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Overview of Adventist Health 

Ukiah Valley Medical Center (UVMC) is an affiliate of Adventist Health, a faith-based, 

not-for-profit, integrated health care delivery system headquartered in Roseville, 

California. We provide compassionate care in communities throughout California, 

Hawaii, Oregon and Washington. 

 

Adventist Health entities include: 

 19 hospitals with more than 2,700 beds 

 More than 235 clinics and outpatient centers 

 14 home care agencies and 7 hospice agencies 

 Four joint-venture retirement centers   

 Workforce of 28,600 includes more than 20,500 employees; 4,500 medical staff 

physicians; and 3,600 volunteers 

 

We owe much of our heritage and organizational success to the Seventh-day 

Adventist Church, which has long been a promoter of prevention and whole person 

care. Inspired by our belief in the loving and healing power of Jesus Christ, we aim to 

bring physical, mental and spiritual health and healing to our neighbors of all faiths. 

Every individual, regardless of his/her personal beliefs, is welcome in our facilities. We 

are also eager to partner with members of other faiths to enhance the health of the 

communities we serve. 

Our commitment to quality health care stems from our heritage, which dates back to 

1866 when the first Seventh-day Adventist health care facility opened in Battle Creek, 

Michigan. There, dedicated pioneers promoted the "radical" concepts of proper nutrition, 

exercise and sanitation. Early on, the facility was devoted to prevention as well as 

healing. They called it a sanitarium, a place where patients—and their families—could 

learn to be well. 

More than a century later, the health care system sponsored by the Seventh-day 

Adventist Church circles the globe with more than 170 hospitals and more than 500 

clinics, nursing homes and dispensaries worldwide. And the same vision to treat the 

whole person—mind, body and spirit—continues to provide the foundation for our 

progressive approach to health care. 

 

https://www.adventisthealth.org/pages/about-us.aspx
http://www.adventist.org/
http://www.adventist.org/
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Our Mission: To share God's love by providing physical, mental and spiritual healing. 

 

Our Vision: Adventist Health will be a recognized leader in mission focus, quality care 

and fiscal strength. 
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Identifying Information 
 

 
 

  

Ukiah Valley Medical Center  

50-bed Acute Care Hospital 

(67 licensed beds, 50 operational) 

Gwen Matthews, CEO 

Jeff Eller, Chair, Governing Board 

275 Hospital Drive 

Ukiah, CA 95482 

707.462.3111 
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Invitation to a Healthier Community 

Where and how we live is vital to our health. As you read this document, think about 

health in our communities as the environment in which we live, work, and play. 

Economic opportunities, access to nutritious foods, green space, and the availability of 

social networks, are key determinants in shaping our health. Our hope is to focus 

beyond the pressing health care challenges to see the resources and assets that exist 

in our community and how we can align them for better health outcomes as a 

population. 

The Community Health Plan marks the second phase in a collaborative effort to identify 

our community’s most pressing health needs. A Community Health Needs Assessment 

(CHNA) was conducted in 2013 to identify potential priority areas for community health. 

The CHNA was conducted not only in response to California’s community benefit 

legislation (SB 697), Oregon’s community benefit legislation (HB 3290) and The 

Affordable Care Act (H.R. 3590), but to truly fulfill the mission of the Adventist Health, 

“To share God's love by providing physical, mental and spiritual healing.”  

 

Community-based prevention, particularly interventions that look upstream to stop the 

root causes of disease, can reduce the burden of preventable illnesses. Economic 

opportunities, access to nutritious foods, green space, and the availability of social 

networks, are all key determinants in shaping our health. Our hope is to focus beyond 

the pressing health care challenges to see the resources and assets that exist in our 

community and how we can align them for better health outcomes as a population. 

Adventist Health uses The Community Guide, a free resource, to help communities 

choose programs and policies to improve health and prevent disease. This resource 

guides communities towards interventions that have proven to be effective, are 

appropriate for each unique community and evaluate the costs and return on investment 

for community health interventions.   

 

Developing metrics for population-based interventions are imperative for continued 

success in elevating the health status of our community. To aid in comparability across 

regions, it is important to identify and be in alignment with statewide and national 

indicators.  

 

When available, Healthy People 2020 was used as targets to align our local 

interventions. The Healthy People 2020 initiative provides science-based, 10-year 

national objectives for improving the health of all Americans.  

