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I.

ABOUT STANFORD HEALTH CARE

ABOUT STANFORD HEALTH CARE
Stanford Health Care (SHC) seeks to heal humanity through science and compassion, one patient
at a time, through its commitment to care, educate, and discover. Stanford Health Care delivers
clinical innovation across its inpatient services, specialty health centers, physician offices, virtual
care offerings, and health plan programs.
Stanford Health Care is part of Stanford Medicine, a leading academic health system that includes
the Stanford University School of Medicine, Stanford Health Care, and Stanford Children’s Health,
with Lucile Packard Children’s Hospital. Stanford Medicine is renowned for breakthroughs in
treating cancer, heart disease, brain disorders, and surgical and medical conditions.

II.

STANFORD HEALTH CARE’S SERVICE AREA
SHC draws patients from throughout California, across the country, and internationally. However,
the majority of SHC’s patients (nearly 65%) are residents of San Mateo or Santa Clara Counties.
Therefore, for the purposes of its community benefit program, SHC has identified these two
counties as its target community.
Located in the San Francisco Bay Area, both San Mateo and Santa Clara Counties include a mix of
urban and suburban industrial, small business, and residential use. San Mateo County also
includes a coastal area with significant agricultural, fishing, small business, and tourism land use.
According to the U.S. Census, the estimated 2014 population across both of these counties was
over 2.5 million.ii The service area is very ethnically diverse; about four in ten residents are of an
ethnicity other than white, including sizeable Asian and Latino populations. In both counties,
more than a third of residents are foreign-born.
The median income in Santa Clara County in 2014 was $93,854—the highest in California—and
San Mateo was not far behind at $91,421. However, in that same year, one in ten Santa Clara
County children and 14% of adults were living below the Federal Poverty Level (FPL). iii In addition,
more Hispanic/Latino and Black/African-American Santa Clara County children were living in
poverty compared to children of other racial/ethnic groups and the county overall.

ii

2014 da ta in this section are based on U.S. Census Bureau five -year estimates from the American Community Survey.
Thi s dataset is the most reliable dataset available as of August 2016. .
iii In 2014, the na tional FPL for a family of four was $23,850.
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The cost of living in this area is high. A single parent with two childreniv must earn over $90,000
annually to meet the family’s basic needs, the equivalent of four full -time Santa Clara County
minimum-wage jobs.
An additional point of concern is that the older population is increasing in this area. Currently,
16% of the population of Santa Clara County and 20% of San Mateo County are older adults (aged
65 years or older). These percentages are expected to rise to 23% and 31% respectively by the
year 2050.

III.

PURPOSE OF IMPLEMENTATION STRATEGY
This Implementation Strategy Report (IS Report) describes Stanford Health Care’s planned
response to the needs identified through the 2016 CHNA process. It fulfills Section 1.501(r)–3 of
the IRS regulations governing nonprofit hospitals. Subsection (c) pertains to implementation
strategy specifically, and its requirements include a description of the health needs that the
hospital will address and a description of the health needs that the hospital will not address. Per
these requirements, the following descriptions of the actions (strategies) Stanford Health Care
intends to take include the anticipated impact of the strategies, the resources the hospital facility
plans to commit to address the health needs, and any planned collaboration between the hospital
facility and other facilities or organizations in addressing the health needs.
For information about Stanford Health Care’s 2016 CHNA process and for a copy of the 2016
CHNA report, please visit https://stanfordhealthcare.org/about-us/community-partnerships.html.

IV.

LIST OF COMMUNITY HEALTH NEEDS IDENTIFIED IN THE 2016 CHNA
The 2016 CHNA assessed community health needs by gathering input from persons representing
the broad interests of the community. SHC’s consultants used this primary qualitative input to
determine the community’s priorities. In addition, quantitative (statistical) data were analyzed to
identify poor health outcomes, health disparities, and health trends. The consultants compiled
the statistical data and provided comparisons against Healthy People 2020 (HP2020) benchmarksv
or, if such benchmarks were not available, statewide averages and rates.
In order to be considered a health need for the purposes of the 2016 CHNA, the need had to be
supported by community input and/or by data from at least two secondary sources, and at least
one indicator had to miss a benchmark (HP2020 or state average). A total of 21 health needs were
iv

One i nfant a nd one preschool-aged child.

v

Hea lthy People (www.healthypeople.gov) i s an endeavor of the U.S. Department of Health and Human Servi ces, which
ha s provided 10-year national objectives for improving the health of Americans based on s cientific data for 30 yea rs.
Hea lthy People sets objectives or ta rgets for i mprovement for the nation. The most recent objectives a re for the year
2020 (HP2020), a nd they were updated in 2012 to reflect the most accurate population data available.
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WHO WAS INVOLVED

IN THE IMPLEMENTATION

STRATEGY (IS)

identified in the 2016 CHNA. The health need prioritization and selection process is described in
Section VI of this report.

Table 1. 2016 Community Health Needs List by Prioritization Category
SHC PRIORITIZED
YES
(met all five
prioritization
criteria) vi

NO (did not meet all
five prioritization
criteria)

V.

