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Introduction
The Implementation Strategy Plan describes how Sutter Center for Psychiatry (SCP) a Sutter Health affiliate,
plans to address significant health needs identified in the 2019 Community Health Needs Assessment (CHNA).
The document describes how the hospital plans to address identified needs in calendar (tax) years 2019
through 2021.
The 2019 CHNA and the 2019 - 2021 Implementation Strategy Plan were undertaken by the hospital to
understand and address community health needs, and in accordance with state law and the Internal Revenue
Service (IRS) regulations pursuant to the Patient Protection and Affordable Care Act of 2010.
The Implementation Strategy Plan addresses the significant community health needs described in the
CHNA that the hospital plans to address in whole or in part. The hospital reserves the right to amend this
Implementation Strategy Plan as circumstances warrant. For example, certain needs may become more
pronounced and merit enhancements to the described strategic initiatives. Alternately, other organizations in
the community may decide to address certain community health needs, and the hospital may amend its
strategies and refocus on other identified significant health needs. Beyond the initiatives and programs
described herein, the hospital is addressing some of these needs simply by providing health care to the
community, regardless of ability to pay.
SCP welcomes comments from the public on the 2019 Community Health Needs Assessment and 2019 - 2021
Implementation Strategy Plan. Written comments can be submitted:
•

By emailing the Sutter Health System Office Community Benefit department at
SHCB@sutterhealth.org;

•

Through the mail using the hospital’s address at 2700 Gateway Oaks, Suite 2200, Sacramento, CA
95833 ATTN: Community Benefit; and

•

In-person at the hospital’s Information Desk.

