
Social Determinants of Health 

Social determinants of health greatly impact the health and wellness of individuals in our com-

munity. Research shows that income, housing, educa on, diet and employment have a direct 

correla on to a person’s health status. NCH recognizes this and is commi ed to incorpora ng 

strategies to address these factors in its Community Health Implementa on Strategy. 

Community Health                    
Implementa on Strategy 
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BEHAVIORAL HEALTH 

1. Screenings and Referrals 

2. Educa on 

3. Treatment 
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OBESITY 

1. Access to Healthy Food 

2. Opportuni es for Physical Ac vity 

3. Educa on and Treatment 
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ACCESS TO CARE FOR THE UNDER‐RESOURCED 

1. Access to Primary/Specialty Care 

2. Access to Oral Health Services 

3. Access to Prescrip on Medica on 
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CANCER 

1. Screenings and Educa on 

2. Survivorship 

3. Tobacco Cessa on 

HEART DISEASE and STROKE  
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1. Screenings and Educa on 

2. Support  

3. Treatment 
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CHRONIC DISEASES (DIABETES, HEART/STROKE, HIGH BLOOD PRESSURE) 

FY21‐  
FY23  



BEHAVIORAL HEALTH 1 

GOAL: 660 assessments   

Assessment Clinic  

GOAL:  675 assessments  

Care Coordina on  

 

GOAL: 100 people trained  

Mental Health First Aid  

 

 

 

 

Stub 

FY2022 

FY2023 

GOAL STATUS 

 

 

 

Free in‐person behavioral health         

assessments and referrals for  

community members 

Free behavioral health assessments and 

care coordina on for pa ents hospital‐

ized with medical issues 

A course that teaches how to help 

someone who is developing mental 

illness or substance abuse issues 

Stub 

FY2022 

FY2023 

GOAL STATUS 

 

 

 

Stub 

FY2022 

FY2023 

GOAL STATUS 

GOAL: 120 clients served   

Outpa ent Addic ons Services  
 

Physician led clinic which provides 

medica on assisted treatment for  

alcohol, opioid and other substance     

use disorders  

Stub 

FY2022 

FY2023 

GOAL STATUS 

 

 

 

GOAL: 200 people assisted 

ED Ambulatory Detox 
 

Medica on assistance and referrals to 

treatment for ambulatory detox 

Stub 

FY2022 

FY2023 

GOAL STATUS 

 

 

 

 

 

 

 

 

204 

 NA 

83% 

78% 

 

      NA 

  0%  

11% 

200   NA 

Disc. 

Disc. 

 

        NA 

119% 

137% 

120         NA 

118% 

  67% 

 

 

 

 

 Goal          Stub          FY22       FY23 

 Goal          Stub          FY22       FY23 

 Goal          Stub         FY22       FY23 

 Goal          Stub         FY22         FY23 

 

  

660 

675 

100 

 

 

 

Key

Goal met 

Within 10% of goal 

Goal not met 

  

  

  

  

 Goal          Stub         FY22       FY23 

  

  

0 

  

239 

  

62 

0 

Goal Discon nued 

  

804 

  

550 

141 

  

  

  

513 

  

927 

  

80 

  

11 



OBESITY  2 

GOAL: 240 pa ents supported  

Food Insecurity Screening  

GOAL: 18,000 served   

Community Cares Food Pantry  

 

GOAL: 600 enrollments  

MedFit Enrollments  

 

 

 

Stub 

FY2022 

FY2023 

GOAL STATUS 

 

 

 

Number or pa ents that screened    

posi ve for food insecurity and were 

provided food and/or other resources 

before being discharged. 

Number of persons served by 

the collabora ve food panty which 

NCH is a partner in. 

Low‐cost 60‐day guided 

customized exercise programs for  

Individuals referred by physicians. 

Stub 

FY2022 

FY2023 

GOAL STATUS 

Stub 

FY2022 

FY2023 

GOAL STATUS 

GOAL: 120 persons educated  

Outpa ent Nutri on Counseling 

120 Number of pa ents who received 

outpa ent nutri onal counseling by 

a registered die cian for obesity 

Stub 

FY2022 

FY2023 

GOAL STATUS 

 
 

 

 

 

 

 

     NA   

Stub 

FY2022 

FY2023 

Weight Loss Clinic 

GOAL: 800 pa ents supported

Physician‐supervised medical weight 

loss program for adults 

GOAL STATUS  
GOAL STATUS 

 

 

 

         NA 

120% 

128% 
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 Goal          Stub          FY22       FY23 
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 Goal          Stub         FY22       FY23 

Goal          Stub          FY22        FY23 

240 
 

18,000 

600 

 

    

800 

  

  

  

  

  

  

4,372 

  

79 

  

133 

  

25 

  

398 

  

  

289 

  

52,944 

            NA 

         294% 

 466%          

  

79 

  NA 

 66% 

101% 

  

774 

            NA 

  107%  

  128%     

639 

          NA 

         97%  

118%    

  

307 

  

83,839 

  

770 

  

121 

  

947 



ACCESS to HEALTHCARE for the UNDER‐RESOURCED 3 

GOAL: 6,000 client visits   

Community Nursing Program     

Community Health Worker 
 

GOAL: 2,000 pa ent visits   

Mobile Dental Clinic  

 

 

 

Stub 

FY2022 

FY2023 

GOAL STATUS 

 