CHNA IDENTIFIED HEALTH NEEDS
Behavioral Health
Cancer
Diabetes/Obesity
Health Care Access & Delivery
Infectious Diseases
Alzheimer's Disease & Dementia
Arthritis
Birth Outcomes
Cerebrovascular Diseases
Climate Change
Diet/Fitness/Nutrition
Economic Security
Housing & Homelessness
Learning Disabilities
Oral/Dental Health
Respiratory Conditions
Sexual Health
Tobacco Use
Transportation & Traffic
Unintentional Injuries
Violence & Abuse

WHO WAS INVOLVED IN THE IMPLEMENTATION STRATEGY (IS) DEVELOPMENT
The SHC Community Partnership Program Steering Committee (CPPSC) selected the health needs to
address. Actionable Insights, LLC provided guidance and expertise for this process and conducted
research on evidence-based and promising practices for each selected health strategy. Actionable
Insights is a consulting firm whose principals have experience conducting Community Health

vi

The prioritization criteria may be found in Section VI of this report.
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Needs Assessments and providing expertise on implementation strategy development and IRS
reporting for hospitals.

VI.

HEALTH NEEDS THAT STANFORD HEALTH CARE PLANS TO ADDRESS
A. Process and Criteria Used to Select Health Needs
In February 2016, the CPPSC met to review the information collected for the 2016 CHNA. The
purpose of the meeting was to prioritize the identified significant health needs and then select
the needs SHC would address, which would form the basis for SHC’s FY2017-2019 community
benefit plan and implementation strategies.
The CCPSC prioritized the 21 health needs documented in the 2016 CHNA by applying the
following five criteria:



The need cuts across both San Mateo and Santa Clara Counties (impacts SHC’s target
community).






Community input identified the health need as a priority.
SHC has the required expertise and resources to make an impact on this need.
The need affects a large number of individuals (magnitude/scale).
Health disparities or inequities exist regarding this need.

The CPPSC came to consensus on addressing the five health needs that met all of the criteria.
While not rising to the threshold of significant health needs as documented in the 2016 CHNA,
two additional needs (community emergency response and older adult health) were added based
on SHC’s knowledge of the community it serves. These needs are further described in the next
section.

B. Descriptions of Health Needs that Stanford Health Care Plans to Address
Behavioral Health
This health need includes mental health, well-being (such as stress, depression, and anxiety), and
substance abuse.
In San Mateo County (SMC), there was a rise between 1998 and 2013 in the percentage of selfreported mental and emotional problems. Suicide was the tenth leading cause of death in SMC in
2013. There is also a higher percentage of students in middle school and high school with
depressive symptoms compared to their counterparts in the state as a whole. Countywide,
depression is more common among Latinos, low-income residents, and those with a high school
diploma or less. There are also disparities among surveyed adults who reported feeling worried,
tense, or anxious, with Black, Latino, and low-income residents reporting these feelings most
often. Finally, among surveyed county adults, difficulty with feeling satisfied with one’s life and
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with relationships to family members has been getting worse over time. With regard to alcohol
and substance use, the level of binge drinking among young adult males in SMC rose between
1998 and 2013, and excessive alcohol consumption among all adults is higher in SMC than in the
state. The community reported there is a limited supply of mental health care providers and
substance abuse treatment options in SMC as well as inadequate insurance coverage for these
behavioral health benefits among those who are insured. Participants in SMC expressed concerns
about behavioral health for populations of all ages, from teens to adults and older adults. The
SMC community identified a variety of factors that cause stress and thus have a negative impact
on well-being, including lack of affordable housing, inadequate green spaces, commuting long
distances, experiencing food insecurity, being unemployed/under-employed or having multiple
jobs, living in an unsafe neighborhood, facing family conflict up to and including domestic
violence, having undocumented status, experiencing economic disparities, and being the subject
of racism, sexism, or gender inequality. The community also indicated that the level of stigma
associated with behavioral health issues may make it harder for individuals with such issues to
seek and obtain help, and that these individuals experience frequent discrimination in their
communities and in health care settings.
In Santa Clara County (SCC), the community prioritized behavioral health as a top need. Many
adults in the county reported having poor mental health, especially those who are LGBTQI. The
community discussed the stigma that persists for those who experience mental illness. They also
expressed concern about older adults, LGBTQI residents, and those of particular ethnic cultures
where stigma is worse. Community feedback indicated that there is a lack of health insurance
benefits for those who do not have formal diagnoses and insufficient services for those who do.
Providers of behavioral health services cited poor access to such services when funding does not
address the co-occurring conditions of addiction and mental illness. The community expressed
concern about the documented high rates of youth marijuana use and rising youth
methamphetamine use. While the magnitude of binge drinking among adults and youth is low, it
is a contributor to liver disease/cirrhosis, the ninth leading cause of death in the county.

