposure to pollution, especially for children, must become an 
integral part of assessing and treating asthma.  

Prioritization of Needs 
he Hospital Council’s Community Benefits Work Group reviewed the 
community stakeholder comments, summary of interviews and the status of 
Healthy People 2010 health indicators, as well as the data on the region’s mortality 

and morbidity, and the social determinants of health.  The first step was to rank the 
health indicators using the following criteria: 
 
                                                                        

35 Nadeau, K., McDonald-Hyman, C., North, E., Pratt, B., Hammond, S., Balmes, J., and Tager, I. Ambient 
air pollution impairs regulatory T-cell function in asthma. The Journal of Allergy and Clinical Immunology. 
Volume 126, Issue 4 , Pages 845-852.e10, October 2010 
36 London, Jonathan; Huang, Ganlin; Zagofsky, Tara. Land of Risk/ Land of Opportunity:  
Cumulative Environmental Vulnerability in California’s San Joaquin Valley. Davis, CA: UC Davis  
Center for Regional Change November 2011. 
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Impact:  Which of the leading health indicators, if improved, would make the 
greatest impact on health, quality of life and health disparities? 
 Severity:  Which of the leading indicators is associated with the most severe 
negative health repercussions in the region? 
 Resources:  Which of the leading indicators can be addressed with existing 
resources across the study region? 
 Outcome:  Which of leading indicators, if addressed effectively, that would 
yield the most visible improvement in our mortality and morbidity rates?  
 
The four health indicators viewed as directly linked to the health needs in the region 
are:  access to health care, physical activity, overweight and obesity, and mental health.  
These were combined into three:  access to health care, physical activity and 
overweight/obesity, and mental health.  All three are viewed as disproportionately 
impacting the region served by our facilities. 

RANK Impact Severity Resources Health Outcomes 
1 Access to Care Overweight, Obesity Overweight, Obesity Overweight, Obesity 
2 Overweight, Obesity Access to Care Tobacco Use Access to Care 
3 Physical Activity Physical Activity Immunization Physical Activity 
4 Mental health Mental Health Substance Abuse Mental Health 

Figure 55: A summary of the rankings of the Hospital Council’s Community Benefit Work Group of the key health 
indicators.  

The work group then prioritized the needs that emerged from reviewing data 
related to the social determinants of health, morbidity and mortality data and the 
commentary provided by the focus groups and interviews summarized in this 
report.  The following items were ranked:  
 
1. Poverty 
2. Education 
3. Access to care 
4. Diabetes 
5. Asthma 
6. Mental Health 
7. Infant Mortality 
8. Premature Death 
 
The first two items on this list are the social determinants of health — the 
upstream factors which play a significant role in health and quality of life.  The 
next four are derived from the focus groups outcomes suggesting the key needs as 
access to care, chronic conditions (listed primarily as diabetes, asthma), social 
conditions (listed as poverty, unemployment).The last two in this list were selected 
if the morbidity and mortality data showed that any one of the four counties did 
not meet the benchmarks in our data platform rankings for Healthy People 2020.  
 
Figure 56 below summarizes the priorities identified from this second ranking 
process: 
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RANK Most Impact Severity of 
Consequence 

Resources 
Available Visible Outcome 

1 Poverty Poverty Education Poverty 
2 Access to Care Access to Care Access to Care Access to Care 
3 Education Education Infant Mortality Education 
4 Diabetes Mental Health Diabetes Diabetes 
5 Mental Health Diabetes Asthma Mental Health 
6 Asthma Asthma Poverty Asthma 
7 Premature Death Premature Death Premature Death Infant Mortality 
8 Infant Mortality Infant Mortality Mental Health Premature Death 

Figure 56: Summarizes the rankings of the Hospital Council’s Community Benefit Work Group of the health needs. 

These community needs are further detailed as follows:  
 
Access to Care 
 
The critical need facing our communities is accessing health care services.  This single 
factor is evident in the data when we review the high rate of premature deaths, the 
number of uninsured individuals, the number of children hospitalized for asthma, and 
the number of adults and children living in poverty.  Access to care is a multi-
dimensional issue in our communities that must be addressed with a systemic 
approach.  Access to care is directly linked to:     
 

• improved coordination of care 
• availability of culturally competent care 
• better coordination with area clinics, nonprofits, and federally qualified health 

clinics 
• access to primary care providers 
• appropriate transportation from rural communities 

 
Physical Activity/Overweight/Obesity 
 
Our region is experiencing the same “epidemic” of obesity as is the rest of the nation.  
Unfortunately, the cost of care for obesity is extremely high and is felt more where 
resources are limited. Researchers report that the medical costs associated with obesity 
in 1998 were $78.5 billion and half of that is paid through Medicare or Medicaid/Medi-
Cal.  The cost of care for obese individuals may be as high as $147 billion.  On average, 
Medicare must pay $600 per beneficiary, per year more than normal weight 
beneficiaries.  Across all payers however, obese patients had medical spending that was 
$1,429 greater than spending for normal weight people in 2006. 37  We understand that 
our region’s high rate of diabetes is reflected in high costs of care that is not sustainable 
within our communities.   