 

http://www.thecommunityguide.org/index.html
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The results of the CHNA guided the creation of a detailed plan to meet identified 

community needs, as well as community plans to address needs that our hospital may 

not be able to provide. In response to those identified needs UVMC has adopted the 

following priority areas for our community health investments for 2013-2015: 

  

 Behavioral Health: Work With Mendocino County Consortium to Develop 

Adequate Mental Health Services.  

 Chronic Disease: Provide Health Education and Access to Care For at Risk 

Community Groups with an Emphasis on: Diabetes, Stroke, and Cancer 

Prevention. 

 Advanced Aging Care with Emphasis on: Accident Prevention and Orthopedic 

Care. 

 

In addition, UVMC continues to provide leadership and expertise within our health 

system by asking the questions for each priority area: 

 

1) Are we providing the appropriate resources in the appropriate locations? 

2) Do we have the resources as a region to elevate the population’s health status? 

3) Are our interventions making a difference in improving health outcomes? 

4) What changes or collaborations within our system need to be made? 

5) How are we using technology to track our health improvements and providing 

relevant feedback at the local level? 

 

Building a healthy environment requires multiple stakeholders working together with a 

common purpose. We invite you to explore our health challenges in our communities 

outlined in this assessment report.  More importantly though, we hope you imagine a 

healthier region and collectively prioritize our health concerns and find solutions across 

a broad range of sectors to create communities we all want for ourselves and our 

children. 
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Community Health Needs Assessment 
Overview Update 

The Community Health Needs Assessment (CHNA) includes both the activity and 

product of identifying and prioritizing a community's health needs, accomplished through 

the collection and analysis of data, including input from community stakeholders that is 

used to inform the development of a community health plan. The second component of 

the CHNA, the community health plan, includes strategies and plans to address 

prioritized needs, with the goal of contributing to improvements in the community's 

health.  

 

Community Profile 

 

Ukiah Valley Medical Center’s primary service area is comprised of residents from the 

cities Ukiah and Willits in Mendocino County. According to the Office of Statewide 

Health Planning and Development (OSHPD), in 2011 the majority of patients 

discharged from Ukiah Valley reside in Ukiah (84.4%, 95482 zip code). The remainder 

resides in Willits (15.6%, 95490 zip code). 
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Data Collection Process 

 

The data collection process of the CHNA included key informant interviews to engage 

community leaders in the formation of our priority areas and interventions. The key 

informants were asked three central questions, with probing and follow-up questions 

when necessary: 

 What is your vision of a healthy community? 

 What is your perception of our hospital in general and of specific programs and 

services? 

 What can we do to improve the health and quality of life in the community? 

 

Key informant interviews were comprised of key leaders from an array of agencies 

across Mendocino County, ranging from not-for-profits, faith-based organizations, policy 

groups, elected officials and their staff, to educational institutions and local businesses. 

These were conducted by phone. 

 

Data on key health indicators, morbidity, mortality, and various social determinants of 

health were collected from the HealthyMendocino.org Community Dashboard. 

Indicators available on this site were collected from a variety of sources including: the 

United States Census Bureau, California Department of Public Health, California Health 

Interview Survey, County Health Rankings & Roadmaps, and other various local, state 

and federal databases. 

 

Information Gaps 

 
It should be noted that the key informant interviews are not based on a stratified random 

sample of residents throughout the region or a random sample of employees in each 

agency. The key informants were not chosen based on random sampling technique, but 

were instead invited because their comments represented the underserved, low income, 

minority, and chronically ill populations. In addition, this assessment relies on several 

national and state entities with publicly available data. All limitations inherent in these 

sources remain present for this assessment. 

 
Collaborations:  
 
The CHP and CHP update was prepared in collaboration with:  
 
Laura Acosta, BS, MPH(c) 

Dora Barilla, DrPH, MPH, CHES 

Marti Baum, MD 

Monideepa B. Becerra, MPH, DrPH(c) 
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Evette De Luca, BA 

Tim Gillespie, DMin 

Jessica L.A. Jackson, MA, MPH 

Loma Linda University Medical Center 

Center for Strategy and Innovation 

 

UVMC feels confident that we are working hard to listen to our community and 

collectively identify needs and assets in our region. Traditional, publicly available data 

were included in the assessment, along with qualitative data collected from a broad 

representation of the community.  