Cancer
In San Mateo County (SMC), cancer was the second leading cause of death in 2013. Cancer
mortality rates are higher among Black and Pacific Islander SMC residents than HP2020 objective.
The incidence rate of colorectal cancer and mortality rate of female breast cancer are both higher
in SMC than HP2020 targets. Cervical, colorectal, lung, and prostate cancer disproportionately
affect Black residents of SMC. Cervical cancer also disproportionately affects SMC’s Latino
residents. The health need is likely impacted by health behaviors such as rates of adult smoking
that surpass the HP2020 target among various county populations, including men and low-income
individuals. Alcohol consumption is also associated with higher risk of certain cancers, and the
rates of binge drinking among adults is higher in SMC than in the state. Participants reported
particular concern about smoking as a cause of cancer.
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Cancer is the top leading cause of death in Santa Clara County (SCC). Data show that incidence
rates of prostate and colorectal cancer are higher than HP2020 targets. Breast and cervical cancer
both disproportionately affect White residents, lung cancer disproportionately affects Black
residents, and a high proportion of Vietnamese residents have liver cancer. Black residents have
higher overall cancer mortality rates compared with other racial/ethnic groups. Hepatitis B, a
driver of liver cancer, is higher in SCC compared to the state. Asian and Pacific Islander residents
are more likely to have hepatitis B than other racial/ethnic groups and are therefore at higher risk
of liver cancer. In addition, public health experts have expressed concern about youth tobacco
use, as smoking has also been shown to have an impact on various types of cancer.

Diabetes/Obesity
In San Mateo County (SMC), there was a rise between 1998 and 2013 in the percentage of selfreported diabetics. The overall adult diabetes rate in SMC, based on self -report, is higher than the
HP2020 target, with Black and low-income residents disproportionately reporting being diabetic.
Diabetes was the eighth leading cause of death in SMC in 2013. With regard to obesity, there are
slightly higher rates of overweight and obese 2- to 4-year-olds countywide, and slightly higher
rates of overweight youth in fifth, seventh, and ninth grades in the northern part of SMC,
compared to state averages. There are disproportionalities among youth in SMC, with Black and
Latino youth more likely to be obese or overweight and to be physically inactive than youth
overall. Rates of diabetes management are slightly lower in SMC than in the state. There was a
substantial drop over time in the percentage of SMC adults who exhibit a set of healthy behaviors
(do not smoke, are not overweight, exercise adequately, and eat adequate fruits and vegetables).
Adult and child fruit and vegetable consumption in the county is not much better than the state
average, with disproportionate percentages of low-income, Black, and Latino county adults
reporting fair or poor access to affordable fresh produce. Fitness among county adults improved
between 2001 and 2013 but is still far from optimal. Smaller percentages of county seventh
graders met the fitness standards than in prior years, with Latino, Black, and American Indian
students disproportionately not meeting the standards. Few children walk or bike to school on a
regular basis in the county. Community concerns included the relative availability of fast food
restaurants compared to healthy/fresh foods, the cost of healthy food, inadequate access to
grocery stores in low-income neighborhoods, not enough nutrition education, and neighborhoods
with few safe places to play. With respect to diabetes specifically, the community expressed
concern about the complications that can result from diabetes, the magnitude of the pro blem
(more people living with and dying from chronic conditions such as diabetes than from acute
conditions), and the relative lack of doctors and caregivers available to treat chronic diseases such
as diabetes.
In Santa Clara County (SCC), the proportion of obese children younger than six is higher than the
state and HP2020 targets. SCC’s Latino and Black adolescents are more likely to be overweight
and obese, and these rates fail Healthy People 2020 targets. While overall adult obesity is not
worse in the county than in the state, Latino and Black adult obesity rates fail HP2020 targets.
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While adult diabetes rates in SCC are no worse than in California overall, community perception
was that childhood diabetes diagnoses are increasing (which is not confirmed with extant data).

Health Care Access and Delivery
In San Mateo County (SMC), disproportionalities in the population of insured residents illustrate
the health need. For example, there are greater proportions of uninsured Latinos and those of
“some other race” in SMC than in the state overall. In addition, the proportion of county residents
who report visiting a doctor for a routine checkup has been trending down, while the proportion
who report that the cost of care prevents them from visiting the doctor has been trending up.
Low-income, Latino, and Black residents disproportionately experience transportation as a barrier
to seeing a doctor. The percentage of the population in SMC that lives within one -half mile of a
transit stop is lower than in the state overall; coastside residents cited this as particularly
problematic. Access to both dental insurance and mental health services are also getting worse in
SMC. Community participants indicated that more individuals are enrolled in health insurance but
do not use it and continue to visit the ER or community clinics instead due to issues of
affordability, a lack of primary and specialty practitioners who accept their insurance, and long
wait times to obtain an appointment. Residents and providers both indicated that patients need
help navigating the health care system. The community identified discrimination and lack of
cultural competence as delivery barriers that affect minority populations in SMC.
In Santa Clara County (SCC), the proportion of Latino residents who are less likely to be insured,
less likely to see a primary care physician, and more likely to go without health care due to cost is
worse than the county overall. The community indicated that health care access is a top priority;
specifically, affordability of insurance is an issue for those who do not qualify for Covered
California subsidies. The lack of general and specialty practitioners, especially in community
clinics, results in long wait times for appointments. The community also lacks health system
literacy and is in need of patient navigators and advocates (especially immigrants). The
community reported access to health care for those experiencing homelessness as a concern,
especially behavioral health treatment and treatment for conditions that require rehabilitation
and follow-up care. The LGBTQI and Black communities cited a lack of culturally competent
providers as an access barrier. In addition, linguistic isolation is a concern in the county, which
also impacts health care access.