Obesity is not only a health concern but also a workforce and productivity factor.  
According to the California Center for Public Health Advocacy, research conducted in 

                                                                        

37 Finkelstein, E., Trogdon, J., Cohen, J., and Deitz, W.  Annual Medical Spending attributable to obesity: 
Payer and Service Specific Estimates.  Health Affairs, July 2009  
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2006 found the combined cost of lost productivity and health care among the 
overweight and obese in the state of California is $21 billion annually38. 
 
To address this need we believe it will be necessary to address physical activity and 
obesity together and that the following are key steps we must explore: 

• link diabetes patients to effective community-based programs where ongoing 
support, education and new healthy behaviors are incorporated into broad 
lifestyle changes;  

• encourage access to nutritious foods in schools, workplaces and our own 
facilities; and 

• promote safe places to walk and exercise in regional plans when opportunities 
arise and encourage exercise and fitness activities among our own facility staff.  

 
We also understand that our efforts to reduce obesity in the region should be 
integrated into the different kinds of initiatives that have already surfaced in our 
communities.  For example, in Fresno County, the Department of Public Health has 
already initiated the Healthy Eating Active Living Blueprint which reflects a 
comprehensive, five-year strategy to reduce obesity and related chronic disease. 
Similarly, one of Fresno’s most active nonprofits, Fresno Metro Ministry, is leading the 
Central California Regional Obesity Prevention Program (CCROPP).  It advocates for 
safe places to play and exercise, healthy food choices, and options for improving 
physical fitness.  Our efforts should link to and build on these efforts rather than to 
duplicate efforts at additional expense.   
 
Mental Health 
 
While it is true that our rate of mental illness is not higher than state averages as 
documented in the Kaiser Permanent CHNA Data Platform (See Figures 27- 28 
above), the community comments we collected suggest this is an area of concern.  The 
estimated number of individuals reporting poor mental health totals 150,000.  Our 
interviews, focus groups and survey results reveal strong concerns about the lack of 
mental health resources throughout the region.  We heard often that the youth in 
particular do not have many options for long-term treatment for a wide range of 
mental illnesses.  Many pointed out that patients are frequently assisted in an 
Emergency Department but there is limited long-term support.  Once a patient is 
released, there is little or no follow-up care which increases the likelihood that they will 
return again to the Emergency Department.  To address this we see an opportunity for:  
 

• increasing coordination of existing resources throughout the four counties 
• improving follow-up care for patients when discharged from emergency 

departments 
• advocating to policy-makers to secure additional resources in the region and 

reducing barriers to existing resources 
                                                                        

38 California Center for Public Health Advocacy (CCPHA) The Economic Costs of Overweight, Obesity and 
Physical Inactivity Among California Adults. Accessed on line: 
http://www.publichealthadvocacy.org/costofobesity.html 
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Poverty 
 
In order to see improvements in health outcomes, the Community Benefits 
Workgroup believes that the high rates of concentrated poverty throughout all four 
counties must be recognized as a social determinant of health.  One third of the 
children in our study and one fourth of all adults in our region live in poverty. 
There is evidence that children with food insecurity are much more likely to be 
categorized as being in ‘poor health’ and more likely to have had a least one 
hospitalization since birth39.  Diabetes is also linked to low socioeconomic status40.  
While hospitals do not set regional economic policy, they can do more to advocate for 
programs and policies that promote economic growth.  Similarly, hospitals can link to 
resources for low income patients to ensure that neither hunger nor the absence of 
nutritious foods is the source of poor health. 

Recommendations  
he health indicators listed above were then translated into recommendations 
designed to address health needs in the region that hospitals can directly 
influence or manage internally.  These are:  

1. Strengthen collaboration among hospitals, other healthcare providers and 
community resources to improve service coordination, access to care and 
preventative health services.    

a. With respect to a specific health needs and priority, identify ways for 
hospitals to collaborate with existing obesity prevention initiatives in the 
region and link patients to these programs and  develop a coordinated and 
culturally sensitive program to serve patients.  

b. Implement more formal and consistent avenues to share “best practices” 
that address key health needs that work within the region so that successful 
community resources and programs can be duplicated, leveraged and 
aligned. 