 

Although, the most recent assessment was conducted in 2013, we are continually 

assessing our communities for growing trends or environmental conditions that need to 

be addressed before our next assessment in 2016.  In 2014 there was an increase in 

insurance eligible individuals due to the Affordable Care Act. Partnership Health Plan 

also created a local system of care for Medi-Cal members through its managed care 

program. Since then UVMC has been actively pursuing creating an outpatient capitated 

program to address the special needs of the managed care population. 
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Identified Priority Need Update 

After conducting the CHNA, we asked the following questions:  

1)  What is really hurting our communities?  

2)  How can we make a difference?  

3)  What are the high impact interventions?  

4)  Who are our partners?  

5)  Who needs our help the most?  

 

From this analysis, three primary focus areas were identified as needing immediate 

attention, moving forward:  

 

Priority Area 1 
 

Identified Need: Behavioral Health  

 

Good mental health is a state of well-being in which an individual realizes his or her own 

abilities, can cope with the normal stresses of life, can work productively, and is able to 

make a contribution to his or her community. It is estimated that about 17% of U.S 

adults are considered to be in a state of optimal mental health. Depression is the most 

common type of mental illness, affecting more than 26% of the U.S. adult population. It 

has been estimated that by the year 2020, depression will be the second leading cause 

of disability throughout the world, trailing only ischemic heart disease. In addition, 

alcohol or substance abuse can greatly decrease mental functioning, increase 

symptoms of mental illness, and decrease overall quality of life. Ukiah Valley Medical 

Center recognizes the importance of whole person care and is striving to improve 

behavioral health outcomes in our community. 

 

 Mendocino County had almost twice the rate of substance use during pregnancy 

than California for tobacco, alcohol, and marijuana. 55.5% of pregnant women in 

Mendocino County reported use of these substances prior to knowledge of 

pregnancy compared to 23.7% for California. 

 The suicide death rate for Mendocino County (23.7 per 100,000) is significantly 

worse than the rate for California (9.6 per 100,000) or Healthy People 2020 (4.8 

or less per 100,000). 

 According to the California Department of Justice, felony and misdemeanor adult 

(19-69 years old) drug-related arrest rates per 1,000 in Mendocino County 

continue to be considerably higher than the State rates. 
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Goal: Work With Mendocino County Consortium to develop adequate mental health 

services.   

 

Objective: By 2015, provide patient-centered medical homes to over 200 people living 

with mental illness at the new clinic in 2015.  

 

Interventions: 

 

1. We will co-locate a primary care clinic next door to the County’s mental health 

24/7 crisis center on State Street. 

 

2. UVMC will purposefully align with existing mental health services in the 

community and create a patient-centered health home for mentally ill patients 

and their families. 

 

3. Partner with local universities and community-based agencies to promote 

preventative care for people most at risk for behavioral health issues to identify 

strategies to provide a seamless continuum of services. 

 

Evaluation Indicators: 

Short Term – Identify chronic users of county services to better improve coordination of 

services. 

Long Term – Reduce chronic disease experienced by people living with mental illness in 

our service areas.  

 

Update on Indicators for 2014: We are continuing to work with the Mendocino County 

mental health coalition to develop a collaborative plan to address and care for the 

mental health needs of our community. 

 

Priority Area 2 
 

Identified Need: Chronic Disease with Emphasis on: Diabetes, Heart Disease, Stroke, 

and Cancer Prevention.  

 

Goal: Provide educational opportunities focused on lifestyle and behavior modification 

to help reduce the at risk population destined for chronic disease.   

 

Objective: Decrease incidence of chronic disease in our service areas through 

provision of educational seminars to community members. 
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Interventions: 

 

1. Provide adequate access to specialty and primary care services. 

2. Deliver educational classes, health fairs, and take advantage of outreach 

opportunities. 

3. Launch early detection lung cancer screening program in Mendocino County. 

4. Provide medical homes for community members needing access to primary care.  

 

Evaluation Indicators: 

Short Term – Provide accessible high quality affordable care to at risk populations. 

Long Term – Increase chronic disease education and preventative screening 

opportunities. 

 

Update on Indicators for 2014: 

 

 Received The Joint Commission’s Primary Stroke Certification by the American 

Heart Association and American Stroke Association. 

 Launched Reduced Dose Lung Cancer Screening as an early detection 

screening for community members at risk for lung cancer. 