About Sutter Health
Sutter Health is the not-for-profit parent of not-for-profit and for-profit companies that together form an
integrated healthcare system located in Northern California. The system is committed to health equity,
community partnerships and innovative, high-quality patient care. Our over 65,000 employees and
associated clinicians serve more than 3 million patients through our hospitals, clinics and home health
services.
Learn more about how we’re transforming healthcare at sutterhealth.org and vitals.sutterhealth.org
Sutter Health’s total investment in community benefit in 2021 was $872 million. This amount includes
traditional charity care and unreimbursed costs of providing care to Medi-Cal patients. This amount
also includes investments in community health programs to address prioritized health needs as
identified by regional community health needs assessments.
As part of Sutter Health’s commitment to fulfill its not-for-profit mission and help serve some of the most
vulnerable in its communities, the Sutter Health network has implemented charity care policies to help
provide access to medically necessary care for all patients, regardless of their ability to pay. In 2021,
Sutter Health invested $91 million in charity care. Sutter’s charity care policies for hospital services
include, but are not limited to, the following:
1.
Uninsured patients are eligible for full charity care for medically necessary hospital services if
their family income is at or below 400% of the Federal Poverty Level (“FPL”).
2.
Insured patients are eligible for High Medical Cost Charity Care for medically necessary
hospital services if their family income is at or below 400% of the FPL and they incurred or paid medical
expenses amounting to more than 10% of their family income over the last 12 months. (Sutter Health’s
Financial Assistance Policy determines the calculation of a patient’s family income.)
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Overall, since the implementation of the Affordable Care Act, greater numbers of previously
uninsured people now have more access to healthcare coverage through the Medi-Cal and Medicare
programs. The payments for patients who are covered by Medi-Cal and Medicare do not cover the
full costs of providing care. In 2021, Sutter Health invested $557 million more than the state paid to
care for Medi-Cal patients.
Through community benefit investments, Sutter helped local communities access primary, mental
health and addiction care, and basic needs such as housing, jobs and food. See more about how
Sutter Health reinvests into the community by visiting sutterpartners.org.
Through the 2019 Community Health Needs Assessment process the following significant community health
needs were identified:
1. Access to quality primary healthcare services
2. Access to mental/behavioral/substance-abuse services
3. Access to basic needs such as housing, jobs, and food
4. System navigation
5. Injury and disease prevention and management
6. Safe and violence-free environment
7. Access to active living and healthy eating
8. Access to meeting functional needs (transportation and physical mobility)
9. Cultural competency
10. Access to specialty and extended care
The 2019 Community Healthy Needs Assessment conducted by SCP is publicly available at
www.sutterhealth.org.
2019 Community Health Needs Assessment Summary
The purpose of this community health needs assessment (CHNA) was to identify and prioritize significant
health needs of the greater Sacramento area community. The priorities identified in this report help guide
nonprofit hospitals’ community health improvement programs and community benefit activities as well as
their collaborative efforts with other organizations that share a mission to improve health. This CHNA
report meets requirements of the Patient Protection and Affordable Care Act (and in California, Senate Bill
697) that nonprofit hospitals conduct a community health needs assessment at least once every three
years. The CHNA was conducted by Community Health Insights (www.communityhealthinsights.com) and
was a collaboration between Dignity Health, Sutter Health, and UC Davis Health System. Multiple other
community partners collaborated to conduct the CHNA.
The data used to conduct the CHNA were identified and organized using the widely recognized Robert
Wood Johnson Foundation’s County Health Rankings model. This model of population health includes
many factors that impact and account for individual health and well-being. Further, to guide the overall
process of conducting the assessment, a defined set of data-collection and analytic stages were
developed. These included the collection and analysis of both primary (qualitative) and secondary
(quantitative) data. Qualitative data included interviews with 121 community health experts, social-service
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providers, and medical personnel in one-on-one and group interviews as well as one town hall meeting.
Further, 154 community residents participated in 15 focus groups across the county.
Focusing on social determinants of health to identify and organize secondary data, datasets included
measures to describe mortality and morbidity and social and economic factors such as income,
educational attainment, and employment. Measures also included indicators to describe health behaviors,
clinical care (both quality and access), and the physical environment. In all, 665 resources were identified
in the Sacramento County area that were potentially available to meet the identified significant health
needs. The identification method included starting with the list of resources from the 2016 CHNAs,
verifying that each resource still existed, and then adding newly identified resources into the 2019 CHNA
report.
The full 2019 Community Health Needs Assessment conducted by SCP is available at
www.sutterhealth.org.
Definition of the Community Served by the Hospital
Sacramento County has over 30 cities, census-designated places, and unincorporated communities that
include neighborhoods with rich heritages such as Oak Park, known as Sacramento’s first suburb, to
newer communities such as the City of Rancho Cordova, incorporated in 2003. Sacramento County ranks
as California’s 31st-most overall healthy county among the 58 in the state.iThe area is served by a number
of healthcare organizations, including those that collaborated in this assessment.
In this CHNA, two additional ZIP Codes from El Dorado County, a neighboring county east of Sacramento,
were included to capture the portion of the community served by Mercy Hospital of Folsom, located near
the border of these two counties. With some exceptions, findings described in this report are organized
both at the county level and, as detailed later in this report, by designated regions within the county.
The definition of the community served included most portions of Sacramento County, and a small portion
of western El Dorado County, California. Regarded as a highly diverse community, Sacramento County
covers 994 square miles and is home to approximately 1.5 million residents. The CHNA uses this
definition of the community served, as this is the primary geographic area served by the seven nonprofit
hospitals that collaborated on this CHNA.
Significant Health Needs Identified in the 2019 CHNA
The following significant health needs were identified in the 2019 CHNA:
1. Access to quality primary healthcare services
2. Access to mental/behavioral/substance-abuse services
3. Access to basic needs such as housing, jobs, and food
4. System navigation
5. Injury and disease prevention and management
6. Safe and violence-free environment
7. Access to active living and healthy eating
8. Access to meeting functional needs (transportation and physical mobility)
9. Cultural competency
10. Access to specialty and extended care
Data collected and analyzed included both primary and secondary data. Primary data included interviews
with 121 community health experts, social-service organizations, and medical personnel in one-on-one
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and group interviews as well as one town hall meeting. Further, 154 community residents participated in
15 focus groups across the county.
Secondary data included four datasets selected for use in the various stages of the analysis. A
combination of mortality and socioeconomic datasets collected at subcounty levels were used to identify
the portions of Sacramento County with greater concentrations of disadvantaged populations and poor
health outcomes. A set of county-level indicators was collected from various sources to help identify and
prioritize significant health needs. A set of socioeconomic indicators was also collected to help describe
the overall social conditions within the service area. Health outcome indicators included measures of both
mortality (length of life) and morbidity (quality of life). Health factor indicators included measures of 1)
health behaviors, such as diet and exercise, tobacco, alcohol, and drug use; 2) clinical care, including
access and quality of care; 3) social and economic factors such as race/ethnicity, income, educational
attainment, employment, and neighborhood safety; and 4) physical environment measures, such as air
and water quality, transit and mobility resources, and housing affordability. In all, 84 different health
outcome and health factor indicators were collected for the CHNA.
Primary and secondary data were analyzed to identify and prioritize significant health needs. This began
by identifying 10 potential health needs (PHNs). These PHNs were those identified in the previously
conducted CHNAs. Data were analyzed to discover which, if any, of the PHNs were present in the area.
After these were identified for the county, PHNs were prioritized based on an analysis of primary data
sources that described the PHN as a significant health need. Data were also analyzed to detect emerging
health needs beyond those 10 PHNs identified in previous CHNAs.
2019 – 2021 Implementation Strategy Plan
The implementation strategy plan describes how SCP plans to address significant health needs
identified in the 2019 Community Health Needs Assessment and is aligned with the hospital’s charitable
mission. The strategy describes:
•