2. Encourage hospitals to lead by example on employee wellness initiatives for 
weight-loss programs, smoking cessation, exercise and nutrition. 

3. Strengthen and identify new opportunities to develop future healthcare 
workforce assets in the region, from supporting efforts in middle and high 
school to medical residency/medical education initiatives. 

                                                                        

39 Cook, j.: Frank, D., Berkoweitz, C; Black, M.; Casey, P.; Cutts, D.; Meyers, A.  Zaldivar, N., Skalicky, A.; 
Levenson, S., Heeren, T., and M. Nord, Food Insecurity is Associated with Adverse Health Outcomes among Human 
Infants and Toddlers.  The Journal of Nutrition, 2004. 

40 Chaufan, C. Davis, M. and S. Constantino.  “The Twin Epidemics of Poverty and Diabetes: Understanding 
Diabetes Disparities in a Low –Income Latino and Immigrant Neighborhood.  Journal of community Health, 
Vol 36 pp 1032-1043. December 2011.  

T 



 

 54 

A Call to Action 
 

his report is the second time our facilities have crafted a regional approach to 
identifying community health needs and underscores the collective role, impact 
and possibilities that our region’s hospitals have on the health status of our 

communities.  It represents the continuing commitment by hospitals to understand the 
needs of our community, the social and environment conditions our patients face and 
the health care infrastructure available to address those needs.  This effort also reflects 
an ideal starting point for working together in a more coordinated effort with one 
another and with our community partners to address changes facing health care as a 
result of the Affordable Care Act.  The projected increases in the number of patients 
accessing all healthcare providers will require that we accelerate the adoption of best 
practices, attract more primary care providers to our regions, look for more efficiency 
in our work, and place an emphasis on proven prevention programs.    

Each hospital will create a specific internal strategy to address the needs identified in 
this assessment.  Additionally, through this report and the process to create it, we also 
recognize the need to collectively consider the actions we can take together.  All of the 
issues facing our region are well beyond the scope of influence of any single hospital, 
and we know that the power of collaboration is our best chance to effect real change in 
the lives of our Valley residents.  Four important next steps emerged in our dialogue 
about the results in this report.  These are: 

1. We will convene key staff at each hospital to look at the findings in this report 
and identify ways that hospitals can align their community benefits initiatives. 

2. We will convene a larger group of community and non-profit leaders in 
constructive dialogue on what can be done to advance successful programs 
already in place, to design others where needed, and to focus on and measure 
the outcomes of the work on the health of our residents.   

3. We will collaborate with the region’s United Way’s 2-1-1 program to enhance 
our existing centralized resource referral system in the region.  Our medical 
staff, clinics, and regional nonprofits will benefit from understanding how this 
system works and how best to refer patients there to access existing resources 
and support.  

4. We will support the work of the California Partnership for the San Joaquin Valley, 
colleges and universities and workforce agencies to ensure a strong and robust 
health professional education program throughout the region. 

Promising Practices from the Field 
he difficult work of mobilizing health care resources to address the conditions 
outlined in this report and the related health outcomes requires a shift in 
operational strategies and new thinking about how to address population 

health.  The Institute for Healthcare Improvement has introduced a framework to 

T 
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optimize the performance of health care systems that is referred to as “Triple Aim 
Initiatives”.  These initiatives link together three broad goals believed to promote the 
most comprehensive change:  

• CARE: Improving the patient experience of care (quality and satisfaction) 
• HEALTH: Improving the health of populations 
• COST: Reducing the per-capita costs of health care 

 
Triple Aim Initiatives promote healthy communities through systematic identification 
of problems and solutions upstream in the healthcare system in order to reduce the 
number of patients that rely upon acute health care services.  They begin with a process 
for defining quality care from the perspective of individuals and families served in the 
health care system.  These initiatives also require clear metrics to track targeted 
outcomes.  The diagram below summarizes how organizations can use the Triple Aim 
approach to improve health care.  We offer this as a starting point for new thinking 
reflected in the three brief innovative programs offered in this section.  It is our hope 
that this will inspire further dialogue within our communities to reduce the cost of care 
and improve population health outcomes through improved coordination of care.    
  

  
Upstream Health Interventions to Reduce Cost of Care 
 
There is growing evidence that social determinants of health -- upstream factors in the 
physical and social environment -- must become part of the nation’s public health 
agenda in order to reduce new incidences of preventable disease.  Health care systems 
in the US have largely focused on treating disease — using downstream interventions 
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to address disease.  The World Health Organization Commission on Social 
Determinants of Health noted:  

“[The] inequities in health, avoidable health inequalities, 
arise because of the circumstances in which people grow, 
live, work, and age, and the systems put in place to deal 
with illness.”41  

This focus on social determinants of health coupled with growing interest in social 
impact investing has created a unique strategy for developing upstream interventions. 
With the support of The California Endowment, a first of its kind social impact 
bond will be piloted to reduce asthma related hospitalizations in Fresno42.   