 Hosted six (6) health education seminars providing access to specialists to at risk 

community members suffering from chronic conditions. 

 Opened a new state-of-the-art Cancer Treatment and Infusion Center. 

 Developed Focus on Healing, healing arts therapy programing for cancer 

patients throughout Mendocino County regardless if they have treatment at 

UVMC. 

 

Priority Area 3 

Identified Need: Advanced aging care with emphasis on orthopedic care.  

 

Goal: Recruit General Orthopedic Surgeon.    

 

Objective: Provide Access to Advanced Orthopedic Care for Mendocino County 

Residents.  

 

Interventions: 

 

1. Recruited a General Orthopedic Surgeons 

2. Began Development of Orthopedic Joint Program to Empower and Educate 

Orthopedic Surgical Candidates. 
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Evaluation Indicators: 

Short Term – Provide Access to Orthopedic Care and Education Through Orthopedic 

Joint Center. 

 

Long Term – Reduction of adult falls or unintentional hip fractures or other injuries. 

 

Update on Indicators for 2014: With the recruitment of a general orthopedic surgeon 

and Adventist Health’s focus on providing the best orthopedic care across the system 

we have begun focusing on interventions that would allow us to meet the orthopedic 

needs of our community.  

 

Priority Areas Not Addressed 

 

None. This CHP addresses all of the identified priority areas from the 2013 CHNA.  
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Partner List 

UVMC supports and enhances regional efforts in place to promote healthier 

communities. Partnership is not used as a legal term, but a description of the 

relationships of connectivity that is necessary to collectively improve the health of our 

region. One of the objectives is to partner with other nonprofit and faith-based 

organizations that share our values and priorities to improve the health status and 

quality of life of the community we serve. This is an intentional effort to avoid duplication 

and leverage the successful work already in existence in the community. Many 

important systemic efforts are underway in our region, and we have been in partnership 

with multiple not-for-profits to provide quality care to the underserved in our region. 

 

We believe that partnerships are effective tools in improving the health of our 

community. Together, we are able to leverage our resources and strengths and have a 

greater impact. We can build a greater sense of community and a shared commitment 

towards health improvement.  

 

We would like to thank our partners for their service to our community: 

 Alliance for Rural Community 

Health (ARCH) 

 Anderson Valley Health Center 

 Cancer Resource Centers of 

Mendocino County and UCSF 

Institute for Health Policy Studies  

 Community Development 

Commission 

 Community Foundation of 

Mendocino County 

 Consolidated Tribal Health 

Project, Inc. 

 FIRST 5 Mendocino 

 Frank R. Howard Memorial 

Hospital 

 Healthy Mendocino 

 Ortner Management Group 

 Mendocino County Aids and Viral 

Hepatitis Network (MCAVHN) 

 Mendocino Coast Clinics 

 Mendocino Community Health 

Clinic 

 Mendocino County Sheriff’s 

Office 

 Mendocino County Health and 

Human Services Agency 

 Mendocino County Youth Project 

 MendoLake Credit Union 

 North Coast Opportunities (NCO) 

 Redwood Children’s Services 

 Redwood Coast Medical Services 

 United Way of the Wine Country 

 Ukiah Police Department 
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Community Benefit Inventory 
Year 2014 – Inventory 

Activities  
Number of 

Programs 

Medical Care Services 

Ukiah Valley Medical Center and Adventist Health have an extensive charity care 

policy, which enables the Medical Center to provide discounted care and charity 

assistance for financially qualified patients. Financial counselors are available to 

help patients determine eligibility for charity assistance and manage medical bills. 

This assistance is available for both emergency and non-emergency health care. 

Charity care does not include: 1) bad debt or uncollectible charges that the hospital 

recorded as revenue but wrote-off due to failure to pay by patients, or the cost of 

providing such care to such patients; 2) the difference between the cost of care 

provided under Medicaid or other means-tested government programs and the 

revenue derived there from; or 3) contractual adjustments with any third-party 

payers. 

Community Health Improvement 

Diabetes Education 

Provide diabetes screenings, education, seminars, and self-management 

consultations to residents of Mendocino county. This service is provided free 

of charge and had an impact on over 2,000 people throughout the county. 

 

Employer Health Education 

Developed health education seminars and screenings for county employers, 

working with their employees. Goal is to provide preventative health 

information, educate and provide access to services. 