Actions the hospital intends to take, including programs and resources it plans to commit;

•

Anticipated impacts of these actions and a plan to evaluate impact; and

•

Any planned collaboration between the hospital and other organizations in the community to
address the significant health needs identified in the 2019 CHNA.

Prioritized Significant Health Needs the Hospital will Address: The Implementation Strategy Plan
serves as a foundation for further alignment and connection of other SCP initiatives that may not be
described herein, but which together advance the hospital’s commitment to improving the health of the
communities it serves. Each year, programs are evaluated for effectiveness, the need for continuation,
discontinuation, or the need for enhancement. Depending on these variables, programs may change to
continue focus on the health needs listed below.
1.
2.
3.
4.
5.
6.
7.

Access to mental/behavioral/substance-abuse services
Access to quality primary healthcare services
Access to basic needs such as housing, jobs, and food
Access to specialty and extended care
Access to active living and healthy eating
System navigation
Cultural Competency
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ACCESS TO MENTAL/BEHAVIORAL/SUBSTANCE-ABUSE SERVICES
Name of
program/activity/initiative
Description

Goals

Outcomes

Area Wide Mental Health Strategy
The need for mental health services and resources, especially for the
underserved, has reached a breaking point across the Sutter Health
Valley Operating Unit. This is why we are focused on building a
comprehensive mental health strategy that integrates key elements such
as policy and advocacy, county specific investments, stigma reduction,
increased awareness and education, with tangible outreach such as
expanded mental health resources to professionals in the workplace and
telepysch options to the underserved.
By linking these various strategies and efforts through engaging in
statewide partnerships, replicating best practices, and securing
innovation grants and award opportunities, we have the ability to create a
seamless network of mental health care resources so desperately
needed in the communities we serve.
In 2021, the mental health strategy helped with the following initiatives:
• Launch the 988-crisis line going live on July 26, 2022
• Pass SB803 for peer certification.
• Secure funding for SB71/Bring CA Home in amount of $2 billion
over two years and an unspecified amount future funding.
• Advocate for funding for board and care with the County
Behavioral Health Directors Association and other organizations
serving people living with severe mental illness and/or
substance use disorder. Resulting in securing $803 million, with
program details still to be fleshed out.
Propose Children and Youth Initiative and assist Secretary Ghaly to
develop what became one of the Governor's signature budget
achievements: $4.5 billion over f ive years to meet the behavioral health
needs of children.