In partnership with Clinica Sierra Vista, asthma patients without an asthma 
management plan will be identified and invited to participate in the program.  
Community health workers will visit patients in their homes to provide health 
education and perform environmental changes to their homes.  These changes include 
providing pillow cases and mattress covers to reduce allergens, arranging for thorough 
cleaning of floors, carpets and walls or removing mold or dirty carpets that can 
improve the quality of indoor air.  It is estimated that the intervention costs involve an 
investment of $2,500 and may yield an average savings of $15,000 in hospital costs per 
person.  The Health Impact Bond will be established by private investors under the 
direction of Social Finance-USA—whose parent organization in Britain was the first to 
issue a social impact bond addressing recidivism.  The savings gained by reducing 
health care costs will be used by the financial stakeholders to pay the investors and 
contribute some of those savings to continue the program.  These financial 
stakeholders include self-insured employers, insurance firms, and potentially high-net-
worth individuals who are eager to make investments with a social benefit.  This is one 
example of financing interventions that may be directed at the upstream social 
determinants of health.  

Chronic Disease Management Among Key Populations 
 
The most frequently raised concern in the course of interviewing public health officials 
for this report was the incidence and prevalence of diabetes in all four counties.  It also 
surfaced in the overwhelming majority of focus group discussions.  Our region is not 
alone in facing this chronic condition.  The most common chronic diseases in the 
nation are heart disease, cancer, stroke, chronic obstructive pulmonary disease (COPD) 
and diabetes.  The CDC reports that between 1995 and 2000 the prevalence of 
diabetes increased by 50% in 42 states and that diabetes increased by 100% in 18 
states.43  Unfortunately, diabetes is not experienced the same across all socioeconomic 
groups and factors such as health literacy, regular exercise routines, nutritious meals, 
                                                                        

41 Closing the Gap in a Generation: Health Equity Through Action on the Social Determinants of Health: 
Final Report of the Commission on Social Determinants of Health.  World Health Organization, 2008 

42 Hernandez, M., Brush, R. and L. Syme A Market for Health: Shifting the Paradigm for Investing in Health, 
2011. 
43 Centers for Disease Control Morbidity and Mortality Weekly Report, November 17, 2012. 
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and access to health care influence the extent to which patients achieve successful self-
management of the disease. 

The National Institute of Diabetes and Digestive and Kidney Diseases, part of the 
National Institutes of Health, funded research at Wake Forest University School of 
Medicine to create Healthy Living Partnerships to Prevent Diabetes (HELP PD).  Its 
central focus was to bring the Prevent Diabetes Program to community settings 
where patients would receive lifestyle coaching and nutritional information in a 
group setting with guidance from trained community health workers44.  This work 
was a specific effort to take a program out of a clinical setting and into local 
communities.  It relies upon the use of registered dieticians training community 
health workers to work with patients in community settings.  It also relies upon the 
use of extensive educational material and holding regular group meetings.  Early 
findings of this community-based program show impressive results improving the lives 
of adults with diabetes.45  

A related program is available from the National Diabetes Prevention Center which 
has a Diabetes Training and Technical Assistance Center at Emory University’s School 
of Public Health. With support from the Centers for Disease Control’s Division of 
Translational Diabetes Research, training materials for interventions with multi-ethnic 
populations also focus on community-based interventions that are convenient to 
patients and available in multiple languages.     

Both programs emphasize group-based lifestyle interventions to encourage participants 
to make effective lifestyle changes using a community-based setting for on-going 
coaching and support in order to reduce their risk of developing type 2 diabetes.46   

Integrated and Coordinated Care to Improve Quality of Care 
 
Throughout the focus groups and interviews conducted for this assessment another 
common issue discussed was the challenge of coordinating care among facilities, 
primary physicians and specialists in the region.  Even when a patient receives both 
Medicare and Medi-Cal benefits, getting the care they need may take effort to 
determine where to go for care and what exactly their co-payment will be.  This is not 
solely the experience of residents in our study area.  The inefficiencies and fragmented 
network of care have been well documented and several policy initiatives are in play to 
address this concern.  In July 2012, the passage of California SB 1008 and SB 1038 

                                                                        
44 Katula, J. Vitolins, M., Rosenberger, M. Blackwell, C. Espeland, M., Lawlor, M., Rejeski, W. and Goff, D. 
Healthy Living Partnerships to Prevent Diabetes (HELP PD): Design and Methods.  Contemporary Clinical 
Trials, 2010 January 31(1) 71 

45 Katula, J. Viotolins, M., Rosenberg, E., Blackwell, C., Morgan, T., Lawlor, M., and Goff, D.  One-Year 
Results of A Community-Based Translation of the Diabetes Prevention Program: Healthy-Living Partnerships 
to Prevent Diabetes (HELP PD) Project. Diabetes Care, Volume 34, July 2011 pp 1451-1457. 