 

Hospital Volunteering 

Hospital volunteers play a crucial role in assisting clinical staff in patient care 

and other needs around the hospital campus. This invaluable service touches 

the lives of patients, family, and community members on a daily basis. 

 

Employee Health and Wellness 

As community members and one of the largest employers in the county the 

wellbeing of employees has a direct impact on the health of the community. 

We work with our employees providing them with opportunities to improve 

their overall health through education, screenings, discounts memberships to 

local health clubs, and nutrition education. 

18 
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Community Health Education 

By providing seminars we made a direct impact on the health of our 

community. Our presenters are physicians who have an interest in benefiting 

the community through lifestyle choice and their services. Through this venue 

we had a direct impact on the lives of event attendees, putting them in direct 

contact with services that could improve their lives. Our events are also 

videotaped and archived and rebroadcast on Mendocino Access TV for future 

viewing. 

 

Intensive Outpatient Care Management (IOPCM) 

Partnership Health Plan is funding a two-year pilot project to study the 

impacts of community based intensive case management.  This collaborative 

project provides intensive medical, behavioral health, and social case 

management services to high utilization Medi-Cal patients with complex 

medical and social needs.  The goal is the triple aim -- improve quality and 

patient satisfaction, improve the health of populations, and reduce per capita 

cost of healthcare. 

 

Care Coordination Collaborative (CCC) 

The County of Mendocino Behavioral Health & Recovery Services (Mental 

Health & Alcohol & Other Drug Programs) Dept leads this collaborative of 

primary care providers, mental health providers, peer supports and outreach 

workers, and the Medi-Cal managed care plan.  The CCC's goals are to 

establish multi-agency communication to promote a "no wrong door" 

bidirectional referral process, create workflows for coordinated care, promote 

patient self-management, and use a shared clinical information system for 

tracking purposes.  Historically, the County maintained a "no risk" stance to 

information sharing so this collaborative is a major positive step in improving 

patient care. 

 

 

Free Children’s Health Fair 

For the past five years we have spearheaded a partnership with other county 

non-profit agencies to provide access to resources and services that support 

the growth and healthy development of children and families in our 

community. This venue allows children to be screened by health care 

professionals for free 

Health Professions Education 

Continuing Physician and Nurse Medical Education 

Through this venue we are able to help supply the need for continued medical 

education to health care providers throughout our county and sister hospital 

facilities. Each educational lecture is broadcast over the internet allowing 

1 
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physicians from outside the area to stream the lecture over the internet. Once 

the lecture is over physicians are required to fill out an evaluation form to 

receive credit for attending the CME event. 

Subsidized Health Services 

NA  

Research 

NA  

Cash and In-Kind Contributions 

 Ukiah Junior Academy 

 Ukiah Lions Youth Football 

 Ukiah Rotary Club 

 South Ukiah Rotary Club 

 Mendocino County Viral Hepatitis and Aids Network 

 Ukiah Daily Journal School Reading Program 

 Mendocino College 

 Space Performing Arts 

 Willits Rotary 

 First 5 Mendocino 

 Children’s Health Fair 

 Mendocino College 

 Cancer Resource Center of Mendocino County 

 Hearthstone Village Mission Project 

 North Coast Opportunities 

 North Coast Striders 

 Ukiah Valley Association for Habilitation 

 The Human Race of Mendocino County 

 Rotary Club of Ukiah 

 Boys and Girls Club 

34 
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Community Benefit & Economic Value 

UVMC mission is to share God’s love by providing, physical, mental and spiritual 

healing. We have been serving our communities health care needs since 1979.  Our 

community benefit work is rooted deep within our mission and merely an extension of 

our mission and service. We have also incorporated our community benefit work to be 

an integral component of improving the “triple aim.” The “Triple Aim” concept broadly 

known and accepted within health care includes: 

 

1) Improve the experience of care for our residents. 

2) Improve the health of populations. 

3) Reduce the per capita costs of health care. 

 

Our strategic investments in our community are focused on a more planned, proactive 

approach to community health. The basic issue of good stewardship is making optimal 

use of limited charitable funds.  Defaulting to charity care in our emergency rooms for 

the most vulnerable is not consistent with our mission. An upstream and more proactive 

and strategic allocation of resources enables us to help low income populations avoid 

preventable pain and suffering; in turn allowing the reallocation of funds to serve an 

increasing number of people experiencing health disparities. 