Infectious Diseases
In San Mateo County (SMC), the health need is evident in the rise in the incidence rate of
tuberculosis (TB) and rising numbers of deaths from pneumonia and influenza over the past
decade. The latter two diseases combined were the sixth leading cause of death in SMC in 2013.
The TB incidence rate is higher in SMC than the state. Disparities by race in TB incidence occur
among county Asian/Pacific Islander residents. Also, the incidence rates of campylobacteriosis (a
gastrointestinal illness) and salmonella have been trending upward in SMC in recent years. Older
adults in SMC are vaccinated against influenza and pneumonia in smaller proportions than the
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HP2020 target dictates. The community expressed concern about overcrowding in homes, as
infectious diseases spread faster in crowded environments.
Infectious diseases are a health need in Santa Clara County (SCC) as evidenced by high rates of
hepatitis B (which is worse than the state) and TB (which fails to meet the HP2020 target). Ethnic
disparities are also seen in tuberculosis rates, with the rate for Asian and Pacific Islander residents
more than double that of the county overall. Specifically, Vietnamese residents comprise a large
proportion of all TB cases. The community expressed concern about the lack of screenings for
these diseases, especially among Asian immigrants who come from countries where TB is more
common than in the U.S. In addition, professionals cited the lack of referrals and follow -up with
patients who are diagnosed with TB and/or hepatitis B. Finally, it is also concerning that influenza
is the eighth leading cause of death in SCC.

Additional Needs Identified by SHC
Community Emergency Response
SHC plays a key role in disaster planning for the community. Through the Office of Emergency
Management (OEM), SHC collaborates with local municipalities, county government, and other
hospitals to coordinate planning, mitigation, response, and recovery activities for events that
could adversely impact the community. The goal of these activities is to minimize the impact on
life, property, and the environment from catastrophic events such as pandemic flu, earthquakes,
and other disasters. Although emergency preparedness was not identified as a health need in the
2016 CHNA, it is part of the HP2020 objectives.vii As such, SHC believes it is important to continue
its support of community emergency response.

Older Adult Health
According to the 2016 CHNA, the median age of the population in both San Mateo County (SMC)
and Santa Clara County (SCC) is higher than the state. The 2016 CHNA also states that in the next
10 years, nearly one in five SCC residents will be 65 years or older. SMC’s Public Health Officer has
estimated that the proportion of older adults in the population in the next several decades will
continue to be higher than the state average. Although older adult health was not identified as a
health need in the 2016 CHNA, these existing data and projections suggest that it is an emerging
issue. SHC believes that it can most effectively serve the needs of this growing population by
continuing to provide fall prevention, chronic disease management, and subsidized safety
programs, such as Lifeline, to the community through Aging Adult Services and Trauma Services.

vii

https://www.healthypeople.gov/2020/topics -objectives/topic/preparedness .
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STANFORD HEALTH CARE’S IMPLEMENTATION
STRATEGY
This plan represents a continuation of a multi-year
strategic investment in community health. SHC
believes that long-term funding of proven
community partners yields greater success than
short-term investments in improving the health and
well-being of community members. The plan
continues to be based on documented community
health needs. Modifications to the plan are the
result of new data and information collected during
the 2016 CHNA process.

Strategy Research
SHC developed strategies to address
the health needs by reviewing
literature on evidence-based and
promising practices.
References to these sources are
provided in numbered endnotes
found at the end of this report.

A. Behavioral Health
Long-Term Goal: Improve behavioral health among San Mateo and Santa Clara Counties
community members, including mental health, substance abuse, and well -being (such as stress,
depression, and anxiety).
Intermediate Goal A.1: Improve community members’ access to coordinated behavioral health
care.
Goal A.1 Strategies:
Provide grants, sponsorships, or in-kind support to community-based organizations, community
health centers, clinics, or Federally Qualified Health Centers (FQHCs) for efforts such as:



Supporting coordination of behavioral health care and physical health care at MayView
Clinic and Asian Americans for Community Involvement (AACI).1 Supported practices could
include the following:
o Collaborative care for the management of depression using case managers to connect
primary care providers, patients, and mental health specialists. 2
o Clinic-based depression care management, including active screening for depression,
measurement-based outcomes, trained depression care managers, case management, a
primary care provider and patient education, antidepressant treatment and
psychotherapy, and a supervising psychiatrist. 3
o Staff-assisted depression care supports to ensure increased screening, accurate
diagnosis, effective treatment, and follow-up.4



Supporting local programs that provide appropriate medical care and supportive, social
services for homeless individuals transitioning out of acute care hospitals, 5 such as funding
the Medical Respite Program (MRP). 6
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Goal A.1 Anticipated impact:
 Improved access to behavioral health services among community members.
 Improved access to coordinated care among underserved populations.
 Improved clinical and community support for active patient engagement in treatment goalsetting and self-management.
 Among providers, increased knowledge of the importance of and approaches for routine
screening and diagnosis of depression and related disorders.