Name of
Suicide Prevention ED Follow-Up Program
program/activity/initiative
Description
The Emergency Department Suicide Prevention Follow Up Program is
designed to prevent suicide during a high-risk period, and post discharge,
provide emotional support, and continue evidence-based risk
assessment and monitoring for ongoing suicidality. That includes
personalized safe plans, educational and sensitive outreach materials
about surviving a suicide attempt and recovery, 24-hour access to crisis
lines, and referrals to community-based resources for ongoing treatment
and support.
Goals
The goal of the Suicide Prevention program is to wrap patients with
services and support following a suicide attempt or suicidal ideation.
Outcomes
In 2021, 29 clients received supportive services.
Name of
program/activity/initiative
Description

Triage Navigator Program
The Triage Navigator has become an important part of the ED and Psych
Response Team and a vital resource for patients suffering from a mental
health crisis. The Triage Navigator connects with complex patients who
are not only battling mental health issues, but also have countless other
challenges around substance abuse, homelessness, poverty and other
health problems. The Triage Navigator, through the offering of
specialized, wrap-around services, is making a positive impact on the
lives of patients.
7

Goals
Outcomes

The goal of the Triage Navigator is to provide a linkage between our
underserved population and behavioral/mental health resources.
In 2021, 286 individuals were referred, and 161 individuals were
screened and linked to behavioral/mental health resources.

ACCESS TO QUALITY PRIMARY HEALTHCARE SERVICES
Name of
program/activity/initiative
Description

Goals
Outcomes
Name of
program/activity/initiative
Description
Goals
Outcomes

Emergency Department Navigator (ED Navigator)
The ED Navigator serves as a visible ED-based staff member. Upon
referral f rom a Sutter employee (and after patient agreement), ED
Navigators attend to patients in the ED and complete an assessment for
T3 case-management services. Upon assessment, the ED Navigator
determines and identifies patient needs for community-based resources
and/or case-management services, such as providing a patient linkage to
a primary care provider and establishing a medical home.
The goal of the ED Navigator is to connect patients with health and social
services, and ultimately a medical home, as well as other programs (like
T3) when appropriate.
In 2021, 142 individuals were served and provided 745 service referrals
to community resources.
Health Navigation: Reducing Barriers to Care
The Sacramento Health Navigator Program expands health navigation
services in Sacramento 11 County and connects thousands of lowincome residents to affordable health care coverage.
The overall goal of the project is to establish medical homes, thereby
reducing dependence on emergency room systems of care.
The community needs addressed by this project, all of which support the
under-insured and uninsured, include: 1) access to primary care, 2)
access to preventive care, and 3) access to dental care. In 2021, 5,961
individuals were served and provided 2,835 services.

Name of
Interim Care Program (ICP)
program/activity/initiative
Description
A collaborative of the four health care systems and WellSpace Health,
Volunteers of America and Sacramento County, the Sacramento Interim
Care Program (ICP) is a respite-care shelter for homeless patients
discharged from hospitals. The ICP wraps people with health and social
services, while giving them a place to heal. Started in 2005, the ICP links
people in need to vital community services while giving them a place to
heal. The clients who are enrolled in the ICP are homeless adult
individuals who otherwise would be discharged to the street or cared for
in an inpatient setting only. The program is designed to offer clients up to
six weeks during which they can focus on recovery and developing a plan
for their housing and care upon discharge. This innovative community
partnership provides temporary respite housing that offer homeless men
and women a place to recuperate from their medical conditions, link them
to vital community services, and provide them a place to heal.
The ICP seeks to connect patients with a medical home, social support
Goals
and housing.
Outcomes
In 2021, ICP served 988 individuals, providing 13,711 services. ICP
helped people improve their overall health by wrapping them with
services and treating the whole person through linkage to appropriate
health care, shelter, and other social support services.
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Name of
Interim Care Program Plus (ICP+)
program/activity/initiative
Description
Sutter Medical Center, Sacramento (SMCS) offers an “expanded ICP”
ICP+ aimed to meet the needs of patients with more complex needs and
acute health issues. The program offers short-term (60-90 days) respite
center serving homeless
individuals’ post-hospitalization. Caters to individuals with higher medical
acuity. Offers intensive case mgmt., access to LVNs & CNAs, medication
educ., transportation, & referrals.
ICP+ seeks to connect patients with a medical home, social support, and
Goals
housing.
Outcomes
In 2021, ICP+ served 434 individuals, providing 431,803 services. ICP+
helped people improve their overall health by wrapping them with
services and treating the whole person through linkage to appropriate
health care, shelter, and other social support services.
Name of
program/activity/initiative
Description