Free health educa on, chronic  disease 

management, screenings and referrals 

Free assistance with finding physicians, 

medical homes and other community 

resources 

Free or reduced fee oral healthcare 

services 

Stub 

FY2022 

FY2023 

GOAL STATUS 

 

 

 

GOAL STATUS 

Charitable Prescrip on Program  
 

Free prescrip on medica on for home‐

less, uninsured and underinsured 

Stub 

FY2022 

FY2023 

GOAL STATUS 

 

 

 

 

 

 

Stub 

FY2022 

FY2023 

 
GOAL STATUS 

           NA 

102% 

105% 

         NA 

  80%  

  86% 

 

 

6,230 
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6,000 

 Goal         Stub        FY22         FY23 

 2,500 

 Goal          Stub          FY22        FY23 

2,000 

Goal          Stub         FY22        FY23 

900 

 

GOAL: 2,500 client visits   

GOAL: 900 Prescrip ons  

Free Transporta on  

GOAL: 600 Rides   

Free taxi and courtesy van rides for        

low‐income individuals to and from 

healthcare services 

Goal          Stub           FY22       FY23 

GOAL STATUS 

Stub 

FY2022 

FY2023 

  

  

  

  

  

600 

  

1,435 

  

1,012 

  

480 

  

128 

  

200 

  

894 

  

2,048 

  

  

4,798 

  

846 

           NA 

 141% 

 147% 

          NA 

  99%   

  93%       

  

5,132 

   NA 

249% 

245% 

  

6,135 

  

2,092 

  

839 

  

884 



CANCER 4 

GOAL: 150 mammograms

Gi ‐A‐Mammogram 

GOAL: 1,000 screenings   

Lung Screenings  

 

GOAL: $50,000 in assistance  

Cancer/Lung Pa ent Assistance Fund 

 

 

 

Stub 

FY2022 

FY2023 

GOAL STATUS 

 

 

 

Free mammograms for uninsured    

women over 40 

Screenings for early detec on and  

treatment 

Financial assistance given to cancer 

pa ents struggling to pay their rent, 

u li es and other living expenses 

Stub 

FY2022 

FY2023 

GOAL STATUS 

Stub 

FY2022 

FY2023 

GOAL STATUS 

GOAL: 1,500 client encounters  

Support Services 
 

Support groups, classes  and survivor 

events to promote emo onal healing 

a er a cancer diagnosis 

Stub 

FY2022 

FY2023 

GOAL STATUS 

 

 

 

 

 

 

 

 

Stub 

FY2022 

Tobacco Cessa on 

GOAL: 400 client encounters

Free tobacco cessa on counseling and  

support to aid with lung cancer preven‐

on 

GOAL STATUS  GOAL STATUS 

 

 

 

 

1,266 

 

 

 Goal        Stub          FY22         FY23 

Goal          Stub         FY22       FY23 

 Goal          Stub         FY22         FY23 

150 

1,000 

$50,000 

1,500 

400 
 

 Goal          Stub         FY22        FY23 

  

  

  

  

  

 Goal          Stub          FY22       FY23 

  

64 

  

$13,127

  

153 

  

52 

  

360 

  

127 
         NA 

  85% 

  93% 

             NA 

  127% 

  152% 

           NA 

 129% 

    94% 

           NA 

   55% 

   53% 

          NA 

   22%  

   35% 

  

87 

  

  

  

823 

$64,583 

  

140 

  

$46,998 

  

799 

  

139 

  

1,524 



CHRONIC DISEASES (DIABETES, HEART/STROKE, HIGH BLOOD PRESSURE) 5 

GOAL: 250 Encounters

  

Stroke Support & Risk Assessments 

GOAL: 250 Encounters  

Diabetes Educa on & Support  

 

GOAL: 600 encounters  

Pa ent Naviga on 

 

 

 

Stub 

FY2022 

FY2023 

GOAL STATUS 

 

 

 

Support group encounters to promote 

emo onal healing a er diagnosis and 

risk factor assessments and educa on to 

iden fy and prevent stroke 

Free educa on and support for       

individuals with diabetes 

RN Navigator assists pa ents in the 

community with chronic care   manage‐

ment and educa on 

Stub 

FY2022 

FY2023 

GOAL STATUS 

Stub 

FY2022 

FY2023 

GOAL STATUS 

GOAL: 1,600 pa ent visits  

Atherton Outpa ent Clinic 
 

Support for individuals with conges ve 

heart failure  

Stub 

FY2022 

FY2023 

GOAL STATUS 

 

 

 

         NA 

  61% 

  35% 

 

 

 

 

 

GOAL STATUS 

 

438 

  

 

 

 

 

 

2,434 

 Goal          Stub        FY22       FY23 
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 Goal          Stub        FY22        FY23 

 Goal          Stub         FY22         FY23 

600 

250 

1,600 

250 

The Community Health Improvement Strategy was approved by 

the NCH Community Health and Outreach (CHO) Commi ee of 

the Board on June 15, 2021 and presented to the full NCH Board 

of Directors on June 28, 2021. Metrics are reviewed annually.   

  

  

  

  

  

 

24 

  

58 

  

316 

  

  

152 

  

173 
         NA 

  69% 

187% 

           NA 

 118% 

 121% 

           NA 

 152% 

 179% 

  

  

705 

  

88 

  

468 

  

727 

  

2,860 