Intermediate Goal A.2: Expand access to behavioral health services for vulnerable community
members in both counties.
Goal A.2 Strategies:
Provide grants, sponsorships, or in-kind support to community-based organizations, community
health centers, clinics, or FQHCs for efforts such as:



Integrated mental health and substance abuse services, treatment, and service provision to
support recovery from co-occurring mental illness and substance abuse through a single
agency or entity. 7

Participate in collaboration and partnerships to address mental health in the community such
as:



Partnering with San Mateo Santa Clara Counties’ Behavioral Health Departments on efforts
to address behavioral health in the community.

Goal A.2 Anticipated impact:
 Improved access to behavioral health services among community members.

B. Cancer
Long-Term Goal: Increase community knowledge about cancer and support of those who are
affected by cancer.
Intermediate Goal B.1: Increase access to cancer education, services, clinical trials, and
programs, especially among minority and underserved populations.
Goal B.1 Strategies:
Provide grants, sponsorships, or in-kind support to community-based organizations, community
health centers, clinics, or FQHCs for efforts such as:
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Partnering with the Stanford Cancer Institute, a National Cancer Institute-designated cancer
center, to identify and support community-appropriate cancer education programs and
supportive services for minorities, women, and underserved populations that raise
awareness, increase knowledge, and encourage positive attitudes and behavioral changes
regarding cancer. 8



Supporting the Stanford Cancer Supportive Care Program (SCSCP) to provide non-medical
services (e.g., support groups, classes, and workshops) to cancer patients, family members ,
and caregivers regardless of where patients receive treatment.8



Partnering with the Stanford University School of Medicine to provide a cancer clinical trials
information website, phone line, email query service, information kiosk, and clinical trial
search app in support of community outreach/education on cancer clinical trials. 9

Goal B.1 Anticipated impact:
 Increased opportunity for the community to become aware of cancer clinical trials.
 Increased opportunity for community members, particularly minority community members,
with cancer to be linked to appropriate clinical trials.
 Increased access to cancer education and services.
 Increased knowledge about cancer.

C. Diabetes/Obesity
Long-Term Goal: Reduce obesity and diabetes incidence among adults in both counties.
Intermediate Goal C.1: Increase healthy behaviors among adults in both counties.
Goal C.1 Strategies:
Provide grants, sponsorships, or in-kind support to community-based organizations, community
health centers, clinics, or FQHCs for efforts such as:



Intensive behavioral counseling interventions with adults to promote a healthful diet and
physical activity. 10

Participate in collaboration and partnerships to promote healthy behaviors such as:




Get Healthy San Mateo County.



Center for Chronic Disease and Injury Prevention of Santa Clara County.

The Bay Area Nutrition and Physical Activity Collaborative (BANPAC) policy or program
initiatives focused on nutrition and physical activity.
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Goal C.1 Anticipated impact:






Increased physical activity.
Increased consumption of healthy foods.
Reduced time spent on sedentary activities.
Reduced consumption of unhealthy foods.
More policies/practices that support increased physical activity and improved access to
healthy foods.

Intermediate Goal C.2: Improve diabetes management and weight control among adults in both
counties.
Goal C.2 Strategies:
Provide grants, sponsorships, or in-kind support to community-based organizations, community
health centers, clinics, or FQHCs for efforts such as:



Samaritan House’s Diabetes Care Day program or similar activities to improve diabetes selfmanagement.11

Goal C.2 Anticipated impact:






Improved diabetes self-management.
Increased physical activity.
Increased consumption of healthy foods.
Reduced time spent on sedentary activities.
Reduced consumption of unhealthy foods.

D. Health Care Access and Delivery
Long-Term Goal: Increase the number of people who have access to appropriate health care
services.
Intermediate Goal D.1: Improve access to quality health care services for at-risk community
members.
Goal D.1 Strategies:
Allocate resources to support:




Participation in government-sponsored programs for low-income individuals.
Providing Charity Care to ensure low-income individuals obtain medical services needed.
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Partnership among SHC’s Emergency Department Registration Unit, Santa Clara County, and
San Mateo County to deliver a program designed to link uninsured pediatric patients treated
in the emergency department with assistance programs such as Medi -Cal, Healthy Families
and Healthy Kids.12



Partnership between SHC’s Office of Research and Stanford University’s School of Medicine
in conducting and facilitating research studies and clinical trials to improve the health and
treatment of patients, wherever they receive their care.