Goals
Outcomes

Triage, Transport, Treatment (T3)
T3 provides case management services for people who frequently
access the SMCS EDs for inappropriate and non-urgent needs, by
connecting vulnerable patients to vital resources such as housing,
primary care, mental and behavioral health services, transportation,
substance abuse treatment and other key community resources. By
linking these patients to the right care, in the right place, at the right time
and wrapping them with services, we see a drastic improvement to the
health and overall quality of life for this often underserved, patient
population.
The goal of T3 is to wrap patients with health and social services, and
ultimately a medical home.
From Jan-June 2021, T3 served 592 individuals, providing 556 services
to community resources.

Name of
Triage, Transport, and Treatment Plus (T3+)
program/activity/initiative
Description
T3+ is similar to T3, except patients are identified in an inpatient setting
and are often more complex. The T3+ navigator follows patients after
discharge and works with Sutter Health staff to provide a follow-up health
plan, tele-health, pain management, etc. All of this occurs while the T3+
navigators address the patient’s other needs (including housing,
insurance enrollment, etc) and ensure a connection is made to primary
and preventive care to reduce further hospitalization.
The goal of T3+ is to wrap patients with health and social services, and
Goals
ultimately a medical home.
Outcomes
In 2021, T3+ served 177 individuals, providing 1,455 referrals to
community resources. T3+ program helped successfully connect patients
with a medical home and social services, in turn, managing any long-term
health ailments and making the patient healthier overall.
Name of
program/activity/initiative

Street Nurse
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Description

Goals

Outcomes

Street Nurse works alongside our local community navigators. This
increases opportunities to connect more homeless individuals to
immediate medical care, necessary follow-up treatment and eventually a
primary and behavioral health home to address the long-term healthcare
needs for this underserved population. The Street Nurse has become a
direct conduit from the community navigators to programs like ICP and
ED Navigators.
The goal of the street nurse is to connect with patients in their
environment (often homeless patients, on the street) provide them with
health advice and certain services, then work with community partners to
wrap patients with health and social services, and ultimately a medical
home.
In 2021, 479 individuals were served, providing 9,792 services. The
street nurse successfully connected patients with a medical home and
social services, in turn, getting patients off the street and making the
patient healthier overall.
Violence Prevention Navigator

Name of
program/activity/initiative
Description
WEAVE provides culturally responsive, trauma-informed, and survivorcentered case management, emergency shelter, transitional housing,
counseling, and legal services. The program has grown, responding to
more providers and survivors, providing training and outreach, and
developing referral protocols.
Goals
Victims at highest risk of continued or escalating violence will be offered
safe alternatives, including emergency shelter, transitional housing, legal
intervention, advocacy, and support with their health, housing, and
economic stability.
Outcomes
In 2021, 239 individuals were served, with 747 services provided and 372
referrals to community resources.
Name of
program/activity/initiative
Description

Goals
Outcomes

Ongoing Clinic Investments
With access to care, including primary, mental health and specialty care
continuing to be a major priority area in the SCP health service area,
we will continue to make strategic investments in our local FQHC
partners to increase clinic capacity and services offered. Creative
collaborations and innovative opportunities with our clinic partners will
continue to evolve with the needs of the community.
The goal is to expand access to care, especially for underserved
populations who have barriers to receiving proper medical care.
From 2019 – June 2021 Sutter Health’s partnership with WellSpace
Health has served 2,858 individuals with primary care, behavioral/mental
health care, and dental and other specialty services.