46 See http://www.dttac.org/diabetesprevention/index1.html and 
http://www.cdc.gov/diabetes/prevention/recognition/curriculum.htm and 
https://www.healthylivingpartnership.org/public/index.cfm  
 

http://www.dttac.org/diabetesprevention/index1.html
http://www.cdc.gov/diabetes/prevention/recognition/curriculum.htm
https://www.healthylivingpartnership.org/public/index.cfm
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launched the first demonstration project of the Coordinated Care Initiative47 in 8 
counties.  

The American Academy of Pediatrics introduced the concept of a Medical Home in 
1967 to emphasize the need for a central location for a child’s health records.  In 2002, 
the academy issued a new statement referring to a medical home as: 

primary care that emphasizes timely access to medical services, enhanced 
communication between patients and their health care team, coordination and 
continuity of care and an intensive focus on quality and safety.   

The medical home is intended for all populations.  The Health Home, a Medicaid 
option created by the Affordable Care Act of 2010, focuses on serving the needs of 
patients with chronic conditions and has a strong focus on behavioral health.  Each of 
these policy directives reinforces the critical need for more coordination and patient 
support to ensure that they navigate the health care system effectively and that they 
follow through on their treatment plans.   

While these initiatives came about through coordinated initiatives and legislative action, 
Health Leads is a non-profit based in Boston that has designed a volunteer based 
support system to address similar concerns.  It has aligned itself with hospitals and 
brought roughly 1,000 volunteer college students to augment what social workers and 
case managers may simply not be able to do given the demands on their time.  Health 
Leads expands the definition of health care to “include connections to basic 
resources like food and housing; broadening the health care place by using 
hospital waiting rooms to make resource connections; and broadening the 
health care provider, by integrating college volunteers into the health care 
team.” 48  In 2011, Health Leads connected 9,000 low income patients to the resources 
they needed — housing, food, heat, or transportation for care — with at least 50% 
solving at least one critical need within 90 days of receiving a “prescription” by a health 
care provider for Health Leads.  The impact of both improved follow-up care and 
linking patients to existing resources has been widely applauded and Health Lead’s 
founder, Rebecca Onie, recently received the Robert Wood Johnson Foundation 
Young Leader Award: Leadership for a Healthier America.49   

Health Care Reform Impacts in the Region 
The nation’s health care system faces significant change in the next two years as the 
Affordable Care Act is fully implemented.  Approximately 1.4 million Californians 
will be newly eligible for Medi-Cal which will serve between 750,000 to 910,000 
residents by 2019.  Currently, 2.5 million Californians are already eligible for Medi-Cal 

                                                                        
47 http://www.calduals.org/ and http://www.dhcs.ca.gov/Pages/DualsDemonstration.aspx 
48 Onie, R. Farmer, P., and Behforouz, H.  Realigning Health with Care.  Stanford Social Innovation Review, 
Summer, 2012.  
49 Robert Wood Johns Foundation Announces Young Leader Award Winners, October 10, 2012  

http://www.calduals.org/
http://www.dhcs.ca.gov/Pages/DualsDemonstration.aspx
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but are not enrolled.  Of these, it is estimated that 240,000 to 510,000 are expected to 
enroll in Medi-Cal by 201950.   

In our study region, Figure 35 above indicates that the total number of uninsured in 
the four counties is 331,251.  These people will eventually seek service inside a system 
that is already struggling to respond to the needs of existing patients.  As the 
Affordable Care Act is implemented in California, the state has begun to offer a Low-
Income Health Program to address the needs of this population and transition 
them to Medi-Cal by 2014.  This program has been adopted in 51 of 58 counties.  
Fresno and Tulare Counties have not implemented this program to date.  

Research suggests that when individuals enroll in Medi-Cal there is an increased use of 
preventative care services.  These services are largely the focus of primary care 
physicians and physician assistants who ensure that patients are provided screenings for 
cervical cancer, heart disease, diabetes and hypertension.  The national rate of 
physicians per 1,000 residents is 118.20.  The counties in our study have lower 
ratios ranging from 61 per 1,000 in Madera to 105 per 1,000 in Fresno.   