 

Community Benefit Summary 
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Connecting Strategy & Community Health 

Hospitals and health systems are facing continuous challenges during this historic shift 

in our health system. Given today’s state of health, where cost and heartache is 

soaring, now more than ever, we believe we can do something to change this. These 

challenges include a paradigm shift in how hospitals and health systems are positioning 

themselves and their strategies for success in a new payment environment. This will 

impact everyone in a community and will require shared responsibility among all 

stakeholders. 

 

As hospitals move toward population health management, community health 

interventions are a key element in achieving the overall goals of reducing the overall 

cost of health care, improving the health of the population, and improving access 

to affordable health services for the community both in outpatient and community 

settings. The key factor in improving quality and efficiency of the care hospitals provide 

is to include the larger community they serve as a part of their overall strategy. 

 

Population health is not just the overall health of a population but also includes the 

distribution of health. Overall health could be quite high if the majority of the population 

is relatively healthy—even though a minority of the population is much less healthy. 

Ideally such differences would be eliminated or at least substantially reduced. 

 

Community health can serve as a strategic platform to improve the health outcomes of a 

defined group of people, concentrating on three correlated stages: 

1) The distribution of specific health statuses and outcomes within a population; 

2) Factors that cause the present outcomes distribution; and 

3) Interventions that may modify the factors to improve health outcomes. 

 

Improving population health requires effective initiatives to: 

1) Increase the prevalence of evidence-based preventive health services and 

preventive health behaviors, 

2) Improve care quality and patient safety and  

3) Advance care coordination across the health care continuum. 

 

Our mission as a health system is to share God's love by providing physical, mental and 

spiritual healing.  We believe the best way to re-imagine our future business model with 

a major emphasis of community health is by working together with our community. 
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Appendix A: 
Community Health Needs Assessment 
and Community Health Plan 
Coordination Policy 
Entity:  
 

 System-wide Corporate Policy  Corporate Policy  No.  AD-04-006-S  

 Standard Policy   Department:  Administrative Services 

  Model Policy    Category/Section: Planning 
      Manual:  Policy/Procedure Manual 
 
POLICY SUMMARY/INTENT: 
 
This policy is to clarify the general requirements, processes and procedures to be followed by each 
Adventist Health hospital. Adventist Health promotes effective, sustainable community benefit 
programming in support of our mission and tax-exempt status. 
 
DEFINITIONS 
 

1. Community Health Needs Assessment (CHNA): A CHNA is a dynamic and ongoing process that is 

undertaken to identify the health strengths and needs of the respective community of each Adventist 
Health hospital. The CHNA will include a two document process, the first being a detailed document 
highlighting the health related data within each hospital community and the second document 
(Community Health Plan or CHP) containing the identified health priorities and action plans aimed at 
improving the identified needs and health status of that community.   

 
 A CHNA relies on the collection and analysis of health data relevant to each hospital’s community, 

the identification of priorities and resultant objectives and the development of measurable action 
steps that will enable the objectives to be measured and tracked over time.  

 
2. Community Health Plan: The CHP is the second component of the CHNA and represents the 

response to the data collection process and identified priority areas.  For each health need, the CHP 
must either: a) describe how the hospital plans to meet the identified health need, or b) identify the 
health need as one the hospital does not intend to specifically address and provide an explanation as 
to why the hospital does not intend to address that health need. 

 
3. Community Benefit: A community benefit is a program, activity or other intervention that provides 

treatment or promotes health and healing as a response to identified community needs and meets at 
least one of these objectives: 

 

 Improve access to health care services 

 Enhance the health of the community 

 Advance medical or health care knowledge 

 Relieve or reduce the burden of government or other community efforts 
 

 Community benefits include charity care and the unreimbursed costs of Medicaid and other means-
tested government programs for the indigent, as well as health professions’ education, research, 
community health improvement, subsidized health services and cash and in-kind contributions for 
community benefit. 
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AFFECTED DEPARTMENTS/SERVICES: 
Adventist Health hospitals 
 

POLICY:  COMPLIANCE – KEY ELEMENTS 
 

PURPOSE: 