ACCESS TO BASIC NEEDS SUCH AS HOUSING, JOBS, AND FOOD
Name of
program/activity/initiative
Description

Short-Term Medical Housing
Provide free short-term housing for patients and families who must leave
their own community to seek medical care at Sutter Healthcare Centers
and other medical facilities. This unique home-away-from-home
experience has brought a compassionate response as well as emotional
and f inancial relief to guests in need. These programs help families to
access specialized medical treatment by providing a place to stay at little
or sometimes no cost.
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Goals

Keeping families with a sick family member together and near the care
and resources they need.

Outcomes

Families are stronger when they are together. By staying at a short-term
medical housing establishment, families can better communicate with
their loved one’s medical team and keep up with complicated treatment
plans when needed. They can also focus on the health of their family
member, rather than grocery shopping, cleaning, or cooking meals.
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In 2021, 1,883 adults and youth were served with 8,320 total bed nights
provided.
Name of
program/activity/initiative
Description

Goals

Outcomes

Community College Promise Scholarship Program
The Promise Scholarship is targeted to the neediest of these students
attending full-time and gives flexible support that can help meet their
most important needs. In addition to tuition fees, community college
students have other attendance costs that stand in the way of
postsecondary success (books, transportation, housing, student fees, lab
equipment, supplies, childcare expenses, etc.), but they have less access
to f inancial aid. 56% of Los Rios students are low income (approx.
40,000) nearly 32% live below the poverty line, and 13% are homeless.
The Promise Scholarship aims to remove the barriers that prevent
students from achieving college success. By removing barriers, students
have a greater chance of completing their degrees and entering the
workforce ready to succeed.
Between Jan-June 2021,100 students were awarded the promise
scholarship.

Name of
Food Factory Program
program/activity/initiative
Description
The Food Factory is a neighborhood incubator project and manufacturing
facility that will provide a multitude of critical services for food
entrepreneurs, including kitchen space, storage, distribution, marketing
and business services.
The long-term goal of the project is to foster community investment and
Goals
reduce health and economic inequities.
Outcomes
Due to COVID-19, the Food Factory project has halted. Once up and
running, the Food Factory will provide space which can used for healthy
food retail and farmer’s market space. In addition, will provide residents
an opportunity to improve their employment, educational, and health
outcomes through supportive services including job training, connection
to jobs, entrepreneurship, and increased access to food.
Name of
Jr. Robotic Program
program/activity/initiative
Description
Jr. Robotic Program is designed to meet the 21st Century Science
Standards and provide students with the opportunity to learn, technology
and engineering and math concepts (STEM) in after school programs.
Goals
Encourage at-risk, underserved, and socio-economically disadvantaged
children to further develop their education in the sciences and
mathematics, as well as to encourage the development of partnerships
between education and the industrial partners.
Outcomes
Due to COVID 19, Sacramento City Unified School District has paused
the program and will continue in 2022. Through this program, students
will develop critical thinking and team-building skills, core values,
practices, basic STEM application and presentation skills.
Name of
program/activity/initiative
Description

Goals

Clean Air Partnership (CAP)
CAP is a joint project of Breathe California Sacramento Region, the
Sacramento Metro Chamber of Commerce, Valley Vision, and others to
help the Sacramento region meet clean air standards that protect health,
promote economic growth, and support equity.
CAP provides regional leadership to influence public policy centered on
air quality and greenhouse gases. CAP’s work centers on programs that
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Outcomes

help minimize smog-forming emissions from vehicles, which are the
dominant source of the capital region’s air pollution.
CAP has expanded and maintained a regional air quality coalition of
business, public health, government, transportation, and community
leaders focused on reducing air emissions and advancing air quality and
health benefits, providing policy work at the local, state and federal
levels. In addition, the CAP has reached 3,834 individuals by event and
outreach to support their work.