The large number of new entrants into the region’s health care system, coupled with 
reduced numbers of health care professionals requires that the region identify more 
avenues for better coordination of care, more attention to preventative health initiatives 
and concerted efforts to attract primary care physicians.   

                                                                        

50 Lucia, L. Jacobs, K., Watson, G. Deitz, M. and D. Roby.  “Medi-Cal Expansion under the Affordable Care 
Act: Significant Increase in Coverage with Minimal Cost to the State.   UCLA Center for Health Policy 
Research, 2013. 
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Appendix A: Interviews Conducted  
Facility Executives 

• Kris Aubry, Director, Inpatient Services and the Neonatal Intensive Care Unit, 
Children’s Hospital Central California 

• Ashley Ave, Supervisor, Patient Care Education, Children’s Hospital Central California 
• Jack Chubb, CEO, Community Regional Medical Center 
• Jeff Collins, CEO, Kaiser Permanente Fresno Region 
• Danny Davis, Executive Director, Acute Care and Patient Care Support, Children’s 

Hospital Central California 
• Wayne Ferch, CEO, Adventist Health Central Valley Network 
• Carlos Flores, Trauma Coordinator, Children’s Hospital Central California 
• John Fry, CEO, Madera Community Hospital 
• Leanne Kozub, Child Advocacy Coordinator, Children’s Hospital Central California 
• Wanda Holderman, RN, CEO, Fresno Heart & Surgical Hospital 
• Nancy Hollingsworth, RN, MSN, President and CEO, Saint Agnes Medical Center 
• Chris Long, Executive Director, Communications and Marketing Children’s Hospital 

Central California 
• Lindsay Mann, CEO, Kaweah Delta Health Care District 
• Joe Stewart, CEO, Sierra View District Hospital  
• Denise Vertmeltfoort, Director, Patient Care Support, Children’s Hospital Central 

California 
• Jane Willson, Vice President, Corporate Development, Children’s Hospital Central 

California  
• Anthony Yamamoto, Director of Social Services, Children’s Hospital Central 

California 
 

County Public Health Directors 

Ed Moreno, MD, Fresno County Public Health Director 
Karen Haught, MD, Tulare County Public Health Officer 
Van Do Reynoso, MPH, Madera County Public Health Director 
Keith Winter, MPH, Kings County Public Health Director  
 
 
Health Advocates and Researchers 
 
Chinayera Black-Hardaman, MPA Executive Director, First5 Madera County 
John Capitman, PhD, Executive Director, Central Valley Health Policy Institute 
Kevin Hall, Executive Director, Central California Air Quality Coalition 
Steve Schilling, CEO, Clinica Sierra Vista 
Zoua Vang, Communications Director, First 5 Fresno County 
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Appendix B: Suggested Readings and Resources 
 
Hospital Websites 
 
Adventist Health Central Valley Network http://www.adventisthealthcv.com/ 
Children’s Hospital Central California http://www.childrenscentralcal.org/ 
Community Medical Centers  http://www.communitymedical.org/ 
Kaiser Permanente-Fresno   https://healthy.kaiserpermanente.org 
Kaweah Delta Health Care District  http://www.kaweahdelta.org/default.aspx  
Madera Community Hospital  http://www.maderahospital.org/  
Saint Agnes Medical Center  http://www.samc.com/ 
Sierra View Hospital   http://www.sierra-view.com/ 
Tulare Regional Hospital   http://www.tulareregional.org/ 
 
Readings-Books 
Bisognano, M. and Kenney, C.  Pursuing Triple Aim: Seven Innovators Show the Way to Better Care, Better Health, 
and Lower Costs. San Francisco: Jossey-Bass Publishers; 2012 

Readings-Manuscripts 
Health Care’s Blind Side: The Overlooked Connection Between Social Needs and Good Health Published by the 
Robert Wood Johnson Foundation, December 2011. Available At: 
http://www.rwjf.org/content/rwjf/en/about-rwjf/newsroom/newsroom-content/2011/12/health-
cares-blind-side-unmet-social-needs-leading-to-worse-heal.html  
 
London, J., Huang, G. and Zagowfsky, T.  Land of Risk, Land of Opportunity:  Cumulative 
Environmental Vulnerabilities in California’s San Joaquin Valley. UC Davis Center for Regional Change, 
November, 2011.  Available at: http://sjvchip.org/images/stories/ucd_report_final.pdf 
 
Lucia, L. Medi-Cal Expansion under the Affordable Care Act:  Significant Increase in Coverage with Minimal Cost to the 
State.  Published by the UCLA Center For Health Policy Research. January 2013. Available at:  
http://laborcenter.berkeley.edu/healthcare/medi-cal_expansion13.pdf 
 