Professional health advocates in assisting uninsured, low-income patients to research health
care options, including helping individuals research eligibility requirements, identify
appropriate health insurance programs, complete applications, compile required
documentation, and follow up with county case managers. 13



Ensuring that all branches of the Stanford Health Library (including library’s collection and
health lecture series) are accessible to all community members free of charge. 14



Partnership with the Stanford University School of Medicine to support summer youth
programs that promote the representation of ethnic minority and low-income groups in the
health professions, such as the Stanford Medical Youth Science Program ( SMYSP).15



Providing the setting (hospital and clinics) and partial funding for Stanford University’s
School of Medicine medical residents, interns, and other health professionals to be trained
to provide health care. 16



LifeFlight, a helicopter air medical and critical care ground transport program available 365
days/year, 24 hours/day, serving Northern CA in the transport of critically ill and injured
adult, pediatric, and neonatal patients to definitive care, regardless of the patient’s ability to
pay.17

Provide grants, sponsorships, or in-kind support to community health centers, clinics, or FQHCs
(e.g., AACI) for efforts such as:



Partnering with the Stanford University School of Medicine to provide free lab and
pathology tests to Cardinal Free Clinics, including chemistry, hematology, microbiology, and
virology, as well as imaging services and screening for diseases such as hepatitis B.18



Collaborating with Ravenswood Family Health Center (RFHC), Lucile Packard Children’s
Hospital Stanford, and the Stanford University School of Medicine to identify RFHC patients
who frequently use Stanford’s emergency department (ED) and develop appropriate
interventions to address these patients’ needs (such as improved chronic disease care and
management) while reducing unnecessary ED visits. 19

Goal D.1 Anticipated impact:





Increased access to health insurance and health care services.
Improved access to appropriate care.
Improved care coordination among underserved populations.
Increased pipeline of diverse health care providers.
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E. Infectious Diseases
Long-Term Goal: Prevent infectious diseases such as hepatitis B, tuberculosis, influenza and
pneumonia among community members in San Mateo and Santa Clara Counties.
Intermediate Goal E.1: Improve detection of cases of hepatitis B among community members.
Goal E.1 Strategies:
Provide grants, sponsorships, or in-kind support to community-based organizations, community
health centers, clinics, or FQHCs for efforts such as:



Partnering with the Stanford University School of Medicine to provide free lab and
pathology tests to Cardinal Free Clinics, including chemistry, hematology, microbiology, and
virology, as well as imaging services and screening for diseases such as hepatitis B.20



Partnering with the Stanford University School of Medicine Asian Liver Center on
community-oriented programs related to hepatitis B.

Goal E.1 Anticipated impact:
 Reduced transmission rates of hepatitis B due to timelier detection.

Intermediate Goal E.2: Increase the number of residents vaccinated against hepatitis B.
Goal E.2 Strategies:
Provide grants, sponsorships, or in-kind support to community-based organizations, community
health centers, clinics, or FQHCs (e.g., Peninsula Healthcare Connection) for efforts such as:



Universal hepatitis B vaccination in settings in which a high proportion of adults have risk
factors for hepatitis B virus (HBV) infection.21



Education of primary and specialty care physicians regarding implementation of standing
orders to identify adults recommended for hepatitis B vaccination and administer
vaccination as part of routine services.23



Vaccination against hepatitis B of all previously unvaccinated adults aged 19 through 59
years with diabetes mellitus (type 1 and type 2). 22

Participate in collaboration and partnerships to address hepatitis B in the community such as:



Hep B Free Santa Clara County.
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Other partnership opportunities with San Mateo and Santa Clara Counties’ Departments of
Public Health, including potential collaboration around improved case management/followup for community members diagnosed with hepatitis B.

Goal E.2 Anticipated impact:
 Increased knowledge among providers regarding hepatitis B vaccination.
 Increased community knowledge regarding hepatitis B vaccination.
 Increased hepatitis B vaccination rates.

Intermediate Goal E.3: Improve rates of completion of treatment for those with active TB
infections in San Mateo and Santa Clara Counties.
Goal E.3 Strategies:
Provide grants, sponsorships, or in-kind support to community-based organizations, community
health centers, clinics, local public health departments, or FQHCs for efforts such as:



Improving case management for community members diagnosed with active TB,
especially—but not exclusively—for homeless community members.23

Participate in collaboration and partnerships to address TB in the community such as:



Working with county/local jurisdictions to explore leveraging funds from the California
Department of Health and U.S. Department of Housing & Urban Development earmarked
for temporary housing of persons with TB to provide more temporary housing for TB
patients while they complete treatment (as patients must be “noninfectious before
discharge to a congregate living setting”).25

Goal E.3 Anticipated impact:
 Increased efforts among case managers to link TB patients (especially, but not exclusively,
homeless TB patients) with behavioral health services and social services.
 Increased amount of temporary housing for TB patients during treatment.
Intermediate Goal E.4: Increase rates of detection and successful treatment of latent TB
infection (LTBI) in San Mateo and Santa Clara Counties.
Goal E.4 Strategies:
Provide grants, sponsorships, or in-kind support to community-based organizations, community
health centers, clinics, or FQHCs (e.g., Peninsula Healthcare Connection) for efforts such as:



Supporting case detection among foreign-born persons, including: 25
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Appropriate, “targeted public education for foreign-born populations at high risk to
explain that TB is a treatable, curable disease.”
“[B]etter access to medical services, especially for recently arrived immigrants and
refugees.”