ACCESS TO SPECIALTY AND EXTENDED CARE
Name of
program/activity/initiative
Description

Goals
Outcomes

SPIRIT
The Sacramento Physicians’ Initiative to Reach out, Innovate and 14
Teach (SPIRIT) program recruits and places physician volunteers in
community clinics to provide free medical services to our regions
uninsured. The SPIRIT program also provides physician volunteers and
case management for surgical procedures, including hernia and cataract
repair, at local hospitals and ambulatory surgery centers that wish to
donate services.
The overall goal of the project is to provide uninsured patients with
outpatient surgeries they otherwise couldn’t afford.
In 2021, 440 individuals were served, providing 292 surgical procedures.

Name of
Society for the Blind
program/activity/initiative
Society for the Blind is a comprehensive rehabilitative teaching center
Description
that provides low vision eye care and blindness skills education and
services.
Goals
Provide low vision evaluations to low income, under and/or un-insured
patients, provide OrCam Readers, Electronic Magnifiers or other
assistive devices, provide transportation to low vision clinics
Outcomes
In 2021, 108 individuals were served, providing 248 services to
community resources.
ACCESS TO ACTIVE LIVING AND HEALTHY EATING
Name of
program/activity/initiative
Description
Goals

Outcomes

Food Literacy Program
To teach elementary children in low-income schools cooking and nutrition
to improve our health, environment, and economy.
To reach 700 elementary students during free 14-week afterschool
programs. Provide hands-on cooking & nutrition classes covering topics
such as f iber, sugar, and fruit & vegetable appreciation. Improve
children’s attitude through repeated exposure to new foods through
tasting education. Improve children’s behavior by repeating skills until
they become habits, including sending recipes home to replicate with
their families and training them to ask for veggies.
In 2021, 3,185 children and youth were served, 17,317 pounds of food
distributed. This program helped improved children’s knowledge toward
healthy food to improve their attitude and develop the habit of eating
healthy.
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SYSTEM NAVIGATION
Name of
program/activity/initiative
Description

Goals

Outcomes

Pediatric/Health Patient Navigation
Pediatric/Health navigation provides health navigation services, including
but not limited to assistance with scheduling timely discharge
appointments of newborns, adding newborns to Medi-Cal case, plan
selection/changes to assigned provider or health plan, primary dental or
vision care appointments, transportation services, interpreting services,
education on health coverage and nutrition program, and referrals to
other resources.
The goal of Pediatric Navigation is to provide newborns with health and
social services. The priority goal for a Patient Navigator is to find
healthcare homes for uninsured and underinsured patients, where they
can receive appropriate levels of care with the desired outcome being
improved health for designated patient populations.
In 2021, 5,961 individuals were served, with 2,835 services provided and
connected to 936 community resources.