Mateo, Julio.  Providing Health Care to Limited English Proficient Patients: A Manual of Promising Practices.  
Published by The California Primary Care Association.  2001 Available at: 
http://www.hhs.gov/ocr/civilrights/resources/specialtopics/lep/providinghealthcaretoleppdf.pdf 
 
 
Useful Websites-Health Care Reform 
http://www.chcf.org/publications/2010/05/the-affordable-care-act-in-california California Health Care 
Foundation  
www.health-access.org  Health Access Consumer Advocacy Coalition 
 
Useful Websites—Cultural Competencies  
http://hcin.org  Health Care Interpreter Network 
 
Useful Websites-Innovation in Health Care 
www.rippelfoundation.org/rethink-health  Re-Think Health at the Fannie E. Rippel Foundation 
www.ihi.org  Institute for Healthcare Improvement 
 
Useful Websites-Key Learning on Population Health 
http://www.rwjf.org/en/about-rwjf/program-areas/childhood-obesity.html  Robert Wood Johnson 
Foundation Childhood Obesity Program Area 
www.searchfordiabetes.org  Wake Forest University School of Medicine SEARCH for Diabetes in Youth 

http://www.adventisthealthcv.com/
http://www.childrenscentralcal.org/
http://www.communitymedical.org/
https://healthy.kaiserpermanente.org/
http://www.kaweahdelta.org/default.aspx
http://www.maderahospital.org/
http://www.samc.com/
http://www.sierra-view.com/
http://www.tulareregional.org/
http://www.rwjf.org/content/rwjf/en/about-rwjf/newsroom/newsroom-content/2011/12/health-cares-blind-side-unmet-social-needs-leading-to-worse-heal.html
http://www.rwjf.org/content/rwjf/en/about-rwjf/newsroom/newsroom-content/2011/12/health-cares-blind-side-unmet-social-needs-leading-to-worse-heal.html
http://sjvchip.org/images/stories/ucd_report_final.pdf
http://laborcenter.berkeley.edu/healthcare/medi-cal_expansion13.pdf
http://www.hhs.gov/ocr/civilrights/resources/specialtopics/lep/providinghealthcaretoleppdf.pdf
http://www.chcf.org/publications/2010/05/the-affordable-care-act-in-california
http://www.health-access.org/
http://hcin.org/
http://www.rippelfoundation.org/rethink-health
http://www.ihi.org/
http://www.rwjf.org/en/about-rwjf/program-areas/childhood-obesity.html
http://www.searchfordiabetes.org/
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www.childrenwithdiabetes.com  Family Support Network Online Community for Kids Families and 
Adults with Diabetes 

Useful Websites-Foundation Support 
http://www.chcf.org  California HealthCare Foundation 
http://www.kff.org  Kaiser Family Foundation 
http://www.calendow.org  California Endowment 
 
Sources of Data: 
http://cssr.berkeley.edu/ucb_childwelfare/RefRates.aspx  Child Welfare Dynamic Report System 
www.chna.org  Community Health Needs Assessment 
http://cni.chw-interactive.org/  Community Need Index 
www.countyhealthrankings.org  County Health Rankings & Roadmaps 
www.chna.org/kp  Kaiser Permanente Data Platform 
 

 

http://www.childrenwithdiabetes.com/
http://www.chcf.org/
http://www.kff.org/
http://www.calendow.org/
http://cssr.berkeley.edu/ucb_childwelfare/RefRates.aspx
http://www.chna.org/
http://cni.chw-interactive.org/
http://www.countyhealthrankings.org/
http://www.chna.org/kp
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Appendix C: Qualifications of Consultants  
Maria G. Hernandez, PhD.   

Maria received her doctoral degree in community psychology from the University of Texas at Austin.  She 
brings to this effort a wide range of prior experience facilitating strategic planning, community 
engagement and outreach efforts, and stakeholder analysis for public agencies, elected officials, 
foundations and nonprofits.  She has managed teams of consultants working on public outreach efforts 
for the Foundation Board of Directors at Sutter Health’s St. Luke’s Hospital in San Francisco, CA and 
also provided technical assistance to produce the community benefits report for St. Luke’s Hospital. She 
has also provided cultural awareness training for wide range of nonprofits that serve diverse communities.  

She is both a Danforth Fellow and American Psychological Association Minority Fellow with university 
teaching experience at the UC Berkeley School of Public Policy Woodrow Wilson Institute in Policy 
Studies and Saint Mary’s College.  She is a current advisor with Health Research for Action at the UC 
Berkley School of Public Health where she has collaborated with researchers on the use of social impact 
investing to address chronic health conditions.  With support from The California Endowment, she 
recently co-authored a white paper on the first effort to use a social impact bond in Fresno, CA targeting 
asthma patients using home-based interventions paid by private investors. 