Improving case management for those whose primary language is not English by
supporting:25
o Adequate access to “reliable and competent medical translation.”
o Improved understanding among healthcare providers of “cultural attitudes towards TB.”

Participate in collaboration and partnerships to address TB in the community such as:



Working with Breathe California of the Bay Area (located in Santa Clara County) and Breathe
California Golden Gate Public Health Partnership.



Partnering with San Mateo and Santa Clara Counties’ Departments of Public Health TB
Control Programs.

Goal E.4 Anticipated impact:
 Increased knowledge among foreign-born residents about TB and local services and
approaches related to TB.
 Increased access to medical services for foreign-born residents.
 Increased knowledge among providers about diagnosis and management of TB and various
cultural attitudes towards TB.
 Increased access among foreign-born residents to reliable and competent medical
translation in more languages.

Intermediate Goal E.5: Reduce incidence of influenza and pneumonia in San Mateo and Santa
Clara counties.
Goal E.5 Strategies:
Provide grants, sponsorships, or in-kind support to community-based organizations, community
health centers, clinics, or FQHCs (e.g., Peninsula Healthcare Connection) for efforts such as:




Implementing or expanding patient and/or provider vaccination reminder system.24



Conducting educational sessions (e.g., on the importance of pneumococcal and influenza
vaccinations and the effectiveness of strategies to improve documentation of vaccination
status and increase vaccination rates) with medical staff and/or nursing/quality
improvement staff.25

Reducing physical barriers to vaccination such as “inconvenient clinic hours for working
patients or parents, long waits at the clinic, or the distance patients must travel” by offering
pneumonia vaccinations at senior centers and/or senior health fairs and/or via home visits.26
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Participate in collaborations and partnerships to address influenza in the community such as:




Working with Breathe California.
Partnering with San Mateo and Santa Clara Counties’ Departments of Public Health on
influenza prevention and control efforts.

Goal E.5 Anticipated impact:
 Increased knowledge of the importance of and access to influenza and pneumonia
vaccinations, among community members.
 Increased knowledge of the importance of and approaches to increasing pneumococcal and
influenza vaccination rates, among medical staff and/or nursing/quality improvement staff.

Intermediate Goal E.6: Improve response to adult infectious disease in rural San Mateo County
southern coastside communities.
Goal E.6 Strategies:
Provide grants, sponsorships, or in-kind support to community-based organizations, community
health centers, clinics, or FQHCs for efforts such as:



Building the capacity of local community-based clinics such as Puente to focus on adult
infectious disease prevention, detection, and treatment.26

Goal E.6 Anticipated impact:
 Increased adult vaccination rates for infectious diseases.
 Reduced incidence rates of infectious disease in rural San Mateo County southern coastside
communities.

F. Community Emergency Response viii
Long-Term Goal: Improve the community’s ability to “prevent, prepare for, respond to, and
recover from a major health incident.”27
Intermediate Goal F.1: “Strengthen and sustain health and emergency response systems” in San
Mateo and Santa Clara Counties.10

viii

While not rising to the threshold of a significant health need as documented in the 2016 CHNA, SHC
added Community Emergency Response as a need to be addressed based on its knowledge of the
community it serves.
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Goal F.1 Strategies:
Participate in collaboration and partnerships to address community emergency response such
as:28



Collaborating, through the Office of Emergency Management (OEM), with local
municipalities, county government, and other hospitals to coordinate planning, mitigation,
response, and recovery activities for events that could adversely impact the community.



Through OEM, working with Emergency Medical Services (EMS) in both San Mateo and
Santa Clara Counties on joint disaster exercises, disaster planning and mitigation, and best
practices.



Through OEM, maintaining caches of emergency medical equipment and supplies for ready
access and deployment in San Mateo and Santa Clara Counties in the case of disaster or
emergencies. OEM also provides regular inventory review and 24/7 security to ensure that
these EMS supplies are service-ready at all times.

Goal F.1 Anticipated impact:
 Sustained community disaster preparedness.