CULTURAL COMPETENCEY
Name of
program/activity/initiative
Description

Goals
Outcomes
Name of
program/activity/initiative
Description

Goals

Outcomes
Name of
program/activity/initiative
Description

World Relief Refugee Women’s Integration Program
Over 13,000 refugees have arrived in northern California in the past five
years. An especially vulnerable subset of this group are women, many of
whom are not literate in any language. The health literacy-based English
classes will address the issues around social isolation, language barriers,
health access among refugee women, and create a scalable model to
serve this population, thus creating healthier communities.
The goal of this program is to have 120 refugee women enroll in
Women’s Education programs and complete a health literacy curriculum
over a 12-month period.
In 2021, 97 individuals were served, with 105 services provided and 1294
referrals to community resources.
LGBTQ
The Sacramento LGBT Community Center works to create a region
where LGBTQ people thrive. It supports the health and wellness of the
most marginalized, advocates for equality and justice, and works to
create a culturally rich LGBTQ community.
The goals of this organization will support increased access for LGBTQ+
people to preventive sexual health and mental health support, homeless
and at-risk LGBTQ+ youth support services, youth development
activities, and cultural competency education.
In 2021, 2,518 individuals were served, with 23,996 services provided
and 4,125 referrals to community resources.
Gender Health Center
The Gender Health Center provides counseling/therapy services to
anyone who expresses the need as well as anyone who self identifies or
is perceived to be gender variant. The services embrace the
psychological well-being and self-fulfillment of individuals coming out
and/or beginning or in the transition process in a safe, supportive and
welcoming environment.
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Goals

Outcomes

The Gender Health Center aims to affect change that alleviates the
systematic oppression of transgender people- especially those at
intersections of identities- through advocacy and direct services, while
using a mental health-centered model and social justice lens
Between Jan-June 2021, 1,686 individuals were served, with 13,226
services provided and 2,171 referrals to community resources.

Needs SCP Plans Not to Address
No hospital can address all of the health needs present in its community. SCP is committed to serving the
community by adhering to its mission, using its skills and capabilities, and remaining a strong
organization so that it can continue to provide a wide range of community benefits. The implementation
strategy plan does not include specific plans to address the following significant health needs that were
identified in the 2019 Community Health Needs Assessment for the following reasons:
1.

Access to meeting functional needs: While this is an important issue, SCP is currently
focusing its resources in other areas; however, we’ll continue to look for opportunities to
increase access to transportation.

2.

Safe and violence-free environment: While this is an important issue, SCP is currently focusing
its resources in other areas; however, we’ll continue to look for opportunities to increase safe and
violence-free environments.

3.

Pollution-free living environment: While this is an important issue, SCP is currently focusing
its resources in other areas; however, we’ll continue to look for opportunities to increase
pollution- free living environments.

Approval by Governing Board
The Community Health Needs Assessment and Implementation Strategy Plan was approved by the
Sutter Health Valley Hospitals Board on November 21, 2019.
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Appendix: 2021 Community Benefit Financials
Sutter Health hospitals and many other healthcare systems around the country voluntarily subscribe to a
common definition of community benefit developed by the Catholic Health Association. Community
benefits are programs or activities that provide treatment and/or promote health and healing as a
response to community needs.
Community benefit programs include traditional charity care which covers healthcare services provided to
persons who meet certain criteria and cannot afford to pay, as well as the unpaid costs of public
programs treating Medi-Cal and indigent beneficiaries. Costs are computed based on a relationship of
costs to charges. Additional community benefit programs include the cost of other services provided to
persons who cannot afford healthcare because of inadequate resources and are uninsured or
underinsured, cash donations on behalf of the poor and needy as well as contributions made to
community agencies to fund charitable activities, training health professionals, the cost of performing
medical research, and other services including health screenings and educating the community with
various seminars and classes, and the costs associated with providing free clinics and community
services. Sutter Health affiliates provide some or all of these community benefit activities.
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Sutter Medical Center Sacramento
& Sutter Center for Psychiatry
2021 Total Community Benefit
& Unpaid Costs of Medicare
Community Health Improvement Services

888,671

Cash and In-Kind Donations
Research

Subsidized Health Services

$8,656,425

1,182,280

$531,122

Financial Assistance
(Charity Care)

$8,586,413

Health Professions Education

$237,214

Other Community Benefits

$94,472,111

$306,961

Total Community Benefit 2021

Government-Sponsored Healthcare
(Unpaid Costs of Other Public Programs)

Government-Sponsored Healthcare
(Unpaid Costs of Medi-Cal)

$30,732,881

$43,350,144

2021 unpaid costs of Medicare were $147,343,210
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