Maria has consulted in both public and corporate settings in the U.S. and Mexico where her professional 
facilitation, research and project management skills can address complex strategic initiatives that involve 
operational effectiveness, talent optimization and client or consumer relations.  Maria is bi-cultural and 
fluent in both Spanish and English.  

Chuck McPherson 

With over 20 years of global business and management experience, Chuck brings an extensive portfolio 
of expertise in human capital and organizational development results. He has led large and small teams 
through organizational effectiveness, change management, strategic planning, and professional 
development initiatives. His consulting focus includes leading businesses with traditional teams through 
non-traditional planning processes and supports clients in the fields of Organization Development and 
Human Resources. 
 
In 2003, Chuck left Hewlett Packard to launch IMSIConsulting and IMSITrackMeet™, a management 
consulting firm based in Santa Rosa, CA. IMSIConsulting focused on business management consulting 
and collaborative technologies. In 2009, Chuck merged IMSIConsulting and IMSITrackMeet™ into Leap 
Solutions Group, LLC formalizing a business partnership that began through a collaborative consulting 
agreement with Leap in 2004. Today IMSITrackMeet™ is still used extensively within the consulting of 
Leap Solutions Group to gather and sort data with small and large populations across many industries.  
 
Chuck has extensive experience within the health care industry including acquisition assessment, 
coaching, investigations, human resources and organization development. Most recently, he has worked 
with Johns Hopkins University, Adventist Health Physicians Network, Adventist Health Physicians 
Services, Physicians Network Medical Group, Sonoma County Department of Health Services and the 
Hospital Council of Northern and Central California.     
 
Chuck was born in Mountain View, CA and received his BA from Williamstown University. He has been 
published and quoted in numerous magazines, newspapers, books and studies for his work with 
collaboration technologies and human resource development, including The Wall Street Journal, Boston 
Globe, Sun Sentinel, New York Times, Top Consultant and Training Magazine.  

Scott Ormerod, MBA 

As a partner of Leap Solutions Group LLC, a business management consulting firm located in Santa 
Rosa, CA, Scott Ormerod brings over 28 years organizational development, management and human 
resources experience to the consulting practice.  Scott inspires creative, innovative solutions for his clients 
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as a way to develop and enhance teams that are focused upon organizational values, vision and mission. 
His expertise includes assisting organizations with the development of their organizational and human 
assets in a way that incorporates individualism, diversity and growth. Scott is known for his organized and 
systematic approach to complex problem solving with executable implementation plans.  

Scott has a diverse background in the areas of human resources, organization development, facilities 
management, risk management, administration and finance. Combining this background with his 
nonprofit industry experience allows him to bring distinctive and diverse solutions to consulting 
engagements.  

Scott has extensive experience in the health care industry focusing on human resources, coaching, 
administration, organizational development and acquisitions.  Most recently, he has worked with Hospital 
Association of Southern California, Hospital Council of Northern and Central California, White 
Memorial Medical Center, Adventist Health and Adventist Health Physicians Network, Physicians 
Network Medical Group, Sonoma County Department of Health Services, Healthcare Foundation of 
Northern Sonoma County, North Sonoma County Healthcare District. 

Prior to launching Leap Solutions in 1998, Scott worked in the higher education field as a director of 
human resources. His experience also includes work as a CFO for a private boarding school and 
Administrative Manager for a private, liberal arts college. In addition to life-long learning for himself, 
Scott teaches human resources and management courses as an adjunct faculty member for Pacific Union 
College and University of San Francisco. 

One of Scott’s passions is volunteering in the community with organizations such as the Greater Bay 
Area Make-A-Wish Foundation, Make-A-Wish Foundation of America, the Children’s Village of Sonoma 
County and the County of Sonoma Workforce Investment Board. Scott serves on the Make-A-Wish 
Foundation of America Resource Development and Branding Committee and is a former member of its 
national board. He also serves as a board member for The Children’s Village, the Santa Rosa Convention 
and Visitor’s Bureau, the County of Sonoma Workforce Investment Board and Tomorrow’s Leaders 
Today, a leadership program for high school juniors in Santa Rosa.  

On May 16, 2001, Scott was one of 50 individuals from throughout the world honored by His Holiness 
the Dalai Lama for his nonprofit service particularly with the Make-A-Wish Foundation. A native 
Californian, Scott received his MBA in management at Golden Gate University in San Francisco. 
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