G. Older Adult Healthviii
Long-Term Goal: Improve the health and well-being of older adults in San Mateo and Santa
Clara Counties.
Intermediate Goal G.1: Improve older adults’ access to critical prevention and health-promotion
services.
Goal G.1 Strategies:
Provide grants, sponsorships, or in-kind support to community-based organizations, community
health centers, clinics, or FQHCs for efforts such as:



Exercise and educational programs that help older adults increase strength, balance, and
mobility, and reduce their risk of falling, such as A Matter of Balance (MOB), Stepping On,
Healthy Moves for Aging Well, or Strong for Life. 29



The Chronic Disease Self-Management Program (CDSMP), a behaviorally-oriented program
that teaches participants how to manage their chronic conditions and helps them develop
confidence in managing their health. 29

viii

While not rising to the threshold of a significant health need as documented in the 2016 CHNA, SHC
added Older Adult Health as a need to be addressed based on its knowledge of the community it serves.
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A falls prevention program such as Farewell to Falls, including medication review, home
visits, review and remediation of in-home falls risk factors, home modifications, in-home
exercise program, and regular follow-up.30



Reduced-rate or subsidized in-home medical alert service, Stanford Lifeline, for low-income
older adults. 31

Goal G.1 Anticipated impact:





VIII.

Increased physical activity.
Reduced time spent on sedentary activities.
Increased awareness of risk factors related to falls.
Reduced age-adjusted falls hospitalization and mortality rates.

EVALUATION PLANS
SHC will monitor and evaluate the strategies described above for the purpose of tracking the
implementation of those strategies as well as to document the anticipated impact. Plans to
monitor activities will be tailored to each strategy and will include the collection and
documentation of tracking measures, such as the number of grants made, number of dollars
spent, and number of people reached/served. In addition, SHC will require grantees to track and
report outcomes/impact, including behavioral and physical health outcomes as appropriate.

IX.

HEALTH NEEDS THAT STANFORD HEALTH CARE DOES NOT PLAN TO ADDRESS
As described in Section VI(A) of this report, SHC will address the five health needs that met all of
the prioritization/selection criteria, as well as two additional needs that were not identified
through the 2016 CHNA. SHC will not address the following identified health needs:



The two needs of Arthritis and Climate Change were not chosen because they did not
meet any of the five prioritization/selection criteria.



The five needs of Diet/Fitness/Nutrition, Learning Disabilities, Tobacco Use,
Transportation & Traffic, and Unintentional Injuries were not chosen because they each
met only one of the five prioritization/selection criteria.



The Sexual Health need was not chosen because it met only two of the five
prioritization/selection criteria.



The four needs of Alzheimer’s Disease & Dementia, Birth Outcomes, Economic Security,
and Violence & Abuse were not chosen because they each met only three of the five
prioritization/selection criteria.
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Although the four needs of Cerebrovascular Diseases, Housing & Homelessness,
Oral/Dental Health, and Respiratory Conditions each met four of the five
prioritization/selection criteria, they were not chosen because:
o Cerebrovascular Diseases and Respiratory Conditions did not meet the criterion
of community prioritization; the community did not deem these needs of
sufficient priority.
o Housing & Homelessness and Oral/Dental Health did not meet the criterion of
SHC expertise/resources.
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APPENDIX: IMPLEMENTATION STRATEGY REPORT IRS CHECKLIST
Section §1.501(r)(3)(c) of the Internal Revenue Service code describe the requirements of the
Implementation Strategy Report.
Federal Requirements Checklist

Regulation
Subsection
Number

Report
Section

The Implementation Strategy is a written plan which includes:

(2) Description of how the hospital facility plans to address the health
needs selected, including:

(c)(2)

VII

Actions the hospital facility intends to take and the anticipated
impact of these actions

(c)(2)(i )

VII

Resources the hospital facility plans to commit

(c)(2)(i i)

VII

Any planned collaboration between the hospital facility and other
facilities or organizations in addressing the health need

(c)(2)(i ii)

VII or N/A

(3) Description of why a hospital facility is not addressing a significant
health need identified in the CHNA. Note: A “brief explanation” is
sufficient. Such reasons may include resource constraints, other
organizations are addressing the need, or a relative lack of expertise to
effectively address the need.

(c)(3)

IX

(4) For those hospital facilities that adopted a joint CHNA report, a joint
implementation strategy may be adopted which meets the requirements
above. In addition, the joint implementation strategy must:

(c)(4)

N/A

Be clearly identified as applying to the hospital facility;

(c)(4)(i )

N/A

Clearly identify the hospital facility’s particular role and
responsibilities in taking the actions described in the implementation
strategy and the resources the hospital facility plans to commit to
such actions; and

(c)(4)(i i)

N/A

Include a summary or other tool that helps the reader easily locate
those portions of the strategy that relate to the hospital facility.

(c)(4)(i ii)

N/A

(5) An authorized body adopts the implementation strategy on or before
January 15th, 2017, which is the 15th day of the fifth month after the end
of the taxable year in which the CHNA was conducted and completed,
regardless of whether the hospital facility began working on the CHNA in
a prior taxable year.

(c)(5)

November
2, 2016

Exceptions: Our hospital does not qualify for any exception described in
Section (D) for acquired, new, transferred, and terminated facilities.

(d)

N/A

Transition Rule: Our hospital conducted our first CHNA in fiscal year 2013
(and not in either of the first two years beginning after March 23, 2010).
Therefore, the transition rule does not apply to our hospital facility.

(e)

N/A
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