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Learning Objectives

• Describe Sharp HealthCare’s process for engaging community 
partners in its community health needs assessment (CHNA)

• Discuss how the 2016 CHNA influenced Sharp HealthCare to 
further engage community partners to address identified 
community health needs

• Provide examples of Sharp HealthCare/community organization 
partnerships since the 2016 CHNA

• Describe one specific Sharp HealthCare program model that 
highlights the impact of clinical-community partnerships to 
improve community health



Snapshot of Sharp HealthCare
• Not-for-profit serving 3.3 million residents of San Diego County

• Grew from a single hospital in 1955 to an integrated health care 
delivery system: 

• 4 acute care, 3 specialty hospitals; 2,084 licensed beds

• 3 medical groups 

• Health plan

• Largest private employer in San Diego:

• Over 18,000 employees, 2,600 affiliated physicians
2,000 volunteers

Mission: To improve the health of those we serve with a commitment 
to excellence in all that we do.



Sharp HealthCare: Pillars of Excellence
The seven Pillars of Excellence are a visible testament of our commitment 

to making Sharp the best health care system in the universe.



What Goes into Your Health?



Collaborative 
San Diego 
2016 CHNA 

Process Map



2016 CHNA Community Engagement 



• Common health needs/issues: hypertension, behavioral health, mobility, 
oral health

• Challenges for clients: education, money, stress, time, cultural practices. 
Poverty big barrier to behavior change

• Risk factors: healthy food access; lack of social support

• Health needs/issues: behavioral health, blood pressure/cholesterol, 
obesity, unhealthy diet

• Challenges to clients/behavior change: lack of access to healthy food; 
stress; prioritization of other needs; cultural practices;

• What can hospitals do? Improve the inquiry

2016 CHNA Community Engagement 







2016 Collaborative San Diego CHNA: Findings

Top Health Needs
Top Social Determinants of Health (SDOH)



2016 CHNA 

Recommendations



SDOH and Health Outcomes

Food Insecurity

• Chronic diseases

• Negative impacts on growth / development

• Behavioral health risks across the lifespan

Housing (substandard/unstable):

• Chronic and infectious diseases

• Lead poisoning

• Injuries

Transportation:

• Health care and other needed services:

• Rx and follow up care

• Food



Post-CHNA: Sharp Program Implementation
Food Insecurity (Hunger and Health)

• Medical group food insecurity screening and 
referral programs

• Hospital Outstation (HOS) Program

• Sharp Senior Health Centers & 
San Diego Food Bank Senior Nutrition Program

• Advocacy support – San Diego Hunger Coalition

• Sharp CME food insecurity education initiative



Post-CHNA: Sharp Program Implementation 

• Southwestern College/International 
Rescue Committee/Sharp Acute Care 
Certified Nursing Assistant Training Program

• 2-1-1 Community Information Exchange (CIE)

• Sharp Grossmont Hospital Care Transitions Intervention (CTI) Program 



Sharp Grossmont Hospital 
Care Transitions Intervention (CTI) Program

Partners: Sharp Grossmont Hospital, 2-1-1 San Diego, Feeding 
San Diego, Grossmont Hospital Foundation

Shared Goal: Bridge gap between social services and health in 
discharge patients transitioning home

Outcome measures:  

• Percent of individuals readmitted into hospital (readmission rate)

• Number and percent who decrease vulnerability of social 
determinants on risk rating scale

• Client patient satisfaction and ability to better manage health



Sharp Grossmont Hospital: Community Served



What is the Sharp Grossmont CTI Program?



CTI Partner: 2-1-1 San Diego

• Traditionally Information and Referral Network

• Resource Database

• Multiple Languages offered

• 24/7 365 days a year

• Moving towards 
navigation & care 
coordination

Navigation

Information and 

Assistance

Information and 

Referrals



HOUSING STABILITY

FOOD & 
NUTRITION

PRIMARY CARE & 
PREVENTION

HEALTH MANAGEMENT

SOCIAL & COMMUNITY 
CONNECTION

ACTIVITIES OF DAILY 
LIVING

LEGAL & CRIMINAL 
JUSTICE

FINANCIAL WELLNESS & 
BENEFITS

TRANSPORTATION

PERSONAL CARE & 
HOUSEHOLD GOODS

UTILITY & TECHNOLOGY

SAFETY & DISASTER

EDUCATION & 
HUMAN DEVELOPMENT

EMPLOYMENT 
DEVELOPMENT
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Bridging gaps between social and health services

Navigation for Social Needs:



Partnership: CTI and 2-1-1 San Diego



CTI and 2-1-1 San Diego: Evaluation



CTI: Outcomes

• Reduced readmissions:
9.6%

• Improved care coordination:
97%

• Improved SDOH vulnerability: 
91%

• Improved ability to manage 
health: 92%



CTI: Lessons Learned

• Resource linkages must be client/patient centered

• Health care setting connection is key to resource access

• Organization champions are essential

• Flexibility is crucial to partnership evolution

• Outcomes tracking – short and long term – are critical

Communicate with vision and passion!
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