The provision of community benefit is central to Adventist Health’s mission of service and compassion. 
Restoring and promoting the health and quality of life of those in the communities served, is a function of 
our mission “To share God's love by providing physical, mental and spiritual healing.” The purpose of this 
policy is: a) to establish a system to capture and report the costs of services provided to the 
underprivileged and broader community; b) to clarify community benefit management roles; c) to 
standardize planning and reporting procedures; and d) to assure the effective coordination of community 
benefit planning and reporting in Adventist Health hospitals. As a charitable organization, Adventist 
Health will, at all times, meet the requirements to qualify for federal income tax exemption under Internal 
Revenue Code (IRC) §501(c)(3). The purpose of this document is to: 
 

1. Set forth Adventist Health’s policy on compliance with IRC §501(r) and the Patient Protection and 
Affordable Care Act with respect to CHNAs;  

2. Set forth Adventist Health’s policy on compliance with California (SB 697), Oregon (HB 3290), 
Washington (HB 2431) and Hawaii State legislation on community benefit; 

3. Ensure the standardization and institutionalization of Adventist Health’s community benefit 
practices with all Adventist Health hospitals; and  

4. Describe the core principles that Adventist Health uses to ensure a strategic approach to 
community benefit program planning, implementation and evaluation.  

 
A. General Requirements 
 

1. Each licensed Adventist Health hospital will conduct a CHNA and adopt an implementation 
strategy to meet the community health needs identified through such assessment.   

 
2. The Adventist Health Community Health Planning & Reporting Guidelines will be the standard for 

CHNAs and CHPs in all Adventist Health hospitals.   
 

3. Accordingly, the CHNA and associated implementation strategy (also called the Community 
Health Plan) will initially be performed and completed in the calendar year ending December 31, 
2013, with implementation to begin in 2014.   

 
4. Thereafter, a CHNA and implementation strategy will be conducted and adopted within every 

succeeding three-year time period.  Each successive three-year period will be known as the 
Assessment Period.  

 
5. Adventist Health will comply with federal and state mandates in the reporting of community 

benefit costs and will provide a yearly report on system wide community benefit performance to 
board of directors. Adventist Health will issue and disseminate to diverse community stakeholders 
an annual web-based system wide report on its community benefit initiatives and performance. 

 

6. The financial summary of the community benefit report will be approved by the hospital’s chief 

financial officer. 

7. The Adventist Health budget & reimbursement department will monitor community benefit data 
gathering and reporting for Adventist Health hospitals. 
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B. Documentation of Public Community Health Needs Assessment (CHNA) 
 

1. Adventist Health will implement the use of the Lyon Software CBISA™ product as a tool to 
uniformly track community benefit costs to be used for consistent state and federal reporting. 
 

2. A written public record of the CHNA process and its outcomes will be created and made available 
to key stakeholders in the community and to the general public. The written public report must  
include: 

 
a. A description of the hospital’s community and how it was determined. 

 
b. The process and methods used to conduct the assessment. 

 
c. How the hospital took into account input from persons who represent the broad interests 

of the community served. 
 

d. All of the community health needs identified through the CHNA and their priorities, as well 
as a description of the process and criteria used in the prioritization. 

 
e. Existing health care facilities and other resources within the community available to meet 

the community health needs identified through the CHNA. 
 

3. The CHNA and CHP will be submitted to the Adventist Health corporate office for approval by the 
board of directors. Each hospital will also review their CHNA and CHP with the local governing 
board. The Adventist Health government relations department will monitor hospital progress on 
the CHNA and CHP development and reporting. Helpful information (such as schedule deadlines) 
will be communicated to the hospitals' community benefit managers, with copies of such 
materials sent to hospital CFOs to ensure effective communication. In addition, specific 
communications will occur with individual hospitals as required.  

 
4. The CHNA and CHP will be made available to the public and must be posted on each hospital’s 

website so that it is readily accessible to the public. The CHNA must remain posted on the 
hospital’s website until two subsequent CHNA documents have been posted. Adventist Health 
hospitals may also provide copies of the CHNA to community groups who may be interested in 
the findings (e.g., county or state health departments, community organizations, etc.).  
 

5. For California hospitals, the CHPs will be compiled and submitted to OSHPD by the Adventist 
Health government relations department. Hospitals in other states will submit their plans as 
required by their state. 
 

6. Financial assistance policies for each hospital must be available on each hospital’s website and 
readily available to the public. 
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